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EXECUTIVE SUMMARY

The 1997 National Drug Control Strategy' calls for the promotion of effective, efficient, and
accessible drug abuse treatment to reduce the social and health costs associated with illicit drug
use. In an effort to provide information on current availability of alcohol and other drug (AOD)
treatment services, CSR, Incorporated, conducted a study to determine what publicly funded
AOD treatment services are offered in each State, to identify the major funding sources for those
services, and to assess gaps in the range of treatment services available. The study also
attempted to lexplorc the impact of the shift to managed care on the provision of publicly funded

drug treatment,

A review of the current literature and conversations with informants in State and other types of

agencies yielded the following key findings:

. The two primary public treatment funding sources for provision of drug abuse treatment
for the medically indigent are Medicaid and the Federal Substance Abuse Prevention and

Treatment Block Grant.

. Most States provide Medicaid coverage only for children, mothers of young children, and
the disabled who meet income eligibility guidelines. The “average™ male drug abuser or
addict is not eligible for coverage under Medicaid unless he has an additional long-term

physical or psychiatric disability or is solely responsible for a dependent child.

. States limit the types of chemical dependency treatment services available under
Medicaid. For example, inpatient treatment may only be covered if there is another

primary psychiatric diagnosis that requires acute care treatment.

. As aresult of the limits on Medicaid coverage for the uninsured drug addict, the Federal
Substance Abuse Prevention and Treatment Block Grant is a major source of funding for

drug abuse treatment services.

'Office of National Drug Control Policy (ONDCP). The National Drug Control Strategy, 1997. Washington, DC:
ONDCP, 1997a.
i
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EXECUTIVE SUMMARY

Many States report that the Block Grant mandates and set-asides constrain their ability to

allocate funding in 3 manner appropriate to their clients” characteristics.

f’ublicly financed drug treatment is being affected by the recent widespread shifi to
managed care in the health care system, Many States are seeking “waivers” from the
Health Care Financing Administration (HCFA} that permit the enrollment of Medicaid
beneficiaries in managed care organizations such as health maintenance organizations
{HMOs). Furthermore, many States have introduced managed care technologies into the

network of publicly financed behavioral health programs supported by the Block Grant,

Changes are taking place State by State at varying speeds and with varying levels of
inclusiveness. For example, some Stawes are putting all of their Medicaid services under a
managed care plan, some are placing most medical treatment under managed care but
leaving behavioral healthcare in the raditional fee-for-service system, and others are
exploring managed care options but have not yet made significant changes in their

Medicaid systems.

Some States are contracting with private managed care companies 1o provide Medicaid
services as well as behavioral healthcare funded through Block Grant and other State
monies, Consumer advocates and AOD professionals are concerned that the availability
and accessibility of ireatment services will be diminished as dollars that could be used (o
provide treatment go to profits or as a result of financial losses incurred because contracts
were initially underbid. In addition, currently funded public sector and nonprofit agencies
that have expertise providing treatment for the medically indigent drug abuser/addict

ofien are not able to compete with large, privale managed care companies.

A recent trend is the transfer of authority from the State AOD agency to the local level,
In some States, local boards are responsible for determining the services that will be
prévided in their areas. The State AOD agency may play an advisory or technical

assistance role only.

i



EXECUTIVE SUMMARY

The rapid shift to managed care taking shape in many of the States raises questions about
changes in the availability of drug treatment services. While there is widespread
agreement on the need to control costs, improve case management, and widen access o
care, there is concemn that managed care contracts may not include adequate and
appropriate AOD geatment and that utilization managernent systems can inappropriately
lirnit treatment access, Drug treatment is considered 1o be particularly vulnerable to
marginalization in managed care programs as there are fewer advocates for these services

within healthcare systems,

Many tnformants expressed concemn that managed care organizations are tightening
admissions and length-of-stay criteria, which may result in undertreatment. Both of these
potendal pitfalls are frequently mentioned in the literature and were echoed by key

informants in many States.

Currently, the full continuum of AQD treatment services {i.e. detoxification, methadone
maintenance, inpatient treatmest, residential rehabilitation, day treatrent, outpatient
treatment, and continuing care) is offered in most States (although services may not
always be accessible). Some of the public sector networks either directly fund or-
reimburse for additional specialty services such as long-term residential care and

teansitional housing programs.

Although most types of AQD treatment services may exist in any given State, the
treatment may not be available or accessible 1o the drug abuserfaddict seeking help.

. Problems reported that serve as obstacles for these wheo need and degire help for an
addiction include transportation problems, lack of child care, limits on the number of
treatment siots available, long distances 16 travel for treatment, and lack of transitional
housing or other community sa;;ports. {Managed care admissions criteria and limits on

length of stay may also be obstacles to successful outcomes.) -

v



EXECUTIVE SUMMARY

* All sources of information emphasized that the public hesith systems under discussion are
in transition and that the information itself is therefore subject-to change. Hence, it is not
vet possible 10 reach conclusions about the impact of these changes on publicly funded

drug treatment,

Providers and advocates throughout the country are voicing serious concerns about the changes
occurring with the rapid shift to managed care, the possible short-sighted tradeoff between
immediate trestment cost savings and the fonger term social and health costs associated with

undertreatiment of drug abuse and addiction. Continuous menitoring of changes in AOD funding

- mechanisms and treatment systems in each State and dissemination of reported findings are

imperative 1o help States avoid pitfalls as they restructure healthcare service delivery systems.



INTRODUCTION
I the Naripnal Drug Control Strategy, 19597, the Office of National Drug Control Policy (ONDCP)

ermphasizes the social and health costs of illicit drug use and calis for the promotion of effective,
effictent, an.d accessible drug treatment to reduce those costs.! The prevalence of alcohol and other
drug (AQD), abuse, dependency, and related problems is frequently high among uninsured
populations; however, many low-income and indigent persans cannot obtain ADD treatment on
their own. They depend on publicly financed services, which vary tremendously among the States
in termns of availability, specific services or modalities provided, and the funding mechanisms that

support the services.

Determining what treatment may be accessed by the ncedy 18 complicated, because publicly funded
drug treatment programs are financed by a variety of Federal, Siate, and local funding streams. The
pumerous agencies that manage those funds have various treatment eligibility requiremnents, which
result in inevitable overiaps and gaps in services. Although data on client admissions to treatment
are regularty collected, until recently no systematic effort had been undertaken either to monitor
access to services in each State at the service delivery level or 1o assess the effects of changes in

service delivery models, especially the increasing use of managed care,

CSKR, Incorporated, set out to identify what publicly funded AOD wreatment services are available in
each State, how they are administered and funded, and what, if any, gaps in service exist. This
project also explored the effect of the public sector’s shift 1o managed care on the provision of
ADD weatment. This report presents the findings of the project. We include discussions of the two
primary public sector systems of financing treatment, the management of irealment services, gaps in
the continuum of care, and policy implications of the data. A table summarizing the state of

services follows, Detailed State-by-State summaries also are included for reference.

YOffice of National Drrug Control Policy (ONDCP), The Nationg! Drug Control Siralegy, 1957, Washingion, DX
ONIXCP, 1970,
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INFORMATION-GATHERING METHODS

This work drew on a number of printed resources-—several of which were made available as the
research progressed--as well a8 conversations with informants in State and Federat AQD agencies
and, on some occastons, State divisions of Medicaid. CSR corroborated findings as much as
possible through reports by the Substance Abuse and Mental Health Services Administration and
by the National Association of State Alcohol and Drug Abuse Direetars (NASADAD). Not all
information provided was corroborated, but we expect a high level of accuracy based on

conversations with relevant contacts and other sources.

Information Sourcer

O% critical importance to asscimbling this repont was FY 1994 Saie Resources and Services Relared
10 Alcohol and Qther Drug Froblems: An Analysis of Stare Alcohol and Drug Abuse Profile Data,
compiled by NASADAD 2 The report includes information from each of the State AOD agencies
on funding levels and sources, client demographics, injection drug use, top policy concerns, major

unmet needs, emerging trends, and changes in treatment and prevention,

The NASADAD report provides useful information on the Substance Abuse Prevention and
Tlfmzmem Block Grant {referred to in this report as the Block Grant) mandates and set-asides and
the difficulties many States face in meeting these foderally established requirements. These
requirements include funding aliocations of 35 percent for alcohol treatment services and 35
percent for other drug treatment services; @ minimum 5-percent set-aside for treatment services for
pregnant and parenling womnen, including prenatal care and child care; enforcement of tobacco
reguiations aimed at underage youth; maintenance-~of-¢ffort mandates; and other stipulations. As
reporied by NASADAD, many Statcs repon frustration over the limits these requirements place on
their ahility to allocate funding in a2 manner appropriate to the reality of their clients’ characteristics,
For example, a State that hag few injecting drug users of pregnant women needing treatment may

experience difficulty in fully utilizing the required allotment; meanwhile, the treatment needs of

? National Association of State Alechol and Drug Abuse Dircctors (NASADAD). Siate Resources and Services Related
w0 Alcohol and Orhier Drug Probiems for FY 1994 An Aralysis of Siote Alcohol and Drug Abuse Profile I)a:a,
Washington, DC: NASADAD. 1556,
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other populations in the State remain unmes. These States are finding the Block Grant o be more
akin 1o categorical funding than to a true block grant, which can be tailored to meet the particular

needs of a Staig’s gcatment chientele,

CSR's research also tapped three recently released documents that reflect the result of substantial
efforts to evaluate the effect of managed care on public sector behavioral health programs,
tncluding mental health and AOD services. SAMHSA has established the Tracking and Monitoring
Systemn for Managed Behavioral Healthcare in the Public Sextor. This system, which focuses on 24
States, “monitors the impact of managed care on public mental health and AOD providers, the
people they treat and their linkages to the general healthcare sector by tracking both promising and
problematic managed behavioral healthcare developments,™ A recent report provides 2 useful
overview of Medicaid managed care programs in the 24 States. The discussion of the role of the
State ADD agencics in providing treatment services te clients ineligible for Medicaid, however, is

less complete.*

Another repon, released by the Center for Substance Abuse Treatment (CSAT), provides an
overview of State Section 1115(a) and 1915(b) waivers for chemical dependency services, Based
on lessons learned in 12 States, the report recommends strategies 1o other AOD agencies facing the
challenge of managed care systermn and contract design. In addition, the Institute of Medicine
recently developed 4 review of managed behavioral healtheare delivery sysiems and quality
assurance challenges.® The report discusses the changing healthcare system of both the public and

' private seciors and offers a detailed review of current managed care trends and therr projecied

*Substance }xbzz;c and Menta) Health Services Adminisuation (SAMHSAL Tracking and Monitoring System: Managed
Behaviprai Healthcare in the Public Sector. First Quarierly Report. Rockviile, MD: SAMHESA, 19%6a.

A Substance Abuse and Mental Health Services Adinisiration (SAMHSA), Managed Care Tracking System. Second
Report. Rockville, MIx SAMHSA, 19968

*Canier for Substance Abuse Trestment {CSAT). Alcoho! and Other Drug Services Systems: State Transitions o
Managed Carewdessons from Experience. Draft Repon. Rockville, MI: CSAT, 1996

Ynstitute of Medicine. Managing Managed Care: Quality Improvement in Behavioral Health. Washington, DC:
Nationat Academy Pregs, 1997,
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impact on behavioral health services. Much of the report’s contents was confirmed by CSR's

contacts in the field.

To develop the most complete picture of the demand for publicly funded treatment services, CSR
attempted to include criminal justice and incarcerated populations in this study. SAMHSA is
currently conducting a State-by-State analysis of the drug treatment services that are available
through State corrections bureaus. As of this writing, the report is not yet available, Some
information on collaborative efforts between State comections and AOD agencies was obtained
thrmllgh CSR’s information-gathering efforts and is included in the State summanes. In general,
according to information reported by NASADAD, many States’ treatment syslems are being

-

overwhelmed by referrals from corrections departments.

+

ORGANIZATION OF STATE PROFILES

This report draws together information on publicly funded treatment modalities available in the 50

Slatesl, the District of Columbia, and Puerto Rico and provides a summary profile for each State

(see Appendix A). The summary profiles are organized into sections as follows:

. Se;-w'ces/h’fodaffries: AOD treatment modalities that are available, with particular attention to
programs for special populations and salient provisions or limitations on care;

. Finl'ancing: Funding streams that support service delivery and the role of Medicaid in
reir"nbursing drug treatment costs;

» Management of Services: Agencies thal are responsible for managing programs and contracts
witf; providers; and

. Mar;aged Care Systems: Information on whether the State AOD or Medicaid agency has
converted to a managed care delivery system, the extent to which drug treatment services are

part of the package of healthcare services provided, and the managed care model used.

The information from the State summaries has been organized into a summary table for purposes of
comparison, presenting a picture that changes dramatically from State 10 State (see Exhibit 1). The

client profiles vary among States; rural States, for example, have a much lower incidence of



Exhibit 1

Overview of Publicly Funded AOD Treatment Services
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Stz Significant Funding Sources Sumumary of Services and Systems (aps in Services
Foderdd Block | Treditonal Modicald | Stz General Other
Grant Madicaid Wajver Funds
Al e v Riock Crant supplies 30% ol the funding for AOE tratment. The
Siate ACD agency contracts with providers on a FFS bagis, There
is ho managed care system for AQTY senvices,
AR 4 v Cithor Federa] | The State AOD sgency uses some managesd care meshods but Bas  18ubject vy availabilicy
grants ne cemveried to munaged cars. Changes o sysiem are under of services by location.
discussion. Medicaid mmimbirses some (reatment,
AZ v 1115 waiver v Riock Grant supplies sboml ooe-half of she funding for AQD
implemeniag weatment, Funding is stiocated 10 five Regional Behavioral 1lentth
Authorities {RHBAs), which detgrmine what services 1o offer and
conteact with Iscal providers on cidser a capilated (HMOK) of FFS
basis, Non-Medicaid clicnts pay on 2 stiding-scalc basis. Under an
1115 waiver, the entire State Medicad progran is capitated
mianaged care; AQD services are Himited to medically necessary.
RHB As assist etigible clients with earolbiag in Madicaid HMOs,
AR Ny v Fremment is funded primanily by Block G, No AOD services  [0Hents may be refisserd
are refenbursed by Medicaid £a policy than bs under review). treatment if prvides's
Services are FFS Mo managesd care. contract fiunds are
exhatsted.
Ch « v Chbwer Federn] | Biock Grans supplies abxt one-thind of the funding (o AOD The State-opergied
grands treatmwnt. Medically necessary treaement is provided to Medi-Cal  |peogram has very fong
fie., Medicaid) elients through sontzacts with counties and private | wuiting Hsis for
praviders, Inwcragency ageeerment between AGLF and Medicaid treatnenst sois,
adminisiers program. Seate is planning for conversion to managed  IMedicaid does nof
care; currentty AOD contrcts are RS, Cover inpatient
detoxification.

ACHD = alrohol and other deugish FFS » foe for servies; FPL = Federat poventy evel: HMO = health maintcnanes arganization, MCO = managed care organization,
Bue 1o the compleity of information cuntained in this table and (he data colicction method, C3R, Incorporaled, recommnnds that an atiesspt be made 1o severify data with each
State before refease or publication of State-specific informatien by ONDCP,
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. lf}ngm in Services

State Significant Funding Sources Summary of Services and Systems .
Fodersd Bloek | Tradutiona] Medicaid Siate Generad ey -
 Omnt Medicaid Waiver Funds
< ¥ Vg Block Cran supplios abeast une-thied of the Rending for ADD
tremmen). The State ADD agency contracts with providers and
retrnburses 40 (o 30% of realment costs {mare in some areas).
nhee sourees of Fonding cover the balance. The S1ate is maving to
tanaged care {Le., managed care organizations will contract with
prroviders, Medicaid covers almost na AQD tratment §i.c., only
for pregriant worsen and the dually diagnosed),
or v 1915 waiver v Block Grant provides onfy abouwt one-fifth of the funding for AGD [ There is no State
implemented treamient. Most of the State is served by community-based funding for methadone
programs under eoniract with the Suate AQD agency, which is treatment; funding
(115 waiver developing regional networks in preparation for a shift to managed |comes from
proposal care, The Depanment of Sccial Seevices manages bath Medicaid communities}. ‘n-u-c i
onder and Siste-funded AOD progrrms, Undes 3 1913 waiver, Medicaid |2 long waiting list for
development clients acouss all care through HMO, some of which subcoptract  ftreatment slots,
for behavioral health sorvices. An 1115 waiver under development
will bring all Medicaisd services fincluding SAY under capitation, _
DE v L11S waiver v Block Gram provides about one-half of the funding for AQLy | onic felepse may
implemenied ireatment. The Suate bas an 1115 waivee under whith Medicaid |00 I8 temnination of
clients (and the uninsured beiow 100% of the FPL} rceive AQD |57V Provision.
seatreent dunugh smansged care, A miniowim ovel of care Mw car plan
required; each ML) delenmines the package of services provided. [0 o rodnimal fevel
In geneeal, services fundod through twe State ACR agency are of care for AGD
capirated up 10 & Himit, thon &re FFS, Programs Bill te State. seraces.
3.0 v X pevenue Black Grant provides ondy about 1% of the funding for AQD ‘The District and
. (16, Federal treatment. The Distact contracts dirsctly with providers on 2 FFS [Megicaid programs do
approprigtion) Basis, Services used 1o be froe but now sre offered on 3 didingJee  Inot cover hospital
' scale. The AOD agoncy has recently begon to il Madicaid for inpatient treatment.
some AQHD tmitimont, The Pistrivt is exploring managed cure Medicaid does nol
mindels and waiver requintments, cover thpatient
detoaification,

ACD = dlcohel and other drugfs); FFS = (oo Bor service: FPL = Federal poverty level; HMO = health mainienance organization; MCO = managed care organization,
Brue to the complexity of information containmd in this table and the daiz collection method, CSR, Incorporated, recammends thal an Mtempl be made (0 revenify data with each

State before release of publication of State-specific information by ONDCP,
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peoviders who am Hoensed and acoredited by the AOGD agemny,
Servives sre provided © reudents with incomzs up o 300% of the
FPL, who hiave no other way 1 pay. The Staer bhas an $118% walver
1hat carves out behaviora) health services; the State Mogicaid
agLncy Contracts with five medical plans, which serve a8

gairkonpees,

State Significant Funding Sources Sammary of Services and Systems I(”;aps in Services
Forderal Block | Teaditional Medicaid | Sime Qeneral £her
Grant Medicad Walver Fumis
1. " 1915 waver ¥ Block {rans provides sbout one-hali of the funding for 40D There i3 a fong walting
anplonentied treatment. Megivaid hiflings are low due 10 nacrow etigibility ) [Hst for comalenent slots.
to providers not seeking reimbursernentz. The Siate has 3 14915
wesiver for Mgh-risk pregnant women. Health and Human Services
Boards n 13 disticts contract with puhlic, nonprofit providers,
Muansped care clements arc being introduced into the State
treatrment systens
A ¥ 115 waiver e Block Grant pravides about one-third of the funding for AQD There is no long-1erm
praposal on sreatment. Hesponsibility for services is with 19 local boards that — [(i.c., »28 days}
hold #o not repor to the Suae. Boards contract directly with providers  |inpatient tovairnent and
anvd rmake decisions aboul services offered. The State AGE agency oo inpatient treatiment
is being downsized and is Josing authority. Community Services  |in Dekalb Counep,
Roasds {formerly commurity mentat health centers JOMHCsP are  pwhich includes the city
row formesd (o compete with the povate sector for conteacts, and o [of Adlania. Medicaid
Sinte funding is on hand to cover losses, Services reportediv are  Jdoes nok pover hospiad
declining deinxifivation, mos
detnnBoation iy now
2-howy Lrisis
siabifization.
i ;/ LH1S waiver v Block Grant provides about one-half of the funding fur ADE Fhere are long waiting
jerplemented yeatmed. The Sate AOD agency contracts with privale, sonprofit 1Hsts for bemmens shs,

AL = plcahol and other drog(sk, FFS = fee for service; FPL = Federal poverty fevel; HMO = twaith maintenance organization; MCO = managed care orgamization.
I 1o 1he complexizy of information conained in thiy 1able and the data collection meshod, CSR, Incorporaied, recommends that an atiempt be made to reverify data with each

State before release or publication of State- specifie information by OMIDCP,
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AOD service providers under conteact with the Stae AQD agency
now are required (o become managed care providers. Seevice
agencies form pancls ant apply to the. State for recognition, rather
than the State using an MO, Payment is a capilated prepay each
vear 10 29 managed care networks in the Sue Gincluding 30
CMHCs) A Madicaid rehabilitation oplion is socessible 10 memal
health centers, but 2 very smialf proportion of reversie comes from
Medicaid,

Siate Significant Funding Sources Summary of Services and Systems Gaps in Services
Federal Block | Tradidonsd Madicaid 1 Seste Gencral Other
- Grant Mexdicaid Waiver Funds
iD v v Rlock Grant provides about one-half of the Runding for AQD No methadone
treatment. The State AGD agency contracty with regional treatenent is svailable
coniraciors 1o provide AOD) Incaument servives and serve as case Hthrough the Staleor
managers. The Stote sets the rate for each seevice and will pay up  IMedicnid programe.
w0 $5%. Income chigibitity i 250% of the FPL or below. Thi chient The lovel and
1 generily is asked o pay 5% and the provider pays whaiever availahility of seyvices
pontion of the costs ix uncoversd by either the client or the State.  Jvary aoross the Swe,
Medicaid reimbuurses for very Bitle teeityneny. A taok fome i Medicaid coverage is
iooking into managed care, Hraited 10 hogpilat
hasod treataent fan
Gncommon seiting for
AOD irmstment in this
Stared,

IL v £11S wydver o Biock Grant pravides ahout one-third of e funding for ADD No inpatient hospital or
proposal ; weatmenl. The State AOD ageney (onids boatmern fuciliies, where jootpmien? methadone
submitied chients reveive servicts and are charged foes on a shding.scale treatmerd i covered

basts. Medicaid covers outpatient services, group therpy, and through Medicaid,
residential day treatment programs, An F115 waiver that would

incorpornic 8 managed care sysiem with a mental health and AOD -
carvg-out has been subraitied.

N v Block Crant provides 85 to 90% ol1he fonding for AQD reatrment. {Thers: is a moraterium

on erroilment in
networks (as of 197}
e to exhanstion of
funds. New clients ane
placed on a waiting List.
Medicaid only covers
outpatiens services, and
only for the dually

Stapnosed.

ACHD = slcohol and ather drughh FFE = foe for service, FPL = Fadersl poveny level; HMO = health maintonance prgapization) MO » managed care orgasizatinn,
Drue to the comploxity of nformution comtained in thiy table and dhe dua collection method, C8R, Incorporated, recommends that an gitnmps be made (o reverify dug with esch

Saate tefore mivase or peblivation of Statc-specific information by ONDCP.
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Currently Medicaid covers only hospital detoxification and some
adolescent care under mandatory Early Periodic Screening,
Diagnosts, and Treaiment services. The Stale is conducling a
feasibility study on Medicaid coverage for more modalities of care.

State Significant Funding Sources Summary of Services and Systems Gaps in Services
Federal Block | Traditional Medicaid State General Other
Grant Medicaid Waiver Funds
[A v F115 waiver v Dther Federal, | Rlock Grant provides about one-fourth of the funding for AQD No medical
implemented State, county, | treatment. The entire Siate public health sysiem is under managed |detoxification is
and local care. Under a three-way contract with the department of human available through the
resources services {(Medicaid), the depariment of public healith (AQDD), and  |State-operated
an MCO, providers receive a contractually set payment to serve program. Clients
anyone who requests treatment. (Clients with incomes over 400%  |require MCO approval
of the FPL pay a sliding-scale fee). Under an 1115 waiver, for some levels of
Medicaid-cligible clients are served by the same system. treatment,

KS v 1115 waiver v Block Grant provides about one-hall of the funding for AOD No puhticly funded
proposal treatment. The State AOD agency contracts with a management medical detoxification
under organization, which contracts with providers. All clients are fiest  |is available in the Stae.

- development assessed ar Regional Alcohol and Drug Assessmemt Centers Most inpatient

{RADACs), The RADAC determines the modality and length of  [treatment is 14 days:

Lreatment on a case-by-case basis. Minimal Medicaid coverage most reatment

exisis for AOD; the Staie is developing an 1115 waiver. accessed is outpalienL
Medicaid covers only
sclected services at
residential programs
for womer.

KY v 1115 waiver v Block Grant provides almost tweo-thinds of the funding for AOD  |The level and
being treaiment. Funding has been allocated to 14 regional boards, who  |availability of services
implemented contract for services on a FFS basis; providers ury 1o collect a vary across the State

copayment from clients with incomes above 200% of the FPL, and |Medicaid covers only
the Stale pays the remainder of the costs. Services will be capitated |selected services for
in about 2 years, once an 1|15 waiver is fully implemented. special populations.

AQD = alcohol and other drug(s); FFS = fee for scrvice; FPL = Federal poventy level: HMO = health maintcnance organization; MCO = managed care organization.
Due to the complexity of information contained in this table and the data collection method, CSR, Incorporated, recommends that-an attempt be made to reverify data with each
State before release or publication of State-specific information by ONDCP,
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lﬁags in Services

Sue Significant Funding Sources . . « = BSummary of Services and Systems
Bederad Block | Troditional Maodicaid | Stae Generz! Oaher
Grunt Modicaid Waiver Funds
1A o 1913 walver v Biock Crant provides more than one-helf of the fursling for ACGD [ Medicaid coverageis
praposal sreatment, The AU agency contnits with aonprofit praviders; Hmited to
ey some. servioes are provided theough Siate-owned and -operaied detoxification and
deveiopmers facilitios, Midivadd covers deoxificmion and outpatient services  outpatiens services Ror
for AFLX chigible clioms, A smal case-management pilol is AFDC-cligible clionts,
operating inone region, and 3 waiver is gader development that | There ere waiting lists
worddd carve o behavior) health a3 FFS, for weaiment slats.
ME v v 1915 wader e Block Grant provides about ane-thisd of the funding for ADD Only cne mathadone
propnsal treatmenl, The Stave AOLD ageacy contracts dimtly with providers fprogram exists in the
submitted; on & FFS basis. Medicaid ceimburses foe reatmunt and case State, 50 some clienis
115 walwer monagement. The State has applied for a 1915 waiver 1o manage  [must teavel long
proposal methadone services and is developing an 1115 waiver w shifl distances.
uruber Medicaid clients into mapaged care.
development
MD v 11ES waiver v Biock Grant pravides about one-thisd of the funding foe ADLD Mo detoxification
approvest bt treatment. The St AOLY agency contraces directly with prosiders [services are available
noL yet on a FFS basis. Meicsid covers 2 very soadl proportion of billad  |thoough the Some or
implemitod services. The Siate has been approved for an | 115 waiver, whinh | Medicaid programs,
- will bring cligibie beneficiaries into managed cars. AQD freacment
will be carved in, and 3 MUY apphicants will be reguiond o cover
i
MA v 1913 waiver e Biock Grent provides altadst One-Balf of the fumding for AOD There is 2 Iong waiting
bmplemened treatmernt. The State ADD agency purchases servioes on 4 FFS tist for reatrnent.
basis, The State has 8 1913 waiver st purchuses behinvineal hoalth
1118 walver services through a carve-out. Capinsted MUDs contes with
approved bt providers on 2 modified FES basis. An 1115 waiver, which wilf
" yet expand eligibility and fally capitate sorvices, has Ixen approvedd,
anplemented

ACID = gleohol and other drug(a); FFS = fee for servige: FPL = Foders! poventy tevel: HMO w health maintenance organization; MCO = managed care seganization,
Date to the complexity of information contained in this table and the data collection method, C3R, Incorporated, recommiends that an attempt be made o reverily data with each

State before release or publication of State-specific information by ONDCP
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awntal health amd AOD services through voluntary primary cars
zase engnagetess progrmens in 1 counties only. Otherwise,
Medicaid does ot rebmburse AOD services because they we
provided in mental besfth centers throughout the Sue,

State Significant Funding Sources Summary of Services and Systems l{;ays in Services
Federal Bioek | Traditional Medicaid State General by '
Cirant Madacaidt Warver Funds :

Mi v 1215 walvers v HBloek Gram provides more than 40% of the funding for AU Huospitat apatient

b et wreateent, The Suse AOD agency contracts with 16 regional, EIVices are A
quas-governmentgl arganizations (i.e., Coordinating Agencies),  covored by the Siate
which autherize payments and subeontract with Jocal providers for (program. Monbospital
basic services: the Coorknating Agencies also contract with sesideytial reatmens is
Cleniral Diagnostic and Relerrat Agencies lor assexsment of nesd  {ntt coversd by
for intensive services, Acuie care detoxiflication, meshadone, and | Medicaid,
outpaliont services may be mimbursahie by Medicaid. T 1915 |
waivers have placed roost Medicaid beneficiuries in monaged tare,
and 3 pilot in five counties carves in behavioral health care, The
State is pontempltating 2 behavioral bealth managed care plan for
non-Medieaid clients.

MK v $E15 waiver v Local fusds | Block Grant provides about one-thind of the funding for ACD | Delexification and
being (reguiced Treanent. Localities follawing Minncsota's Rule 5 place clients  [afiercars ave funded by
impiemented county matchy | in one of three Siawe weatroent programa, bused on Medicad counties, not the State,

sHgibdlity, courdy of sesidence, and other factors. The Staw's §113
waiver is conventing aff AGE treatment services for Medicaig
clients 10 & managed care plun. Asther Siate-funded program also
18 it dhe process of conversing @ managed care, The thind program
funds services for chents ineligibie for the other two progaares, is
fee-for-service, and is rmanaged by the Jocalities (L., countles and
indian reservations), which are requised to oontribute part of the
funding {ie., 8 1 5% match),

M3 v 1968 waiver v Block Grunt provides abeut oneshalf of the fuading for AQD ‘There are long waiting
implementest wreaement. Yhe Sute AGE sgency sontracts with private, nonprofit {lsis for treaiment sloes,
. organizations to provide ADLD services and charge cliensz ona Mintmad Medicaid

sliding-scale basis. Ungler 4 %15 waiver, a pilot program provides |coverage e, waiver

pilot program only)
exists, No meshadons
itreatoent By pvaiiabia

AQD = glcohol and other dragl{s); FFS = lec Tor service: FPL = Foderal poventy level; $MO = health maintenance organization; MO = managed care Utpanization.
Due ta the comploaity of information contgined in this table amd ihe data cotiection medsd, TSR, Tnenrporsted, recommends that an attempt be made (o reverify data with each
Sace before relaase or publication of Statespecific infermation by ONDCP.
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procedures will require Siate approval of sevvice providers before
seimbursement with State fomds, Under 2 3915 waiver, Medicaid-
eligibie schalts are covered sender o behavioral bealth managesd care
plan, Al othey clients {ie., Medivaid-cligible cldidmea under age
19 and all State-funded clients) are provided services on a FFS
basis. -

State Significant Funding Sources Summary of Services and Systems Gaps in Services
Federal Block | Traditional | Medicaid | Stose Genersd | Other - - )
Gramt ~ Madicaid Waiver Fonds
M e v 1918 waiver v Block Grant provides sbout one-thied of the funding for AOD Fhere are restment
implemented .| eaiment, The State AQE agency conteacts with private, nonprofit {Hmits for some covered
. prganizations 1o provide AOD services. Adl noa-Medicaid and services undler the Siate
THS wiyver rany Meddicaid clients are means-tested to determine their fae and Medicaid
proposal share. Services are provided on & fsefor-service basis, sxcept for  |programs,
submitted the one-thind of Medicaid clients who pantizipate in mandatory | Detoxification and
ranaged care snder & 1913 waiver. The Stafe hay applied foran  |inpatient reziment we
1LHS waiver 1o expand Modicaid managod care statewide, Hmited to § days.
Nonmethadon
auipalient
. detmxification i3 nol
avaifable, sor is formal
aftercase.

MT v Earmarked Block Grant provides shoul one-fifth of the funding for AOD Limits on inpatient
State Gax o treatment. The State ACD agency mamges most AOD tervives snd ideroxification weee
saleof tpniracts with privive, nanprofit or ganizations to provide services  jrocently inslinited, No
sieoholic on 2 FFS basis, Funds from the carmarked 1ax sr¢ controlled by the I;mhliaiy funded
beverages counting. Most services are provided on a stiding soaie, sithough  inwthadone treatment is

providers 2:¢ not allowed & refuse services based on chiers svpilable,
inability 10 pay. No program operates sointy on public funds: the
State requires that group insurance plams covey ADD services. Ne
sarged care exists for ADD services. Mestioaid covers trmatment
services lor adolesconts only,
NE v 1915 wajver v Block Grant pravides shout one-half of the fuading for AQD Ourpaciont and

implemenited treziment. Localities aop required Lo provide a 1% match to inparitet mreaument
seoeive Siate funds. The State ACD agency coordinmes with sik [aider the Stare and
regions Boand of Supervisers o manage AQD sorvices, with sach |Meadicaid programs are
feginn contracting independentdy with local service providess. New {imited 1o medically

jegessary, No aftercary
seevices arg avaiiahle.

AGD = deohol mwl other drgis); FRS = foe for serviee: FPL = Federal poveny level; HMO = health maintenance arganization; MOO = managed care grganixation,
Dz 1o the complexity of information contained in this thle and the data collection method, CSR, Incorpersted, recommends tiat an sttempt be made 1o reverify data with sach
State hefore relzase or publicition of State-specific infumation by ONIXCP.
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£ax reverie wnd contra dimctly with the providers, The State
system Fanding {including the Blovk Cramt) covers the costs
sssociated with tresting Block Geant priority popalations, The
Sy antivipmes Jevsioping & munaged care walver within 1 venr,

State Significant Funding Sources Summary of Services and Systems IGaps in Services
Federsl Biock ¢ Fracdiiona Medicaid ] Saie Genecal Other
e Medicaid Watwer Funds

Ky e v Biock Grant provides mwre tha oee-haif of the Ginding for AGD  INo coverape oxists for
groatment, The State acoretits and contracts with 24 local service [ hospial wnpatient
providers for a designated number of reatment sios. The services through the
providers, none of whom ane Suwlod soicly by the Stale, currently | State progrun
see mmauiied fo tre eligitde clients regagdicss of the funding leved,
although the State s considedng chunging to 2 FFS model. lnone
area, th State is developing a pilol Medivaid managed care
piogram 1¢ provide inlensve ouipalion: services for youth,

NH " 1115 waiver "4 Block Graon provides neady one-hal{ of the funding for AOD iNo publicly Rmded
being treatrcnt, NG tocal Funds regutardy suppost AQD (reatment. The jenedical detoxification
implemented Stake comracts with private locat agencies o provide services 10 all fis available in the Siate.

who reguest it under Siate law, 06 persen tan be committed to any {Methadone teatient is
AGE ireatenent involumanily, Medicaid eeimburses services for available only for
sdotescents and women, The State plans to move all AOD services |pregnant women.
16 mnanaged cane in the future; managed care currently exists only
: in sonye adalescent programs, Tie Siate also has in process an
115 waiver thay would implernent a starewide managed care plan
for pregram womest and children in faudlies with incomes up to
1710 of e FPL,. -
3 + ¥ Earmarked Block Orant prosiies more than 0% ol the fundiag for AOD There i 2 Jong waiting
State alcohol | reatment The Suate has pwo sepamie sysiems for AOD treatment:  [lis for weatent sints,
jax B county Sysiem wnd 2 State syntern, The counties receive altohat

AGD = glcohol and other drugls); FFS = o2 for stevice, FPL = Federal poverty fevel, HMO = health maistonance organiznion; MCO = managed care organization.
Due to e compleaity of information comtained in thig table and the daia collection method, TSR, invarporaied, recommends that an sttempl be made {o revedfy daw with each
State bifore redease or publication of State-specific information by ONDCP,
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public facifities are full, Facilities bifl the Stale on a fee-forservice
brasis for adults. Private factlities bill Medicaid through the ares
boards for services for children ege 18 and befow, which are
provided hrough a managed care plan under 5 1945 waiver. The
State is awaiting 2pproval for a proposed waiver for adult setvices
10 be corvered under 2 manaped care plan.

State Significant Funding Sources ... - .- Sammary of Services and Svstems Gaps in Services
Federal Biock | Tradisional Mestivaid Sise General {Onher
Cramt Mediouid Waiver Funds
NM v v DWI Aed flock Cirant provides sbout one-third of the funding for AOD There ix s long walting
provides wemtment. A DWI fund provides program funding 1o the counties.  [Hst for treaurent shots,
funding to Al contracts and sevvice provision decisions are handied by the  {The level and
counties Brate ACD agency. Madicaid covers 12 hours of outpatient availabifity of services
troatrwent per year amd medically necessary weotment for minors, | vary across the Smae
The Smte system functions somewhat like manaped care intha
providers recgive a fizcd amount 10 sorve the indigem and cannot
usm away clients; however, the Siate is contemplating formal
conversion 1 managed cwe.

NY Beveral 13 v Clients” fiock Graat provides only about one-ninth of the funding for AOD [ There is 2 long waiting
walvers ’ sountics of treatment, more than one-thind comes from the State Divisionof  {list for tresimest slots,
mplemented wsidence Medicald {which opemtes Homwe Relief), and less thun one-thind | Medicaid does ot

share the coxt | tumes froem the Sate ADD agency. The Stme ADD agency genitlly cover

1115 walver of trestment | contracts with focal service providers primarily oo & fee-for-service jeounseling of
proposal basis. Home Relief, funded ontirely by Stsie and focal revenues,  jtherapeutic
submittedt serves indigent chients who arc not Modicaid cligible under the  |eommanities,

Federal program The Suate bas eppliod for an {113 “megs waiver”

10 treate & comprebensive managed care sysiem for the Foders] and

State Medicaid populstions {except for some special-needs cliems)

under the oversight of proprietary MCGs.

210 v v 1915 waiver v Rinck Urant provides sbout one-half of the fusding for AQD Medicaid does ot

troplemented Ireatment. The Mate AGD agency provides funding o 41 area cover roxen wd bosrd
. banis, who gither provide AQD services directly or comimdl with | for adelt residestisl

HHS waiver ronpeofit providers. I sddition, a public-private partnershipy reatment.

mfw ensures that there e no wailing lists for cligible clieats when

AQD = gleohol and ather drugs); FFS = fee Tor service, FPL = Federal poveny iovel; HMQ = health maintenance organization; MCO = managed care organization.
Due to the complexity of infarmation contained in ¢his able and the data collection method, TSR, Incorparated, recemmends that an attempt be made to reverily data with each
State before release or publication of Swe-specilic infarmation by QNIXTP,
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|Gaps in Services

reform program which expanded eligibility for health care and
incorporated AOD weatment; service providers are mandated 1o
screen every client for chemical dependency.

State Significant Funding Sources Summary of Services and Systems
Federal Block | Traditional Medicaid State General Onher
Grant Medicaid Waijver Funds

ND v v v Block Gramt provides almost one-halfl of the funding for AOD No methadone
treatment. AOD services are available primarily through the one  |treaiment is availabie.
State hospitat and ¢ight regional Human Service Centers (HSCs),  |Frequent relapsing may
which are allocated State resources for the provision of services. A |result in noncoverage
State provision atso allows each HSC to bill Medicaid directly for |of services,
the reimbursement of covered costs. No publicly funded managed
care system exists within the State. and there are no plans to
develop one.

OH v 1115 waiver v Block Granl provides abouw*30% of the funding for AOD There are long waiting
being Ireatment. The State AOD agency contracts with local service lists for treatment slots
implemented toards to implement community AQD treatment programs, which ]in parts of the State,

are provided on a fee-for-service basis. An | 115 waiver being
implernented will move many AOD services into a separaie,
capitated AQD category managed by the State AOD agency, which
is in the process of selecting a statewide MCQ with which it will
contr for services.

OK v 1115 waiver v Block Grant provides more than 40% of the funding for AOD State-funded
implemented treatment. The State AQOD agency contracts with 54 private methadone treatment

nonprofit agencies and one State-operated agency 1o provide not available outside of

treatment services, which are funded on a FFS basis. Under an Oklahoma City. In

1115 waiver {called "SoonerCare”), AOD services in urban areas  |rural areas, Medicaid

are Under managed care and must be included in services offered  |coverage for adul

by MCOs; rural areas are under traditional FFS Medicaid for AOD |inpatient treatment is

servioes, limited to 12 days per
year for all
hospitalizations (i.c.,
not just AOD).

OR v 1115 waiver v Block Grant provides about one-sixth of the funding for AOD
implemented treatment. In 19935, the State implemenied a statewide Medicaid

AOD = alcohol and other drug(s}; FFS = [ce for scrvice; FPL = Federal poverty level; HMO = health mainienance organization; MCO = managed care organization.
Due to the complexity of information contained in this table and the data collection method, CSR, Incorporated, recommends that an attempt be made to reverily data with each

State before release or publication of State-specific information by ONDCP.,
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FFS based on s stiding-foe scale. The Stase has an 1145 waiver that
govers AGD teatmesst Tor Modicaid clicnis. The Staie iy
corzmpiating placing Hmils on services,

State . Significant Funding Sources - Summary of Services and Systems 'lGaps in Services
Federa] Block |  Traditional Medicaid State Cronetal Other
Cirant Medicaid Waiver Fumis

PA v 1915 waiver v Binck Grant provides nearty 30% of tw funding for AQOD Frequent refapsing may

implemented treatement. The State AOD agency provides furafing o Single msull in suspension of
County Authorities, who poowide {or oontract for) ard manage treatment, All
services, Except for somw Medicaid clients, ADI services are detoxification is
peovided an & FFS busds. Under a 1915 waiver, a Medicad inpaticnt/residential,
mnagad Cire program has been implemented in part of the Siate;
in shis program, behaviorad bealth services gre carvad out 2l
counties eonteact for behaviorn] health serviess on 2 capitated basis
with the Departent of Public Welfare or with cormenerciad
behavioral health plans,

PR v Medicaid v lock Grant provides sbout one-halfl of the funding for AOD Duration of treatment
clients being trmatment. Under health ooform, 64 of the Istand2 78 tnity have rocenily
brought inlo municipalives provide aif headth care {including tehavioral health  (been tightened, Few
managed care care} through manaped care plans, The Powrte Rico Health residential siots for
with HCFA Insuranee Adusaisteation (an independent State agencylcontracts  women exist,
approval {ie, with insuranes oomprdes, whe contraet with providers on a
no waiver} capitated avs, The payments are made vp of Rate and Maodicaid

fords. Undes hoalih seform, AQD services 1o Medicaid cBenis are
sovered, with HUFPA spproval, without g waiver,

®i v 1115 waiver v Drug Block Grant srovides shout 0% of the funding for AOD
implemented sducathon fund | rearmen, Al poblicty fundod ADD troatment is managed by the

foroffenters; | Suse A agency, which contraees with primuily nonprofit
DAWE program 1 providess aod sets standands for reatroent, Services are provided

AQD = alcohol and ather drug(s); FFS = fec for tervice; FPL = Federal poverty tevel, HMO = health maimenance organization; MO = managed care organization.
Drue to the compleaity of information contaitied int this table and the darg collection methed, TSR, Incorporates, recommends that an atlempt be made 1o reverily data with each
Siate before release or publication of State-specilic information by ONDCP.
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gathernd by the agencies from sources suck as Uinited Way, Under
A 1115 walvey, Modivald cliomy receive mesdically necesuary
services Gncluding AGE teatmentt teough 11 managed care
organirasions. The Sate plans 1o merge the Bunefunded and
Mudicaid programs in the next I years so thm both are pant of 3

MANAgest CRIS INORIBINS,

State Significant Funding Sources Summary of Services and Systerns Gaps in Services
Federa! Slock | Teaditional Medicaid State Generst Crher
Cirarit Medicaid Waiver Funds
T v 1115 waiver v Lacat funds | Block Grant provides about one-founh of the funding for AOD
approved; treatment. The State AGD agency contracts with 34 privaie
implementa- agencies and 4 county agencies to provide 8] modalities of
tion has been tneatrment. No client can he turned away due to inability 1o pay,
slowed Most AQD peesonnel are emnployees of private agencies under
contract to the State, and much of the funding, decision.making,
ani program development occurs at the focal bevel, Due o high
couts, the Sinte has chowed the implamentation of o Medicaid
srunaged eare program which has begun on s wluntary snrmbmenl
basts In designated areas. Afl roedically necessary services s
cipped a1 $1000 and then are FFS,
SO ¥ v Block Grant provides about one-hall of the funding for AOD No mhistone
greatmient. The State ADLY agency develops and monitors all TEAlEL services At
- freatment contracts, The State has no asanaged care companest for |availabide. Adult mades
pebdicly furded ACH wearment and no plans 10 shifk 1 managed  [muist have medicsl or
Care, mental condition in
addition 1o SA,
Muedicaid is pvaiiable
for youth only.
TN e 1115 waiver e Peivaie Block Gram peovides more dhas one-hadf of ihe fonding for AGE  [The 51212 provgram does
implemented soures feg. | ovatment. The Saate AQD apency contracss with 3% aonprofit nod inchude
Undted Wy, | oepanizsions and pays tach ageney 2 flan sum 1o provide AQD nondesoxification
foundations} | et services, This funding covers approxinugely S0% of e [hospitad inpatient or
wial oosts of providing seevives, s the rensaining resoltroes are  jaftoroant services,

AGR) = alcohel and other dragfsh FRE = fee for seevice; FFL = Foderal povesty lovel; HMO = health maistenance erganization; MOO = managed care organization.
Crae to the complenity of information contairied in this able and dw dots collection method, USR, incompomntsd, recommenids that an attempt be made 1o revenfy data with sach
State before eelease o publicalion of State-specific information iy ONDCP,
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Stae . Significant Funding Seurces - Summary of Services and Systems IGap’s in Services
Federat Biock | Traditional Madicand | State Genern COher
Gramt Medicaid Winver Fums
= e 1915 valivers v Biock Geant provisdes pne-half of the funding for AGD reaunent.  [Cliznts are wait-listed
smplemented The Buste ADD agency contracts with Incal, private, ronprofit i weatment siols arT
. keeatrreent peoviders by purchsdng 8 foled nuraber of treatrent ‘hunavailabiz in the Swate
HHES waiver stots, The local providers assess chients and sdmit them whea | program. Medicaid
;mmsa! freanmend dions are available. Medicaid covers outpativnt chemical  jooverage is Hmiled o
submitted depersdency services for childron and youth. Under 1935 wadvers, youth Thereisno
four mlticonnty aress within the State have enrolied their Mecticaid covenage for
Maeddicasd papalation in HMOy, which may use oost savings AGD wgatment for
ressiting from managed ome o provide AGD seatment. One ol (st of the adult
those HMOs provides inpatient and outpatiend ditoxificadon. A jpopelation.
preding 1HES weadver would bring a basic aroy of behavionad
hanith services under capliation; HMOs would be cligible thut oot
rexpivedd) undder that walver i provide AOD services.
113 e 1915 waivers v {ocal funds Block Gt provides sbout one-thing of the funding for AOD
implemented wamment, The St AQD apency contracts with 13 focst
. fathorities slatewide to provide for W comract with local providers
1115 wapver 1o provides AU wenimen fexcluding inpasient trestmet) on 2
- proposal FFS basis. Under 3 1915 wadver, most Madicaid chents access
submittod dmionification through HMOs in a capitated plan, A pending 1115
watver wouald bring ADD serviges 110 managed cane sipewide and
expand eligihility.
VT e v 113 waiver v Block {irany provides rore than ope-lourth of the fuading for No nonmedical
implemented ADE ireatment. The State ADD agency conteacts disectly with detoxification,
loca] service providers, all of whotn are MCOs, under an 1113 mthadone wesiment,
{AOD can i ver, both the Sace-funded andd the Medicaid programs uperaste Jor aftercene services are
be pritnary under mannged con systems, The Btate has o speciad provision that fuvaitabile, Medical
dugnosis} alfows Medicaid reimbursernent for AOD treatment as the primary jnecessity is a
disgnosis. prerequisite for
services in the State
programs, Medicaid
coverage is Hemited to
e services in a
managed cane Daciliny.

A = aleolnd and other drugfs); FES = fee for service; FPL = Federal poventy level; HMO = heatth maintenance oeganization; MCO = managed care organization.
Enie to the complexity of information comained io this 1ahle and the data collection method, CSR, Incorporated, recommends thal an attempt be made 10 reverify data with each
State before selease or publication of Siate-specific informalion hy ONDCP.
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scale. The State is b b process of convarting all behavioral health
benefits into managed care plans,

Siste Significant Funding Sources Summary of Services and Systems lGaps in Services
federal Block ¢ Traditional Modicaid State General Onher
Gram Moedicaid Waiver Forels
VA ¥ v Riock Grant provides more than one-founh of the finding foc Medicaid coversge is
AQD weatment, The State ADD agency provides funding and Hinsited 10 those with
technical assisiance and monitors the operations of 40 koo guasi.  jdual diagnoses.
governmental Community Service Soards (CSBs), The CEHy
develop treatmment prorocols for clicnts; several of them have
managed care contracts for their areas. The 8By are reiimd ©
mpvide emergency services for AQD and mental health trestosens
for aft who need it and zze unable 1o pay. The Siste currenily is
. bpvestigating managed care sysases for A snd mentad health
SEUVIOES,
Wa e ¥ Dexficatost Block Grant provides almost 1 of the funding lor AGD Thers #ee long waiting
Shate rax sreatiment. The Swaie ADL) agency contracts with countics and lisks for teeatmnens shots
igal, nonprolis, service providers, The cotnties coniract for and variable
ripatient Ireatment and the State conlracys for residential servives, favailability of services
Medicaid covers medically aocestary dewonification and oupatisns Iwoughout the state,
services and (wo youth and women's residoniial prograny, The
AOD agency wses some mxanaged cane principles bus docs nat
coniracs with MOOs. Medical sepvices for AFDC.reland and
children under 19 below 200% of 1he FPL are capiztatest; the $51
populdlion gradually is bwing broughs under managed care,
wv e " Binck Granl provides mons than 40% of the fuding for ADD There are long waiting
treztment, The State AOD agency provides annual allocations to {iists for teaimene sl
14 Behaviorad Health Sexvices Cantery scross the State, which No methadone
tianage e defivery of publicly funded AOD weanment. Most o jtreasmeny is available
the Contery prowde servines on 3 FES basis, chargiog on asliding  Jin dw Swate. Due to

tighi Tidges, spansity of
slots, and focus on
prionity populations,
services for aduit males
are very limized,

ADD = alcohwl and other drug(sh, FFS = lee for servicr, FPI, = Foderal poventy level; HMO = heahh maintenance organization; MCO = managed ¢ore organization.
Due 153 the complexity of informuation contained in this table and the data collaction method, C3R, Incorporated, recomsnends that an auempt b made to reverily date with each
State before refease or publicetion of State-specific information by ONDCE.
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treatineny, The State contracts with and oversees local rivare,
nonprofit providers. The State provides each progran with
$20,000 and negotiates for caps an whit can by bitled to the State.

| "The pravider must provide services even after billing up to the

contract cap. The State views its AREY treatment needs as oo small
10 justify implementing maraged cars.

State - Significant Funding Sources =~ Summary of Services and Systens {xaps in Services
Federal Block | Temfitionsd Medicaid | State Geperal Other
Gram Medicaid Waiver Funds
Wi v 1S walver v Locyl fonds Block Gram provides sbout ane-fifth of the funding for ADD
being (e, regguired | teeatment. The State provides counly-designated boards with
implemented coupty match} | annual funding based on a formula to provide services or to
<contract with providers. The bowds/providers charge clients a
sfiding-scale for and then bili the State on 2 FFS basis up o the
amount of the annual aliocation, Medicsid covers medically
neorssary seTvices except for noshospith] residentiad treatment,
Under 2 1915 waiver, Medicoaid is shilling fo managed vare snd
hwhaviend health is provided by 19 HMO proaviders in the sysiem,
%iz managed behavioral health care programs w4l be piloted,
wY v iy Bloek Uirant provides about ioe-thind of the funding for AGD Mo detoxification or

aflercare services are
available in U State.
Medicaid
treimbursement is e
andt gty exists for the
duatly disgnosed.

AQD = alcshel and other drugis FFS = fee for service; FPL = Fedarst poveny Jevel; HMO = bealth maintenance organization:, MOO = susnaged cace organization,
Dus 0 the complexity of information contained in this wble and the data collection method, USR, Incorporatod, recomenends tha 2n adsmp be made 10 reverify data with zach
State before release or pobitcation of Staic-specific information by QONICE.
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injection drug use than States with large metropolitan centers. These “urban” States have more
complex behavioral healthcare systems and, in general, longer waiting lists for treatment slots.
Likewise, the proportions of pregnant and parenting women needing treatment and the prevalence

of injection drug use change from State 1o State, along with the following other factors:

» Standards of care;

s Contracling practices;

* Applicability of Block Grant mandates and set-asides;

+  Srate Medicaid program provisions and ¢ligibility rules;

s Income eligibility for publicly funded services,

s  AQD agency relationships with other agencies (including Medicaid}, providers. managed care
organizations, and local governments; and

s The impact of the shift o managed care on AOD benefils in many States.

OVERVIEW. OF PUBLICLY FINANCED TREATMENT SYSTEMS

Twao State-level agencies are the primary funders of publicly financed AOD treatment. One agency
is the State mental health/substance abuse authority {increasingly a single agency, referred (o in this
report as the State AOD agency or single State agency), typically funded by a combination of Block
Grant ang State appropriations. The other 8 the State Medicaid agency.

These (wo agencies suppart what are, in some respecis, two independent systems of care. Medicaid
reimburses limited AOD services (under generic categories such as “clinic services” of
“rehabilitative services”} for Medicaid-eligible clients, who generally are low-income women,
children, and persons with disabilities. Each State plan describes whether and how any particular

type of treatment might be reimbursed, No two plans are alike,

The State AGD agency, on the other hand, direcily funds AOD treatment programs and services
that, in most States, may be accessed by anyone who walks in the door. Programs that receive
funding range from private, nonprofit recovery centers to community health clinies. In most cases,

the State AOD agency contracts directly with providers on a fee-for-service basis, Services typically
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are offered on a sliding-fee scale or are free to those who can prove income eligibility (generally a
designated pémczitagc of the Federal puverty level}. Programs funded by State AOD agencies may
be able to apply to the State Medicaid office for retmbursement, depending on the State plan
requirements and on whether an established mechanism for billing exists.

Availability of Services

Most State AOD agency-managed (and in some States, locally managed) service networks offer a
full continuam of treatment services—detoxification, methadone raaintenance, inpatient treatment,
residential rehabilitation, day treatment, outpatient treatrent, and continuing care. Sorne networks
offer special services, such as therapeutic communitics, transitional housing, or fong-term
residential care, Other networks stress cutpatiem over inpatient treatment. Some States do not
provide any methadone programs and may provide very little continuing care beyond referrals to

Twelve-Step programs,

Although most types of ADD treatrnent may exist in a State, limits on the number of treatment slots
available, insufficient lengths of stay, transportation problems, lack of child c;;m. or long distances
to travel for treatment may limit access. For example, a State may offer a methadone detoxification
pméram, However, the program may only be offered as an outpatient program in one location in the
Siairé, making it inaccessible for clients in other localities.

The Shift o Managed Care

The shift to managed care for Medicaid-funded healthcare services has been rapid. Between 1991
and 1996, the pwponi(;n of Medicaid recipients enrofled in managed care programs jumped from
9.5 percent to just over 40 percent {see Exhibit 2, following this page}. State Medicaid agencies and
State AOD awthorities increasingly are looking 1o managed care to control costs, improve case
management, and widen access to care. However, whether managed care contracts will include
adequ'aie and appropriate AQD treatment among their coversd healihcare services and whether
utilization management systems will inapproprately limit treatment access have become concems
of AOD (reatment professionals, consumers, and advocates nationally. The impact of the recent
shift t? the managed care model has not yet been fully assessed by the States. (For background



Exhibit 2

National Summary of Medicaid Managed Care
Programs and Enroliment

dune 30, 1996
Managed Care Trends

Total Medicaid FFS Managed Care % Managed Care
Poputation Population Population Enroliment
1991 28,280,000 25,583,603 2,696,397 9.53
1992 30,926,390 27,261,874 3,634,516 11,75
1993 33,430,051 28,621,100 4,808,951 14,39
1994 33,634,000 25,839,750 7,794,250 2317
1695 33,373,000° 23,573,000° 9,800,000" 29.37*
1996 33,241,147 19,911,028 13,330,119 40.10

‘indicates approximate numbers. Tolal Medicaid population was provided by the Office of the Actuary, which used 2082

data ta calctlate averagy Madicaid enrolices ovar 1995,

Nata: The managed care popuiation diflses lrom the 11,819,929 repaded in the 19598 repadt, because the number

reprasented the enrollmant of same bengliciaries in more than one plan. The 1996 tolal Medicaid population dala were

eolleciad by States shmultaneousty as 1he managed care aerotimant numbers were coliested, rather than using 2082
data, as had Boan done in previous vears,

Bource: W,Mfa,gowmadicai&c}mé! htm

CSR, incorporatad
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information on managed care models and current issues, including benefits and potential problems,

see Appendix B.)

Because the shift to managed care constitutes a reconfiguration of many public health systems
throughout the Uniled States and {s a recent development, data gathen ﬁg in this area is difficult and
often speculative. Often, inforration gathered in the course of this project was incomplete because
programs were in the design phase or proposed chislatio;l authorizing changes had not yet been
passad Therefore, it must be emphasized that the current mutability of these public sector
healthcare programs means thal what is {rue at the lime of this wriling may not remain so for-dong.

F

THE MANAGEMENT OF PUBLICLY FUNDED AOD TREATMENT

As indicated abave, the structural eelationships between the State AQD agency, the State Medicaid
aée ncy, and other authorities {e.g., child welfare or corrections agencies) differ in each Swate. In
some States, a linkage may exist—{ormal or informal—between the AOD and Medicaid agencies
{e.g., Arizona, Florida, lowa, Maine, Massachusetts, Ohio, and Pennsylvania). For the most part,
however, State AOD agencies do not have a formal collaborative relationship with the State
Medicaid agencies, and each agency operates independently.

The Role of Medicaid and Limits on Reimbursement

Under Medicaid law, all States must offer coverage for mandatory medical services, such as
hospital and physician services. However, States also may offer coverage under a broad range of
generic optional service categories, such as clinic services, community-based care, or rehabilitation, A
Whether these categories of care are available for AQD treaunent varies from State w State. For -
example, States may reimburse counseling at public health clinics under Medicaid’s ¢clinic option or
cover outpatient treatment under the rehabilitation option. Screening and case management services
might be covered under rehabilitation. In other words, each State may cover a particular menu of
services under different optional benefit categories. Reimbursement also may be influenced by the
degree of coordination between the AQD and Medicaid agencies, statutory limits on what may be
reimbursed, and even the AQD agency’s undersianding of how o handle the claims for those

services. For example, in one State, the contact indicated that the AOD agency had had some
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difficulty navigating the reimbursement system and, therefors, had not billed Medicaid for services

for some time,

Federal Medicaid guidelines do not mandate coverage for AQD teaiment services. States may
include AOD treatment in their Medicaid program through one of the optional service categories or
under 2 Medicaid managed care model, but rzimbursement might still be denied for the following

reasons, among others.

« Treatment is not clearly medically necessary (i.e., the client does not present with symiptoms of
an acute medical episode, such as overdose or withdrawal});

s The client is not Medicaid eligible; or

s The reatment facility is 100 large (Federal law probibits reirbursement for care of persons ages
22 10 64 in an mstitution for mental disorders with more than 16 beds, and the Health Care
Financing Administration [HCFA], the Federal agency administering Medicaid, includes AQD

abuse as a mental disorder).

In addition, under HCFA policy, counseling provided by nonlicensed personne] as the primary
method of care s not considered medical wreaiment and is therefore not eligible for Federal
Medicaid reimbursement, However, even in Swates that reported no Medicaid coverage for AQD
treatment, Medicaid-eligible clients requiring acute treatment for AOD-related medical problems
would likely be detoxified and treated, and the care might be covered by Medicaid under medical
treatrnent. Thus, in most States, clients requiring acute care for a coexisling physical or mental
disorder may receive services covered by Medicaid, but these services will not be billed as AQD

treatrnent.

In 1992 the George Washington University Iniergovernmental Health Policy Project, at the request
of the Robert Wood Johnson Foundation, prepared A Fifty-State Survey of Medicaid Coverage of
AQD Services, a survey of the range of AQD services covered by each State’s Medicaid program
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and the categories under which those services were billed.” Because of the way States” Medicaid
services tracking systems have been developed, the researchers found it difficult to capture
information on Medicaid reimbursement for AOD services. Categories for Medicaid financing are
based on type of service {e.g., inpatient hospital care or outpatient counseling) and not necessarily
on diagnosis. Thus, most States’ computer systems are designed to track monies spent for a
panicuia: type of service and not for a specific diagnosis (e.g., alcohol dependency or
schizophrenia). The researchers found that most States did not have mechanisms for tracking AQGD
services for Medicaid recipients without reviewing each case for diagnosis, provider type, or service
code. As pointed out by the researchers, the Medicaid program is designed to be a financing
mechanism and not a scn-i?:e delivery system. However, they found that Medicaid programs have

provided a focal point for innavative project development through vanious initiatives,

Federal Medicaid Waivers

Mcrai Medicaid waivers permit Stales to deviate from certain provisions of Federal Medicaid Jaw,
enébling them 1o be more flexible with their Medicaid programs. Waivers recently have become the
prilmaxy means of enrolling lhe eligible uninsured in managed care and have presented an
oppénunizy to widen the availability of AOD treaiment services. Applications for waivers are
reviewed and approved by HCFA,

Two categories of waivers have been widely used to allow States 1o experiment with new models of
care: Section 1915¢{b){also known as “freedom of choice” or “managed care™ waivers) and Section
LHES(a) (Mresearch aﬁd demonstration”) waivers.? The 1915(b) waiver is the more Ei;nitad of the
two. It allows the Siate to waive certain statutory requiremnents—namely, the freedom to choose
one’s provider, statewide availability of programs, and comparability of services offered by

different providers—in order to lock in groups of beneficiaries to managed care systems.

"Robert Wood Johnson Foundation. A Fif-Stare Survey of Medicaid Coverage of Subsiance Abuse Services. Princeton,
NJ: Robert Wokd Jotnstn Foundation, 1992,

RSection numbers refer to sections of Title XIX of the Social Security Act of 1968,

¥
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Section 1113(a) waivers, on the other hand, are being used to facilitate sweeping healthcare reforms
through major restructuring of State Medicaid programs. More than 12'States have implemented
these waivers; other States’ waiver applications are under review, Some States are implementing
1115(a) waivers that not only enroll Medicaid beneficiaries in managed care or case management
programs but also use projected savings to expand eligibility and, possibly, widen the ‘array of

healthcare services covered.

Thus, AUD treatment services provided to eligible clients might be covered by Medicaid FFS plans
or Medicaid-funded managed care in States with waivers. States may opt to offer Medicaid
coverage (o clients not Medicaid-eligible under Federal guidelines; however, the States will not
receive Federal matching funds (i.e., the Federal share of a State’s Medicaid costs) for those
services (i.e., the costs would be borne eatirely by the State).” For example, males between ages 22
and 84 are not covered by Medicaid unless they are blind, disabled, or solely responsible for a
dependent child. These clients must seek care from providers under contract (o the State AOD

agency.

Some Suates have implemented waivers that include some Medicaid-ineligible clients in the
Medicaid managed care plans. However, savings have not always been as substantial as originally
projected. In addition, the Pederal Government has raised the question of whether presumed savings

from waivers should accrue to the Federal Government rather than to State governments.

The State AOD Agency: Paver of Last Resort

The State AOD agency receives funding from a number of sources, including the Block Grant;
Stale general revenue; other Federal and State sources {¢.g., discretionary grants, third-party
payments, fees for drinking under the influence, and earmarked taxes); and local sources, such as
matchirig funds. These funds are pooled and disbursed by the agency. For many States, Block Grant

funding covers a large propartion of AOD services, ranging frem 30 to more than 80 percent of the

"With respect 10 minoss, the mandaory Early and Periodic Screening Diagnosts and Treatment services {or children
under age 21 requires that a child be trealed for any condition uncovered by sreening, including those that require
treatmend ot considered “medical,” that may include AOD abuse. However, treatment centers designated under this
provision of the Jaw may not offer the appropiriate services o may not be easily accessible.

10
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wreatment budget. After collecting client fees {assessed on a sliding scale), third-party
reimbursements, and grants-in-aid, the Siate covers the balance of the costs. Most publicly funded

AQOD weatment services are provided through this mechanism.

The Devolution of Authority to the Local Level

A commen trend occurring in the States surveyed is the devolution of responsibility from the State
AOD agency ta the local level, In some States, local boards (in one case, comprised of
nonprofessional volunteers} are responsibie for determining the services that will be provided in
their geographic areas. The State AOD agency may merely play an advisory ar technical zissis{azzca
role and have little formal authority for oversight of AQD services, giving oversight responsibility
1o the local entity, Some State-level cmzi.acts expressed concern about the commilment of local
decisionmaking bodies te giving AUD treairment the same importance as behavioral or physical
healthcare.

i

GAPS IN THE CONTINUUM OF CARE

The gaps in the continuum of care for Staie- or locally managed AOD treatment services that were
reporied by informants tend to be less a clear-cut omission of a modality in a Siate and more a
situation of the following: (1) geographic location of programs relative to clients who need to
access them, (2) limits in available treatment slots, {3) fimits on access for vanous categories of
clients, and (4} limits on lengths of stay in appropriate treatment modalities. This section describes
the primary gaps uncovered in the course of this research effort, some of which were believed by
State informants to reflect the changes and/or restraints created by utilization management’s
mcdic’;a} necessily criteria and other access issues related to managed care programs. (See Appendix
B for discussion of utilization management programs and other issues raised by the move to

managed care.}

Geographic and Population Distribution Obstacles
In many locations, clients rcgnlztrly face geographic obstacles to compiiance with treatment
requirements. For example, in Jarge, sparsely populated States, gm'graphic and ¢limatic conditions

can make reaching a treatment site nearly impossible. States with large Native American

3!
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populations who require AOD treatment often find it difficult to transport clients from reservations
ta treatment centers. In some States {e.g., Alaska, Idaho, and Kentucky), some treatment modalities
are offered in a limited number of locations; clients living great distances from these sites find i

difficult or impassible to access treatment.

Waiting Lisls

Many States reported long waiting lists for limited treatment siots {e.g., California, Connecticut,
Florida, Hawaii, Indiana, Mississippi, New Mexico, New York, and Washington}. North Carolina
has resolved its waiting list problem by developing “public-private parinerships.” which ensure that
when public sector programs are full, private sector programs provide services. These services are
paid for with State funds at a negotiated price below that charged by private sector providers for

athers clienis.

Detoxification Services

Several States noted that they do not offer publicly funded detoxification, because it is considered a
revolving door with no hink (0 treaiment. Some State AQD agencics behieve that many clients emer
the program te “dry out” when they feel the need, then return to their addictive behavior when they

feel better. As noted earlier, in some States {e.z., Georgia and Flonda). detoxification services have
been restructured into “crisis™ programs that are only available in metropolitan areas and are shorter

than is penerally thought necessary 1o truly detoxify aclient {e.g., | day instead of § days).

Residential/Quipatient Services
Somne Siates limit the availability of residential treatment and rely primarily on oustpatient services
{e.g., Arizona}, Some States place limits on tengths of stay for both modalities; others have no

Hmits, and the decision about treatment duration is made on a case-by-case basis.

Priority Poputations ’
In accordance with Block Grant requirements, virtually all States reported having special programs
and/or priority placement for designated high-risk populations, such as pregnant and parenting

women and injection drog users. Most States alternpt to place these priority clients into treatment
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stots immediately; however, this is not always feasible. Under administrative nules in some States,
certain clients for whom no treatment slots are available must be placed in “interim services.” In
many cases, this modality is not truly a trealment service, but rather a means of keeping in contact

with clients to ensure that they do not forgo an opportumity for reatent once a slot opens up.

In some States, budgetary constraints make providing crucial wraparound services for women-——
such as case management, child care, prenatal care {or refervals for prenatal care), and
transportation—difficult or impossible. Conversely some States have designated slots for pregnant

and parenting women to comply with Block Grant requirements and cannot fill these slots to

capacity.

Continuing Care

Ma'ny States offer limited or no continuing care services beyond referrals to community selfi-help
gre;ps. Some Siales do provide links to job training, housing programs, or some form of “relapse
prevention” services. Several contacts in State AOD agencies bemoaned the lack of funding for
these services, believing them io be critical to reintegrating recovering chronic AOD abusers into

society. In the absence of social supports, these clients are at high risk for relapse.

Impact of the Criminal Justice Population

In some States, service referrals from criminal justice agencies are overwhelming, For example,
Flotiida estimates that 70 percent of its AOD treatment program clients are such referrals. In other
Slalés, little or no involvement by the State AOD agency occurs in delivering services o this

population, or no coordination exists between that agency and the Department of Corrections.

As noted earlier, SAMHSA currently is assessing AOD treatment in State prison systems, In the
Fedéral 'prison system, inmates who have an AOD problem may be placed in a drug treatment unit
if a slot is available. Within the Federal system, four types of drug treatment are available: drug
cduc;alion; nonresidential (i.e., psychological services) programs, including Twelve-Step and
Rational Recovery groups, residential programs, and community lransition programs, If an inmate

is in the custody of the Bureau of Prisons, the Bureau covers the costs; if an inmate is in the custody

13
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of the Prabation Office, that office is responsible for payment and for ensuring compliance. Once

inmates are released, however, they must use whatever services are available to the general

uninsured population in their State.

POLICY IMPLICATIONS AND FURTHER RESEARCH

CSR’s study of publicly financed State AOD treatment services identified rapid shifis taking place

in reatment service delivery systerns. Many of these changes mirror the compiexity of change

occurring in all aspects of publicly funded healthcare. As a result of the information gathered in

this study, CSR foresees a sumber of policy implications and provides recornmendations for further

research as follows:

A shift to muanaged care could result in a variety of changes in AOD services, such as greater
attention to behavioral healtheare (including AOD treatment), possible expanded coverage to
popuiations above cumrent Medicaid income eligibility {or expanded eligibility for Medicaid
coverage of adult males), or limitations on the types of services provided. To avoid a weakening
of services, States couid be encouraged o develop standard statewide criteda for the placement
into and continued receipt of AOD services. Mode) contract language should be developed
ensure that AQD services are part of managed care contracts, 1o optimize AQD treatment

access, and to include safety net providers in treatment networks,

Chaunges in AOD services provided to uninsured persons in the States may be less a factor of
whether the State provides services through a managed care model or traditional Medicaid
reimbursement and more an issue of whether changes in the Federal Block Grants occur or
States move their Block Grant and State funds inte managed care systems. The overwhelming
majority of States stil] rely on the Block Grant to serve uninsured populations, regardless of the

level of services provided.
Community-based treatment often is provided by recovering addicts in cutpatient settings.

These providers generally do not fit the Medicaid definition of 2 medical providcr, but they can
and do provide crucial services. Goal 3, objective 4, of ONDCP's 1997 National Drug Control

14
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+

-

Strategy emphasizes the imponance of community-based treatment providers.'? Feedback from
2 number of States strongly supports the need 1o develop a credentialing syster for these
providers that includes them in managed care networks and to make them an integral part of the

nublicly funded contimasm of care.

In the 1997 National Dnsg Control Strategy, the ONDCP stressed the need for engoing and up-
10-date information on the slatus of drug treatment in the United States.)!’ Given the major
shifty in the structure of service management and provision under healtheare reform, up-to-date
information about the effects of waivers, managed care, and other changes in service delivery
would be cxlrcmeiy'uscful (o States contemplaling major changes as well as to Federal
policymakers. Well-designed program evaluations, distinguishing a number of variables tha
may identify the differences in services detivered, access to services, and ;SOpulations served (as
well a5 oulcomes} between traditional Medicaid-reimbursed services and services delivered

through a managed care arrangement, aze crucial,

Greater coordination between Siate AOD, Medicaid, and corrections agencies would improve

access to services and reimbursement for high-risk criminal justice populations.

Access (0 some types of AOD services has been limited simply because of administrative
issues. For example, States report that the public AOD service providers are not always skilled
in accessing Medicaid reimbursement and must therefore confine services to State-funded
provisions.

Dissemination of creative approaches to handling long waiting lists for treatment services,
such as Nerth Carolina’s public-private partnership, would be useful to States with shonages

of weatment slots.

0fice of National Dirug Contral Palicy (ONDCPY. The Nasional Drug Controd Strategy, 1997. Washington, DC:
ONDCP, 19874,

“65ffice of National Drug Control Policy {ONDCP). The National Drug Control Strategy, 1997, Budget Summary,
Washington, IX: ONDCP, 19475,
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AOD treatment systems are changing rapidly, and the healthcare system is becoming
increasingly complex. New systerns are developing; service providers are beginning to
contract divectly with purchasers; nonprofit hospitals and clinics are forming networks; and
public sector prograrms, including Medicaid and Medicare, are being privatized, Multiple and
complex issues abound related to (1) behavioral healthcare funding mechanisms,

(2} managed care program structures, (3} AOD wreatment issues, (4} privatization of other
public sector agencies in the wraparound service network, (5) the interface between AQD
treatment services and general medical care, and (6) the legistative actions that continue to
shape managed care service systems. These issues and the unprecedentied pace of change
have the potential to significandy affect availability and access to AQI) treatment services.
Continuous monitoring of changes in each State and dissemination of reported findings could

help States avoid pitfalls as they re-engineer their AOD service delivery sysiems.
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ALABAMA
SERVICESMODALITIES
The following publicly funded services are available:

s Unsis residential adult programs and crisis residential adolescent programs, which are highly
structured, short termn, and miensive;

+ Residential rehabilitation services, which are long-term therapeutic programs;
» Residential detoxiftcation services, which are acute care medical detoxification programs;

» Residential rehabilitation pzeémt women programs, which include child care ardd ancillary
5IVICES; .

» [rtensive outpatient adult programs;
» Intensive ourpatient adolescent programs;

» Specialized services (including case management) for pregnant women/women with dependent
children that augment the intensive outpatient and residential programs; and

»  Methadone detoxification (21 days) and maintenance {beyond 21 days) {there arc very few
injecting drug users in Alabama).

SPECIAL POFPULATIONS
Women: Specialized services for pregnant and parenting women recently have been implemented.

Dually diagnosed: The Department of Mental Health is in the process of developing treatment and
prevention services for the dually diagnosed.

PROVISIONS/LIMITATIONS
None,
FINANCING

State AOD Agency

Financing through the Substance Abuse Services Division is 80 percent Substance Abuse Biock
Grant funding. The balance is State revenue and 3 small amount of ather Federal funds.



Medicaid

Medicaid reimbursement for substance abuse is mimmal—abow 1.1 million for substance abuse
services {both Siate and Federad share).

MANAGEMENT OF SERVICES

The State funds providers on a fee-for-service basis through the Substance Abuse Services
Division,

MANAGED CARE SYSTEMS

There is no managed care program for substance abuse services,
*
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ALASKA
SERVICES/MODALITIES

The following services are offered by the State 10 the indigent on a sliding fee scale, including room
and board;

¢ One inpalient detoxification program is offered at a specialized hospital and one residential
non-hospital-based detoxification program is provided at a freestanding facility.

« Inpatient care is°available at hospiials or in other medical settings for acute substance abuse-
related ilinesses.

o Residential rehabilitation programs ar¢ offered in three modalifies:

—Intermediate care, which 1S up to 90 days of fully or partially residential treatment (there is
limited medical provider avatlability of this type of care);

1, ong-tenm care, which is 6 months to 2 years of a spectrum of services, from transitional care
to therapeutic community services (there is one therapeutic corununity in Anchorage); and

-~ Transitional care, which is 1 to 6 months of intermediate (i.e., inpatient or intensive
outpatient} care at a halfway house.

s A variety of outpatient services are provided:

—Primary services, drug-free or methadone, on a scheduled basis;

—Emergency care on a 24-hovr basis; and

—Agross-the-board afiercare services.
The Stare ensures treatment for all. Those ineligible for Medicaid are charged on a sliding foe
scale. *Mental health services are also available through the Division, and a dual diagnosis is not
reguired in order o receive treatment.
SPECIAL POPULATIONS
Women: Pregnant women receive prionity,

PROVISIONS/LIMITATIONS

The level and availability of services vary across the State.



FINANCING
State AOD Agency

A small proportion (1 {0 15) of financing is Substance Abuse Block Grant funding. The Division
also is supporied by two major Federal grants and Federal discretionary money (a Center for
Substance Abuse Treatment [CSAT] Women and Children grant and Rural and Remote Caimrai
Distinct and Special Populations funds), Many people are covered by the Indian i&eaiih Service,
htgh propotion of the population is mélitary.

Medicaid

The Medicaid agency (i.e., the Division of Medical Assistance) is not a managed care organization,
but it performs some of the functions of a managed care organization {e.g.. determines eligibility,
negotiates rates with providers, and pays bills). The following substance abuse services have been
eligible for Medicaid reimbursement since 1994: assessment and diagnosis; individual, family, and

_group counseling; care coordination services; rehabilitation services; intensive outpatient scrvices;
intermediate services; and medical services,

MANAGEMENT OF SERVICES
The Division of Alcoholism and Drug Abuse within the Departmeni of Health and Social Services
manages State-funded substance abuge services,

MANAGED CARE SYSTEMS

The State currently is considering broad changes in its Medicaid program,



ARIZONA

SERVICES/MODALITIES

The publicly funded services/modalities that are available in each area of the State are determined
by five Regional Behavioral Health Authonities (RBHAS), which contract with local providers o

create a network of locally available services:

Residential treatment {typically 30 to 90 days) is available, although intensive
outpatient (individual, family, or group) treatment is utilized more often;

Ten psychiatric health facilities statewide cach have one or rwo substance abuse
beds;

Dictoxification usually is provided through intensive outpatient services;,

There are 10 w0 15 methadone providers {public and private) statewide, including
some in rural areas {There is a large heroin problem in the Siate—many people in
need of injecting drug use treatment who previously went to California are now
served in Yuma,);

Crisis response and stabilization services may include hospitalization;

Day treatment is a separate modality;

Aftercare services include counseling and group support;

Substance abuse treatment through therapeutic groups and foster care programs are
available for youth; and

Maricopa County has a special grani to provide relapse prevention services.
Services can be paid for on a sliding fee scale or by Medicaid for eligible populations. There are
three categories of clients: (1) Medicaid clients receiving Medicaid-reimbursed services, (2)
Medicaid clients receiving State-funded (not Medicaid-reimbursed) services, and (3) non-Medicaid
chiers receiving Siate-funded services.

SPECIAL POPULATIONS

Native Americans: A combination of Indian Health Service and State/Federal fimds cover
reatment for Native Americans. Only 4 of the 17 tnbes participate in the Sate system.

Crirainal justice population: State prisons receive some Center for Substance Abuse Treatment
{CSAT) criminal justice money for treatment.



PROVISIONS/LIMITATIONS
None,
i@*ijaimczxc

State AQD Agency

Financing through the Division of Behavioral Heallh Services (within the Arizona Department of
Health Services) is approximately 50 percent Substance Abuse Block Grant funds and 50 percent
State appropriations. Two discretionary grants go directly to providers; these grants inchule a
pregnant/postparum women's grant in Tucson and a CSAT criminal justice grant in Marieopa
County for adults on probation (the latter grant funds Treatment Altematives {o Street Crime
[TASC } case management services provided through a private nonprofit agency),

3

Medicaid

Behavioral health services are covered for Medicaid-ehigible populations {i.e., recipients of Aid to
Families with Dependent Children) if the services are deemed medically necessary.* If an eligible
client is not enrolled in an RBHA and presents in a hospital emergency room in need of
detoxification, Medicaid will pay for the first 3 days. The client is then switched to the State-
funded network. if a client’s income is at or below 30 percent of the poverty level, Medicaid will
reimburse for counseling services. The RBHAs assisi eligible clients in enrolling in the Medicaid
heaith maintenance organization {HMO).

MANAGEMENT QF SERVICES

There are five RBHAs for the six Stae regions. RBHAs are nonprofit companies that use
Government funds to create a network of behavioral health services available to people in the
region for little or no cost. These companies determine the armay of behavioral health services the
State provides for the public. The RBHAs work locally and contract with providers for treatment
SCTVices.

i :
MANAGED CARE SYSTEMS

Under a section 1115 walver, the entire State Medicaid program is now a capitated managed care
system called AHCCCS, i which Medicaid clients access services through an HMO,  All mental
health and substance abuse care is fully capitated for adults and children. The RBHAs are capitated
on Medicaid clients and receive an allocation of the Substance Abuse Block Grant funds from the
State each month. The local providers who have contracts with the RBHASs either are capitated or
paid on a fee-for-service basis. .



" ARKANSAS
SERVICES/MODALITIES

A full spectrurn of publicly funded services may be accessed, including detoxification, residential,
and outpatient treatrment. The Sate also supports Chemically Free Living Centers where homeless
clients can live for up to & months afler tveatment.

. Hospitals contract on a regional basis for medical detoxification for limited services
{3 days, with additional days requining prior agency approval). Observation
detoxification includes monitonng, on a 24-hour-per-day bagis for 2 days, a client
undergoing mild withdrawal in a residential serting,

’ Residential programs are offered to clients who are not ill enough to require medical
or observation detoxification but who need more intensive care in therapeutic
settings with suppontive Hiving arrangements.  There is no cap on the number of
days. During billing audits, the State ensures that services are justified but sets no
caps.

. Outpatient services vary across the State. They may involve individual, family, or
group counseling. The State mandates that people leave treatment with a
maintenance plan,

. Intensive outpatient programs use a holistic approach with many different treatment
methods,

. Interim services are provided a person is admitted to a substance abuse treatment
program.

. There are two methadone programs in Arkansas. One is 2 private, for-profit

program that does not serve the uninsured. The other is 2 private, nonprofit program
at the University of Arkansas in Little Rock that the State partially funds.

" Partial day treatment care i3 provided for g minimum of 4.5 hours per day
(including, but not Himited to, counseling, therapy, and recreational therapy).

. For aflercare services, programs may make referrals 1o other programs, such as
Alcoholics Anonymous and Nareolics Anonymous, or may provide services
themseives,

SPECIAL POFULATIONS

Women: There are five Pregnant and Pareniting Women Living Centers where women and their
dependents can stay for up to 2 vears.



Hoi:nelcss: Clienis who are homeless can {ive in Chemically Free Living Centers for up 10 6
months after freatment.

PROVISIONS/LIMITATIONS

According to the Bureau of Alcohol and Drug Abuse Prevention {ADAP) Policies and Procedures
manual, as long as a provider has ADAP funds available, no client may be refused wreatment.
However, when a provider has exhausted the reimbursable amount of the contract, clients may be
refused treatment due to their inability 1o pay.

FINANCING

State AOD Agency
:
The ADAP funds substance abuse treatment services primarily using Substance Abuse Block Grant
funding. Private nonprofits {community-based organizations, such as Mental Health Centers)
eonduct intakes and require that palients provide proof of their inability to pay. 1f a client is poor,
the services are provided free (0 the client and the State is billed; otherwise a sliding-scale fee is
required.

Most serviees are provided on a fee-for-service basis. Some programs—mainly special programs,
such as Pregnant and Parenting Women Living Centers—are budgetl based, because they were
implemanted as pilot programs and could not afford to operate on a fee-for-service basis.

‘. Medicaid
No substance abuse services are reimbursed by Medicaid in Arkansas. This is under review,
MANAGEMENT OF SERVICES
Sewicais are provided on a traditional fee-for-service basis; the Staie is billed by the providers.
MANAGED CARE SYSTEMS
Arkansas has a statewide 1915 waiver under which Medicaid recipients must select s pnimary care

physician who acts as a gatekeeper. In addition, a selective contracting waiver governing obstetric
care exists in fwo counties.)




CALIFORNIA
SERVICES/MODALITIES

Indigent, uninsured clients may self-refer to substance abuse services and pay on a sliding fee scale
or not at all. The following publicly funded services are available with no limitations or caps:

. Qutpatient drug-free programs;

. Qutpatient methadone maintenance;

. QOutpatient detoxification;

. Drug-free programs;

. Inpatient hospital detoxification;

. Freestanding residential detoxification; and

. Residentiat drug-free programs.

Qutpatient methadone treatment is available for up to 21 days. Afiercare services can be provided
as pant of the outpatient services.

SPECIAL POPULATIONS

Women: Addicted women are a prionity in placement in perinatal programs (which include
prenatal care). As of May 1996, 148 pregnant clients were on the waiting list for the perinatal
programs.

PROVISIONS/LIMITATIONS
Inadequate resources limit the availability of reatment slots. At any time, approximately 14,000
clients were on the waiting list; the wait can be longer than 30 days, depending on the service
needed.
FINANCING

State AOD Agency

The Substanee Abuse Block Grant is the largest source of funding; “other” sourees are the next
largest, followed by other Federal funding and Siate appropriations.



Medicaid

An interagency agreement between the Department of Alcohol and Drug Programs {(ADP) (the
State alcohol and other drug [AOD] agency) and the Department of Health Services (DHS) (the
State agency administering Medicaid} enables medically necessary substance abuse treatment
services to be provided 10 eligible Medi-Cal beneficiaries through contracts with counties and
private providers. The services offered through the program, known as Drug/Medi-Cal (D/MC),
are limited to the following:

» Qutpatient detoxification;
» Cutpatient methadone maintenance;
i
. Daycare habilitative (inlensive outpatient) services for pregnant and postpartum

women and youth under ape 21;

- Residential gervices for pregnant and postpartum women and youth under age 21;

. Naltrexone treatment {including counseling, medications, and medical monitoring);
and )
ro Outpatient drug-free services.

Inpatient detoxification is not covered by D/MC.
MANAGEMENT OF SERVICES

Through (he interagency agreement with DHS, ADP administers, manages, and finances D/MC
through contracts with counties and local providers. The State is exploring managed care for Stale-
funded services; currently ADP has fee-for-service contracts with counties and providers.

MANAGED CARE SYSTEMS

According 1o the National Assiciation of State Alcchol and Drug Abuse Directors State Resources
report, the State is anticipating and preparing for State AOD services to be incorporated into a
managed care system. Al this time it appears that a managed care system will be put in place within
the next § years. The State is grappling with the need o shift its ADD services and fee-for-service
funding mechanisms into a managed care system. Counlies are concerned about the survival of
social model programs during the development of the managed care system, particularly in light of
the growth of the medical model /MO program.
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COLORADO
SERVICES/MODALITIES

The State provides a full range of publicly funded services 1o about 70,000 to 80,000 clients perK
vear, including the following:

. Case management programs for chronic clients;

* Residential detoxification programs in which the average length of stay is a few
hours to several days;

. Medical detoxification, which includes residential or outpatient care for withdrawal
symptoms that require medical supervision;

v Intensive residential treatment, which involves at least 40 hours and 6 days per week
of therapeutic activity in a residential setting, with an average length of stav of 2 t0
6 weeks;

. Transitional residential tresiment, which is provided in halfway and three.

quarterway houses and includes 10 to 20 hours of therapeutic contact, 6 days per
week, in g residential setling for persons transitioning to or from more intensive
residential or cutpatient treatment, and with a flexible length of siay that normally
does not exceed 120 days; ’

. Long-term support (i.e., domiciliary), providing 24-hour, 7.day supportive care for
dysfunciional clients who cannot benefit from treatment, with a length of stay that
may be indefinite;

. Therapeutic community programs, which provide long-term, highly structured
residential weatment, 24 howrs per day, 7 days per week, with a length of slay of 3
months to 3 years and an average of | vear;

. Qutpatient treatment, with & minimum of one contact per 30 days and a variable
length of stay (1.¢., an average of 3 months),

. Intensive outpatient teatment, which covers more visits and longer counseling
times than cutpatient ireatment; and

, Narcotic rreatment involving substitution therapy, in which the length of stay may
be several years.
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SPECIAL POPULATIONS

Dﬁal.ly diagnosed populations: Qutpatient and day care services, detoxification, and residential and
“outpaticnt services are provided for the dually diagnosed.

PROVISIONS/LIMITATIONS

None.
FINANCING
State AOD Agency

The Tunding is about one-third Substance Abuse Block Grant, one-fifth State revenue, one-fourth
“other” sources, and the halance from other Federal and State sources,

Medicaid

There is almost no Medicaid reimbursement for substance abuse except for some services for
pregnant women and for dually diagnosed clients.

MANAGEMENT OF SERVICES

The State Deparmment of Public Health and the Environment contracts with providers and
reimburses them approximately 40 to 30 percent of treatment costs (this proportion may be Jarger in
some arcas) on a fee-for-service basis. The balance of approved costs of treatmen services may be
covered through other sources, including but not limited to county and municipal appropriations,
direct Federal grants and contracts. other State contracts, client fees. third-party payments,
prulantiropic foundation grants, and cash donations.,

MANAGED CARE SYSTEMS

The State is moving 1o managed care. Under a Request for Proposals being developed, the State
will contract with six managed care entities that will contract with praviders, rather than the State
contracting directly with numerous local providers. :

The State has a 1915(b) waiver to provide capitated mental health services to Medicaid-eligible

clients. This arrangement does not include substance abuse services except as they overlap with
mental health services,
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CONNECTICUT
SERVICES/MODALITIES

Treatment programs are required to take the medically indigent and cannot discriminate based on
ability to pay, number of imes in treatiment, or motivation. The fodlowing publicly funded services
are available;

* Medical detoxilication is available twough freestanding residential
programs, both State-operated (a 99-bed facility) and community-funded, nonprofit
managed services {12 beds). There are also 143 community-based ambulatory
detoxification slots.

. Community-based residential treatment 15 available through 728 funded slots

providing intensive residential, intermediate residential, and residential drug
{longest teom} reatment. ’

. Methadone maintenanoe is available through 2,141 outpatient slots entirely funded
by the communities (na State funding).

. Intensive outpatient treatment is available through 230 slots, all of which are
community based.

. Drug-free outpatient treatment is available through 3,744 slots.

» Long-term care is available through 130 slots.  (Clients formerly sent o State
detoxification programs from emergency rooms (frequently chronic recidivists) are
pow sent to long-term care programs, These ¢lients often are homeless. Alcoholics
Anonymous programs are avaidlable in the long-tern: care services.

SPECIAL POPULATIONS

Women: Pregnant women are prioritized for admission. There are 57 slots for pregnant/parenting
women. Women are referred for prenatal care (which is covered by Medicaid).

Dually diagnosed: There is one comprehensive program for the dually diagnosed.
PROVISIONS/LIMITATIONS

A waiting Tist of 1,586 was reported to the National Association of State Alcohol and Drug Abuse
Directors (with an average wait ¢f 2 months).



FINANCING

State AOD Agency

The major share of funding is State revenue, with another large pieee from “other sources” and a
smaller share from the Substance Abuse Block Grant.

Medicaid

The same State agency, the Deparument of Social Services, manages both Medicaid and State-
funded programs.

Medicaid clients access all medical care through health maintenance organizations (HMOs). Some
of the HMOs subcontract with bchavioral health agencies for substance abuse services.

r\';[ANAG EMENT OF SERVICES

Most of Connecticut is served by community-based programs under contracts with the State.
MANAGED CARE

The State is developing regional networks. of providers in order to establish a State-operated

managed care program. Contracts with the networks will be capitated. A client will be able to call
an information line to find out where to access care.



DELAWARE
SERVICES/MODALITIES

The following publicly funded services are available:

* Residential treatment, both shorl term eiup to 28 days} and long term (over 28 days);
. Methadone detoxification;

. Two outpatient methadone maintenance programs;

. Outpa:ier;l treatment; and

. Aftercare (which is not a formal modality; many programs offer aflercare services
but do not bill separately for them). .

SPECIAL POPULATIONS

Criminal justice population: The Departmemt of Corrections funds quarterway and halfway houses
with limited outpatient services and three or four long-term inpatient jail programs.

Women: Two targeted full-spectrum programs are available, the Perinatal Program and the First
Step Program.

Dually diagnosed: Four programs are available that feature a continuous team approach and have
no caps on length of stay, although the usual length of stay is about | year, The programs each
have a capacity of 40 clients and offer very intensive services.

Children and youth: The Department of Services to Children, Youth and Their Families (not the
Depariment of Health and Social Services, the State alechol and other drug [AOD] agency) funds
the following services:

. Residential weamment: Clients are semt to facifities in Marviand or Pennsylvania,
and the State covers the costs.

. Day treatment: There is one program in Newcasile County, one in Sussex County,
and one being implemented in Kent County. (These three counties comprise the
entire State.)

. Intensive outpatient, aflerschool services: There are four programs-——two in

Newcastle County and one each in Sussex and Kent Counties,

» Detoxification: There is no program specifically for youth, 'I“héy may receive
services in two adult detoxification centers, or they may go to the hospital (which
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Medicaid covers). Some youth on heroin receive detokification reatment at out-of-
Swate facilities; Medizaid reimburses some of this at a capitated State rate for child
mental health.

+ o+ . Aftercare:  Programs provide eontinuing care, but 12.siep programs may not be
provided due to uncertainty about their age appropriateness.

PROVISIONS/LIMITATIONS

There is no cap on length of stay for Suate-funded services. A utilization review commitiee reviews
requests for residential Services, but probably would not refuse weatment until afler several
{probably five) episodes of treatment have failed, when the oversight ream would terminate
ﬁﬁ%ﬁmﬁ?‘lt.

Capitated services covered by Medicaid generally are limited to 30 units of outpatient services for
children and 20 units of outpatient services and 30 wunits of inpatient services for adults. Beyond
that, services are on a fee-for-service basis,

FINANCING
State AOD Agency.

Fun;ding is approximately 50 percent Substance Abuse Block Grant and 50 percent State revenue,

Medicaid

Delaware has an 11135 Medicaid waiver under which Medicaid clients (as well as uninsured people
with incomes af or below 140 percent of the Federal poverty level) receive inpatient and cutpatient
mental health and substance abuse services through a managed care plan. The two categonies of
Medicaid services are as follows:

1. Diamond Smte Health Plan, which covers all Medicaid-elipible clients {(with a few
exceptions) as well a3 uninsured noncategonical chients with incomes below 100 percent of
the Federal poverty level. This is a managed care program with combined substance
abuse/mental  health scrvices covering inpatient, outpatient, partial hospitalization,
detoxification, and methadone freatment. A minumal level of care is required; however,
cach managed care organization (MCQ) individually determines the services provided.,

t 2, Fee-forservice for clients exempt from the other eategory. This category does not
- include substance abuse services.

MANAGEMENT STRUCTURE

A few targeted programs (including those for pregnant and parenting women and for the homeless)
receive grants. In general, however, Siate~-funded services are capitated up to limits, and then are
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on a fee-for-service basis. Programs bill the State, which reimburses with 2 mixture of Federal and
Siate funds.

Services provided by MCOs under the Diamond State Health Plan are fully capitated. Some
general health MCOs contract out substance abuse services to behavioral health MCOs, and others
handle thero within their own panel.

MANAGED CARE
Under an 1115 waiver, Delaware provides a fully capitated managed care plan designed to provide

a basic set of health care benefits to current Medicaid beneficiaries as well as uninsured people
whose incomes fall below 100 percent of the Federal poverty level.
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DISTRICT OF COLUMBIA
SERVICES/MODALITIES
The following publicly funded services are available:

* Freestanding, nonhospital, short-term residential detoxification (from 5 w 7 days)
with a referral 10 long-term weatment,

. Short-term {up to 28 days) or long-term {up to 4 months} residential treatment;
. Transitional hving programs with life skills training for & months, which include
safe house supervised living (these programs formerly were for the general

addictions population but now focus on homeless women and childreny;

» Outpatient drug-free programs, with no cap;

* Quipatient methadone programs, with no ¢ap; and
» Aftercare services consisting of support groups, counscling, and ancillary services.

SPE;CIAL POPULATIONS
Women: Residential and intensive day treatment are available for pregnant and parenting women.
Residential social detoxification treatment is available for women with up to two children.

Supervised lving programs {for up 1o 6 months) are available for mothers with up to four children.

Criminal justice population: The District has received a grant from the Center for Substance Abuse
Treatment to improve the criminal justice system for drug treatment service provision.

PROVISIONS/LIMITATIONS

Caps on treatment are noted above. Medicaid does not cover inpatient detoxification or other
hospitalization in connection with substance abuse.

FINANCING
State AOD Agency

The majority of funding is from the alcohol and other drug (AOEI;) agency (allocated by Congress -
to the D.C. budget). A very small proportion of funding is from the Substance Abuse Block Grant.
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Medicaid

The District is bepinning to obtain Medicaid reimbursement for sebstance abuse services. The
Distnict Medicaid program does not specifically address substance abuse. There have been some
problems identifying which services are billable.

MANAGEMENT OF SERVICES

The District conteacts directly with providers who invoice the District on a fee-for-service basis. A
sliding fee scale has just been phased in (all services formerly were freel,

MANAGED CARE SYSTEMS
The District currently is exploring managed care models and is leaning toward 2 behavioral health
managed care model with mental health and substance abuse under one umbrella. Medicaid reform

would be part of this mitiative, and the District is reviewing waiver requirements to determine what
would be required,
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FLORIDA
SERVICES/MODALITIES

A range of publicly funded services is available. The Adminisrrative Riude defines levels of
treatrment as follows:

X 1. Residential levels 1, 2, 3, and 4; residential host family {for adolescenis); supporned
. housing.
. 2. Detoxification
| a. Residential
b. Quipatient

¢. Methadane detoxification
d. Addiction receiving facilities {ARFS)

3. Nonresidential {outpatient day/night}

4, intervention
a. Community
b. Employee assistance program
¢. Treatment Aliernatives for Safer Communitics (TASC)

5. Prevention

6. Specialized services
a. Methadone mamntenance
b. Licensed inmate programs in State jails

Medical detoxification is available in the large metropolitan areas. There are State-funded
detoxification facilities called crisis stabilization units {which are public anonprofity where, for
example, the police might bring an acute case for anywhere from 24 hows o 7 days.  Usually,
funded detoxification programs are multiticensed facilities where cliems can be transitioned to
rehabilitation services. Outpatient emergency screening and treatment are available for adults and
youth,

For outpatient intensive treatment—also called day/night—elients spend 3 hours per day for at least
4 days per week for 7 weeks (perhaps from 6:00 10 10:00 p.m. 4 evenings per week, sometimes
afternoons) participating in treatment services,

Afercare is a licensed category under the new Administrative Rude. 1t is considered a specialized
service and is provided through separate contracts between the Health and Human Service (HHS)
boards and local providers. It can include telephone counseling or true aRlercare services (defined
by the Rude).
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Many types of community interventions are provided, including utilizing community people 1o “do
an intervention” with an abuser; Alpha/Beta programs in schools for-at-risk youth; and a midnight
baskethall league for substance abusers, which is a program to reduce substance abuse i a
formalized and monitored manner.

SPECIAL POPULATIONS

Women: Pregnant women are priontized for treatment.  The State of Florida designed 4
comprehensive package of services for pregnant and postpartum women that meets the Substance
Abuse Bloek Grant requirements and is contracted for at the district level, If there is no inpatient
slot available, the women are placed in a special “interim serviee” {i.e,, outpatient service} unil
appropriate inpatient service is found. Specialized hofistic services for women and dependent
children include residential and day wreatment and ancillary services,

Criminal justice population: Most people {(about 70 percent} in publicly funded substance abuse
treatment are criminal justice refemvals. If 3 judge orders wreaument. then placement is a priority,
Police officers brng adolescents into Juvenile Assessment Centers, which are affiliated with law
enforcement agencies {funded through State general revenues and Juvenile Justice grants, with local
shienfls and/or police departments providing staff). Every juvenile who intersects with law
enforcement has a TASC assessment; providers are available statewide to assess juveniles for
treatment needs and to serve as case managers. {TABC workers slso may provide services to adult
criminal justice clients with substance abuse problems.) ARFs are semisecured facilities that
conduct assessments and provide detoxification and stabilization services. ARFs serve both adul
and juvenile offenders.

ijuaiiy diagnosed: Both residential and outpatient services are available to the dually diagnosed.
PROVISIONS/LIMITATIONS
Approximately 1,000 peoﬁaie are on waiting lists for trealment every month.
FINANCING

State AOD Agency
The State has $50 million through the Substance Abuse Block Grant—about 50 percent of the 1otal
spending. The halance comes from the State legisiature and has local matching requirements. The

funds are allocated 1o diswict offiees with some set-asides.

Medicad

Any provider under eontraet with a State-funded agency can enroll as a Medicaid provider and then
bill Medicaid (which is handled by the State Agency for Health Care Administration). Substance
abuse billings are not high, because eligibility is narrow (i.e, recipient of Aid 10 Families with
Dependent Children} and many providers do ot seck reimbursement.  Room and board for
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residential care is not reimbursed. Covered services include medical evialuations, individual
counseling, and group therapy by mental health professionals.

The State has an 1115 waiver covering women at risk of giving birth w low-birthweight infants,
This effort is a multidisciplinary intervention involving risk identficauon and reduction.

MANAGEMENT OF SERVICES

The Governor appoints one HHS board in each of I3 districts covering the State. The HHS boards
aliocate the funding for each district. They cannot deviate from Federal mandates {(without
waivers) but can deviale from State mandates.

The districts contract with public nonprofit entities (there are approximately 125 of them and one
prjvale methadone clinic). Services are rendered according 1o the contracts. The ddministrotive
Rule defines requirements for providers of services o public clients,

MANAGED CARE SYSTEMS

Managed care elements are being introduced into the Medicaid system {such as utilization review,
preauthorization of inpatient care, and concurrent review of high utilizers), An 1115 waiver has
been approved bt not yet implemented; the waiver will bring mental heaith and substance abuse
services under managed care,

PO
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GEORGIA
SERVICES/MODALITIES

Responsibility for the oversight and administration of services was transferred to 19 local boards in
1991. All substance abuse programs in State hospitals have been closed down, and services were
scheduled to be moved to community programs. In general, the following services are provided,
but the availability varies among the local areas:

. Detoxification: A few programs still offer standard dctoxification, but some
programs have been transformed into 23-hour erisis stabilization units. In some
counties, inpatient detoxification may be available if the client consents to receive
treatment in a psychiatric unit.

. Inpatient: Long-term inpatient treatment is not available; 28 days is the maximum,
and most inpatient services are being eliminated to provide crisis stabilization for
the mentally ill. Inpatient treatment is not available in Dekalb County (metropolitan
Atlanta).

. Qutpatient scrviccs: Some scrvices are specific to substance abuse, and others are
generic mental health outpatient services.

. Methadone: Availablc in five cities. One clinic in Atlanta recently closed and its
services have been transferred to the con:munity hospital.

. Afercare: Some programs provide aftercare services. A publicly funded program
for chronic recidivists has been eliminated.

There are no minimum program requirements, only quality standards to eertufy for Medicaid
reimbursement. Before 1991 every service area {(in every region) had easy access to detoxification
and outpatien( trcatment (with some intensive outpatient), and there was adequate nonhospilal long-
term care. Day treatment programs for the dually diagnosed have been tumed into programs for
low-functioning mentally ill with a small substance abuse component.

SPECIAL POPULATIONS

Adolescents: There are a few publicly funded, freestanding adolescent residential treatment
programs in the State.

Women:; Three programs for pregnant women are still in operation.

'Homeless: Two residential programs funded by the Center for Substance Abuse Treatment that
provide services to homeless women and children will be elosed in 1 year.
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PROVISIONS/LIMITATIONS

Long-term inpatient treatment does not exist.  Most inpatient services are being eliminated,
Inpatient treatment ig not available in Dekalb County (metropolitan Atlanta).

FINANCING
State AQD Agency

One-third of funding comes from the Substance Abuse Block Grant and one-half from State
revenue. Substance abuse, mental health, and menial retardation programs are centralized in one
agency, and substance abuse receives litle financing,

Medicaid

Medicaid reimburses some substance abuse services. 1t no longer reimburses for treatment at State
hospitals (where detoxification and long-term treatment formerly were provided), because
substance abuse clients are no longer treated there. A clinic option in the State Medicaid program
cavers some outpatient services. The State division currently is awaiting approval for a waiver (see
below).

H
MANAGEMENT OF SERVICES

A few years ago, the service delivery system was completely reorganized. Nineteen regional
boards (composed of unpaid nonprofessional volunteers) were established, and authority for
developing and implementing policies and programs were transferred from the State agencey 1o the
boards. Each board develops its own policics and subcontracts w providers. The State agency has
litle oversight or communication with the boards; its role and personnel are being downsized and it
is serving more of a technical support role. Money is funneled to the boards on a fee-for-service
basis. (Services are reportedly declining, and clicnts are reported 1o be calling the State agency at an
unprecedented rate to complain of being denied services, at times because they were unable to pay
an admission fee.) The former Community Mental Health Centers are now Community Service
Boards, and they compete with the private sector for contracts. They are stitl nonprofits, but twir
standing in the State sysiem is like private for-profits: State funding is not available to cover losses
incurred in treating [ow-income, uninsured, or indigent clients.

MANAGED CARE SYSTEMS

The State developad a waiver proposal to bring all three disability services (i.e., substance abuse,
mental health, and mental retardation) into managed care 1o include all Medicaid clients as well as
non-Medicaid clients who rely on State and Federal funds for services. Under the waiver, capitated
Medicaid payments would be pooled with uncapitated State and Federa! funds; the State then
would contract directly with providers 1o deliver services, However, that waiver proposal (which
has not been approved} is on hold, with no plans for implementation.
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HAWAII
SERVICES/MODALITIES

A coraprehensive range of publicly funded services is available, including detoxification, hospital
inpatient services, oufpatient services, residential services, amd methadone services (both
medication and treatment). Aflercare is not covered, but it can be built into weatment. Insufficient
resources and treatment slots are a major problem: Generally 100 1e 200 people are on a waiting list
at any ime.

SPECIAL POPULATIONS

Youth: The Alcohol and Drug Abuse Division of the State Department of Health pays for school-
based treaument {or students in 22 high schoals in the State by contracting with private agencies to
provide group and individual counseling, screening, and referrals in the schools. About 100
students per year receive treatment through that program.

Women: A pregnant and parenting women’s initiative provides a residential and day program for
women and their children, and pregnant women rzceive priority in treatment throughout the State,
The “Baby Safe” program provides outreach, case management, and treatment for pregnant,
addicted women,

Native Hawaiians: Hawaii's Federal biock grant has a set-aside for Native Hawailans, and in all the
division’s contracts, a certain percentage of the budget must be devoted to Native Hawaitans,
About 38 percent of the Statc’s admissions 1o treatments are Native Hawaians.

Criminal justice population: Probation and Parcle purchases services and operates a drug court
program using the same providers that the Alcoho] and Drug Abuse Division licenses and accredits.

PROVISIONS/LIMITATIONS
Under Medicaid, substance abuse and mental health benefits are merged and provided through a
carved-out managed care plan, Both are limited 10 medically necessary services with the follewing
additional limitations:
lnpatient hospital teatment: 30 days per year (which can be exchanged for
sommunity-based residential treatment or intensive outpatient treatment at the rate
of 2 inpatient hospital days for | intensive outpatient day}.

Outpatient visits: 24 per year.

There is no limit 1o detoxification services.
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FINANCING
State AOD Agency

The Alcohol and Drug Abuse Division pays for services for people who do not have Medicaid or
private insurance coverage. Most of these services are funded through Federal block grant funds
and State appropriations, which are administered by the Alcohol and Drug Abuse Division. Out of
a treatment budget of about $9 million. one-half is from a Federal block grant and one-half is State
funding.

Medicaid
Medicaid services are the responsibility of the State Department of Human Services. Hawaii has a
statewide 1115 waiver, QUEs{, which pays for services for residents with incomes up to 300
petcent of the Federal poverty level. It provides a comprehensive range of services, including
methadone. The program excludes residential substance abuse treatment; however, there are five
separate QUEst plans, and most purchase community-based residential services inslead of hospital
beds to stabilize clients.

MANAGEMENT OF SERVICES

The Alcohol and Drug Abuse Division negotiates fees and eslablishes contracts with private
nonproﬁt agencies who conduct the screening, referrals, and treatment for eligible clients on a fee-
for-serwce basis. The division licenses and accredits these providers (none of which are hospitals),
then purchases substance abuse services for all residents with incomes up to 300 percent of the
Federal poverty level who have no other way to pay. Currently the division contracts with 15 adult
and 8 adolescent service providers. Medicaid services are provided through a managed care plan
(see below).

MANAGED CARE SYSTEMS

The statewide QUEst Medicaid waiver is a managed care plan. The Medicaid agency contracts
with five medical plans to serve as galekeepers: thrce of these are insurance plans, one is a closed-
panel heaith maintenance organization that also provides services, and one both provides services
directly and operates a network.
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IDAHO
SERVICES/MODALITIES
The following publicly funded serviees are available:
. Detoxification: Clients may be referred by the police and other types of agency and

program stafl © an emergency room for detoxification. However, the primary
detoxification modality is social (i.e, nonmedical) detoxification in a residential

setting, typically for 3 1 5 days.
» Residential stabilization: The average stay is 7 to 14 days (maximum 30).

. Noghospital residential (i.e., halfway house): The average stay is about | month.
Clients participaie in outpatient coniinuing rehabilitation.

. Outpatient continuing rehabilitation:  As the pnmary modality of treatment, it
provides screening, assessment, counseling, therapy, family and systems
‘ assessment, case management, and so forth.

» Aftercare: Clients are taught during treatment to access and utilize “continuing”
care; 12-step ar self-help services are nat incorporated into treatment methods as
billable units.

SPECIAL POPULATIONS

Women: The State funds one substance abuse program for women with children,
PROVISIONS/LIMITATIONS
Methadone is not available from the public health system in Idaho,

Because ldaho is a rural State, many regions lack the population density to justify placing a special
program there.

FINANCING
State AGD Agency

Funding is approximately S percent Substance Abuse Block Grant and 50 percent State revenue.
All subsiance abuse services are contracted on a fee-for-service basis. Each contract is for a
specified amount of money that gets billed out as it gets used. The State sets a rate for each service
under the contracts and will pay up 10 95 percent. The amount charged to a State client is
estabiished by the terms of the contract between the State and the provider. Income eligibility is



250 percent of the poverty level or below. The client is generally asked to pay 5 percent of the ¢ost
of services, and the provider must cover the remainder.

: Moedicaid

Medicaid reimburses for very little substance abuse treamment, because only hospital-based
treatment is eligible and very liftle drug treatment is provided in hospitals,

MANAGEMENT OF SERVICES
The State has seven regions {and regional directors}, each of which is responsible for

disbursements. The State contracts with providers {i.e., private nonprofit), and regional contractors
Serve as Case managers.

MANAGED CARE SYSTEMS
Idaho has a 1915 waiver that does not cover substance abuse. A task force currently is reviewing

the system, and the State has not vet decided whether to move (0 managed care. There may be one
State agency 10 manage substance abuse services based on outcomes, not G caps or maximurns,

28



ILLINOIS
SERVICES/MODALITIES

The Swte Department of Alcoholism and Substance Abuse (DASA) provides the full spectrum of
substance abuse services. from prevention programs to aftercare, including the {ollowing:

. Detoxification programs;
’ Long-term rehabilitation (90 days),
. Short-term rehabilitation (30 days),

+  Quipatient programs {25 hours};
. Intensive outpatient programs {75 hours); and

. Residential aftercare programs, which include uniimited case management:
methadone freatment; recovery homes that may or may not provide infensive
treatment; and sancruary programs, which are community-based facilities providing
long-tenm residential care in which residents can receive necessary detoxification
services.

SPECIAL POPULATIONS

Women: Illinois had a commitment to specialized services for women Jong before these were
imposed by Federal mandates. The State maintains several specialized treatment centers for
women and many gender-specific outpatient services. In addition, the Department of Child and
Family Services has specialized treatment programs for abusing and neglectful mothers that include
case management and intensive outpatient services. DASA has developed 2 “welfare project” in
which substance-abusing, Aid to Families with Dependent Children mothers who do not show up
for screening or comply with treatrnent programs are financially sanctioned. The project has
reqguested a walver to impose the sanctions, but is currently operating without an approved waiver,

Dually diagnosed and other special populations: Many special populations, including mentally il
substance abusers, are handled through case management that is tied to the clients’ specific needs.
Services are developed through the specific agencies comesponding to the identified needs.

Ethnic groups/migrants: DASA provides funds to local communities for ethnic-specific programs
{e.g., a Latino project or a Polish alliance). Migrants are eligible for specific services that receive
targeted funding from the State (local agencies can design programs for State support}.

Criminal justice population:  DASA provides treatment in collaboration with the Department of
Corrections.  An institutionally based system was developed to ease the treatment {oad of
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comumnunity-based programs. DASA conducts the programs within prisons and then provides
residential and aflercare programs in the community,

PROVISIONS/LIMITATIONS

Technically no limitations are imposed on people needing substance abuse treatment, People are
sereened using the American Society of Addictive Medicine {ASAM) placement criteria; once they
are ASAM certified, individuals are placed in the most appropniate program. Those people who are
certified and overstay the treatment timeframes are considered to have been misplaced and are
redirected or extended as necessary; non-ASAM-certified individuals do not receive extended stays.
Because approximately 52 percent of treatment admissions have no previous admissions and only 8
percent of the admissions have four or more previous admissions, the State believes that the
centification process has been effective in the placement of clients. 1t was noted, however, that as
welfare programs are eliminated, more ¢lients seek substance abuse treatment as a way of obtaining
basic food and shelter.

FINANCING
State AOD Agency

State funds for substance abuse come from the State’s general operating revenue, as well as from
several different funds created with the monics derived from fines (e.g., drunk driving fines or the
12' Percent Solution Fund). The State also seeks competitive awards, such as grants from other
Federal sources and from national and State foundations. The State does not expect to be the total
funding source for all local treatment programs, but it operates tc ensure the availability of services
by developing both treaument facilities and actual treatment programs.

All public funding for substance abuse flows through DASA, Treatrment is available at State-
funded facilities on 2 sliding-fee scale for services.

The State has local laxing bodies called “70R Boards” and 353 Boards” that provide funding for
local treatment providers with local lax money.,

Medicaid
H
Medicaid funds can be used for outpatient services, group therapy programs, and residential day
treatment programs. Outpatient methadone services were dropped from the Medicaid program.

MANAGEMENT OF SERVICES
DASA is a cabinet-level department of the State. [t shares decisionmaking power regarding the

types of services available and how they are operated (e.g., targeting special populations} with local
providers. Mental health services are administered by a separate cabinet-level department.
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MANAGED CARE

The State has a modified managed care system; substance abuse weatment and mental health
services are carved out of this system. The State has moved back from fee-for-service programs to
primarily grant-in-aid programs., DASA is moving toward implementing a network based on
geography and need. Case management will be handied through the network as a way of
streamlining access 10 needed services, DASA is considering implementing programs that target
people early in order to cut down on the number of people in more advanced weaunent.

An 1115 waiver has been submitted but not vet approved. It would incorporate a8 managed care
system with a mental health and substance abuse carve-out.
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INDIANA
SERVICES/MODALITIES
Indiana has established managed care provider (MCP) networks to deliver mental health and

addiction services. Every provider must make a continuum of services available 1o eligible clients.
The modalities provided are as foliows;

* Treatment planning;
’ Evaluation and monitoning;
; . Case management;
{ » Twenty-four-hour ¢risis intervention, including detoxification (publicly supported

detoxification 1s only available within nerworks);

L. Qutpatient trestment;

i

, . Intensive outpatient reatment;

i

; , Residential treatment,

! . Transitional residential treatment;

+ Halfway houses; and

. Family support services.
To be eligible for State-supported services, clients must be at or below 200 percent of the Federal
poverty level, although providers can, at their discretion, provide services to clients above the
poverty level.
Currently {as of January 1997) there is a moratorium on enroliment—new clients cannot access
services. On July 1, 1996, the Suwate approved the use of 60 percent of funds {in | month}, and the
system has been shut down. The enrollment waiting fist far exceeds the balance of funds.
SPECIAL POPULATIONS

Women: There are special services for pregnant and parenting women.

Criminal justice population: The incarcerated population cannot access network services. Those
on parele can receive treatment if they meet the network eligibility requirements.

32



PROVISIONS/LIMITATIONS

Detoxification is only provided by the State 1If the client is enrofled in a network. For example, the
Salvation Army once provided detoxification services under contract with the State but now, under
managed care, cannot provide that service (o a clieni who is not enrolled in the system,

FINANCING
State AOD Agency

The Substance Abuse Block Grant provides 85 to 90 percemt of funding. The balance is Stae
funding from various lin¢ items {such as a dedicated tax fund). Funding streams formerly were
managed independently but are now consolidated. :

Medicaid

A Medicaid rehabilitation option is accessible to mental health centers, Adults with mental iilness
and children and youth with sericus emotional disturbances mayv have outpatient, intensive
outpatient, and case management services reimbursed by Medicaid. If a substance abuse client fits
the above calcgories, some services are reimbursable. A very small portion of the State revenue
base supports this system.

MANAGEMENT OF SERVICES

Since the 1980s the Division of Mental Health has provided support for services delivered through
nonprofit organizations. Originally the nonprofit organizations formed a statewide systern of |
community mental health centers (CMHCs); subsequertly freestanding addiction service providers
joined the system.

Since 1994 Icgislation has required that mental health and addiction services comracting with the
division become MCPs. Thus, rather than the State using a managed carg corporation, service
agencies form managed care panels and apply to the State for recognition. The MCP networks are
required to enroll all persons for treatment whe meet eligibility requirements (i.e., financial needs
and criteria diagnosis of the Diagnastic and Statistical Manual, founh edition}.  Payment is
attached to the individual (i.e., capitated) and made prospectively {Le., 32,700 per cliemt per 12
months of care; pregnant women/women with children are at a higher rate o 33,378}, Enroliment
is for 1 year; clients must be re-enrolled each year. A wial of 30 CMHUs and many private
nonprofit agencies comprise the 29 MCP networks in the State.

State behavioral hospital bed usage is being reconfigared, with responsibility for beds “assigned” o
CMHCs based on the respective percentages of low-income clients in catchment areas. This is
designed in order to maintain availability of this more intense level of care while building in an
incentive 10 conain s use,

33



MANAGED CARE SYSTEMS ’ .

The State treatrent system has been converted into a managed care system (see previous section),
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IOWA
SERVICESMODALITIES

The full spectrum of services is available with the exception of inpatient detoxification. There are
seven levels of treatment as follows:

I Continuing treatment;

2. Halfway house;

3. Extended outpatient treatment;
4. Intensive nutpaticnt y€aiment;
S, Residential treaunent;

6. Medically monitored residential treatment; and

-1 Medically managed inpatient treatument (which is the most intensive level and is
available for Medicaid chients only).

Levels 1-3 can be accessed through self-referral, and there is no limit on the services. Levels 4-7
must be authorized by the managed care plan {i.e., the iowa Managed Substance Abuse Care Plan
[IMSACP]).

SPECIAL POPULATIONS

Women: Three mothers and children programs are accessed traditionally rather than through
IMSACP.

Dually diagnosed: Dual diagnosis services are available from health maintenance organizations
serving Medicaid clients and can be arranged for non-Medicaid clients.

Criminal justice population: Collaborative relationships with substance abuse service delivery
_ personnel in the courts and corrections systems are under developraent. Count Laison services for
juvenile and adult district courts are offered,

PROVISIONS/LIMITATIONS

Inpatient detoxification services are not available 10 non-Medicaid clients,
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FINANCING
State AOQD Agency

Substance abuse treatment services receive funding from the Substance Abuse Block Grant (about
one-fourth of the funding) State revenue (about one-fourth), and other Federal, Sute, county, or
tocal resources {one-half),

Medicaid

fowa has an 1115(b) waiver. Medicaid ehigible clients are covered by IMSACP. Intensive
outpatient, primary or extended residential, medically monitored residential, and medically
monitored inpatient services require treatment authorization. IMSACP processes and pays claims.

MANAGEMENT OF SERVICES

IMSACP is a new program {implemented in September 1995} administered by a managed care
organization under contract with the lowa Department of Human Services (Medicaid) and the lowa
Depanment of Public Heslth {single State agency). The managed care organization has a contract
with 2 provider of managed behavioral health services. The providers receive a contractually set
payment to serve anyone who walks in. Thus, services are provided under a capitated three-way
contract.

Eli.'giblc non-Medicaid clients include those whose income is below 400 percent of the Federal
poveny level. They are served on 2 standardized sliding-fee-scale basis,

MANAGED CARE SYSTEMS
The lowa State public health system is under managed care. The State has an 1115 waiver, and
both Medicaid and non-Medicaid clients are served under the same system and the same guidelines

for substance abuse care delivery, Medicaid clients accessing levels 4-7 musi be connected with an
IMSACP crisis care manager. -

36



KANSAS
SERVICES/MODALITIES

Clients may be charged according to a sliding fee scale or not at all for the following publicly
funded services:

* Detoxification:  Social detoxification is available in some areas. Publicly funded
acute/medical detoxification is not available,

s Inpatient;  Very lintle long-ferm inpatient treatment is available. Short-term
reatment of 14 days 15 available, '

. QOutpatient: Most treatrent is provided on an oulpatient basis.

. Methadone; Services are avarlable at two sikes,

. Aftercare: Continulng care guidelines are under development,

. Halfway house: There are reintegration cenfers in a case management sefting {or

people leaving primary treatment,
Over three-fourths (77 percent) of admissions are for atechol addiction,

SPECIAL POPULATIONS

Criminal jostice population: The agency funds programs in youth correctional facilities. The
Department of Corrections handles adults.

Women: There are seven women and children’s programs that are full-specirum residential,

Youth: There are both residential and outpatient youth programs. The agency funds alcohol
{reatment units in the group homes for youth whose parents have lost custody.

PROVISIONS/LIMITATIONS
None,
FINANCING

State AOD Agency

The financing is approximately 50 percent Substance Abuse Block Grant funding and 50 percent
State revenue, with a small amount of additional Federal funding.
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Moedicaid

There is minimal Medicaid coverage for substance abuse—only for some scrvices in residential
programs for women.

MANAGEMENT OF SERVICES

The State alcohol and other drug {AOD) agency contracts with a management organization, which
then contracts with providers. An assessment arm of this structure establishes Regional Alcohel
and Drug Assessment Centers (RADAUs).  All chients are assessed by a RADAC using the Kansas
client placement ¢nteria. The RADAC assigns the client to a program/modality {the client ¢an file
a grievance if he or she is unhappy with the decision} and determines length of weatment on a case-
by.case basis. The management organization tracks utilization. Treatment programs are divided
into RADAC areas with separate budgets that are reviewed every quarter.

MANAGED CARE SYSTEMS N

The State currently is applying for a demonstration waiver.
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KENTUCKY

SERVICES/MODALITIES

The following publicly funded services are available:

Detoxification:  Twelve nonmedical, freestanding facilities (two or three are
detoxification only, and the rest are both detoxificaton and treatment),

Residential (nommedical) treatment based on the Minnesota model (269 beds):
Long-term residential recovery programs; Six-month proprams targeted for
adolescents, and long-ienm treatment for pregnant and parenting women {(zight
sitesy;

Two methadone maintenance programs, one each in Lexingion and Louisville;

Individual ourpatient programs (these programs do not have caps—<lients are
encouraged 16 siay as long as needed);

Psychiatry outpatient services;
Tnlensive outpatient services (step-down model),

Transilional halfway houses {largely for homeless clients, although two are aficrcare
facilities for women to sustain recovery); and

Aftercare programs,

The duration of cach modality of care is decided on by the provider. More services are available in
the metropolitan areas. A large propomion of the services provided are part-lime outpatient.

The primary facilities are the 14 community mental health centers (CMHCs) in the State, many of
which have primary residential or intensive outpatient drug treatment programs. These CMHCs
may subcontract with affiliate agencies (J.e., private, nonprafit chemical dependency agencies) to
provide special services, such as halfway houses for homeless men or residential programs for
women and children.

SPECIAL POPULATIONS

Dually diagnosed: One program is available.

Women: Residential and outpatient programs for pregnant and parenfing women are available.
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PROVISIONS/LIMITATIONS

Injecting drug users in rural areas must drive long distances to methadone clinics in the two cities,
go to private clinics, or go out of State, ‘

FINANCING
State AOD Agency

The Substance Abuse Block Grant provides almost two-thirds of the financing of substance abuse
treatment services, and most of the balange is covered by State revenue.

H

Moedicaid

Kentucky does not have Medicaid reimbursement for substance abuse except for (1) up to 14 days
of acute care detoxification in a hospital for people who are eligible for Aid 10 Families with
Dependent Children or are disabled and (2} services for adolescents as 3 result of early periodic
screening, diagnosis, and treatment referrals. The State had a statewide 1915 waiver (KenPAC)
case management program that was subsumed by an 115 waiver. To date, this program has
provided the Medicaid population with a primary care physician/gatekeeper. The State is irying to
get Medicaid 1o cover more than dewnxification and is doing a feasibility study on covering
substance abuse. There may be a State cost-sharing provision with the Medicaid office in order 10
give more subslance abuse care to that population. The State has applied for a 1915(b) waiver to
carve put behavioral bealth services.

} :
MANAGEMENT QF SERVICES

Funding is allocated to 14 regional boards according to prevalence and utilization rate data. This
structure will be changed for mental health and subsequently for substance abuse once the 1118 &8
impiemented. At the moment, contracts are fee-for-serviee, but will be capitated in abowt 2 vears.
There is a shiding fee scale for services and providers trying to collect a copayment from clients
above poverty level (according to a liberal estimate, approximately 200 percent of the Federal
poverty level), If a client cannot pay, 100 percent is charged to the State contract, Somge centers
may provide more services than they are reimbursed for and, consequently, may find themsclves in
a deficit situation.

The State 1s developing a capacity management system with a screening and assessment eomponent
that will be used for placing and prioritizing pregnant women and injeciing drug users.

MANAGED CARE SYSTEMS

In addition io the Medicaid waiver program, which places Medicaid-eligible clients in a managed
care system, the State plans o capitate all publicly funded service contracts.
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LOUISIANA
SERVICES/MODALITIES

The following publicly funded services are available through programs funded by the QOffice of
Alcohol and Dirug Abuse within the State Department of Health and Hospitals:

* Social detoxification in nonhospital settings;

» Medhcal detoxification;

. Residential services provided in short-term (30 days or less) and jong-term {over 30
days} treatrment;

. Outpatiem  clinics providing treatment/day  treatment/recovery/  aflercare or

rehabilitation services (27 clinics have an average length of stay of 6 months);

. Methadone;

. Primary inpatient {with an average length of stay of 25 days, but the length of siay is
flexible);

. Halfway houses {with an average length of stay of 3 months):

* Therapeutic communities providing a2 minimum of 12 menths of residential

treatment; and
* Aflercare or continuing care provided i outpatient and some inpatient clinics.
SPECIAL POPULATIONS

The State has declared the following groups as priority populations: injecting drug users, people
who are HIV+, people with sexually transmitted diseases or tuberculosis, homeless people, and
people who gamble.

Women: There are several residential programs for women, including 3 program for pregnant
women and wotnen with dependent children; a program for dually diagnosed women with children;
and 2 program for women with high-risk pregnancies.

Adolescents: There are two programs for adolescents,
Criminal justice population: The agency operates two corrections programs. The Blue Walters
program is a large, 140-bed prerelease program for all adult male inmates identified with 2

substance abuse problem. They are referred prior to release. The Impact Program is & collaborative
effort between the Depariment of Comections and the agency to improve and enhance the referral

41



i
system in order to facilitate treatment referrals for both incarcerated and released offenders. This
prograrmn is a formalization of what previously had been an informal sysiem. The current
administration is attempling t¢ increase networking and collaboration between the Department of
Comections and the State alcohol and other drug (AOD) agency and also is looking into
establishing drug courts.

PROVISIONS/LIMITATIONS

According to the National Association of State Alcoho! and Drug Abuse Directors, the waiting
period is about 17 days for outpatient and {8 days for inpatient services, and 713 people were on
the waiting list for AOD treatment. According fo personal comumunication with the State AQD
agency, these numbers are substantially smaller.

F[NA&CZNG
State AOD Agency

Approximately $19 niillion of the weatment budget is from the Substance Abuse Block Gramt,
about 513 million i1s from State revenue, and the balance (a small portion) is Federa] pass-through
funding to target cities and rural services.

Medicaid

1

The Medicaid portion of substance abuse financing ¢overs detoxification and outpatient services for
clients who are eligible for Aid to Families with Dependent Children.

MANAGEMENT OF SERVICES

Services are provided through a combination of State-owned and -operated facilities and contracis
- with nonprofit providers.

MANAGED CARE 5YSTEMS

Currently, a Medicaid case management pilot project in one region of the State has adopted
* elemenis of managed care {such as utilization review).

The Siate is developing a 1915(b) waiver that would bring Medicald services into managed care,
although behavioral health and substance abuse services would still be on a fee-for-service hasis,

W W w e a m
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MAINE

SERVICES/MODALITIES

The State agency contracts with providers on a fee-for-service basis to provide the following
publicly funded services:

]

Freestanding inpatient detoxification for 2 to 7 days;
One methadone program in the State {clients must travel};
Shon-term residential rebabilitation services for 30 days or less;

Extended care on a long-term basis (6 months t0 2 or 3 years, and usually over 180
days), primarily for long-term aleoholics;

Extended shelter, transitional services that provide less care than the extended care

programs and primanly offer structured therapy for those out of detoxification who
need w develop a network of social support and a link with services;

Long-term fransitional residential programs {t.€., a community-based, peer-oriented
halfway house for men and women, with an sverage length of stay of é months);

Adolescent residential rehabilitation programs, primanly long-erm {2 to 3 vears},
with services thal vary among the programs;

Intensive cutpatient services with no cap that include substance abuse evaluation,
diagnosis, and treatment, usually provided in day-long programs (the clients retumn
home at night);

Nonintensive cutpatient programs with no cap that provide fewer hours and days of
treatment than the intensive programs;

Psychoeducational group therapy, cofacilitated by substance and mental health
professionals and with 8 1o 25 clients per group;

Relapse prevention group therapy with no cap;

Emergency shelter provided in 12-bed overnight shelters {where staff &y to get
clients inte detoxification) or freestanding residential programs with onsite
detoxification;

Case managetnent services (primarily for the Women's Project); and

Motivational therapy (2 new madality).
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SPECIAL POPULATIONS
Dually diagnosed: There is an entire parallel set of services for the dually diagnosed.

Women: The Women’s Project provides intenm case management for pregnant women and
women with dependent children. The project assesses whether prenatal care has been obtained, bu
doés not provide the prenatal care itself, which is paid for by Medicaid or other insurers. The
program has a voucher system for child care, but major funding gaps exist.

PROVISIONS/LIMITATIONS

i

None.

FINARCING

Statc AOD Agency

The funding largely comes from State revenue, with about 35 percent from the Substance Abuse
Block Grant.
f

" Medicaid

Medicaid reimburses for substance abuse treatment and ¢ase management. The Swate has applied
for 2 1915 waiver for methadone only (to cap the services and contain very long-term methadone
use). Currently, the State has only one program, and many clients must drive jong distances to
receive methadone, Another program may open.

MANAGEMENT OF SERVICES
The Siate agency contracts with service providers and manages the contragts.

MANAGED CARE SYSTEMS

The State cumently is applying for an 1115 managed care waiver for the entire $tate Medicaid
program,

§
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MARYILAND

SERVICESMODALITIES

The following publicly funded services are available:

L]

A halfway house program, which is a transitional living program providing time-
fimited services to alcohol and other drug (AQD) abuse clients who have been
evaluated or treated for their addiction, with 2 duration of 90 days o 6 months;

An intermediate care facility providing short-term intensive treamment, ostensibly
with a 28-day limit bur flexible {usually 2 to 6 weeks),

Outpatient services, generally less than 6 hours per week;

intensive outpatient services, highly structured “siep-down™ treatment for a

* minimum of 6 hours per week;

Methadone provided through nonresidential treatment;

One therapeutic community in the Siate in which clients can recerve services for
up to 1 vear; and

Afiercare services provided through 12-siep programs that clients are required to
antend as part of treaunent (no other afiercare services are available through the
State).

SPECIAL POPULATIONS

Pregnant women and adolescents are a priority. There are special residential and outpatient
prograrns {or women and pregnant women, but gaps exist in the continuum of care in several
regions of the State. Residential care is not reimbursable through the Substance Abuse Block
{irant or Medicaid, and the State covers the costs.

Criminal justice population: The State agency coordinates substance abuse evaluations and case
manzgement of offenders through Maryland’s criminal justice and treatment system.

PROVISIONS/LIMITATIONS

-

There are no detoxification services, The State previously offered nonhospital detoxification
services, but the programs have been closed,
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FINANCING
State AOD Agency
The funding is 33 percent Substance Abuse Block Grant and 45 percent State revenue,

Medicaid

5

Many addiction services are not reimbursable, and Medicaid is not a big funder of substance
abuse services., The Stale once had State-only Medicaid, but thet program no longer exists.

MANAGEMENT OF SERVICES
The State contracts with providers who invoice the State on a fee-for-service basis.
MANAGED CARE SYSTEMS

The State has been approved for an 1115 demonstration waiver that was scheduled to go into
effect in February 1997, This waiver wil] bring all Medicaid clients {except those dually eligible
for Medicaid and Medicarg) into managed care. The waiver will authorize a “carve-in” of
subsiance abuse services; all managed care organization applicants will be required 1o offer the
appropriate level of individualized care. '

A
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MASSACHUSETTS
SERVICES/MODALITIES
The following publicly funded services are available:

*  Residential programs, including:
—Acute inpatient treatment, a freestanding, nonhospital, medically monitored
trilevel model with the following levels:
1. Detoxification,
2. Alternative step-downs (minimal nursing}, and
3. After-planning; :
—Three models of residential rehabilitation:
1. Recovery home,
2. Therapeutic community, and
3. Social medel;
—Youth residential programs; and
—Residential services for famtlies.

. Ambulatory services, including:
—Traditional outpatient assessment and treatment {(individual and group);
—Acupuncture detoxification; -
—Methadone (or other substitution therapy, such as LAM); and
—Criminal justice {a variation on core outpatient drug-free services).

J Wrap-around services provided by community support programs, which include:
—Some child care {outpatient);
—Some case management models;
—HIV risk reduction;
—Three public inebriate shelters; and
—Supportive housing.

SPECIAL POPULATIONS

Women: Residential treatment programs are available for pregnant and parenting women. They
include detoxification, outpatient treatment, child care at some sites, and referrals for prenatal care.

PROVISIONS/LIMITATIONS

There is a long waiting list (approximately 2,500) for treatment.
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FINANCING
State AOD Agency

Funds are administered by the State Department of Public Health. The majority of funding is split
between the Substance Abuse Block Grant (somewhat less than SG percent) and State revenue
{slightly more); the balance is from “other” State and Federal streams.

H

Medicaid

Ih 19%2 the Mate implemented a 1913 waiver to purchase mental heaith and substance abuse
services (acute services only) through a carve-out. Under the 1913 waiver, a full continuum of care

is provided.
MANAGEMENT OF SERVICES

The Stale purchases all non-Medicaid services on a fee-for-service basis. The State is the payer of
last resort.

MANAGED CARE SYSTEMS

Under the 19135 waiver, the State pays managed care organizations (MCOs) capitated raws; the
MCOs contract with providers on a modified fec-for-service basis. The State has been approved for
an 1115 demonstration waiver that has not yet been implemented; that waiver will expand the
populations eligible for services under the 1915 waiver and hully capitate services through a carve-
out.
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MICHIGAN
SERVICES/MODALITIES

The State Department of Community Health provides a comprehensive continuum of care for
clients ineligible for Medicaid, including the following:

Up to 3 days of “social detoxification™,
Nonhospital, short-term (30 days or less) residential treatment;
Qutpatient rehabilitation services;
Intensive outpatient services;
Methadone; and
Aftercare,
Medicaid reitnburses for the following:

Acute care medical detoxification inpatient services (usually the person presents at
an emergency room amd the hospital bills Medicaid directly);

Outpatient rehabilitation services; and

Intensive outpatient services.
Hospital inpatient services are not covered by the State, and nonhospital residential treatment is not
covered by Medicaid, Aflercare services are usually provided at outpatient rehabilitation centers
and include group therapy amd some individual therapy.
SPECIAL POPULATIONS
Women: Pregnant women receive priority in treatment,
Uriminal justice populstion: Irunalgs receive substance abuse treatment services through the
Department of Comrections, with litle formal involvement from the Department of Community
Health.
PROVISIONS/LIMITATIONS

Medicaid treatment Kmits are as foliows:

Up to 40 visits for outpatient rehabilitation per treatment year;
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Up to 45 sessions for intensive outpatient rehabilitation per treatment year; and

Up to $100 per month for methadone medication (counseling sessions are billed as
part of the outpatient or intensive outpatient rehabilitation).

In addition, the State reguires that intensive outpatient rehabilitalion for Medicaid clients not
coversd by a managed care plan be approved by the Central Diagnostic and Referral Agencies
{CDRs) (se¢ below).

FINANCING
State AUQD Agency

About 68 percent of the State’s total treatment budget is from Federal sources (over 40 percent is
from the Substance Abuse Block Gramt). The remaining funds are from State appropriations.
Treatment funds are funneled to local providers through coordinaung agencies {see below).

Medicaid

Acute care detoxification, methadone, and oufpatien! services are reimbursable by Medicaid.
Residential services for children and adolescents are covered if referred through an early periodic
screening, diagnosis, and treatment (EPSDT) screening.  Participation in managed care is
mandatory. )

MANAGEMENT OF SERVICES

The Swate contracts with 16 regional, quasi-govemmental organizations across the Siate called
coordinaung agencies. The coordinating agencies are responsible for authorizing payments for
treatment services and for acting as liaisons between the State and local providers, The agencies
agree to g flat annual fee for the provision of substance abuse treatment services and subcontract
with local providers for services and with CDRs to conduct assessments and screenings of clients
for Mintensive services” (i.¢., methadone and residential services).

MANAGED CARE SYSTEMS

Under nwo 1915 waivers, over 95 percent of Medicaid clients (including those receiving substance
abuse treatment) are enrolled in managed care plans. A pilot program in five counties in southeast
Michigan requires that all recipients go through a health maintenance organization for medical,
mental health, and substance abuse treatment services. 1n addition, the State is developing a pilot
plan to include ofl non-Medicaid clients in a managed care program covering behavioral health
services.

i
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MINNESOTA
SERVICES/MODALITIES

Six levels of publiely funded eare are offered through the State:

« QGutpatient;

. Combination inpatient-outpatient;
. Inpatient;

* Extended care;

. Halfway houses; and

* Case management {in some argas),

Detoxifieation and aftercare are funded by the ecunties, not by the State,
SPECIAL POPULATIONS

The State targets pregnant women, adolescents, methadone and cocaine users, and intravenous drug
users for substance abuse treatment,

PROVISIONS/LIMITATIONS

When conducting client assessments and placernent, each locality must follow Minnesoia Rule 25,
which establishes statewide criteria for placement in a treatment program. All people who are
eligible for Medicaid or State general assistance who are not enrolled in prepaid health plans are
gligible for the Consolidated Chemieal Dependency Treatment Fund (CCDTF), which combines
funding streams from several sources (both Federal and Siate} to cover drug and alcohbol treatment
for low-income residents. People who are ineligible for Medicaid and who have income less than
50 percent of the State median income also are eligible for CCDTF as long as funds are available
{currently estirnated to be sufficient w cover income-gligible peaple who are either minors, adults
respansible for minors living in their households, or pregnant},

FINANCING

State AOD Agency
The Department of Human Services, which is the State alcohol and other drug (AOD) agency,
funds substance abuse treatment through State revenue (about one-half of the total amount of

reatment funding), the Substarce Abuse Block Urant {about one-third), and county and other
Federal sources (the balance). State funds cover substance abuse treatment through CCDTF (a fee-
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for-service program} and through MinnesctaCare, a State health insurance program for clients who
aré ineligible for Medicaid but who cannot afford weatment. MinnesotaCare is in the process of
switching 10 a managed care system.

Medicaid

Under an 1115 waiver, Medicaid clients are being enrolled in a managed care plan called Prepaid
Medical Assistance Program (PMAP), which provides substance abuse treatment through a carve.
in. Eventually all Medicaid-covered substance abuse services will be provided through PMAP, thut
those clients who are stilt fee-for-service currently obtain substance abuse wreatment through
CCDTF.

LS

MANAGEMENT OF SERVICES

CCDTF funds are distributed o county social service agencies and Indian reservations based on a
statutory formula. The localiies {i.e., counties and reservations) have a 15-percent maich
requirement and act s case managers in determining the appropriale intensity of services needed by
gach client and restricting the client 1o receiving those services from a specified provider, Each
locality is responsible for assessing and placing clients, determining clients’” financial eligibility,
establishing contracts with service providers, and billing the Siate for services provided on a fee-
for-service basis.

For the prepaid managed care plans {i.c., MinnesotaCare and PMAP), the State contracts with
health maintenance organizations (HMOs) to provide substance abuse services (or the HMOs
contraet with providers), All of the HMOs except one also have eontracts with private insurers and
therefore do not rely solely on public funds.

MANAGED CARE SYSTEMS

The State has an 1115 waiver and is in the process of switching Medicaid clients o the prepaid
capitated program PMAP. In addition, the Siate is in the progess of converting MinnesotaCCare (a
non-Medicaid State plan for low-income residents) to managed care,
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MISSISSIPPI
SERVICES/MODALITIES

The State has a network of services that are available to anyone on 3 shiding fee scale, There are 15
rr-ental health regions, each of which offers a core of services:

. Residential treatment may be from 30 days 1o 6 weeks, depending on need. Clients
then may be referred to transitional care,

. Transitional services provide up to 60 days of transitional care, depending on need
(the average 1s 30 t¢ 35 days).

v Detoxification services ar¢ primarily social. Each residential facility has the
opportunity to conduct an affiliation agreement with 2 medical facility for whieh the
State would pay approximately $800 to 5900 per visit (1 10 § days).

- Outpatient services are not capped. The schedule is “free flowing” and depends on
the client’s needs. There is some intensive outpatient weatment {15 weeks, 3 days

per week, up 10 135 hoursy,

’ Outreach/aflercare services vary, but they provide an ongoing process of followap
and information dissemination.

SPECIAL POPULATIONS

Women: Three programs for pregnant women and their dependents are under contract: prenatal
eare, child care, and transitional services,

Adolescents: There are some special services for pregnant adolescents.
PROVISIONS/LIMITATIONS
According to the National Association of State Alcohol and Drug Abuse Directors, the waiting list
inchides over 2,000 people; in Fiscal Year 1994, the wotal number of admissions was 6,300 for
“Alcohol™ and 5,107 for “Other Drug.”
FINANCING

State AOD Agency

The Substance Abuse Block Grant supplies about 60 percent of the funding; the balance is provided
from State revenue, which supports the main residential programs, and some other Federal moneys.
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Maedicaid

In general, Medicaid does not reimburse menial health centers, through which substance abuse
tréatment can be accessed; therefore, participation is minimal. Under a 1915 waiver, a pilot project
in 11 of the 82 counties provides mental health and substance abuse services through voluntary
prifiary care case management programs.

MANAGEMENT OF SERVICES

The State agency contracts with private nonprofits under the rubric of mental health 10 create a
network of alcohol and other drug {AOD]) services that are available to anyone on a stiding fee
scale. These contracts take a limited managed care approach; for a given amount of funding, a
provider will see a given number of clients.

MANAGED CARE SYSTEMS

Currently the State is not operating any managed care programs except for the limited Medicaid
pilot project in 1] counties, discussed previously.
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MISSOURI
SERVICES/MODALITIES

Publicly funded substance abuse treatment is available through the State alcchol and other drug
agency {AQD) agency (i.c, the Division of Alechol and Drug Abuse}. There are three categories
of clients: {1} pregnant women and women with dependent children, {2) adolescents, and (3}
general adults. Most clients (alt non-Medicaid clients and many Medicaid clients) are means-tested
to determing their fee share; eligibility for services is based on income and a copayment may be
required. Services for these clients are provided on a fee-for-service basis. About one-third of
Medicaid clients participate in mandatory managed care,

The following three detoxification modaliti¢s are available:

* Social-setting {noamedical) detoxification, with a nurse available and a doctor on
cali;
s Modified medical and nonmedical (inpatient) treatment at State-owned medical

facilities, pnmarily for mental patients; and
' Huspital (medical} detoxification,

Long-term residential treatment (30 days to | year) and short-term residential treatment (less than
30 days) are available,

The following two categonies of outpafient treatment are availabic:
* Clinical intervention {(very intensive), with a duration of 3 t0 5 weeks: and

. Qutpatient {Jess than 10 howrs per week) and intensive outpatient {more than 10
hours per week}, with a durstion of up to 1 year.

Methadone detoxification, maintenance, and counseling are available on an outpatient basis.
SPECIAL POPULATIONS

Women: The State offers comprehensive residential and outpatient services to pregnant and
postparmum women and their children. Transportation services and referrals for primary health care
are available.

PROVISIONS/LIMITATIONS

Notmedical detoxification, inpatient {reatment, and medical detoxification have 5-day caps.
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Nonmethadone outpatient detoxification is not provided. ARercare services as such are not
provided, but outpatient counseling and ancillary services may be covered; providers decide what is
needed. )

Under the Medicaid managed care plan, there is a limit of 20 outpatient days and 30 inpatient
{hospital} days for adults; beyond the limit, services may be provided on a fee-for-service basis if
_ they are within the fee-for-service limitations. There is no limit for children.

FINANCING
State AOD Agency

About one-half of the financing is from State revenue; another one-third comes from the Substance
Abuse Block Grant. The remainder is from other State and Federal revenue,

Medicaid

Medicaid reimburses for detoxification, methadone, outpatient treatroent, inpatient reatinent, group
counseling and edueation, codependency education, day Ueatrvent, and community support
services. Local providers deliver and bill Medicaid for many substance abuse treatment services,
including rehabilitation services (both residential and outpatent), special skill-building and
education programs, and ease management.

MANAGEMENT OF SERVICES

The State contracts directly with private nonprofit providers (purchase of serviee) who then invoice
the State. The State agency monitors services and authorizes payment,

MANAGED CARE SYSTEMS

Currently a 1915(b) waiver in part of the State places eligible clients (about one-third of the
Medicaid population) in mandatory managed care. The State has applied for an 1115 waiver ©
expand managed eare statewide; that waiver proposal is under review.

3

*
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MONTANA.
SERVICES/MODALITIES
Publicly funded substance abuse treatment services are provided primanly through State contracts

with treatment providers. Montana provides the full range of treatment programs, including the
following:

. Resi{iemiai treatment programs;

. Social and medical detoxification;

. Qutpatient rehabilitation;

. Intensive outpatient rehabilitation (the Sigte’s pz:imary treatment modality); and

. Boot camp programs for youth ages 1810 25,
Detoxafication is provided primarily at the Montana Chemical Dependency Center (MCDC), a free-
standing residential facility in Billings. Clients needing medical detoxification are either bused to
Billings by the service provider or admitted to a local hospital. Montana has residential centers for

intravenous drug users and for pregnant women and women with dependent children, [Dually
diagnosed clients are treated in a hospital attached to the residential center.

SPECIAL POPULATIONS

Women: All programs are required to give priority 1 pragnant women.

Criminal justice population: The Department of Corrections operates an extensive program within
the prison system. This includes programs within the women’s prison, a boot camp program for
yowh ages 18 o 25, prerelease centers, and a community-based probation program for those
released back into their communities.

Native Americans: The State has several programs for Native Amerieans, some of which are
funded through the Indian Health Service. The State also has a special contract for substance abuse
services for Native American women.

Dually diagnosed: One of the State's next two priorities will be the dually diagnosed.

Youth: The other of the State’s next two priorities will be adolescents.

- PROVISIONS/LIMITATIONS

All substance abuse services are provided on a sliding fee seale. By State law a person cannot be
refused services based on nonability to pay. Level of eare and patient placement are based on needs
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and other criteria at time of admission. Waiting lists are not a problem because of the sparse
population in most parts of the State. '

t
A limitation recently was instituted on providing detoxification on demand, beeause the system had
become a “revolving door.” The MCDC intake policy now specifies that a person cannot return for
treatment for 6 months following release from the facility. No limits are placed on the amount of
treatment and the length of treatment in outpatient programs.

FINANCING

State AOD Agency

Funding for public substance abuse treatment is handled primarily through the State Alcohol and
Drug Abuse Division (ADAD). In addition to the Federal Substance Abuse Bloek Grant, the State
funds treatment programs through an earmarked tax levied on the sale of alcoholic beverages. No
State funds are appropriated other than the earmarked tax (which originally was used to treat only
alcoholism but now ftreats all substanee abuse, beeause elients rarely seek treatment only for
alcoholism). The block grant funds are distributed to eounties primarily based on need, and the tax
funds are distributed based on population/land area formulas. The State also funds treatment
through special programs in the Department of Corrections. For example, a grant recently was
provided to the Probations Office to fund a speeial program for the newly released.

{
i Medicaid

Medicajd funds are used for the treatment of adolescents.

Mﬂ\NAGEMENT OF SERVICES

Af)AD funds and controls MCDC and maintains considerable deeisionmaking power regarding
other treatment programs and contracted services, although ADAD does not control the use of the
earmarked tax (the counties control the use of that tax). ADAD has contracts with 31 State-
approved programs, primarily private not-for-profit programs except for.three programs operated
directly by counties. The Stale reimburses the programs on a fee-for-service basis. No program
operates solely on public funds. Since 1987 the State has required that group insurance plans cover

substanee abuse services; consequently, the programs are reimbursed through private insurance as
well as State funds.

. The use of the earmarked tax is determined by county commissioners. Depending on need, the
counties*may provide additional funds or petition the State for additional funds beyond the
po:pulation-based formulas. To obtain some treatment services, counties have formed alliances to
combine funds.

]
The State maintains a Substance Abuse Task Force that includes ADAD, the Parole Board, the
Department of Corrections, and MCDC. One purpose of the task force is to develop protocols for

'
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aflercare services and to provide monitoring for those who have received weatment in a correctional
facility,

MANAGED CARE SYSTEMS

Mental health is being brought into managed care; however, that does not include substance abuse
services, which are all provided on a fee-for-service busis,
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NEBRASKA
SERVICES/MODALITIES

The following publicly funded services are avaiiable:

4

Detoxification is funded by the Stae in Wing residential facilities and by
Medicaid as inpatient hospital treatment.

Rehabilitation is covered by the State when provided through nondetoxification
hosptal inpatient services or short-ierm (30 days or less) or long-term residential
programs (with frequent use of halfway houses and therapeutic communities}.

The State funds one intensive outpatient rehabilitation program.

The Suate funds one methadone program in Omaha (where heroin users are
concentrated), although methadone program funds can be used to cover care for
heroin addicts who live far from Omaha; local reatment is covered when provided
by a local hospital or other methadone {reatment care facility (private or public) in
the area. Medicaid does not cover methadone treatiment.

k

Afercare is not covered by either Medicaid or State funds,
SPECIAL POPULATIONS | S

Criminal justice population: The Departmem of Corrections handles prison inmate treatment
negds. The State Division of Alcoholism and Drug Abuse certifies the Department of Cormrections
treatment program; this certification is required in order lo receive State substance abuse funds.

¢
PROVISIONS/LIMITATIONS

A limited number of treatment slots are available, and waiting lists are established if necessary.
Medicaid hmits detoxification treatment to 7 days. Cutpatient and inpatient treattnent under both
Medicaid and State-funded programs are limited to medically necessary services.

FINANCING

t

| State AOD Agency
Qﬁe-half’ of the State substance abuse treatment resousves eome from the Substance Abuse Biock

Grant. The remaining one-half are from State appropriations. In addition, the local Board of
Supervisors in each region is required to provide a 10-percent maich in order to receive State funds,
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Medicaid

Substance abuse services for most Medicaid-cligible adults are covered under a carve-out
behavioral managed care plan. For children and youth under age 19, Medicaid services are on a
fee-for-service basis in the “Health Check for Youth” program.

MANAGEMENT OF SERVICES

The Division of Alcoholism and Drug Abuse within the State Department of Public Institutions
manages substance abuse services. There are 6 regions throughout the State, each consisting of
approximately 15 counties. The State funds each region according to need {(defined through a
formula based on population, income, and drug-use patiemns) to manage the provision of local
substance abuse treatment services on a fee-for-service basis. Each region is headed by a Board of
Supervisors, wiich coordinates with the Division of Aleoholism and Drug Abuse. The regions
contract independently with local treatment service providers, which currently are private nonprofit
organizations. However, the State is in the process of implementing new procedures that require
local providess to obtain prior approval from the Division of Alecholism and Drug Abuse in order
to be reimbursed by State funds.

MANAGED CARE SYSTEMS

Medicaid-covored substance abuse services for most Medicaid-eligible adults are provided under a
carve-out behavioral managed care plant implemented under 2 statewide 1915(b) waiver,
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NEVADA
SERVICES/MODALITIES
The State funds a full spectrum of scwims; including the following:
Four “social detoxification” freesianding residential treatment facilities; |

Eleven nonhospital residential rehabilitation facilities (where programs range from
14 days 10 | year)y,

An putpatient/intensive cutpatient treatment facility in each county,
A methadone {reatment program in Las Vegas;

Thirty-four drug-free programs; and

Varying aftercare programs.

H

The State does oot pay for hospital inpatient treatment services {(either detoxification or
nendetoxiﬁcatzan} although Medicaid does cover medically necessary services,

SPECIAL POPULATIONS
Women: The State’s highest priority designation is for pregnant intravenous drug users,

Criminal justice population: The State provides technical assistance and coordinates with the
Department of Corrections for parolees needing outside placement into the State Bureau of Alcohol
and Drug’s system with one program (hat specifically targets felons on parcle. This program has
both a residential component (approximately 18 beds) and an outpatient companent

Native Americans: Eight percent of the State’s total population is of Native American origin. One
of the treatment facilities is located on a reservation,

PROVISIONSLIMITATIONS

The State requires all providers to fully serve the treatrent needs of any eligible person who
presents. There are no caps or limitations on the level of service.

The total number of substance abuse treatment clients within the State is still small enough that the
State Bureau of Alcobol and Drugs is able to monitor individual client-level activity with regard jo
treatment plan, as well as success within that plan, on an as-needed basis. If a client has a history of
continual relapsing, the State is involved in the reatment plan.
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FINANCEING
State AOD Agency

Substance Abuse Block Grant funds and State General Funds support the treatment programs.
Medicaid

Medicaid covers substance abuse treatment services for clients who present at hospitals with a
medical necessity. The Stwate is developing a pilot managed care program targeting intensive
gutpatient services for youth in g portion of the State. .

MANAGEMENT OF SERVICES

The State accredits local service providers and currently contracts with 24 providers for a total
number of treatment slots. The providers develop and administer clients’ reatment plans (unless an
individual case warranis the Sate’s involvement). The providers are required to deliver a full set of
services based on client need, regardless of funding level. The State is investigating changing this
systen 10 8 fee-for-service model 1o better track State funds and 10 ensure that they are used only 1o
treat public clients. Because none of the providers are funded entirely by the State, they obtain
additional Runds through paying chients, the United Way, and so forth. Thus, State funds are
mingled with funds from other sources.

MANAGED CARE SYSTEMS

The State is developing a pilot managed care program for Medicaid clients that targets intensive
outpatient services for youth in a portion of the State.

The State noted that due to explosive population growth, there is a need o consider the managed
care option for additional programs. (Nevada is the fastest growing State in the Nation, and Las
Vegas is the fastest growing city.) However, as a designated “frontier Siate” (i.e., fewer than three
people per square mile), the State’s ability to provide substarce abuse reatment services even under
traditional models is constrained by transportation problems.
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NEW HAMPSHIRE
SERVICES/MODALITIES
The State Office of Alcohol and Drug Abuse Prevention (OADAP) provides all modalities of

subsiance abuse treatment by contracting with private agencies, The overall treatment philosophy
derives from an aleohol-based model. The services available include the following:

. Socia] detoxification provided through seven crisis intervention sites;

. Two short-term (28 to 30 days} residential treatment programs;

. One long-term (5 mcé&s to 2 years) reswdential treatment program for women with
children;

. Methadone maintenance for pregnant women until they give birth, after which they

enter a detoxification program (other methadone programs are against State law);

* Residential adolescent programs (3 months);

* Intensive outpatient adolescent programs;
. Alternative sentencing programs;
* Academy programs in minimum-secunty prisons near time of parole;
* Shock-treatment programs (i.¢., boot camps);
‘ . Halfway houses; and
. Aftercare programs, primarily including Alcoholics Anmymi;as, Narcotics

Ananymous, or other community-based group programs.
The Stawe makes no provision for medical detoxification.

The State agency focuses primarily on prevention. It works with the Department of Corrections on
alternative sentencing programs {(e.g., academy treatment setiings), programs provided near the
time of parole, shock treatment/boot camp types of programs for adolescents, and halfway houses
for former substance abusers returning to their communities,

Sl:EClAL. POPULATIONS

Cilrzmit substance abusers: State law mandates that treatment be available for chronic substance
abusers, seriously 1! and chronic substance abusers, and formerly il and chronic substance-abusing
adults.



Women: The State recently completed a federally funded demonstration project serving pregnant
women and women with children. State financing will continue to provide these services but at a
significantly reduced rate than what was avariable under the Federal grant.

PROVISIONS/LIMITATIONS

State-funded substance abuse treatrnent programs primartly serve single adult males, but it is not
limited to this group. There are no caps on regular teaiment, and no one can be denied scrvice.
Individual crisis siles, however, may impose restrictions on treatnent: this is done at the local level
under site-specific guidelines. Al services are provided on a voluntary basis; by State law, a
person cannot be commitied, even for short-term detoxification,

FINANCING
Single Stafe Agency

QADAP receives funding for substance abuse treatment from both the Substance Abuse Block
Grant and the State operating budget. No local funds are regularly commitied to treatment.

Medicaid
Medicaid funds are used 1o provide treatment for adolescents and women. .
MANAGEMENT OF SERVICES

OADAP contracts for treatment and services with private local agencics and makes all decisions
regarding the types of services available and which agencies will be contracted 1o provide these
services. In early 1996 the State underwent a massive reorganization and OADAP merged with the
Mental Health Division. The functions and opermional style of both programs are siill being
developed.

MANAGED CARE SYSTEMS

The State has an 1115(b) waiver in process that would implement a statewide managed care plan
for pregnant women and children with incomes up to 170 percent of the Federal poverty level,
State services are not currently provided through managed care, except for some programs ueating
adolescents, The State plans 10 move all substance abuse services imlo managed carg plans in the
future.

65



NEW JERSEY
SERVICES/MODBALITIES

A full spectrum of services is available twough the State Depaﬂmezx{ of Health, Division of
Addiction Services, including the following:

Detoxification {both hospital inpatient and freestanding residential};
Long-term (1 to 2 years} residential programs, such as therapeutic communities;
Short-term (28 days) residential programs, such as halfway houses;

Extended care programs (providing supported housing services rather than intensive
substance abuse treatment), such as the Salvation Army Shelter;

A hybrid youth comprehensive care program (Combining school and substance
abuse featment services);

Qurpatient rehabilitation and intensive outpatient rehabilitation;
Mgthadone treatment; and

X Aftercare services (as part of the outpatient drug-free programs).

Seatewide, approximately 20 aleohol and drug abuse clinics have been approved by the Division of
Addiction Services and about 100 mental health clinics have been approved by the Division of
Mental Health Services. These clinics are qualified for Medicaid reimbursement for services
provided to Medicaid chients, v

SPECIAL POPULATIONS
The State foliows the provisions specified in the Substance Abuse Block Grant.

Criminal justice population: The Department of Corrections runs its own substance abuse
m:étm::m service programs both within the facilities and through halfiway houses. There is a
coordinated ¢ffort between the Department of Corrections and the Division of Addiction Services
called the “Muodified Assistance Program (MAP)” This program, which has separate facilities for
youth and adult offenders, takes early release inmates and filters them into the existing State
substance abuse treatment system. There is a memorandur of agreement allowing the Department
of Corrections 1o purchase treatment slots af the same discounted rate that the Division of Addiction
Services receives.
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PROVISIONS/LIMITATIONS
There are no limitations placed on the provision of county or State services,

If a county spends all the money allocated by formula from the $tate before serving all needy
people, or if a Siate-run program is filled, then the people ape wait-listed. Usually there are
insufficient residential treatment slots for indigent ¢lients,

FINANCING
State AOD Agency

The Division of Addiction Services has two scparate systerns for the provision of publicly funded
substance abuse treatment: (1) 2 county-operated system and (2) a direct purchase of services
systermn operated by the State. The county-operasted program is funded through a special Siate
afcoho! tax that provides a portion of the revenue 1o the treatment of substance abuse, The formula
for determining the allocation of these funds is based on estmated need, population size, and per
capita income over the last 3 years, Each of the State™s 2] counties are entitled to these funds,
which are funneled through county social service agencies. The county agencies are then free 10
determine their substance abuse freatment plans and enter Into delivery contracts with providers as
needed, Some of the larger counties also have their own treatment facilities, which are partially
funded by this revenue. In addition, the State contracts directly with some providers (such as
hospitals) to provide services (o priority clients,

The Siate-operated program derives its revenue from three funding streams: (1) Substance Abuse
Block Grant funds; {2) Suate general fund allocations; and {3} the “"Uncompensated Care Trust

Fund,” a ling item in the State’s budget that was established to fund all indigent hospital care needs
{i.e., medical, mental health, and substance abuse).

Medicaid
To be eligible for Medicaid reimbursement, substanice abuse services must be medically necessary
and must be provided by or through qualified providers {such as physicians, psychologists, and
State-approved alcohol and other drug (AOD) abmse clinics and mental health clinics).
MANAGEMENT OF SERVICES
The State funnels resources to 21 social service agencies within ¢ach of the counties. ¥t also
separately contracts with 143 providers to serve priority clients; these providers mciude hospitals,
county treatruent facilities, or other private nonprofit agencies,

MANAGED CARE SYSTEMS

The Suate is reviewing managed care options for its Medicaid program and anticipates developing a
waiver within | vear.
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NEW MEXICO
SERVICES/MODALITIES

The New Mexico Division of Substance Abuse (DSA) contracts with 43 substance abuse treatment
agencies to provide a full continuum of services, including the following:

‘, . Inpatient medical detoxification;
; . Qutpatient rehabilitation;
; " Intensive outpatient rehabifilation;
l * Short-term residential;
. Long-term residential; and

-

Methadone maintenance clinics.

Some programs (i.e., those treating only substance abuse) are conducted in freestanding facilities,
and others are conducted in mental health facilities. Those treatment programs conducted in mental
?zf:aiz?z facilitics are for hoth the dually diagnosed as well as those without psychiatric problems, All
contracts are on an annual basis, and all decisions are made at the Stale level,

New Mexico also has a range of prevention programs that are conducted through DSA.,
4

Q?fffiCiAL POPULATIONS

Native Americans: The Siale meets the needs of Native American residents by contracting for
services with tribal governments; a full range of services are provided for this population.

Women: New Mexico has one residential weatment program for women with dependent children,
which is located in the southwestern part of the State; there are no provisions to serve women in
other areas, and most factlities have long waiting lists.

Criminal justice population: Substance abuse weawnent for the inmate population is handled
through the Department of Corrections.

PROVISIONS/LIMITATIONS

Agencies contracting with the State cannot refuse service to the medically indigent; the agencies
receive a fixed wmount © serve this population and are expected 10 provide services on demand.
The State currently is in the process of determining whether there will be any provisions or
fimitations on service. Because the number of facilities under contract are limited and many forms
of treatment are available only in some areas of the State, access 10 service is somewhat limited.
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Large waittng lists al most treatment facilities (e.g., over 200 on the waiting list for medical
detoxification} limit the number of people actually receiving treatrent.

FIRANCING
State AGD Agency

All substance abuse treatment funding goes through the New Mexico Department of Health,
Behavioral Health Services, DSA. Trestment programs and services are funded primarnily by the
Federal Substance Abuse Block Grant with the addition of some State funding.

The State also has a 34 million driving-while-intoxicated fund that provides substance abuse
program funding to the eounties. These funds are administered by the Department of Finance and
are not coordinated or connected in any way with DSA.

Medicaid

Medicaid only reimburses hospital detoxification and {2 hours of outpatient treatment per year,
Minors under 21 (or under 18 in some areas) may receive medically necessary treatment.

MANAGEMENT OF SERVICES

All contracting and service provision decisions are made by DSA, The State issues an annual
Request for Proposals for service providers and awards i-year contracts for substance abuse
Featrnent services.

MANAGED CARE SYSTEMS
The State is moving toward managed care, but plans are not specific at this point. Because
reatment facilities are provided with a fixed amount each year 1o serve the medically indigem and

contracied agencies cannot refuse service, the State currently operates much like a managed care
sysiem.
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NEW YORK
SERVICES/MODALITIES

The following publicly funded services are available:

. Hospital inpatient detoxification;
. Freestanding residential detoxification;
. Drug-free residential programs (primarily the therapeutic community model),

-. . Drug-free outpatient services (medically supervised);

, . Dirug-free day services (more infensive than oulpatient services, providing treatment
3 days per week for several hours}),

" . Methadone maintenance (primaniy on an cutpatient basis, although there is some
residentizl methadone reamment as well);

. Aftercare services provided pnmanly through referral, although some programs
have aftercare components; and

. Therapeutic communities, which are not covered by third-party reimbursement,
SPECIAL POPULATIONS

Youth: Residential chemical dependency programs are available for vouth.
i
Women: Residential treatment programs are available for pregnant and parenting women,
H .
Dually diagnosed: Residential treatment programs are available for mentally ill chemical abuser
clicnts.

PROVISIONS/LIMITATIONS

The waiting lists for treatment in New York are enomous.  Clients generally must wait several
maonths for methadone maintenance; in somg areas, the wait for residential treatment is 4 months or
more, ’

70



FINANCING
State AOD Agency

The Substance Abuse Block Grant supplies about one-ninth of the total funding, and the State
agency supplies less than one<third. The biggest share {over one-third} comes from the Siate
Medicaid agency {see next section).

Medicaid

The State Division of Medicaid {Home Reliel} plays a very large role in substance abuse treatrnent.
In New York State, Home Relief (similar 10 MediCal) acts like a paraliel benefit system for
indigent clients who are not Medicaid-eligible under the Federal program. There is no Federal
match. The program is funded entirely by Staie and local revenues (the State shares the cost with
the client’s county of residencs). Medicaid-reimbursable services inciude methadone mainienance
(with abowt 4,300 clients receiving services at any one time), drug-free, medically supervised
ambulatory ticatment, some inpatient hospital rehabilitation; and some freesianding inpatient
nonhospital reatment. (A number of services are not sufficiently medical in nature 10 qualify for
Medicaid reimbursement, such as drug-free counseling, therapeutic communities, prevention
programs, and vocational rehabilitation.}

MANAGEMENT OF SERVICES

The Stale agency contracts directly with providers on a primanly fee-for-service basis. (Someg
substance abuse services are covered under voluntary managed care programs.}

MANAGED CARE SYSTEMS

There are several 1915 waiver health maintenance organization programs across the State (some
voluntary and some mandatory) providing primary care o eligible clients. In addition, the State has
applied for an 1115 waiver—a “mega walver —1¢ ¢reate a tomprehensive managed care system
for the Federal and State Medicaid populstion under the oversight of proprietary managed care
organizations, Special needs plans (e.g., for clients with AIDS or mental illness) would be
separaiely capitated. The application is under review.

71



!

NORTH CAROLINA

SERVICES/MODALITIES

The State. of North Carolina is divided inte 41 locally operated entities called “area authorities.”
Each area authority is required 1o ensuse that a full array of substance abuse treatment services is
available, including the following:

QOutreach;

Prevention and education;

Screening/referral/intervention;

Detoxification/crisis stabilization;

Outpatient  services, including visits, day (reatment programming, and partial
hospitalization; and

Case management, which includes aftercare (although most of the cases are handled
by clinicians and are not true case management, except for a perinatal initiative that
offers a full array of aflercare, such as child care and transportation).

The following services are provided on a regional basis:
Detoxification services in freestanding residential facilities;

Inpatient services;

Methadone services (nine methadone centers are strategically focated to cover the
Sute)

Residential programs,

Halfway houses; and

Treatment Altermatives to Street Crime (TASC) programs.
Hospital inpatient detoxification services are provided by three State-run facilities {called alcohol
and drug treatment centers, or ADACUSs) covering three of the four regions in the State. These

hospitals each have 100 beds for detoxification and are funded primarily by the State, The ADACs
also offer nondetoxification rehabilitative services on a shori-term {maxiroum 14 days) basis,
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There is no waiting list for services; a “public-private partnership” ensures that when public-sector
programs are full, private-sector programs provide the services, which then are paid for by State
funds at a negotiated price lower than that charged by the private-sector providers for other clients.

SPECIAL POPULATIONS
Women: North Carolina operates a large perinatal initiative for substance-abusing pregnant and
parenting women. There are 18 programs across the State, including five residential programs,

This program is funded by Federal and State money {i.¢., Substance Abusc Block Grant funds and
Medicaid).

Native Americans: In the western part of the State, the Cherokee Nation operates its own programs
and provides a full array of services. '

Criminal }ustfce population: The Depantment of Corrections, Division of Alcoholism and Chemical

Dependency, also operates its own State-funded programs for the incarcerated population. The -

primzary program, called Drug and Alcohol Recovery Treatment (DART), provides 335 days of
treatment services within the prisons, incorporating a 7-<lay orientation followed by 2 2R-day
residential program. Inmates participate in DART at the beginning of their sentences. The
program features lfectures, demensirations, group therapy, some individual counseling, and
Aleoholics Anonymous/Narcotics Anonymous {(AA/NA) meetings.  After completing the DART
program, inmates receive DART aftercare; 8 to 10 weeks of weekly group counseling and
continuation of AA/NA participation.  After completing the aflercare program, inmates continue
participating in AANA meetings. Cumently 8,000 to 10,00{ inmates complete the DART program
each year, Inmates who complete DART are cligible to participate in 2 10-week training program
to provide peer counseling to other inmates, (The Division of Alcoholism and Chemical
Dependency also is implementing a prereicase program that will provide inmates with specialized
services 60 (o 90 days before release) Community AA/NA volunteers sponsor the inmates and help
them become oriented to [ife outside the prison. In addition, a State grant funds four “back-end”
programs in which inmates receive 6 to 18 months of treatment toward the end of their sentences.

PROVISIONS/ALIMITATIONS
There 1s no maximum or limit for the {- o 18-year-old population. For adults coversd by
Medicaid, inpatient services usually are limited to 28 days. Treatment services are covered by
Maedicaid, but room and board are pot.
FINANCING

State AOD Agency
In general, local, State, and Federal funding for menial health, developmental disabilities, and

substance abuse services flow through the 41 arga authorities, although some Substance Abuse
Block Grant money goes directly to institutions providing services. Slightly over one-half of the
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funding for substance abuse services comes from Federal sources (primarily the Substance Abuse
Bi;ack Cirant), with most of the rest from State appropriations.

i Medicaid

Private entities bill Medicaid through the area authorities, A 1918(b) waiver covers services for
children and adolescents ages 0 to 18, the waiver covers medically necessary care, with no
specified limits, and the area authorities receive capitation fees for enrollees,

1 _
MIANAG EMENT OF SERVICES

The 41 arca authorities consist of single- and multicounty areas; the multicounty arez services are
averseen by “area boards,” whereas the county governments oversee the single-county area
services. The aréa authorities provide some services directly (especially in rural areas) and contract
with nonprofit organizations for other services, Facilities bill the State for services provided to
adults on a fec-for-service basis. Services to clicnis ages 0 1o 18 are provided through’a managed
care program.
H
MANAGED CARE SYSTEMS

Under a 191 5(b} waiver, Medicaid services o children and adolescents arc captiated. The State is
moving 10 a managed care approach for aduits; a propased waiver for adult serviges is awaiting

Health Care Financing Administration approval.
|
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NORTH DAKOTA
SERVICES/MODALITIES

Publicly funded services are available primarily through the North Dakota State Hospital and eight
regional Human Service Centers:

The North Dakota State Hospital in Jamestown provides Sute-funded inpatient
medical detoxification and nondetoxification services. Patients in other parts of the
State nepding services are usually transported by the local Shenff's office lo the
State Hospital,

The eight regional Human Service Centers provide State-funded social
detoxification in freestanding residential facilities as well as outpatient rehabilitation
services, drug-free communities, and aftercare services.

Indigent uninsured people sometimes present al local hospital emergency rooms with a need for
inpatient services, and some hospitals adaut them and “write off” the expense.

No publicly funded methadone treatment is available,
SPECIAL POPULATIONS

Women: The Substance Abuse Block Grant provisions are followed, although there is a relatively
low demand by pregnant women for substance abuse treatment, as well as 2 low incidence of
intravenous drug use as compared with other substance abuse.

Native Americans: The State has a large alcohol abuse problem, particularly among its Native
American population, who represent appraximately 10 percent of the overall population but 15
percent of the substance abusc treatment population {and would represent an even higher proportion
of the treatment population were it not for the difficulties in ransporting chients from reservations
1o appropriate facilities).

Hispanic migrants: The eastern portion of the State has a growing number of Hispanic migrant
workers seeking treatment.

Criminal justice population: The State Penitentiary in Bismark provides inmates with substance
abuse treatment services, and the State Division of Aleohol and Dirugs provides the penitentiary
with technical assistance and licenses the programs. In addition, each of the eight regional Human
Service Centers coordmates with the correctional system to provide referrals to treatment for newly
paroled inmates who are in need of continging substance abuse treatment.
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PROVISIONS/LIMITATIONS

The State provides treatment services on demand to uninsured substance abusers, without limits on
the amount of service they receive once they are assessed as needing treatment. However, if a
client continues to relapse or leaves treatment before completion, be or she may be assessed as “not
needing treatment” upon return.  These decigions are lef} to the eight regional Human Service
Centers.

i '
Uninsured individuals or those without the necessary means are assessed using a sliding fee scale
based on their income and family size. The balance is covered by the State,

FINANCING

gStntn’: AOD Agency
;

The State’s Division of Alcohol and Drugs receives the Substance Abuse Block Grant funds and
oversees their allocation 10 the eight regional Human Service Centers. In addition, each regional
center {(as pant of the State government system) receives a General Fund amount for providing
substance abuse services. The formulas for the funding are based on types of substances sbused
and the demographics of the abusers in each region.

?

Medicaid
A State provision for substance abuse treatment aliows each Human Service Center to bill
Medicaid directly for the reimbursement of some costs,

MANAGEMENT OF SERVICES

The State’s Division of Alcohol and Drugs is a central administrative office that tracks utilization
and other data and acts as a flow-through for the Substance Abuse Block Grant funds 1o the eight
regional Human Service Centers across the State. All eight centers offer crisis counseling, in which
a'substance abuser enters the system through screening and assessment conducted by a licensed
addictions counselor. These counselors develop the substance abuse treatment plans and place the
chients into the appropriate social detoxification or residential facilines.

MANAGED CARE SYSTEMS
’i‘shew is no managed care system in place for the provision of publicly funded substance abuse

treatment serviees within the State, nor is there a clear indication that the State will enter into this
type of systern in the future.
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QHIO
SERVICES/MODALITIES

A wide range of publiely funded substance abuse treatment services are available through the Ohio
Department of Alcohol and Drug Addiction Services (ODADAS):

Detoxification;
Qulpatieni treatment;
Residential programs;

Methadone services {in wban areas only, which is where heroin use is
concentrated); and

Aftercare (the State encourages providers o offer aflercare services, such as
eounseling and case management, especially for pregnant and parenting women and
eriminal justice clients).

The services are avadable (0 all medically indigent persons or on a sliding-scale basis for persons
with insurance coverage.

Under an {115 waiver, Ohio has developed a taxonomy of Medicaid Medically Necessary Services,
as follows:

Level It Qutpatient Treatment
1R Outpatient
Z. Intensive outpatient
3. Day treatment
Level i: Community Residential
1. Nonmedical community residential

2. Medical community residential
Levet {11 Subacute Services

1. Ambulatory detoxification

2. Observation bed

R Subacute detoxification

Level IV: Acute Hospital Detoxification
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SPECIAL POPULATIONS

Women: The State provides 28 residential programs for pregnant and parenting women funded by
the Substance Abuse Block Grant “women set-aside” and State appropriations angd, in some cases,
Medicaid {for programs with no more than 16 beds; the State will apply for a waiver on the 16-bed
limit). The programs had a link with the Job Opportunities and Basic Skills (JOBS) program, both
during treatment and for aftercare, to help move women into training and employment and to help
cover child care.

Criminal justice population: Ohio recently has begun focusing on developing programs for the
criminal justice population and on building closer links between courts and this population. The
State is establishing Treatment Alternatives to Street Crime (TASCs), in which an independent
contractor handles assessments, referrals, urine screens, and reporting 1o the courts. This system is
accountable to the courts and provides a formalized process for handling the coniacts and
connections between the courts and the criminal justice population. The TASCs initially were
funded through a Federal grant and State funds; they now are funded entirely by the State. The
State also is establishing drug courts through county and State funding.

The prson treatment programs follow the therapeutic community model, which emphasizes
-behavioral change, high structure, assignments, group meetings, and peer pressure, There are
currently three programs in prisons, with two more being implemented in 1997, The women’s
prison has an 80-bed program in a self-contained building, which will expand to 200 beds in 1997,
this program is funded by the Department of Alcchol and Drug Addiction Services, which also
funds a program in a men's prison that is expanding to 160 beds in 1997. The other existing
program, as well as the two programs scheduled for starup later this year, is funded by the State
Department of Corrections. On the Federal level, the U.S. Bureau of Justice Assistance is
establishing residential substance abuse treatment programs for offenders.

PROVISIONS/LIMITATIONS

Caps include a 30-day limit on residential treatment and 3 16-bed limit for Medicaid coverage.
Service protocols being developed will include clinical standards relating to special populations that
require more intensive/longer/different treatment. In addition, in some parts of the State, residential
treatment slots are insufTicient and there are waiting lists.

FINANCING

State AOD Agency
Using a Federal Substance Abuse Block Grant as well as other Federal, State, and local resources,
ODADAS finances all non-Medicaid substance abuse services by contracting with local service

boards 10 implement community substance abuse programs, which are provided on a fee-for-service
basis.
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Medicaid

Under an 1115 waiver being implemented, some Medicaid substance abuse treatment services
(inpatient hospital detoxification and fniensive outpatient treatment) will be provided under a
capitated system operated by a statewide managed care organization.

MANAGEMENT OF SERVICES

The 1115 waiver being implemented will move many substance abuse sgrvices intg a separate
alechol and other drug (AOD) category managed by ODADAS. Some services formerly provided
in hospitals and reimbursed through the Department of Human Services (the Medicaid agency) will
be funded through ODADAS, which is currently selecting a statewide organization with which to
contract for services. As part of the waiver implemoentation, Ohio is developing service protwols
and implementing a new management information system.

Under the waiver, both Medicaid (inpatient hospital detoxification and intensive outpatient
reatment) and pon-Medicaid treaument services will be provided through ODADAS, not duough
mental health or medical service provisions, The Department of Human Services currently
contracts with ODADAS for all nonhospital treatment services; under the waiver, some medical
services also will be transferred to QODADAS,

MANAGED CARE
Under the 1115 waiver being implemented, Ohio will move to a manaéed care model for hospital

treatment and other services. Currently, the only managed care Medicaid program is for prenatal
care, which began in July 1996,



C}%LM{)MA
SERVICES/MODALITIES
The following publicly funded substance abuse services are available:

Hospital inpatient detoxification services (hospital inpatient nondetoxification
‘ services are not funded by the State);

Short-ierm (30 days or less) and long-term (over 30 days) residential rehabilitation
programs;

Qutpatient and intensive outpatient (i.¢., a minimum of 6 hours per week) programs,
which include aflercare services; and

One methadone program in Oklahoma City (State-funded methadone programs are
not available outside of Oklahoma City).

SPECIAL POPULATIONS
i

[ 3
Women: Women are a priority as stipulated by Substanee Abuse Bloek Grant provisions.
i

Cnmlnal justice population: The State has.a demonstration grant to conduct up to three drug
courts, which are operated by the State substance abuse agency rather than the Department of
Corrcctmns, the drug courts assign nonviolent offenders to inlensive oufpatient rehabiliiation
services rather than incarceration.

&
Other Siate priontics: Included within the State’s priorities are intravenous drug users and
ho{meless people.

- PROVISIONS/LIMITATIONS
Tr?catmcm service contracts are based on a siidizzé, fee scale, with no lunitations.
FI’:NANCTN G

State AOD Agency

A imajority of the funding comes from the Subsiance Abuse Block (rant, with the remaining
portion from the State’s General Assembly,

Medicaid

Limited subsiance abuse services currently are reimbursable.
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MANAGEMENT OF SERVICES

The State contracts with 54 private nonprofit agencies and one Swie-operated agency to provide
substance abuse treatment services, which are funded on a fee-for-service basis.

MANAGED CARE SYSTEMS

In July 1997 the Siate plans 1o begin a managed care pilot project to provide substance abuse
treatment services to the castern part of the State {which includes one-fourth to one-third of the total
substance abuse treatment population). As part of that project, the State is forming an
administrative service organization that will link mental health and behavioral health services;
produce an assessment instrument that will be used for all cases; and perform utilization
management, claims processing, and informaiion management functions. This grouping of services
is seen as particularly important, because an estimated 30 percent of the substance abuse clients are
dually diagnosed with mental illnesses. The State anticipates moving fo a statewide managed care
system if the pilot project is a suceess. In addition, the Stale plans o develop provider networks in
all regions so that it can contract with networks rather than with individual providers.
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OREGON
i

SERVICESMODALITIES

In 1995 Oregon implemented a statewide Medicaid reform program, the Oregon Health Plan
(OHP), which expanded eligibility for comprehensive health care beyond Medicaid boundaries and
incorporated substance abuse treatment. The OHP was designed to achieve the goals of universal
access to high-level health care a1 an affordable cost. As paz*z of the basic benefits package for all
members, the OHP provides the following:

’ Dutpatient services;
* Intensive outpatient services;
+
S Qutpatient methadone services; and

» Substance abuse prevention programs.

Prevention and early intervention of substance abuse also is written into the basic managed carc
contract, and service providers are mandated 1o screen every OHP client for ehemical dependency.

Residential treatment including detoxification is not covered by the OHP. Residenual treatment is
provided with State funds; the State “buys” 2 specifie number of beds in local residential treatment
facilities that are then available for OHP members,

SPECIAL POPULATIONS

All designaled special populations (e.g., adolescents, women, minorities, and people involved with
the criminal justice system) and people diagnosed as difficult 1o reat have been incorporated inwo
the OHP.

{
PROVISIONS/LIMITATIONS

Prepaid health plans must be able 1o strongly link substance abuse treatment to physical medical
services as well as to mental and public health services. Nonhospn.aj detoxification and residential
services can begin immediately, before a person has been declared eligible and enrolled in the
OHP; outpatient services must wait until the person is determined eligible and enrolled,

The'OHP covers all Medicaid-eligible clients as well as those families who have income up to 133
percent of the Federal Poverty Level and have either pregnant women or children under age 6.
During the demonstration program (4/1/93 through 12/31/98),,Oregon does not apply categorieal
restrictions in determining ehigibility. }

Those who receive Medicare may not be eligible for OHP coverage.




FINANCING
State AOD Agency

All funding of the OHP goes through the Office of Alcohol and Drug Abuse Programs (OADAP).
In addition to Medicaid funds, the State provides funds from the general operating budget and from
the Federal Substance Abuse Block Grant to managed care organizations to implement the QADAP
goals of prevention, carly intervention, and comprehensive treatment for low-income Staw
residents.

Medicaid

The OHP was developed under an 1115(b) Medicaid waiver and is funded 1o a significant ¢xtent
with Medicaid funds.

MANAGEMENT OF SERVICES

Substance abuse treatment is made available through the OHP, which falls under the auspices of the
QOregon Department of Human Resowrces (DHP). Within the DHP, the OADAP maintains
responsibility for planning, contracting, and regulating Oregon’s publicly funded substance abuse
prevention, intervention, and treatment services. All decisions regarding treatment, including type
of services, standards, rates, and other requirements, are set 4t the Sate level.

MANAGED CARE
The OHP is 2 managed ¢are program that was phased in during a two-phase demonstration project.
The goal of the OHP has been to develop a fully integrated service delivery system for substance

abuse and physical and mental health services. Health care providers within the OHP system must
meet CADAP criteria for services.
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PENNSYLVANIA '
SERVICES/MODALITIES ';

The following publicly funded services are available:
i
Hospital inpatient detoxification services; |

Freestanding residential detoxification programs;

Hospital inpatient nondetoxification services;

Short-term {39 days or less) and long-term {over 30 days} residential rehabilitation;
c . Outpatient and intensive outpatient rehzbiiizxzi?a;

Methadone treatment; :

Drug-free programs; and

Aftercare programs (al} publicly funded clients are required to have an aftercare
plan, which may include ocutpatient rehabilitation, a halfway house, and so forth,
depending on the specific treatment continuurm or protocol).

No outpatient detoxification is provided, because of the belief that detoxification is ineflective
withou! the counseling and other services also provided to clients in an inpatient setting, -

SPECIAL POPULATIONS

The service priorities follow the provisions of the Substance Abuse Block Grant. :

H
3

PROVISIONS/LIMITATIONS |
H

Treatment limitations are based on a clinical determination ;foz‘ substance abuse treatment. The

recommended (not required) limitation is that if a client fzeqz;enz}y relapses {which is commaon o

substance abuse treatment) or ierminates treatment early more than twice, the provider should make

the decision that the client is not “clinically ready Io accept treatment,” and no fusther treatment

should be provided. 5

FINANCING
H
State AOD Agency

Funding from the Substance Abuse Block Grant and State-appropriated funds are administered by
the Department of Health. |

t
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Medieaid

To be eligible for Medicaid, adults must meel client placement criteria. Medicaid 15 administered
by the Deparunent of Public Welfare.

MANAGEMENT OF SERVICES

The State’s publicly funded substance abuse treatment program is decentralized; single county
authorities receive the funding and provide {or contract for) and manage services. The State also
provides technical assistance to these local entitics, Except for the Health Choices Behavioral
Services populations {sce below), substance abuse freatment services are on a fee-for-service basis,

MANAGED CARE SYSTEMS

In January 1997, under a 1915(b} waiver, a Medicaid managed care pilot program, the Health
Choices Behavioral Services program, was implemented in the southeast part of the State {which
includes the city of Philadeiphia and a large Medicaid population). Medicaid clients in the rest of
the State may voluntanly enroll in the program until July (997, when it will be mandatory for them
to do so also. In this program, behavioral health services are carved out; counties may contract with
the Department of Public Welfare to provide behavioral health services on a capitated basis and
may subeontract with commercial behavioral health plans.
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PUERTO RICO
SERVICES/MODALITIES

The following publicly funded services are available completely free o clients:

. Detoxification: Five freestanding evaluation, detoxification, and stabilization
centers {services now limited to 3 to 4 days),

. Rcsidenii’ai centers for men (8- 1o 10-month stays);

. Methadone Mtcnmcc centers;

’ Acupuncture,

. Outpatient services: Full-day treatment for ciiez;zs‘wha cannot get into residential

treatment (X0 percent of clients are referred by courts 1o residential treatment, but
there are insufficient slots to handle all referrals); and

. Aftercare:  All programs are required to provide 3 months of aftercare {relapse
therapy), primarily delivered by telephone and office visits; Narcotics Anonymous
and other community-based groups conduct followups.

S‘PECIAL POPULATIONS

Women: Outpatient methadone programs are available for pregnant women. There is one
residential treatment center for women, which has five rooms or pregnant/postpartum women and
their infants. A specialized women’s detoxification center admits pregrant women. There are no
specialized facilities to treat pregnant adolescents, and the Minor’s Law prohibits minors and adults
from being treated in the same facilities. The Alcohol Treatment Program provides outpatient
treatment for women in outpatient treatrnent centers, and residential treatment is available (15 beds,
with an average stay of 3 to 4 months).

Criminal justice population: Puerto Rico operates a drug court program.
PROVISIONS/LIMITATIONS .

Puerto Rico currenily is undergoing health care reform, which impacts substance abuse services.
For example, 21 days of detoxification formerly was provided at the conters, but under health care
reform, that limit was cut back to 3 to 4 days. The centers will continue providing services, but

those services may be limited and cut back further.

|
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FINANCING
State (Commonwesalth) AOD Agency

The Substance Abuse Block Grant provides about one-half of the total funding, State revenue cover
a little over one-third, and most of the balance comes from discretionary Federal grants. Currently,
services are completely free to clients; State and Substance Abuse Block Grant funds cover most
SIS,

Medicsid

In the areas that have boen brought into managed care, substance abuse services are covered by the
capitated payments, which include Medicaid funds. In the areas that have not yet been brought in,
only medically necessary services are reimbursed by Medicaid.

MANAGEMENT OF SERVICES

Under the health care reform, 61 of Puerto Rico’s 78 municipalities provide all health cere (i.e.,
primary, mental health, and substance abuse services) under a managed care plan. An independent
agency, the Puerte Rico Hesalth Insurance Administration, manages the health care reform; it
contracts with insurance companies, who then contract with providers on a capitated basis. The
capitated payments come from both State and Medicaid funds.

MANAGED CARE SYSTEMS
Most of Puerto Rieo’s municipalities {excluding the four major citics) have been brought into
managed care under health care reform, and the remainder of the island will be brought in within 4

vears. Under managed care, substance abuse services to Medicaid clients are covered, with Health
Care Financing Administration approval, although no waiver was developed.
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RHODE ISLAND
SERVICES/MODALITIES

The Rhode Island Division of Substance Abuse (DSA) contracts primarily with nonprofit service
providers for all modalities of substance abuse treatment, including the following:

* Detoxification;
Lo Shost- and long-term residential treatment;
| » Residential treatment for women with dependent children;
Y. Qutpatient rehabilitation;
. Intensive outpatieru rehabilitaiion;
. Mcthadone clinics;

» Adolescent programs; and
tos Outreach and treatment for minority populations,

The Siaie is divided into eight mental health catchment areas, and although many forms of
treatment are provided in each catchment area, some services may only be available in one location.
However, almost any area of the State is easily accessible (within a 45-minute drive) to any other
area. 'All persons in families with incomes up to 200 percent of the poverty level are eligible.

SPECIAL POPULATIONS
Wem{:p: Women are treated primarily through a Rlte Care package, which is a comprehensive
medical services program for low-incomie residents. The State conducts special programs for
pregnant women and for residents with children who are recipients of Aid to Families with
Dependent Children (AFDC).

&dcke?eenls: The State conducts special programs for both male and female adolescents,

Ethnic groups: The State has developed contracts with local agencies to conduct outreach and to
provide services to specific populations, such as Hispanics and African-Americans.

Criminal justice poputation: Although the Department of Corrections has a separate program and
financing for the inmate populations, censiderable overlap exists between the service provision of
the Department of Corrections and DSA. The State agency sets eligibility criteria, determines
program standards, and reviews both Requests for Proposals (RFPs) and contracts for the
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Department of Corrections; the two agencies collaborate to ensure that all eligible residents are
inchuded.

PROVISIONS/LIMITATIONS

Any program that uses Medicaid funding requires prior client approval for treatment, and some
consideration must he given to the medical necessity provision in Medicaid-eligibility
requitements,

The Staie currently is considering placing limitations on services. This is being approached on a
modality-by-modality basis; methadone treatment programs are being considered firsy, followed by
women’s day treatment, residental programs, and outpatient services,

FINANCING
State AQD Agency

All contracting with service providers 1s conducted by the DSA. Funds primarily come from the
State’s general operating budget, followed by Federal support from the Substance Abuase Block
Grant. Additional State funds are provided from a drug education fund for offenders, a driving.
while-intoxicated program, and other unspecified funding sources.

Medicaid

Medicaid funds are used for women and adolescents and in medically necessary cases for those at
the poverty level.

MANAGEMENT OF SERVICES

All publicly funded substance abuse treatment is managed through the DSA. The DSA issues
RFPs, contracis wath apencies, and sefs standards for treatment.  Except for the Rlte (are
papulations (see below), services are provided on a fee-for-service basis.

MANAGED CARE SYSTEMS
Rhode Island received an 1115 waiver to implement the Rlre Care program, which primarily serves
AFDC recipients and uninsured mothers and chiklren through health maintenance organizations.

This managed care program covers substance sbuse treatrment as well as all mental health and
medical services.
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SOUTH CAROLINA

SERVICES/MODALITIES

The State Alcohol and Drug Abuse Services (ADAS) division of the Department of Health
contracts with 34 private agencies and four county agencies to provide all modalities of substance

abuse treatment. All levels of treatment are available at the local level, including the following:

* Social and medical detoxification;

. Low-intensify outpatient rehabilitation;
. Intensive outpatient rehabilitation for women and adolescents;
. Residential rehabilitallion;
.
j . Hospital care, as needed;
' . One public methadone clinic {there also are several private clinics); and

’ School-based prégramg for adolescents.
SPECIAL POPULATIONS

Women: There are three residential programs for women with children and specialized intensive
outpatient programs with child care; however, ne distinction is made for pregnant women.
Women, in general, are treated primarily through Medicaid programs.

Migrants: South Carolina has a seasonal mugrant labor population that has substance abuse
problems; however, they rarely request government services. This population primarily comes into
reatment through law enforcement agencies.

PROVISIONS/LIMITATIONS

H
Currently, the State places no limits on the provision of weatment, and none of the 34 agencies that
have conmracts with the Siate can deny services based on inability to pay. A precertification system
is designed to help get people into the most effective and appropriate programs based on their
condition and needs.

FINANCING
State AOD Agency

ADAS allocates both State funding and Federal Substance Abuse Block Grant funds to the counties
for contracting with local service providers, Although each county differs, estimations indicate that
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approximately 40 to 60 percent of public substance abuse treatment is funded by this combination
of State and Federal funding. The remaining funding comes from the local level,

Medicaid
Medicaid funds are used 1o treat women and adolescents.
MANAGEMENT OF SERVICES

The management of substance abuse services differs from the management of mental health
services. Although South Carolina curremly is in the midst of an overall reorganization, mental
health and substance abuse services are and will continue to be separate agencies within the State
structure,  Staff working in the memal health area are State employees, and the largest portion of
funds for mental health services are Medicaid reimbursements. In contrast, most of the people who
provide substance abuse services and treatment are employees of private agencies working under
contract o the Sute agency. Bexause much of the funding and program development ocours at the
focat {ie., county and community) level, much decisionmaking about the types of programs and
facilities to be available also occurs st the local level,

MANAGED CARE SYSTEMS

The State applied for 8 Medicaid waiver in 1993 under a governor whose intent was 10 move
toward total managed care. A new governor was elected in 1994, and the move toward managed
care slowed down. Currently, the State is deconstructing the 1115(b) waiver and implementing
ranaged care in sections on a voluntary basis; 23 of the 34 weatment siles already bave begun
some form of managed care. One of the primary rcasons for the shift away from managed care was
the high initial cost associated with implementing a total managed care program. The first goal of
the statewide program is to gel Medicaid patients into managed care on a voluntary basis, which is
being done through marketing. At present, alf medical treatment has a $1,000 general cap; afier this
cap has been met, treatment/services are provided on a fee-for-service basis.  Substuance abuse
serviees are included in this general cap.
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SOUTH DAKOTA
SERVICESMODALITIES

The State provides a range of publicly funded services, including the following:

Two hospital inpatient detoxification programs and three freestanding residential
detoxification programs (all of which provide social detoxification services, in
which the treatment is managed by a treatment counselor under the guidarnce of a
physician);

Three nondetoxification residential programs (one in a hospital, one in a nonhospital
facility, and one within a State mental hospital}; '

Six long-term “transitional care programs,” or halfway houses, which are used for
postresidential care for clients released from residential care;

Six “custodial care” programs, in which clients remain in the “transitional care™
facilities but with 4 stepped-down level of treatment;

Two “day inpatient” programs for adull males who also have medical or mental
health treaunent needs, which are classified as outpatient services byt are provided

. in 2 secure environment {i.c., clients are housed in halfway houses or transitional

Hving communities);

Various outpatient rehabilitation programs {defined as 60 hours of treatment within
6 weeks),

About 30 drug-free facilities for adults and adolescents; and
Aftercare services, which typically include weekly group therapy and individual

therapy sessions for 6 months (although clients may receive the services for up 10 |
years

No publicly finded methadone programs are available,
'SPECIAL POPULATIONS

’Z‘he State prioritizes according to the stipulations of the Substance Abuse Block Grant. Each of the
‘priority clients is placed in a treatment protocol within 48 hours of seeking treatment.

Criminal justice population:  The State Division of Alcohol and Drug Abuse operates substance
sabuse treatment services wathin the five State correctional facilities. {The services were operated by
‘the Diepartment of Corrections until 1995, when funding and personnel were moved to the Division
-of Alcohol and Drug Abuse.) Currently, 30 chemical dependeney counselors are within these five
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facilities, and each program is accredited by the division. Every inmate who is eligible for parole
cani seek treatment; however, because of the rapid increases in the prison populations, the irunates
closest 1o parole are served first. In addition, the division manages the parolees placement afier
they ieave the criminal justice system, most oflen placing them in one of the day inpatient programs
described previously,

" Native Americans: The State’s total population includes 7 percent Native Americans, but 30
percent of the people seeking publicly funded substance abuse treatment are Native Americans,
Thus, most of the treatment facilities throughout the State incorporate a Native American cultural
sensitivity and identity component. These facilities are not locared on reservations, but in the towns
and cities closest to them.
PROVISIONS/LIMITATIONS
The State will pay treatment costs for people in families earning up to 185 percent of the poverty
guidelings established by the State. However, a priority system exists in which pregnant women
and women with dependent children are served first, followed by vouth and intravenous drug users
(women or children), and finally males with either a medical or mental condition as well as
substance ahuse probiem.
The iollowing caps are defined:

Detoxification (hospital or residential facility): 3 days;

Norndetoxification residential (hospital or nonhospital}: up to 30 days for adults and
45 days for adolescents;

Transitional care programs (halfway houses): up to 30 days for adults and 45 days
for adolescents;

Custodial care programs: no limits on length of stay;

Day inpatient programs: 6 weeks or 45 days of care;

Outpattent rehabilitation: 60 hours of treatment within 6 weeks; and
Aftercare services: up to [ year,

All caps above refer o each time a client seeks treatment, rather than over the client’s lifetime. The
State will only pay for ane residential placement per year.
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FINANCING

State AOD Agency

One-half of the State’s funds come from the Substance Abuse Block Grant and one-half are
appropriations from the General Assembly.

Muedicaid

Medicaid coverage is provided only for inpatient and outpatient services for youth,
MANAGEMENT OF SERVICES

The State develops all contracts and monitors compliance. The State contracts with a number of
facilities; 45 component contraets exist, but one faciliry may have several components, such as both
a residential and an cutpatient component.

The State contracts with 14 core service agencies throughout the State 1o conduct sereening and
assessment of the clients’ reatment needs, These agencies are private nonprofits that serve as the
entry points for all people seeking Stawe-funded weatment. The agencies make treatment
recommendations, and then the State reviews and places each client in an appropriate treatment
facility. '

MANAGED CARE SYSTEMS

"{‘rge State has no managed care component for publicly funded substanee abuse treatment. There
are no current plans to move to a managed care system, although the State’s private health care
system does operate under 4 managed care system,
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TENNESSEE
SERVICES/MODALITIES

Two separate systems exist for publicly finded substance abuse treatment services, one provided
through the State Bureau of Alcohol and Drugs and the other {2 managed care carve-out program
called TENNCARE Partners) for Medicaid clients. The Bureau covers people who are niot eligible
for TENNCARE Partners, including those who are ineligible for Medicaid, those who have met
their lifeiime substance abuse treatment caps, the uninsurable, and those with pre-existing
conditiens who are inchgible for TENNCARE Partners.  The State plans to merge the two
programs within the next 2 years so that both are part of a managed care program,

The following services are furded through the Bureau:
Seven hospital inpatient medical detoxification programs;
Ten freestanding residential social detoxification programs;
About 20 intensive {30 to 45 days) residential nag&el&xiﬁcaﬁen programs;

About 25 nonintensive (30 to 90 days) residential nondetoxification programs
(hal fway houses);

One methadone program in Nashville; and

Drug-free communities operated by the 29 State-Runded Commuanity Mental Health
{Centers across the Siate,

The Siate programs do not include nondetoxification hospital inpatient services or aflercare
SeTVICes.

The following services are available through TENNCARE Partners:

Inpatient medical detoxification programs {usually covering 3 to 4 days of care)
provided at two hospitals;

Nonhospital residential rehabilitation services for 3 to 7 days; and
7

Drug-free communities operated by the 29 State-funded Community Mental Health
Centers.

TENNCARE Partners essentially provides only short-term sebstance abuse treatment, and “medical
necessity™ 15 a prerequisite to obtaining those services. The following are not covered:  social
detoxification provided in a freestanding residential facility; hospital inpatient nondetoxification
services; halfway houses; or aftercare services.
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sf’Ecm POPULATIONS

’fhe Bureau of Alcohol and Drugs fol!ows the pz*omlons specified in the Substance Abuse Block
i’}:"ant

Criminal justice populations: The Bureau coordinates with the Department of Cormections and
provides technical assistance, but does not direstly provide substance abuse treatment to inmates or
services or aftercare for recent parolees. Substance abuse treatment within the correctional facilities
is limited and only available in certain institutions.

PROVISIONS/LIMITATIONS

The Bureau of Alcohol and Drugs contracts with 55 not-for-profit agencies and pays each agency a
flat sum to provide substance abuse services. The Bureau does not specify any limitations or caps,
but no further funding is provided beyond the flat sum. This funding covers approximately 50
percent of the total cost of providing treatment services. The remaining resources are pathered by
the not-for-profits from a vanety of allemate sources, including United Way and private
foundations.

?EZ\YNCARE Partners caps substance abuse treatment services at 10 days of detoxification and
SB{} 000 lifetime total costs, regardless of timing, number, or type of treatment.

FINANUING
State AOD Agency

The Bureau uses Substance Abuse Block Grant and State General Assembly funds to finance
reatment services (which currently are funded at about $19 million per year).

;3

. Medicaid

’I*EN’*E{ZARE Partners provides medically necessary mental health and substance abuse services to
Medicaid clients statewide.

MAGEMI;:NT OF SERVICES

The Bureau contracts with S5 aot-for-profits across the State to provide substance abuse treatmernt
services. The facilities are required to follow Siate specifications for care, which essentially are the
Substance Abuse Block Grant provisions.

’ ‘
WNAGE% CARE SYSTEMS

i
Under an 1115(b) waiver, TENNCARE Partners has been in effect since 1994, Medicaid clients
regieive medically necessary services (including subsiance abuse teatment) through 11 managed
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care organizations. Authorization requirements for substance abuse services are determined by
each managed care organization.
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TEXAS
SERVICES/MODALITIES

A range of publicly funded services is available, including freestanding residential detoxification,
outpatient programs, short- and - lonp-term residential rehabilitation programs, outpatient
rehabilitation programs, methadone programs, drug-free programs, and aflercare.  Hospital
inpatient detoxification is not available for most of the population,

SPECIAL POPULATIONS

The State follows the provisions specified in the Substance Abuse Block Grant.
]
?%%QVISIONS&IMTATIONS

The State pays for a total number of treatment slots; beyond that sumber, everyone in need of
services is wait-listed.

]
There 15 no central screening agency within the State. A client presents at a center, if a treatment
slot is available, the client is evaluated and receives services. No caps or limitations exist on the
services provided if a treatrnent siot is available,

FINANCING
i

The State Commussion on Alcchol and Drugs receives funding from the Substance Abuse Block
Grant, the State General Funds, and other discretionary grants.

State AQD Agency

Medicaid

There is no Medicaid coverage within the State for substance abuse ireatment for most of the adult
population, Inpatienl hospital services are covered, which may incidentally inclhude substance
abuse treatment; however, if a facility is deemed by the State to be an Institute for Mental Disease
(M3}, Medicaid covers no services for patients ages 22-64. In deciding to classify a facility as an
IMD, the State considers the types of patients and staff, the way the facility presents itself, ant the
facility’s overall character, Thus, if a facility beging providing a significant amount of substance
abuse-related services, the Swate classifies it as an IMD and it becomes ineligible for Medicaid,

A:i}y medically necessary care uncovered through early periodic screening, diagnosis, and treatment
for children and youth {through age 21} rmust be provided, including substance abuse treatment,.
The State licenses chemical dependency treatment facifities 0 provide a range of outpatient
chemical dependency services to children and youth, as mcommended by physicians,
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MANAGEMENT OF SERVICES

The State Commission on Alechol and Drug Abuse subcontracts with local private nonprofit
reatment providers by purchasing a total number of treatment slots. The local providers assess and
admit chients when there are treatment slots available; otherwise, the clients are wait-listed.

MANAGED CARE SYSTEMS

Under 1915 walvers, four multicounty areas within the Staie have corolled thelr Medicaid
population in health maintenance organizations (HMOs). Any cost savings resulting from managed
care may be used by the HMOs to provide additional services (including substance abuse
weatment) beyond those mandated by the Medicaid State Plan. One of those HMOs provides
inpatient and outpatient detoxification (but those services are not considerced Medicaid senvices).
An 1115 waiver that is pending would bring a basic armay of behavioral health services under
capitation; HMOs would be eligible (but not required) under that waiver to provide substance abuse
SEIVECES.
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UTAH

SERVICES/MODALITIES

A;{:omprchmsive range of publicly funded weatment services is available, including the following:
PDeroxification;

Methadone;

Inpatient reatment;

Qutpatient treatment;

Residential progzams'; and

Aftercare services.

Siiﬁ(l’tAL POPULATIONS

Women: Under a mandate to provide gender-specific treatment, Utah has four residential programs
for parenting women and their children and four prenatal case management programs. No waiting
lists exist for these programs—they are able to serve all people who need tréatment.

Native Americans: No Federal mandate exists to establish programs specifically for Native
Americans, but some of the local autharities operate eulturally specific programs. The Division of
Substance Abuse encourages all local programs to be culturally specific.

Criminal justice population: A prison operates an intensive owipatient program for inmates, and the
State recently implemented a drug court in which offenders are offered drug teatment as an
ahternative to prison.

PROVISIONS/LIMITATIONS
There is no maxamusn or Hmitation.
FINANCING

State AOD Apency

The Division of Substance Abuse receives funding for substance abuse services through Federal
Substance Abuse Block Grant money, State appropriations, and county and local funds. The
Division of Substance Abuse contracty with 13 local authorities statewide to provide (or contract
with local providers ta provide) substance abuse treatment on a fee-for-service basis.

¥
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Medicaid

Under a 191 5(b) waiver covering part of the State, subsiance abuse treatment is covered under a
mental health carve-out if a2 comorbidity exists. For those clients, community mental health centers
provide substance abuse services on a fee-forservice basis. Under another 1915(b) waiver, most
Medicaid clients in the State access detoxification through health maintenance organizations
{HMOs} in s capitated plan,

Because of the Federal welfare reform that ¢liminated Supplementary Security Income ¢ligibility
for drug and alcohol addiction, the Division of Substance Abuse encouraged providers to access
Medicaid to pay for treatment.

MANAGEMENT OF SERVICES

The Swute Division of Substance Abuse provides technical assistance, cncourages acecss (o
Medicaid, and funnels State and local funding 1o 13 local authorities who provide or contract for
substance abuse services. In some cases, these local authorities are the service providers; in other
cases, they contract with local providers for services, of they provide some services {such as
assessment) and contract for other services (such as treatment). Except for inpatient services, these
local authorities are responsible for ali substance abuse services, including methadone treatment
and aftereare, They bill Medicaid on a fee-for-service basis for services provided to Medicaid
chients. Private hospitals provide necessary mgaizent treaument and bill Medicald for services
provided 10 eligible clients. ‘

MANAGED CARE SYSTEMS

The Division of Mental Health and the Division of Substance Abuse are separate divisions within
the Department of Human Services. Mental health services provided through the Division of
Mental Health are capitated. Currently, afl substance abuse treatment funded by the Division of

Substance Abuse is on a fee-for-service basis, although it will move 10 capitation within 2 years.

Utah has submitied an 1115 waiver, which has not yel been approved.  The waiver will incorporate
the State’s 1915(b) waivers, bring substance abuse services into managed care statewide, amd

expand eligibility.
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SERVICES/MODALITIES

A mange of publicly funded services are provided, including hospital inpatient detoxification and
nondetoxification treatment, residential short-term and long-term rehabilitation services, outpatient
and intensive outpatient rehabilitation services, and drug-free programs. Methadone and aftercare
services are not covered. Both State-funded and Medicaid services are provided under managed
caie plans, The State’s public system covers all indigent and low-income clients who are not
eligible for Medicaid.

SPECIAL POPULATIONS

The State prioritizes clients according to the traditionally served groups {e.g., pregnant women and
women with dependent children, intravenous drug users, people with HIV/AIDs, and adolescents)
as well as includes low-income, uninsured adult males on the priority list.

PROVISIONS/LIMITATIONS
No limits exist to the State-funded substance abuse treatment services sllowed as long as the
treatmerit has been predetermined as a “medical necessity.”

i
For Medicaid-covered services, the primary limitation is that the managed care facility must only
provide acute services (i.e., no supportive care scrvices, such as halfway houses, which the State's
public systern funds instead). Medicaid clients can selferefer (ie., obtain services without a
vhysician’s referral) for one mental health and substance abuse treatment visit before authorization
for a specific treatment plan. The following exclusions apply to the Medicaid ¢coverage:

i

Substance abuse treatment services will only be provided through 2 managed care
’ system. :

No substance abuse treatment services will be provided for the following:

L ustodial care and treatment of organic conditions that will not improve with said
treaumnient;

-—Treatment services beyond the initial treatment evaluation without a diagnosts,
treatment plan, and expected clinical outcome or services that do aot lead to
continued improvements in the client’s condition;

~Mandated treatment, including court-ordered treatment, unless determined to be
“medically necessary” by a State-certified alcchol and other drug sbuse (AQD)
counselor or the managed care plan; and

[V
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—Services outside the State, unless they are necessitated by an emergency or are
etther provided with the approval of the managed care plan or under contract with
the managed care plan.
FINANCING
State AOD Agency

The State’s public system is funded through the Substance Abuse Block Grant and the State’s
General Fund,

Medicaid

The State has a special provision that allows for Medicaid reimbursement for substance abuse
freatment services as the “pnmary diagnosis.”

MANAGEMENT OF SERVICES

The State contragts directly with local service providers, all of whom are managed care
prganizations,

MANAGED CARE SYSTEMS

Both the State-funded and the Medicaid (under an 1115 waiver) programs operate under managed
care systems.
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SERVICES/MODALITIES

A Ful) spectrum of publicly funded services is available, including the following:
Hospital inpatient detoxification and nondetoxification treatment;

oo Residential detoxification programs;

Short-term and long-term rehabilitation programs,

Qutpatient rehabilitation services;

Methadone prograz;m;

Drug-free services; and

Afiercare services,
4

Most facilities receiving State funds offer outpatient, intensive outpatient, and/or day treatment.
Some facilities also include residential treatment. The services are provided through local agencies
calied Community Service Boards (CSBs).

SPECIAL POPULATIONS
The State follows the same priorities as the Substance Abuse Block Grant provisions,

Criminal justice population:  Some of the State-funded community programs work with
correctional institutions in providing treatment services.

PROVISIONS/LIMITATIONS

The State Code requires the CSBs 1o provide emergency services for substance abuse and memal
health treatment for all who need it and are unable to pay. This provision includes Medicaid-
eligible clients, who must be dually diagnosed with substance abuse and mental health conditions
in order 1o receive substance abuse services,

FINANCING

State ACD ;&gency

The State receives funds from both the Substance Abuse Block Grant and State General Assembly
appropriations and provides them to the CSBs according 16 allocation formulas.
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Medicaid

To be eligible for Medicaid reimbursement for substanice abuse treatment, clients must be dually
diagnosed with a mental condition. The Siate conducts utilization reviews 1o monitor compliance.

MANAGEMENT OF SERVICES

The State provides funding and technical assistance and monitors the operations of 40 local quasi-
governmental CSBs. {The CSBs work for the local governments, not for the State.) Most CSBs
gncompass a single community, such as Alexandria or Arlingten; others cover combined arcas,
such as Falls Church City and Fairfax County. The CSBs develop treatment protocols for clients
and are responsible for designating dually diagnosed clienis and developing and administering
individual treatment protocols,

MANAGED CARE SYSTEMS

Some of the CSBs have managed care contracts for their areas, The Staie is not involved in these
arrangements.

The State is piloting a managed care initiative in the Tidewater region. In addition, the State’s
General Assembly recently esiablished a 2-ycar subcommittee 1o consider the delivery of publicly
funded substance abuse and mental health services (generally including managed care systems) and
to investigate the trends, pitfalls, and benefits of such services.
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SERVICES/MODALITIES

H

The following publicly funded services are available:

Inpatient detoxification services are provided in hospitals when other “medical
needs” are also present {Because it is unlawful in this State to be a “public
' inebriate,” persons in that condition are brought to shelters for referral to treaument
programs for “medically managed detoxifieation,” lasting 12 10 48 hours.);

‘Most residential detoxification services are provided in freestanding residential
detoxification programs;

. One long-term and four shori-term residential rehabilitation programs for adults are
available;

One residential program for the dually diagnosed is available;
Six transitional living {acilities are available;

Two comprehensive multimodality eight-bed units are available that also handie
outpatient treatnent;

R s e A

Three specialized residential treatrnent facilities for women are available;
Several day treatment programs are available; and
One drug-free program is available;

Outpatient programs are required to have at least one substance abuse specialistclinician for
adolescents as well as at least ane prevention service provider.

Although no formalized aflercare services are provided, they ofien are available as part of the
residential treatment programs. The State provides no methadone treatment programs.

SPECIAL POPULATIONS

i
State priorities follow the Substance Abuse Block Grant provisions. Medicaid priorities within this
State include pregnam injecting women, all other women, dependent children and adolescents
requiring treatment, and, finally, dually disgnosed adult males. The specialized residential
treatnent facilities for women technically are provided for pregnamt women and women with
dependent children {following the bleck grant provisions), but it is difficult to maintain capacity
with this specialized population.



Criminal justice population: The State’s Department of Corrections has its own treatment
resources; thus, the two State agencies only loosely coordinate and cooperate.  Within the
correctional facilities, only group therapy/counseling is available to those seeking treatment. The
State Division of Alcohol and Drugs provides technical assistance and helps place exiting inmates
inlo residential facilities as needed upon their release,

PROVISIONS/LIMITATIONS

There are no stipulaled limitations to the amount or type of care an eligible person can receive,
Practically speaking, however, geographic and fiscal factors limit the aetual services received. Due
to sparsity of services and budgetary constraints (dedication of funding 1o priority population),
services for adult males are limited,

FINANCING
State AOD Agency

The State draws resources from the Substance Abusc Block Grant and the General Fund.
Medicaid

Medicaid covers substance abuse treatment services for adolescents and women with dependent
children, The priority list is as follows: first, pregnant injecting women; second, all other women,;
and third, dependent children and adolescents requining treatment.  Adult males within this State
must be assessed as dually diagnosed 1o be included on the service list.

MANAGEMENT OF SERVICES

Across the State, 14 Behavioral Health Services Centers manage the delivery of publicly funded
subsiance abuse treatment, mental heaith services, and mental retardation services. The Office of
Behavioral Health Services (within the State Department of Health and Human Resources) makes
annual allocations 1o the Health Services Centers to provide services for all non-Medicaid clients,
Maost of the centers provide services on a fee-for-service basis, charging on a sliding scale. The
centers can contract with health maintenance organizations to provide care on a capitated basis, but
most do not. The centers also provide services to Medicaid clients {as do other qualified Medicaid
providers) and are reimbursed by Medicaid.

MANAGED CARE SYSTEMS
The State is in the process of converting all behavioral health benefits into managed care plans,

including Medicaid-reimbursed services. The Office of Behavioral Health Services will cover
services for both Medicaid and non-Medicaid clients.
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WASHINGTON '
SEIRVICESIMODALITIES
A (::ull continuumn of publicly funded services is available, including the following:
Hospital inpatient detcl'inﬁcation and nondetoxification services;
Freestanding residential detoxification programs;
Short- and long-term residential rehabilitation programs;
i Outpatient rehabilitation programs;
Methadone services;

Drug-free programs; and

+

Aftercare services (provided through outpatient rehabilitation).

Recovery houses provide intensive inpatient treatment, including social, recreational, and
occupational therapy. Extended recovery houses provide long-term residential services for
substance abusers with profound physical and mental impairment from chronic abuse. In some
areas of the State, there are insufficient services and/or slots available to respond fully to the need.

|
SPECIAL POPULATIONS

The Substance Abuse Block Grant provisions for special populations are also State priority
treatment groups. -

Criminal justice populations: The Division on Alcohol and Substance Abuse (within the State
Dcpam'nent of Social and Health Services) informally coordinates with the Department of
Corrections; upon release from correctional institutions, clients receive referral information about
available substance abuse treatment.

Dually diagnosed: The State funds a 130 bed MICA (mentally ill chemically abusing) program for
the dually diagnosed.

PROVISIONS/LIMITATIONS

Waitir;\g lists and funding gaps have become major issues for the State.
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FINANCING
State AOD Agency

The Division of Alcchol and Substance Abuse administers Medicaid-cligible and Medicaid-
incligible substance abuse services in the State. (The State Medicaid agency, the Division of
Medical Assistance, administers Medicaid-covered medical care.} Suate funds for substance abuse
services are derived from the Substance Abuse Block Grant (primarily for residential yeatment) and
from a dedicaled State tax for substance abuse treatraent {primarily for oulpatient tremtmem}. The
dedicated tax was established in 1989 to help cover the Medicaid match that cannot be covered
using resources from the Substance Abuse Block Grant.

Mediegid

Qutpatient substance abuse services are covered by Medicaid. Hospital-based detoxification is
covered if it is medically necessary. Two youth residential programs (under 17 beds gach) and one
women's residential program (under 17 beds) are covered by Medicaid;, however, social
detoxification {nonmedical) is not covered.

MANAGEMENT OF SERVICES

The State contracts with counties and local nonprofit service providers, Prevention services are
contracted to counties and nonprofit organizations with community prevention linkages. Qutpatient
treatment services are contracted through counties. Funds are alloeated based on {arget population
formulas, and ecunties recgive contracts upon submission of a biennial plan for services in that
community. Residential services are contracted direetly with service providers,

The State centifies the types of modalities that must be made available 1o needy clients and the
treatment facilities themselves and also is authorized to enter into contracts for the delivery of these
services, In addition, the State directly allocates, based on a formula that includes population and
minority compaosition data, the funds 1o counties within each of seven established regions across the
Stae, '

MANAGED CARE SYSTEMS

The Division uses managed care principles in managing substance abuse services, but does not
contract with managed care companies.

Services eovered by Medicaid are provided on both a fee-for-service {for in-hospital care) and a
managed care basis, Medical services provided for both Aid 1o Families with Deperdent Children
{AFDC) farnilies and for children under age 19 at 200 percent of the poverty level are capitated; in
addition, the Supplemental Security Income population is being brought into managed care on a
county-hy-county basis.
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A full continuum of pubhicly funded services is available, including the following:
;o Hospital inpatient detoxification and nondetoxification services;
Nonhospital residential treatment programs; .
i . Quipatient reatment;
| Day treatment (i.e., intensive outpatient};
Nonmedical nonambulatory intoxication monitoring services;
R Ambulatory withdrawal services;
Medicallv monitored nonambulatory withdrawal services;
« . Methadone ceatment; and
| Drug-free programs.
SPECIAL POPULATIONS |

The State follows the Substance Abuse Block Grant priorities: Pregnant women and women with
dependent children are served first, followed by intravenous drug users and other priority groups.

PROVISIONS/LIMITATIONS

Theé State has piloi-tested the “Uniform Placement Criteria” {UJPC) and is in the process of
modifying and retesting it. The UPL creates a common set of standards relating to substance abuse
treatment options.

All programs receiving Substance Abuse Block Grant funds are required to screen applicants for
tuberculosis before or upon entry into drug treatment, However, ofien funds are not available for
treatment, and clients are anable o pay for treatment either; in those cases, the clients remain
unireated.

®
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FINANCING
State AOD Agency

The State’s substance abuse treatment resources primanly come from the Substance Abuse Block
Grant and the General Fund.

Medicaid

Medicaid covers inpatient hospital, outpatient, and day weatment services, but does not cover
nonhospital residential programs (although health maintenance organizations [HMOs] may choose
to provide residential services if medically necessary). All wesiment must be medically necessary
and based on an assessment by a qualified professional.

MANAGEMENT OF SERVICES

The counties are reguired 0 ¢stablish human service agencies, known as “5142 boards™ afler a
section in the siatutes, 10 provide substance abuse, mental health, and developmental disabilities
services. The State provides the boards with annual funding according to a formuda based on
population and other factors; the counties must provide a minimum match of 9.89 percent, although
the counties ofien provide more than the minimum. The boards either provide services directly or
contract with local providers, depending on the availability of providers. The local providers must
be Heensed by the State. The boards or the contracted providers bill for services based on a sliding
scale, then the boards bill the State on a fee-for-service vasis up 0 the amount of the annual grant,

MANAGED CARE SYSTEMS

The Wisconsin Division of Health has initiated a2 Medicaid Managed Care Expansion Initiative for
Aid 1o Families with Dependent Children and Healthy Stan recipients. Under this Initiative, 64 of
the 72 counties in Wisconsin will expand Medicaid coverage through HMOs, and both substance
abuse &nd mental health services wall be covered through 19 HMO providers under contract with
the Wisconsin Division of Health. Additionally, for the 1997-99 biennial budget, the Wisconsin
Department of Health and Family Services will pilot six managed behavioral health programs that
combing substance abuse, mental health, and physical health services. State-funded services are not
capitated.
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WYQOMING
SERVICES/MODALITIES

’I”f;e following publicly funded services and modalities are available in the State:

yo Three residential treatment centers with 36 beds;
o Three halfway houses with 48 beds;

. One methadone center in Chevenne; and
#
; .
: : Twenty drug-free programs.

Bublicly funded detoxification or afiercare programs are not provided.

The State’s entire population is only 450,000, thus, the substance abuse problem s not very large.
The State plans 1 conduct a needs assessment 10 document the nature and extent of the need for
substance abuse treatment.

SI;ECIAL POPULATIONS

Wf;mmt Pregnant women are the State’s only special priority population.
?R‘C}VISI{}N&’{JMIT&TIONS

There are no caps of limits to services,

FINANCING

1

State AOD Agency

L3

Funding primarily comes from the Substance Abuse Block Grant and the State General Funds.

¥

Medieaid

With a few exceptions (the rare dual diagnoses of mental health and substance abuse treatment
needs), Medicaid does not reimburse for substance abuse treatment.

MANAGEMENT OF SERVICES

!
The State contracts with and oversees local private nonprofit service providers. The State provides
each local program with a $20,000 base and negotiates with the programs for caps on the total
amounts that can be billed to the State. Each program then provides services on a fee-for-service
basis and bills for costs up 1o the total contract amount. The provider must continue delivering

*
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necessary services even after billing up to the contract cap, but does not receive any additional
reimbursement,

MANAGED CARE SYSTEMS

The State views ils substance abuse treatment needs as being too small to warmant implementing a
managed eare sysiem.

113



APPENDIX B

MANAGED CARE MODELS AND ISSUES
IN THE CURRENT MANAGED CARE ENVIRONMENT




MANAGED CARE MODELS

Many States are secking to control their Medicaid cosis by estabiish‘ing managed care structures
either within their own systems or through contracts with private managed care organizations
(MCOs). Public sector alcohol and other drug (AOD) services funded through Block Grants,
other Federal discrelionary grants, angd State appropriations also have begun 1o move into
managed care models in a number of States. Historically, the State AOQD agencies have disbursed
funds earmarked for AQD services 1o providers who offered treatment on & fee-for-service (FFS)
basis. As States have initiated healthcare reforms, they have begun to turn to MCOs to manage

delivery of services funded through the State as well as through Medicaid.

Public sector contracting for managed care services has created varicus behavioral healthcare
structures that incorporaie both carve-ins {i.e., AOD and mental health services are included in
the same managed care plan with general medical services) and carve-outs {Le., AOD and mental
health services are not included with general medical services). In some States, AQD services
have been carved out of State contracts with MCOs for services for Medicaid récipicms. The
State has either left its AOD services in the traditional FFS system or directly contracied with a
managed behavioral healthcare organization (MBHCO). Other States have contracted with an
MCO, which may then either manage behavioral healtheare services within its total MCO or
carve out behavioral healtheare services to an MBHCO. The MBHCO may be cither a specialty
unt of their organization or another provider group with which the MCQO contracts under an
additional capitation agreement {i.e., subcapiiation). Some Staies have incorporated two
behaviora! healthcare carve-outs: one for mental health and one for AQD services. Siill other
States have carved out mental health and AOD services by contracting directly with service

providers in local areas {e.g., local public mental health systems).

The specific structures for managing bebavioral healthcare costs vary from State o State. It is
clear, however, that whatever form it takes, managed care is affecting the delivery and
accessibility of AOD services in both the private and public sectors as increasing numbers of
payers contract with MCOs. Managed care models employed by State Medicaid and AQD
agencies vary from the traditional health maintenance organization (HMQO) model to a variety of

provider neiwork models. Any of these may include AOD services or may carve out AQD

B-1



APPENDIX B

services 10 an MBHCO, which may then be structured as a behavioral health HMO or other

provider network model.

!
i

HMO Models

Various models exist for HMOs. Gne model includes both general medical and behavioral
healthcare practitioners as salaried employees of the HMO. In this model, costs are usually
ccmltroi%eé through a general profit-sharing or bonus plan for practitioners who stay within or
below the specified norms for referrals for hospitalization or expensive tests, Other models
%ﬁcéﬁde a group model, in which the HMO contracis with a group of practitioners at 2 negotiated
pcrzc&pita rate that is then distributed among the individoal practitioners; a network model, in
whi‘ch practitioners work out of thcir} gwn offices under contract with the HMO, and an
ittd"gviduai practice asseciation (IPA), in which practitioners continue with their individual or
group practice but may be compensated by capitation for all of the enrollees in their geographic
area. Alternatively, the IPA may receive a case rate, whereby il accepts a sel paymant for the care
of eiaciz treated patient; the payment includes all required services for treatment of a specific
diagnosis in a designated time period. Access to AOD services in each of these models
traditionally requires referral from a primary care physician {PCP). The requirement for referral
fror a PCP has been eliminated in HMOs that carve out their behavioral healthcare services, as
oppg‘:&ed to providing these services through a carve-in. In the carve-out model, mental health
and/or AQD services are subcapitated through coniract with an MBHCO that controls access 1o

alf mental healih and AQD services,

Preferred Provider Organization and Point-of-Service Models

The preferred provider organization (PPO) contracts with healthcare praciitioners, hospitals,
phar:naciﬁs. labs, and other providers at a negotiated, discounted FFS. Enrolices in PPOs are
giws% incentives to use only network providers, although they may choose to go outside the
network and pay a higher copayment andfor deductible. The PPO also controls costs through a
structured system of utilization management that requires practitioners and hospitals 10 get
authorization from the PPO before providing any nonemergency services. The PPQ may use its
inzar%za] ulilization management system for AOD services or may subcontract with an MBHCO

1o provide wtilization management for this area of healtheare,
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The point-of-service (POS) madel combines features of both the HMO and the PPO. Like the
PPO, the POS contracts with a network of healtheare providers. These providers may be paid
through 2 negotiated or discounted FFS, a case rate for patients they treat, or capitation for
enroliees in their geographic area. The enrollees are encouraged to stay within the network,
although they may receive services from non-npetwork providers and pay a higher copayment,
and/or deductible. The POS is similar to an HMQO in that each enrollee selects or is assigned to a
PCF, who controls access 1o specialisis. When AGD services are not carved out te an MBHCQ,
enraliees are covered only for these services after referral from their PCP. If the POS has carved
out its behavioral bealtheare services to an MBHCQ, referral is not required from the PCP.
Methods of accessing and receiving continued authorization for AGD services are defined by the

MBHCO s utilization management siructure,

ISSUES IN THE CURRENT MANAGED CARE ENVIRONMENT:
BENEFITS AND POTENTIAL PROBLEMS

The advent of managed care has raised a number of policy issues. These include issues related fo

the following:

» Efficient and effective financing of AOD services and possible conflicts of intcrest created by
cost-saving incentives;

s System designs that may increase managed care providers’ incentives for provision of AQD
prevention and carly intervention services or may actaally provide disinceatives for those
services; and

s Unhilization and case management systems that may enhance AOD-treatment efficiency and

effectiveness or may simply reduce costs by inappropriately denying needed services.

Although restructuring bebavioral healthcare delivery systems may prove to be beneficial in
many respects, problems have been reported by key informants in the States as well as through
reports by the National Association of State Alcohol and Drug Abuse Directors (NASADAD).
Additional problems are anticipated as managed care moves more deeply into the realm of public
AOD services, Concerns have been raised refating 1o all aspects of AOD services. including

treatment access and quality of care.
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Financial

MCOs are designed 1o reduce costs by eliminating unnecessary or inappropriate services. This is
géneraily accomplished through gatekeeping systems requiring that specialty care be accessed
through referrals from a patient’s PCP or preauthorization from the MCO’s utilization
management staff, MCUs report lower use of inpatient care and expensive tests and are
specifically designed 1o remaove the incentives for providing inpatient care that existed in
zgad%iiogzai indemnity plans. Instead, these plans focus on patients receiving care in the least

restrictive setling.

One concern ;aiscé about MCOs is the lowering of the percentage of the healthcare doliar used
for direct provision of services as opposed to administrative costs and profits. Utilization
néanagcment systemns increase administrative costs. In MBHCO:s, trained clinicians, including
n.urses, physicians, and clinical social workers and psychologists, develop and administer
uii]ization management protocols and review each case with the treatment provider, The
treatment provider must also spend administrative time completing individual treatment plans
(ona ;raricty of forms) to be mailed in for review, and/or they must spend significant telephone
time talking with a reviewer about the patient’s symptoms, treatment plan, and progress, If the
b:ﬁa HCO is upwilling to authorize the recommended weatment, an appeal process may be

initiated by the treatment provider, requiring the expenditure of additional administrative time.

{;ayers of contracts and subcontracts also contribute 1o increased administrative costs, For
gxamp%e, in the public sector a State may enter into a capitated contract with an HMO for
zz;mnagczmzzi of ity Medicaid services. The HMO may then subcapitate with an MBHCO for
mental health and AOD services, and the MBHCO may then subcapitate with a provider group in
a local area. Each layer adds a&dizianai admimistrative fees and possible profits and reduces the
funds ultimately available for direct service to the enrollees. MCOs have been reported 1o expend
anywhere from 6 1o 40 percent of premium doliars for administrative cost and profit (Church,
1997; Boodman, 1997},

bircct healthcare expenses as a percentage of premium revenues are referred 10 in the healthcare
insurance industry as “medical loss ratio.” One method used by for-profit healthcare insurance
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corapanies 1o provide a high return to shareholders is w0 minimize the medical loss ratio: For
profit MU Os frequently are accused of valuing healthy profits over healthy membership.
Minimizing medical loss ratios serves as an ingentive for MCOs to reduce their expenditures for
healthcare services, particularly those services that have the highest costs. Along with a need to
keep premium rates Jow, a strong incentive exists for erring in the dirsction of undertreatment or
denial of services. This incentive is true for both nonprofit and {or-profit MCOs. If the cost of
delivering services increases beyond what had been expecied at the time Capitation raigs were
negotiated, the MCQ faces diminished profits and, possibly, significant lasses that must be
recouped. This risk is of particular concern when the MCO is 2 public or nosprofit group that

may nol be sufficiently capitalized 1o conlinue providing services.

HMOs and PPOs use a vanely of methods to enceurage healthcare providers to be cautious about
treatment expenditures. HMOs that operate with a staff model may either reward all staff for total
efficiency by providing a bonus plan based on financial success, or they may focus on their
salaried staff physicians who function in 3 gatekeeping role. Salaried PCPs may be awarded
bonuses on the basis of cost of referrals for specialty and hospital care. For exampile, if there is a
surplus in the HMO s budget for inpatient care, a designated amount of that surplus may be
divided among all PCPs. Similarly, a limited amount of any deficit might be deducted from PCP -
salaries. HMOs also may provide bonuses to PCPs based on their individual referrals for
specialty and hospital care relative to the HMO’s established norms. Another method used by
HMOs and POS plans is o compensate individual PCP or physician groups and other
gatekeepers, such as MBHCOs, through a capitation method. In this system, the gatekeeper
receives a set amount of money per month for all enrollees under its care, and the cost of

hospitatization or other specialty services is borne by the individual PCP or group.

PP, HMOQ, and POS plans also routinely provide “report ¢cards™ to contracted healthcare
providers; these reports rate the providers’ practice patterns regarding referrals for specialty care,
inpatient hospitalizations, and length of stay (outpatient visits or inpatient days. per patient}.
Many MCOs will suggest improvements for providers who fall cutside the norm. For example,
an MCO might suggest that an inpatient hospital with an average length of stay for AOD

treatment admissions that is above the regional norm consider discharging inpatients more
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quickiy to partial hospitalization. This reporting is presented as part of a quality improvement
program. If practice patterns do not remain within specified norms, MCOs and MBHC Os may
drop the clinician or facility {rom their panéi of contracted providers. Service providers sometime
réfer to this practice as being “blackballed” by managed care. Opponents of managed care

believe this practice discourages providers from requesting authorization for the AOD services

they might clinically view as being the most effective intervention for the patient.

Al of the above methods of sharing the medical loss ratio risk with gatekeepers and other
c:iiz&icians are incentives for the undertreatment of both physical and behavioral healtheare
;z;réizflcms. Consumer and provider advocates alike have raised serious concermns about the

f {nancial incentives for denial of appropriate care that are inherent in bonus and shared-risk
structures. Caverage for AOD services may be al even greater risk than other physical or mental
d_isordcrs because there are fewer public advocates for these services than for other medical

H

disaorders.

ﬁi number of informants deseribed situations in which treatment options had been scaled back
and siricter Bmits imposed on length of stay after managed care programs were implemented. In
some cases, ADL treaument was subsumed under menial health services, and in at least two
situations, detoxification centers had been converted into crisis stabilization units that provided

only 24 hours of detoxification.

Although managed care critics complain that the system’s financial incentives result in
undertreatment of substance use disorderts, proponents beligve that managed care has simply
cortected a system that previously provided financial incentives for unnecessary hospitalization

or fengthy treatment for substance use disorders.
; +
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Prevention and Early Intervention

HMOs were created and marketed initially as a system that would promote health rather than
focus only on iliness. In light of this focus and the financial deterrents for providing costly
treatment services for preventable ilinesses (or at least abating those costs through early
intervention}, advocates for managed care tout its potential for the development of prevestion
and iptervention programs for enrollees. The premise that MCOs have financial incentive for
prevention and early intervention presumes that their enrollees will rernain with them for a period
of years. However, managed care contracts are time limited and cost competitive. Contract
awards that are, in fact, initiated in an effort (0 control healthcare expenditures will certainly be
based heavily on cost proposals. Although the expense of providing prevention and early
intervention services may have a fong-term payoff for an MCO's enrollees, the costs will be high
in the short term. The current contracting systems and opportunities for enrotlees 1o voluntarily
change plans on a periodic basis is unlikely to provide an incentive for MCOS to invest heavily in

prevention and early intervention services.

Early int¢rvention is encouraged by public education efforts seeking 10 convey the fact that
substance use disorders are preventable and treatable. Public educalion campaigns that encourage
people Lo recognize symptoms and to seek treatment carlier in the progression of their illness are
laudable efforts to increase carly Ea‘zcrvcnzion, However, they may actually have an adverse
financial impact on MCOs¢ looking for short-term cost savings, as demonstrated in Exhibit B,

following this page.

Utilization Managemen?

Costs for ADD services are controlled by MCOs and MBHCOs through systems designed to
manage enrollees’ utilization of benefits. These systems are designed with the stated purpose of
increasing the cfﬁc}cncy of the healthcare delivery system; they begin with procedures for
accessing treatment services and continue with structures for ongoing review of each patient’s
neced for continued treatmnent. Proponents of managed care view these utilization ranagement
systermns as 4 means to maximize benefit coverage by providing cost-effective care for mental
health asd substance use disorders in the most clinically appropriate and least restrictive

environment. Critics of managed care view utilization management systems as “gatekeeping”
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funicrions that may be designed to deny appropriate treatment services in order {0 enhance profits.
Concerns surrounding the gatckeeping functions of MCOs were expressed by numerous States
and reported by NASADAD.

Increased Efficiency of Delivery System

Before the advent of MCQs, palients ofien received healtheare services through a fragmented
delivery system, with duplication and limited communication between the various healthcare
providers. For example, an adojescent patient with a substance use disorder might have been seen
by a school counselor, tested by an oulpatient psychologist, received outpatient therapy from a
clinical social worker, hospitalized following an emergency room visit afier an overdose and
assigned o that hospital’s on-call psychiatrist, and then discharged to an intensive outpatient
program in the hospital psychiatrist’s practice group. Frequently, the family would serve as the
client's historian, with varying degrees of effectiveness based on their understanding of the
treatment attempts that had been made. Psychological testing might be repeated, and treatment
interventions for both the adolescent and family that had been ineffective in past outpatient
counseling might be implementad again in the intensive cutpatient program. An MCO’s
utilization management system would have information available from all the treatment
providers involved with the family and might be able to streamline service delivery, avoiding
unnecessary duplication. Proponents of managed care support utilization management systems in
their ability to provide this service, Critics of managed care raise concern that these systems too
often fail 1o integrate services effectively and more often serve simply as systems for creating

obstacles to trealment access,

Acecess ta Treatmnent Services ‘

MCOs and MBHCOs may be structured in ways that can either facilitate or hamper AQD
trearment access. Obstacles (0 treatment presented by MCOs most often gain public antention, but
the potential also exists for carefully structured managed care systems to enhance access for

E

patients seeking treatment,

Patient and provider advocates frequently Criticize both general medical MCOs and specially
MBHCOs for denying access or establishing significant barriersto patients seeking treatment for
B-§
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a §ubstancc use disorder. Critics complain that enrollees in many MCOs and MBHCGs are
required to provide detailed information about their current symptoms and personal history 16 a
succession of strangers before they can receive treatment, For many MCOs, the first step an
enrollee must take is to call a behavioral healthcare referral line, where a triage worker will ask
about {1) the current symptoms or events that prompted the call, (2} the caller's past treatment
hiélory, and (3) the potentis] for self-harm or harm to others. The triage worker may then either
direct the enrollee to contact “self-help” resources in the comimunity or refer the enroliee for an
izzigiividzza% face-to-face assessment. If approved for the assessment, the referral to a specific
therapist may be made simply on the basis of the enrollees’ zip code. {The assessing therapist
may or may not have any specific substance abuse skills or training.) A number of MCOs and
MBHCOs require that the initial face-10-face assessment session be conducted by a therapist or
psychiatrist who will not became the treating therapist or psychiatrist. (This requirement for an
“iz;depczzéeai assessment” is most often the case in an FFS arrangement, such as a PPQ
structore.} The information gleaned from this assessment must then be reviewed with the
MCOIMBHCO staff, who will refer the patient o a specific reatment provider if they concur
with the assessing therapist’s recommendation. Thus, patients must discuss the detalls of their
z:!nflg history and current Symptoms 10 at least twa people {the inital telephone triage worker and
iﬁé initial therapist or psychiatrist) before they can be referred to treatment, If the patient receives
a 1%raalmant referval, this patient will need (0 describe his/her history and current symptoms again,
thi‘s time to the treating clinician, before treatment can actually begin. In light of the stigma
attached to substance use disorders, many people hesitate to acknowledge their symptoms even 10
zhc;mseives, close friends, or family memberss. Systemns that require people to describe their
peigscaai symptoms and histories to a succession of strangers can be a significant barrier for
MjCO enrollees {0 access treatment services. Providers and patient advocates raise the concemn
th;’it this process is daunting for most people and impossible for someone whose functional level

is imited by 2 serious substance use disorder.

Access to AOD services is one of the most important considerations that must be monitored
when implementing managed care programs. MCOs are most frequently criticized for denying
access or establishing significant bareiers to enrolices seeking treatment. The way in which

MCOUs and MBHCOs are structured o respond (o issues of treatment access thus can facilitate or
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ohstruct enrollees seeking behavioral healthcare services. A variety of factors promoting and
obstructing access 1o treatment, in addition 1o those described above, are listed in Exhibit B-2,

following this page.

Medical Necessity Criteria

To establish a mechanism for authorizing enrollees’ use of behavioral healthcare benefits, MCOs
and MBHCOs have developed criteria for placing patients in appropriate levels of care based on
assessed treatment needs. Although proponents of managed care believe it provides a means for
matching patients with cost-effective treatment interventions that will result in positive patient
outcomes, State informants raised concems regarding placement criteria {frequenily referred 10 as
“medical necessity” criteria). They fear that the criteria will lead to denial of services for clients

who are not experiencing acute medical symptoms as a result of their substance use.

Critics of managed behavioral heajthcare argue that because treatment decisions are complicated
by so many variables, standardized criteria and treatment practices are not appropriate. Mast
behavioral healthcare researchers and providers agree that no single form of AGD treatment is
effective for all people with a given diagnosis. However, current knowledge is Himited regarding

which treatments are most effective for which people at which time.

In recent years, organizations such as the American Socicty for Addiction Medicine (ASAM)
have made a significant investment in developing a consensus for patient placement ¢riteria,
Through ASAM’s efforts, a multifactorial system was developed that assesses patients on various
biopsychosocial dimensions and results in defining the level, focus, and type of care needed as
shown in B3, It is ¢lear from reviewing (his set of patient placement criteria that determining the
leve! of care appropriate for individual patients is a complex process, However, the ASAM
patient placement criteriz is one of the few well-developed systems that takes into consideration
both the many dimensions that must be assessed and the severity level i ¢ach dimension. These
criteria are then used to determine the appropriate level, focus, and type of care that should be

provided.
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Exhibit B-2

Factors Influencing Access to Treatment

Gbstacles to Access

Not identifying individuals in need of treatment

Net reaching clignts in the localions in which
thay enter the “systerm” {i.e., couns, eriminal
justive system)

Long waiting periods for appropriate service
¢ .

Multipte sleps, piaces, and people needed i
ACCess services

Arbittary service limils

Automatic Yail first” policies {e.g., the ciient
rmust fail a less intense level of traaiment
botore a mare indense level is made availabie)

Geographic inaccessibility

Resource-intensive review and appeal
procedurgs

i

Excessive and clinically inappropriate
gxclusionary critenia

V

Cultural, gander, and/or ethnio insensitivities
1

Restrictive copayments

Unknown, untimely, or nonotyective appeals
pProcessas

Lack of transpadation
{

[Patient placement criteria that are
nonsiandardized, finargislly dnven, andior
‘subigctively applied

Source: Moss, 19985,

e -

I

)

1 11

(A A A

Factars Promoting Access

Effective screening, assessment, AQD training

Satellite siles, systematic linkage, training

Services within 72 howrs, depending on
severty of ¢linigal neod

Widely available and simplified intake
processes

individualized ireatment plarg

Individuaiized cormprebensive assessment used
10 guide appropriate placement

Geogmaphically weil-distributed siles focated on
transponation tines

Highly eHicient, publicly known otilization review
processes

Restristed abildy to exclutte specified types of
hoursidays of operation

Prictity placed on oultural competence
developrment ;

Ewmination of copayments

Widely known, timely, objective apneals

Transporiafion available as needed

Pationt placement criteria that are
coflaboratively developed, clinically driven,
objective, an standardized

S8, neorporated




h

Exhibit B-3

Summary of the ASAM Adult Patient Placement Criteria for the
Treatment of Psychoactive Substance Use Disorders

This overview of the Adult Admission Criteria is an approximate summary to illustrate the principat
concepts and structure of the crilera.

Lavels of Carn/
Criteria Dimenglony

Laval |
Quipntient Treatment

. Level H
Intensive Qutpatient
Treatment

Level HE
Madically Monitorad
Intenaive Inpatlent
Treatment

Level IV
Medicaily Managed
intenslve inpaltient

Treatment

1
ARUTE INTOXIGATION
ANLHOR WITHORAWAL,

WNo withdrawal rigk

Minimal withdrawal risx

Savere withdrawal risk,
bun maragasbls in

Sovare withdrawal risk

Lovat if

POTENTIAL Lavel #l
2 Hong or readistracting . . .
BIOMEDICAL CONBITIONS trom acdicion traatment | e medical Requite 24-hour
AND COMPLICATIONS | 110N Of very slable and manageatle in monioring it not madical and nursing
inensiva irsatment care

3 Savers problams
EMOTIONAL/REHAVIORAL M soverty, with Mukierate saverity, requiring Z4-hour
CONCITIONS ANG Noneg or very stable golantiai io disiract %om | naading a 24-hour psychiatfic care, with
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In contrast, the patient placement protocols used by many managed care systems tend 1o focus
simply on broad criteria {often limited 10 issues related to potential for “harm to self or others™)
that must be met for approval of a particuiar level of treatment. Such criteria are criticized by
m;my AQD treatment providers wha believe that managed care systems do not take into accgunt

in%i%sziéaai differences amd clinieal peeds.

Anpother commonly expressed concern relaies to differing interpretations of criteria between and
among MCO reviewers, MCOs, and practitioners. In addition, treatment focus differs from MCO
to,’MCi}‘ For example, some MCOs emphasize medical detoxification and little or no counseling,
wEﬁereas others emphasize counseling by nonphysician clinicians and authorize the use of
inpatient or residential detoxification only when other options have failed. Managed care critics
ar%ue that this lack of reliability results in utilization management {ac described cariier in this
refmrt} being used too easily as a vehicle for denying clinically needed care in order to enhance

profits.
H

Individualized Treatment FPlanning

Supporters of managed behavioral healthcare believe that individualized care is most likely to
oceur in a managed cire envirenment. They see managed care as having prompted the
development of ASAM's patient placement criteria and as having provided the impetus for the
current development of clinical pathways taking place within hospitals, cutpatient clinics, and
behavioral heafthcare professional associations. Without the requirement that clinicians review
aa;zs with utilization management staff in MCOs and justify their planned treatment
in{ewcmiens, managed care supporters believe that providers would simply treat clients based on
individual provider preference or convenience, When treatment plans are not individualized,
patients may be placed in programs designed o address the general needs of somsone with a
ng}"’ticaiar diagnosis, but not the specific needs of an individual client. The analogy used by some

practitioners and researchers in reference to this type of programming is “making the foot fit the

To defend the legitimacy of their patient placement criteria and treatment protocols, MCOs have

been charged with validating them. In this regard, managed care is credited with encouraging the
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developiment of outcome studies in behavioral healthcare. Few studies {o date document the
comparative efficacy of the many treatment techniques used in behavioral heajthcare (Wickizer,
Lessler, and Travis, 1996}, Purchasers of managed behavioral healthcare services are requesting
that MCOs provide outcome evaluations to docurment the clinical efficacy of their managed care
strategies. In tum, both MCOs and regulatory agencies are beginning to require that behavioral
healthcare provider groups and hospitals conduct outcome studies 1 maintain their credentials.
The results of these outcome studies should be valuable in planning for continued reform of

behavioral healthcare delivery systems.

Intensive Case Management

Another process that has developed out of the ulilization management practices of some
MBHCOs is intensive case managemenl. When an enroliee has muliple admissions to treatment
programs or has a documented need for lengths of stay outside the norm for his or her particular
diagnosis, a specific case manager may be assigned to follow the case. For example, when a
patient is referred for treatment, the case manager may be required by the MBHCO to check with
the freaiment provider in order to ascertain whether the patient has attended scheduled
appointments. If the patient has not kept an appoiniment, the case manager may call the patient
directly 10 encourage him or her to follow through with (reatment recommendations, The
MBHCO staff assigned for this type of case management is generally a licensed clinician who
wilf collaborate with rreatment providers, advising them of previous trearments and making
recommendations for continued care. Some ACD treatment providers find this process to be
intrusive and view it as simply another method for MBHCO:s to scrutinize the care of high-risk
patients in order te Tind a way to deny them continued professional care. However, other

providers welcome the input.

Whether the intensive case management systems currently employed by MBHCOs are effective,
managed care proponents cite the opporiunity to enhance AOD treatment oulcomes through the
provision of specially case management services. Integration of services from the diverse and
multiple providers in the system requires management and coordination. lotensive case
management to coordinate services and (o supporl patients’ transitions as they move across

treatment setlings is a potential benefit to be gained from managed care.
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Confidentiality Issues

Privacy and security of personal information is a significant public concern. Many AOD
treatment providers and consumer advocacy groups have expressed serious concern about the
detailed informalion that must be made available to managed care companies dufing the
atilizalion review process in order to get approval for coverage. AOD-use hisiories, psychiatric
diagnoses, treatment plans, and clients’ responses to treatment all are provided to the MCO.
Although confidentiality is an issue for everyone invelved in the healthcare field, this issue is an
ever greaier concern for those who use ADD treatment services because of the stigma attached to
AOD-use disorders and the possible negative effects of disclosure of this information to
emi:aicyﬁrs or athers not directly involved in a client’s ¢are. Critics of managed care view MCQs
as ;innecessariiy expanding the network of information sysiems whereby personal client
information 1s now available. The MCOs respond that they have safeguards that limit those who
havic access to the information within their arganizations, and that they do not release
nen’aggrcgazt: information to employers or others who might inappropriately disclose individual

client information.

Carved-OutiCarved-In AGD Services

AQD services are carved out to specialty MBHCOs in increasing numbers. These companies
manage behaviaral healthcare as part of general health coverage for more than | million people
in the United States {Geraty, 1996} Ongoing debate exists among stakeholders {i.¢., consumer
advc;cazes, public and private sector AQD providers, and MCOs) regarding the positive and
ncgaitive cutcomes of carving out AUD and other behavioral healthcare services.

Critics of carve-outs point to the effort that has been expended in recent years (o increase
rzcagniti on of substance use disorders as similar to other ilinesses. They believe that carve-outs
accentuate differences and reinforce public misperception that substance use disorders are not
truly “ilinesses.” In fact, substance use disorders are very similar to other medical disorders: They
can be chronié, recurring, and disabling conditions and have been described as analogous to
diabetes or heart disease. The difference between substance use disorders and other Hllnesses is
more often in the treatment systems for chronic conditions, particularly the community supports

needéd to avoid or diminish relapse.
3 :
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Proponents of carve-outs argue that substance use disorders are underidentified by PCPs. This
issue is significant in MCOs that require enrollees to obtain referrals from PCPs for AOD
services. HMOs appear to underidentify and undertreat substance use and other behaviora! health
disorders, as evidenced by reports indicating that they spend only 3 to 5 percent of benefit dollars
on behavioral health, whereas other types of plans spend about 10 percent (Warren, 1995). PCPs
and nurses employed by HMOs generally would be expected to have limited training or expertise
in substance use disorders and limiled understanding of treatment needs, even when the illnesses
are identified. Carve-outs to MBHCOs arise partially from AQOD and other behavioral healthcare
clinicians’ distrust of PCPs’ ability or willingness to adequately identify patients with substance
use and mental health disorders as well as from their distrust of PCPs" ability to appreciate the

need for referral to specialty care systems.

Structure of the AOD Service System

Unlike traditional healthcare systems, AOD services use a variety 6f practitioners, including
addictionologists, clinical psychologists, certified substance abl;se counselors, nurses, social
workers, marriage and family therapists. and rehabilitation counselors. Many substance abuse
programs also employ experience-based counselors who are not covered in traditional healthcare
plans. AOD treatment systéms use an array of social support and self-help groups, including
Alcoholics Anonymous, Narcotics Anonymous, and Children of Alcoholics. AQD service
providers generally recognize the need to integrate services and provide continuing-care supports
to prevent or ameliorate relapse. MBHCO carve-outs tend to have better linkages than general
medical MCOs with all the direct AQD service providers within the community as well as with
the support systems. These networks are vital, because services must be coordinated from
multiple providers and linked to support wraparound services, such as child care and
lranspona‘lion, the lack of which may serve as major treatment barriers if left unadvised.

People with substance use disorders also have co-occurring physical problems that may be
secondary to or exacerbated by their substance use. Coordination of primary healthcare and
specially AOD services is important both to help patients manage their physical medical problem
and to ensure that prescribed medications and treatments do not unnecessarily exacerbate either
their physical condition or their substance use disorder. Although advocates for carve-outs point
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to that system’s integration with community services, others believe that carve-outs fragment
services between primary and specialty healthcare providers.
L]

When AOD treatment is carved in with the general medical system, a financial incentive exists
for early identification and treatment of substance use disorders in order to avoid or diminish
costs for treatment of co-occurring physical problems. The carve-out of behavioral healthcare to
ar; MBHCO removes what might have been a financial incentive for the MBHCO to icicnlify and
tr?al the substance abuse or addiction. When AOD services are carved out, the MBHCO is at risk
only for the cost of providing behavioral healthcare services. The undertreatment of substance
use disorders results in a shift of costs to the MCO providing physical medical services. If
sdﬂbstance use issues are aggressively identified and treated, the costs for treating physical
medical problems secondary to substance use disorders may be avoided or reduced. For example,
expensive physical medical treatment costs may be incurmred for patients who have cirrhosis or
bl;ceding 'esophagea] varices secondary to their alcoholism; who experience accidental overdoses,
infections, and other medical problems associated with drug dependency; or who suffer acute
céisodes of chronic illnesses, such as diabetes, when they are unable to appropriately care for

themselves as a result of their substance use disorder.
_P

P:'_tbh'c-Privare Partnerships

The public sector is forming an increasing number of public-private partnerships to either
manage or provide services that previously were only within the purview of public agencies.
Tt'lcse partnerships create opportunities to reengineer service delivery systems and improve the
efficiency and effectiveness of services. The privatization of public behavioral healthcare
se_rvices through coniracts with Medicaid and other State programs may potentially enhance
services. This enhancement may be accomplished through the development and improvement of
provider networks, implementation of appropriate utilization management systems, and cost
savings that may allow access to treatment services for a greater number of people. Similarly,
mlany of the tools of the private sector, such as integrated management information systems, may
enhance the provision of other public sector services, including primary healthcare, the welfare

and child welfare systems, and correctional facility programs.
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At the same time, the privatization of public sector programs may present problems for the
treatment of pzrsons al risk for or experiencing substance use disorders as well as for the public
and nonprofit programs serving these individuals. Persons with substance vse disorders often
depend on the network of publicly financed providers who have a history of seeving populations
with multiple needs. Prevention and treatmen: programs and the social services 1o which they are
linked form a nexus of support critical to helping those who need or are receiving AQD services.
As weifare reform and other public sector peivatization efforts are initiated from State 1o State,
the system of wraparound services critical to this population may become fragmentad. The
inexperience of privale sector organizations in coordinaling care ¥or this population has the
potential to result in reduced levels of care and, consequently, reduced levels of functioning by

many people whao have serious substance use disorders.

Government agencies overseeing AOD services must secognize the potential impact that
privatization of publicly funded behavioral healihcare can have on the populations they serve.
The impact of such privatization must be identified and monitored so that eifective technical

assistance and contract oversight for agencies serving this population can be provided.

The private sector %teistorically has limited experience providing services for elients with chronic
substance use disorders. Private MCOs have tended 1o focus on acute episades of iliness and may
not be prepared to provide or facilitate the use of essential wraparound services over the long
termn for a large percentage of their AOD clients. Such wraparound services include access to
transitional housing programs and group homes, which is essential for many people;
transportation and child care, the lack of which are major barriers (0 Ureatment access for
Medicaid-eligible mothers; public health services necessary (o respond to the high-risk
pregnancies among substance-abusing mothers as well as to those at risk for HIV and other
infcclicn's; and community support and rehabilitation programs necessary for people 10 achieve
and maintain the highest possible level of functioning. The advent of Medicaid and other public
sector behavioral healtheare service contracts with privaie MCOs and MBHCOs has the potential

to facilitate linkages with these essential services through intensive case management services.
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Because most MCOs are primarily sxperienced in providing managed behavioral healtheare
f

services through employer-sponsored benefit plans, they are inexperienced in providing such
services for enrollees who may be homeless or live in isolated rural areas. Lack of experience in
! .
the latter can create ireatment access barriers for those seeking services in traditional private
]

. managed ¢are networks. For example
t

In New York City, where every borough has a different managed care company,
a homeless person may wander inte another borough and lose coverage. In some
rural areas, the shortest distance to providers is in another State, and using out-

of-network providers is not allowed under the closed managed care networks
{Warren, 1985},

Private MCOs and MBHCOs must be ;ﬁrf:;zarad to respond to these issues.
'z

+
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High Financial Risk for Capitated Contracts and Limited Actuarial Data
&éluariai information for Medicaid and other public sector service recipients’ use of AOD
se%viccs is limited. Many States do not have information systems for accurately estimating costs
w{iw establishing capitation rates for MCO contracts (Warren, 1995}, However, MCQs have
ta;gctcd Medicaid and other Government contracts as 2 growth area and are anxious to compete
n §zi‘zis market [o increase their premium revenuss, Medicaid recipients are overrepresented
among those with substance use and mental health disorders. In addition, capitated contracts for
M%:dicaié services may cause a higher medical loss ratio than a private MCO would have
aﬁ:zicipated. If ae MCO has underbid a contract and needs 10 minimize the medical loss ratio,
reviewers may be particularly stringent with their wtilization management ariieria and limit the
usé of AOD treatment services.

f
Uz}derbiddin g for managed care contracts also miay have a deleterious effect on nonprofit and
pu'iblic sector providers who have eniered the managed care arena. Such providers may accept
caéizazion rates that are too low, because of a lack of expertise in analﬁzing available actuarial
da;a and a need to compete with the private sector MCOs in order to continue operation. The
result myay be even more serious for ponprofit and public sector programs than for private

programs, because the former are not as likely 1o have capital sufficient (o sustain losses. The
¥

b
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question then arises, How would their entoliees continue to receive services, unless Government

agencies were prepared to bail out the programs”?

Vulnerability of Population

Public sector service recipients with substance use disorders, particularly those who live below
the poventy {evel, do not have the voice of other groups, such as senior citizens, who also may be
affected by managed care or privatization of previously publicly operated service systems.
Though advocacy groups for the mentally il have gained strength in recent years, as a rule they
have not included advocacy for those with substance use disorders, leaving this population
panicularly vulnerable 1o the negative impact of cost-contro! efforts by privately operated service

providers.

Providers of AQD teeatment services egport that it is difficult w0 get approval from private MCOs
to provide anything but the most minimal service for those with substance use disorders. MCOs
spend very little for care of primary substance use disorders, although 21 million people suffer
from them {Rouse, 1995), Marzj} abservers indicate that MCOs believe they can cut services in
this area with little backlash because of the general public’s belief that substance use disorders
are not illnesses, that this popufation is not worthy of healthcare dollar expenditures, and that

drug users in particular belfong in prisons and not in treatment facilities,

Fate of “Safety Nel Providers”

Puhlicly funded and nonprofit behavioral healthcare providers are often referred o as “safety-net
providers” because they are avaable when all other private treaiment benefits a person might
use have been exhausted. Safety-net providers may find it difficult to compete in a privatized
managed care environment. Typically, nonprofif and publhc AOD service providers do not have
the capital or the administrative sophistication t0 successfully compete with private praviders for
preferred-provider contracts. If safety.net prﬁ#idéi& are unable 10 obtain managed care contracts
and lose their insured and Medicaid patients 1o private providers, they will lose their economies
of scale. When this happens, they will need 10 cut hack on available serviees or obtain additional
publicly funded subsidies to continue providing services. These subsidy requirements will be
higher than were necessary before the implementation of managed Medicaid contracts, because
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oti the safety-net providers’ gess of FFS revenue from treatment of Medicaid clients. Additionally,
the treatment limits set hy MCOs could prevent Medicaid-covered patients from accessing AQD
sejrvices through their managed care plan. Therefore, these patients are likely to returm to
community agencics (i.e., safety-net providers} for reatment services, so these agencies end up
prfzviding treatment that was denied by the Medicaid MCQ. Before the advent of Medicaid
managed care contracts, the safety-net providers would have been reimbursed by Medicaid for

services for these same clients.
¥

¥

A'number of States have considered or passed “willing provider” laws 10 ensure that any willing
pr;evider is able to become a contracted petwork provider with an MCO), as long as they are
willing to meet the standards of that MCO and accept payment at a given rate, However, the
Sﬁ?ﬁlymel andd nonprofit praviders may end up with a disproportionate numher of people with
chronic substance use disorders if they are one of a number of contracted providers in their
region. The clients with chronic substance use disorders, having (raditionally used the public
sector services, would already be on their caselaad. It is likely that these patients would seiect the
provider they knew when they were enrglled in an MCQ. If payments are subcapitated by the
Mj:':O to behavioral healthcare providers, the safety-nci provider could find that as a result of this
ad'_verse selection process, they are underfunded to meet their clients” veeds, Willing provider
Iaivs aiso have the potential to reduce the MCO’s ability to negotiate rates. AOD service
providers have been willing to accept lower than usual rates from MCOs that offer exclusive
contracts or at least restrict the number of contracted providers in their area. If contracts must be
af{cmé to any willing provider, the economies of scale that were available under gxclasivti
wmz‘act; disappear. |

As a result of concerns about the effects of willing provider laws, a number of States have
repealed those laws or are amending them 10 “essential provider™ laws. These laws require that
MlCGs inchude certain essential public sector providers in their networks but do not require them
to make coniracts available to all willing providers in the community.

+
.

If public praviders of AOD treatment services are able to effectively contract with private MCOs

3 . . e .

in.ways that do not seriously threaten public providers’ financial selvency, the move toward
; .

i
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privatization of traditionally public services could result in a continuum of care that positively
inegrates public and private sector services in local communities. The effect of privatization on
safety-net providers will need to be closely monitored, because these providers continue 10 be the
only treatment resource for people with substance use disorders who either do not have health

coverage or have exhausicd their health insurance benefits.
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i Coercing Coegrced Treatment: How Far Should Public Policy Go?

o m

Introduction

Coercion of drug-related offenders into treatment ;xmgram; is occurring more frequently as an
alten"lative to incarceration. Coerced drug and alcohol treatment is an option for those who have
been jcharged with or convicted of an offense to which aleohol or dmg’ dependence has
con%r%bmed.* Failure to comply with treatment requirements may result in sanctions or
iz'zcat:émtion‘ Treatment for drug addiction may be coerced by a variety of sources including the

courts, employers, family, friends, medical practitioners, and public welfare agencies. Court-

mandated cases comprise forty percent of clients referred to substance abuse treatment.?

Two types of mandatory treatment are described in the Literature: civil commitment and diversion
from Ithe criminal justice system.” Civil commitment allows the state to confine a person for
n‘eaa;ent without briﬁging a criminal charge. Diversion from the criminal justice system entails
removing a person already charged vf'ith or convicted of an offepse from indictment, triai, or
sente%cing.‘ Informal types of civil commitment have been used in the U.S. as early as the
3938'5% More recently, legally sanctioned compulsory treatment began when court-orderad
tream;em began to be offered as an altemative to incmon, The California Civil Addict
Program, New York Civil Commitment, and the Federal Narcotic Addict Rehabilitation Act each

aimed to rehabilitate addicts with legal control, providing treatment to change socially

undcsirable behavior. As the impact of drug abuse on the eriminal justice system has grown,



various alternatives 1o incarceration have been developed and employed.

The purpose of this paper is to describe the issues surrounding coerced treatment in the criminal
justice system, and examine the pubxiic policy response to these issues. This paper is organized
broadly around three themes. First, there is a persistent link between drug abuse and crime,
Dmg-rclated offenders exhibit a high rate of recidivism, and incarceration alone does little to
break this link. Second, substance abuse treatment is equally valuable and effective for voluntary
and non-voluntary (i.¢., coerced) clients. Moreover, coerced treatment can be cffc;:tive in
breaking the link between drugs and crime. Third, public policy is cxplaiting_ the concept of
coerced treatment, Recent initiatives have demonstrated success in channeling offenders inlto
treatment and reducing recidivism, and those efforts that have proven fruitful are currently being
expanded. Indeed, the concept of coerced treatment is being pushed 1o the extreme thmugh the
Break The Cycle (BTC) program, which tests arrestees —- that is, those in the first stage of

criminal justice system involvement — to channel them into drug abuse treatment if necessary.

I | Thereis s persistent link between drug abuse and crime

It has long been recognized that there is a strong link i:ctwém drugs and crime. While there is no
way to estimate the exact number of drug-related crimes, it is evident that much of the social cost
associat_e(_i with illi;:it drug abuse is related to crime and the crimmal justice system. We know
that those getting arrested are presumably among the more deviant members of society and thus
are more likely to be heavier drug users than the population at large. We also kniow that many )
people in prisons and jails have subsianice abuse problems.

Z



I addition, research has shown that hardeore drug users, wiule accounting for perhaps a quarter
of all drug users, are responsible for a2 majority of zﬁe*crime costs associated with drug nse. In
genéral, hardcore drug users maintain the illegal market through a disproportionate amount of
cOns;umption. A 1994 RAND study found that hardcore cocaine users, who comprise only a
third of all cocaine users, demand about two-thirds of all cocaine consumed.® In addition, this

group is responsible for a large amount of criminal activity, which increases with uge’

The;c were 1.5 million arrests in (996 for drug-law violations,? and this number indicates only &
fraction of actual cri:ma §im:e a large number of law-breakers avoid apprehension. In addition,
the number of all criminal justice offenders determined to be using illicit drugs at the time of
their offense remains high. The Drug Use Forecasting system, now the Amestee Drug Abuse
Mo;titaﬁng {ADAM) program, conducted by the National Institute of Justice reports that over 60
ﬁerqeht of male arrestees tested positive for drug use at 20 of their 23 test sites in 1996, and in
some cities, 70 to 80 percent of mtm tested positive for recent drug use.” In Chicago, 82
perc:cm of male arrestees tested positive for illicit drug use. Among female arrestees, more than
50 percemt reported using drugs at the time of arrest in 16 of 18 study sites. Manhattan reported
the izighesz drug involvement among fcmaie arrestees with 83 percent testing positive for drug
zzse.}g Similarly, the Burean of Justice Statistics reports that in 1996, 62 percent of all offenders
under State correctional sapervision and 42 percent of all persons admitted to cher:ﬁ prison had

poly-sitbstance abuse problems prior to their incarceration.”

It is clear that the criminal justice system presents an opporhunity to access specific pepulations

3
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that would otherwise be difficult to identify with outreach efforts. We know that substance
abusers have a fairiy high probability of arrest. There (s some disagreement as 1o what the exact
probability is, but whatever the case, it ts clear that many come through the criminai jt:zsticc
system.'? When offered treatment, many choose it not because they want treatment, but because
they do not want to enter jail or prison, Having substance abusers within the fzriminal justice

system provides an opportunity to structure incentives to encourage treatment compliance.

However, treatment capacity in priszx)z:s and jails remains low. Although the opportunity exists
for an extended, therapeutic environment and lengthy periods of shstinence, availability and use
of these programs is limited. The 1993 National Drug and Alcoholism Treatment Unit Survey
(NDATUS) reports that onty 3,335 {out of an-estimated 94,827} aduit prison inmate# receive
substance abuse treatment.” However, preliminary results from a recent study sponsored by
ONDCP are more encouraging: 38 percent of prisons responding to the survey had substance
abuse treatnent available on site, and 136,332 individuals were receiving treatment {out of

1,182,169 estimated Federal and State prisoners at year-end 19%96).% ¥

A recently released study of probationers reveals the extent of treatment utilization for adult
probationers:'® This population is imporiant because they represent 58 percent of the national
population of adulis under correctional supervision. The study found that 47 percent of all adult
probationers said they were undcr' the influence of alcohol or drugs at the time of their offense.
Nearly half of all probationers (49%) reported participation in a drug treatment program during

their probation sentence,
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IL ; Substance abuse mttzieni is effective for baoth voluatary and non-voluniary clients
Nafgzcmus treatment evaluation studies show that substance abuse treatment works.” Along with
recent scientific evidence showing that drug sbuse has profound effects on how the brain
ﬁlnc;tions, it is becoming widcl}'r:recognizcd that addiction is a chronic, rclapsing disorder,
However, research shows that it can be treated effectively. S;:vcra,l studies shaw that substance

abuéc treatment can be effective in reducing illicit drug use and improving a number of related

social indicators, such as health, mpiéymm status, and viclent behavior,

" Recently published results from the Drug Abuse Treatment Outcorne Study (DATOS) show the
sucf;:css of four different types of treatment modalities.!® Using a sample of 10,010 clients,
DA’EI‘OS reported favorable treatment cutcomes on a number of indicators including:. drug
inje?tion l;ehavior; use of cocaine, crack, heroin, and alcohol; as well as arrests, legal status and

: emgla)unent. Notably, the study reported that clients were most likely to be referred into
treatment by the legal system. Similarly, the National Treatment Improvement Bvaluation Study
{NTIES) — a_ multi-site study conducted in conjunction with three demonstration grant programs
funded by the Center for Substance Abuse Treatment (CSAT) — found that substance abuse
trr:a}ment cut drug use by half; increased employment; decreased homelessness; improved
phy:sica} and mental heslth; reduced medical expenses; and reduced risky sexual practices. The
NTiES also found that resp(mdenfs reported significant decreases inkmuitipla indicators of
crir;linal involvernent. The comparison of criminal activity 12 months before treatment and 12
months after treatment exit showed tﬁat drug selling declined (from 64% to 13.9%); arrests for

any crime declined {(from 48.2% to 17.2%); and the percentage of clients who supported
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themselves primarily through illegal activity declined (from 17% to 9%). The NTIES found that
drug and alcohol use, criminal activity, and employment outcomes were measurably better
among individuals who completed their treatment plans, received more intensive treatment, and

were treated for longer periods of time.

Evaluations of treatment programs in Federal and State prisons and local jails have also shown
promising results, For example, preliminary results from thc_ evaluation of the Federal Bureau
of Prisons (BOP) residential drug abuse treatment program suggest favorable outcomes. Inmates
who participated in the program were 73 percent léss likely to be i'e-a:rested in the 6 months
following their release (3.3% versus 12.1%), and 44 percent less likely to have evidence of post-
relapse AOD use (20.5% versus 36.7%) than those who did not." An evaluation of drug
treatment in local corrections facilities also points to the value of drug treatment within the
criminal justice system.?® The research design analyzed program completion rates for
participants as well as 12-month post-release outcomes (i.c., the probability of being rcanesltcd
and convicted within 12 months after release) for participants and matched comparison groups.
The program participants were found to have lower rates of serious behavioral probiems (i.e.,

physical viélence) as well as improved performance on other indicators.

Further, treatment programs in correctional facilities have been evaluated to be cost-effective. In
general, the fnarginal cost of treatment per inmate ranges from $10 to $18 per day. However,
treatment provides lbng-tenn benefits in the form of reduced recidivism rates, reduced social
costs, reduced come incidence, and reduced heaith consequences, which add up to several billion
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dollars in social costs over the long term,*! '

Underlying these statistics, however, is a debate regarding internal motivation. That is, can

} *
treatment be effective if a person is not intemally motivated? Traditional philosophies value the
user’s maotivation as a predictor of treatment outcome. Others suggest that any treatment,

mga;rdless of motivation, is more effective than not providing treatment at all.
Many studies show that treatment efficacy for those who are coerced into treatment is as high or
higher than it is for those who go through treatment voluntarily. For example, Anglin, ‘e: al,
reviewed sleven empirical studies that analyzed the relationship between various levels of fegai
pms:sure and substaﬁce abuse treatment. Out of the eleven, “five found a positive rela'.tionship
between criminal justice referral and treatment outcomes, four reported no difference, and two
mpzjmed a negative relationship.”® Similarly, studies by Anglin and colleagues in 1991 and
299;2 find that “abusers who are coerced into treatment programs by the criminal justice system
:méz‘ge from the programs with the same success rates as those who enter treatment
voluntarily™; and “legal pressure increases admission rates into treatment programs and may

i
promote better retention in treatment, consequently improving the overall results of the

program,’?¢

In sum, three positive outcomes are identified repeatedly in the research: a} patients who are
legally pressured to participate in treatment are more likely than those without pressure to
participate in treatment; b} patients who are legally coerced into treatment tend to remain in
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treatment longer than those who are not mandated; and c) patients coerced into trcatment and
voluntary participants both show positive treatment outcomes.” These findings suggest that
what is important is not the manner in which a client obtains treatment, but the success of

freatment in mecting that client’s aceds. .

I11.  Public policy is :jea;wnﬂing to the problem apprapriately

The National Drug Control Strategy (NDCS) is exploiting the concept of coerced treatzz;em,
Programs are now being tested and implemented to wgsh’ the drug user at the time a’f arrest,
rather than in the later stages of criminal justice syétem processing. The ides is simple: ev@
individual who is arrested presents an opportunity for drug abuse testing. This concept is
relatively new to drug policy, even though treatinent in the criminal justice context has hm
proven effective for several years, As the following will show, past drug stratsgies have
emphasized drug testing and treatment for those involved in the criminal justice system, I:m;:
primarily for those who are formally charged and sentenced to either parole, probation, or
incarceration. The policy focus is now expanding to include all arrestees, regardiess of their final

outcome within the criminal justice system.

Over time, the public view of drug addiction has changed. Whereas in the past, addiction was
viewed primarily as a msrgi siwr:tcoming, with users bearing conplete responsibiiity for their
‘self-destructive behavior, it is now being recognized that addiction ie:e a more complex
;zﬁenmnm. Indeed, the ﬁrst drug strategy released in 1973, stated that “[t]here is stilk much that
is unknown about why individuals respond differently o the same drugs under identical
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conditions. Most observers have tended to emphasize the personality of the user as determined
; .

by ;};e individual's life cxpcriénce, but recent work has pointed to what may be genetic
det{minmi;s of the reaction to drugs and tha‘ tendency to develop excpssive drug-use patterns.
Enci;xiﬁ(i among 'ﬁ‘iﬁ various factors that are conducive to continued or repetitive dmgause are the
aiitezimzives av’ai lable to the individual and this in turn depends on tﬁe individual, his family and

his énviz‘azzmczzt,”” While experts stll point to these environmental factors as contributing to
] . ' :

excessive drug use,” there is now a greater understanding of the specific neurological and
i g

physiclogical effects that drugs %zavg on the body.

t

3

During the 1980s, there was 4 shift away from a public health approach to the drug problem toa
more punitive approach. Along with the view that addicts could control their drug-using
bﬁh?}ﬁ(ﬁ' was the idea that they should be subject to punishment when they did not. A law

enfcgrcemcnt perspective — designed to both deter and punish drug use — dominated drug policy
r
in the early 1980s. Accordingly, the number of drug-related offenders within the criminal justice

systém rose dramatically,

b |
By ghe late 1980s, it became evident that the criminal justice system could not shoulder the

¥

" burden of increasing numbers of drug abusing offenders. Despite the increase in convictions for
:img law violations, and the concomitant growth in prison facilities, the number of drug-related
cases continued to grow. It became clear that incarceration alone does little to address an

H

i:}éié’z’{izzai’s substance sbuse. Subsequently, an effont to develop more comprehensive strategies

# .

ot
to deal with drug abusing offenders arose.

ok an




The National Drug Control Strategy, published annually by ONDCP since 1989, has highlighted
the importance of drug testing and alternatives to incarceration. Strategics of the late 1930s and
early 1990s generally had a law enforcement orientation, but started to récog:ﬁze the value of
alternatives to incarceration. The 1989 Strategy included the following among its criminal
justice priorities: Federal funding to States for planning, devéloping, and implementing
alternative sentencing programs for nonviolent drug offenders, including house arrest and boot
camps; and adoption by the States of drug-testing programs across the entire criminal justice
systemn (i.e., for arrestecs, prisoners, parolees, and those out on bail), Implementation of State

drug testing became a condition for receipt of Federal criminal justice funds

The 1990 Strategy continued 10 promote drug testing by calling for the @ﬁon of an drug
testing information clearinghouse to advance the concept within the criminal justice system. It
also went one step further, calling for expanded drug treatment availability within the criminal
justice system for both prisoners and probationers (who represented two-thirds of all adults in the
care or custody of a correctional facility at the time), The 1990 Strategy also highlighted the
need to maintain proper supervision of convicted drug offenders as they returned o their
gammzmitics, noting that intensive supervision programs were effective at this stage of the

criminal justice system.®

The 1991 Strategy described intermediate punishments as expanding the range of options
between incarceration and unsupervised release and an effective way to “complement and
enhance 3 State’s ability to punish drug offenders in a less costly and more efficient fashion..."™

10
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(emphasis added). Examples of such intermediate #aﬁiﬁhmems mentioned are: shock
incai'rceration (“bootcamps™); house arrest; ¢lectronic monitoring; home éonfinement (for non-
dmfgcmusjaifendcrs); and intensive probation supervision. However, this Strategy also
mca:grzim(i the necessity of drug treatment in prisons, sta;in g that “the population under the
jari;géictim of the criminal justice system — arresices, probationers, convicts, and parolees —

tend to be much more heavily involved with drugs than the general population.™

%

;
The acceptance of coerced treatment and other alternatives to incarceration is manifested in later
Swategies, touted as innovations in the criminal justice system. The 1992 Strategy describes the
&mé:gmce of Drug Courts as helping to manage “the flood of drug cases in urban courts” and
imffzziing pretrial diversion programs, special courts or judges, and/or distinctive case
management systems.’t It also mimc-s support for alternative senlencing measures, stating that
“some States and localitics have had success” in dealing with increased prison populations using
thcs:e techniques.>

Y

¥

The 1993 Interim Drug Strategy, the first published by the Clinton Administration, sought to
inte'g;atc various drug control efforts by viewing the drug problem as a core domestic policy
issu;e that has implications for other aspects of social policy. For the first time, the Strategy
charactcrimt:‘: drug addiction as a chronic, relapsing disorder requiring treatment and afiercare.
’i‘?}é 1993 Strategy recognized the value of both treatment programs for chronic abusers, and
Zac%i efforts, such as community policing, to minimize the negative social costs of the drug
pmi:icm In addition, the 1993 Strategy recognized that different law enforcement approaches
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are warranted for heavy users as opposed to casual users. Specifically, it stated that while there
must be sufficient prison space to house convicted criminals, some fiest-time, non-vielent

offenders would be better served by alternative sanctions, including diversion into treatment,**

Subsequent Strategies (1994-1998) advocated successful alternatives o incarceration. The 1993
Strategy strongly embraced the notion of aceessing the hardcore user population thz:pugh the
criminal justice system. Indeed, it stated that “[d)espite increases in prosecutions and
convictions, drug-using offenders all 100 often pass through the ;:riminai justice system without
having been encouraged to stop using drugs. It is imperative that this Nation take advantage of
the cnminal justice 5ystem.’s ability at all levels of government to break the cycle of drug I'
dependency and criminal activity... Fundamental to maximizing the drug treatment benefits
through the crimninal justice system is the c;mce;x of coerced zbstinence.”” During this time,

" Drug Court successes in Fort Lauderdale, Miami, Oakland, Portland, and New York generated
continued support for expansion of the program nationwide. Drug control budgets during this
time included ﬁ;lmii ng for Drug Courts as well as for substance abuse treatment 'Erg Federal and

State prisons.’®.

’Z’hé 1996 Strategy wziti:wai to stress that the criminal justicé system must be linked to drug
treatmcz;t_, 5tiptziati!;g that “[e]ffective correctional treatment includes accurate initial assessment
of rehabilitative needs, appropriate programming within the correctional walls, and, most
importamly, _exxcnsi ve transitional supervision and support as the offender is gradually
reintegrated into the community.”™ The 1997 and 1998 Strategies reiterate this theme, pointing
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1
10 the success of break-the-cycle efforts in identifying chronic drug users in the criminal justice
: syszefm,“ In addition, these more recent Strategies provided reliable estimates of the scope of
substance abuse within correctional facilities and cmﬁhasize:ti the need to implement drug
treatr:nent and education for prisoners. The 1598 Strategy points to the success of the Breaking

the Cycle (BTC) demonstration program, and reiterates that “the coercive power of the criminal

justice system can be used to test and treat drug addicts arrested for committing crimes,”™

Haw@ver, there is s;ome skephicism on the part of the public asto the value of providing treatment
for i:{lcmerated populations. A recent study published in the Jowrnal of the American Medical

- Association highlights the fact that there is a wide divergence beﬁneen the scientific community
and the public on the issue of addiction.® Specifically, the public feels that mare law
mfwi:cmmt is needed to address the drug problem, while groups such as Physician Leadership
on N;titmal Drug Policy are voicing the need for more treatment. Thus, there isaneed to

convince the public that addiction can be treated effectively, and that treating addicts in the

criminal justice system is a cost-cffective way to break the link between drugs and crime.

Fﬁfiq? initiatives

Pursuant to the Violent Crime Control and Law Enforcement Act of 1994 (42 US.C. 3796 ff, as
airzen_‘dcd), Federal funds are authorized to support both treatment and sanctions of cimg-nsing.
and violent offenders. The Residential Substance Abuse Treatment (RSAT) of the State
?riso:%xe:s Formula Grant Program, created pursuant 1o Subtitle U of this Act, provides funding
fo;' the development of programs in State and local correctional facilities. States are encouraged
to adc:)pt wmf:reillensivc approaches to substance abuse treatment for offenders within
{:{;@zienai facilities. Authorized fnding for FY 1999 is $72 million.
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Approximately three-quarters of the States and the 'I:)istrict of Coltzmbig have some statutory
provision governing the involuntary civil commitment of dreg-dependent persons. Among
States that have no specific provision, most have the authority to involuntarily commif drug-
dependent persons under general mental illness comunitment laws.* Guidelines were published
by the World Health Organization (WHQ) in 1987 to assist members in establishing legislation

x regarding treatment of alcohol- and drug-dependent persons. WHO distinguishes five types of
treatment diversion related to the criminal justice system: aj prior tc;, or instead of arrest; b) after
arrest and while in police custody; ¢) during tﬁaﬁ and in lieu of criminal conviction; d) during
trial, but pending completion of proceedings; and ¢} after conviction. Treatment in prison is

. distinguished separately from diversion cases. ) )

As of January 1, 1997, all 52 State correctional agencies conducted drug testing of inmates. Fifty
agencies conducted random tests, and 49 conducted tests when there was a suspicion that the
inmate was using drugs. In 1996, 776,779 inmates were tested for drug use. The average cost of
tcsﬁng an inmate for drugs (average of costs reported by 40 agencies) was $6.65. In 1996, the
average pcrcentagé of pbsitivc drug tests for incarcerated individuals across agencies was 9.3
percent. ¥ |
"
Recently ONDCP initiated a study of drug treatrment in correctional facilities to determine
availability of treatment services for incarcerated individuals. Coordinated by ONDCP with the
support of SAMHSA, varions agencies within DQJ, and some State correctional agencies, tﬁc
study has thus far yielded promising results. The study had a large sample size (8,242
| correctional facilities were identified as the universe of correctional ‘faciiitics; and the study
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contacted 7,741 of these) as well as a high response rate (of 7,741 facilities contacted, 95 percent
[ 4
(7211} responded o the survey). it found that 38 percent (2,705) of those that responded

reporte;d‘ having drug treatment facilities on site, and most (2,357} could provide cutcome data.
] .

The study found that 33.6 percent of juvenile facilities provided treatment; 32.4 percent of jails
pwviiéeé treatment; §5.9 percent of State prisons provided treatment; and 94,7 percent of Federal

prisons provided treatment. With these results, we can develop a baseline and track progress on

3 -

} : ey . 3 2 24
treatment availahility in correctional facilities.

;o .

!

As dfescribed above, the Federal government has pursued several programmatic initiatives related

to substance abuse treatment through the correctional system in recent years. Major programs
Pt :
¥

are %esc:if;ad below:

*
{
§

ﬂmakiag the Cycle (BTC} demonstration program

Breaktng the Cycle (BTC)isa compre}lenswe effort to sever the connections between illegal

!
dmg use and crime. Imtiated in Bmmngham Alabama in June of 1997 by ONDCP and the

%a;zézimmt of Justice, this program explores the viability of community-supervised
i

rehabilitation instead of incarceration for drug-dependent offenders. Offenders are screened and
‘ | ,

tested for drugs when they are first arested. Treatment and sanctions regimes are fashioned by

local officials for those offenders with drug abuse problems. Interventions are coordinated from

the first day of detention throughout the individual’s contact with the criminal justice system,

t

Quri;xg the first six months, 4,602 offenders were screened and 784 became active participants.

H
:

The National Institute of Justice {N1J} is evaluating the BTC program to determine how this
3 - )
continuum of intervention and monitoring affects long-term drug use and ¢cime. While the BTC

15

U



program is currently still officially a demaonsiration project, based upon the promising results
achieved thus far, the Department of Justice is sazking to expand the program to other local
jurisdictions. These corm#urtities will be offered assistance in planning and implementing new
BTC programs. The BTC program represents an aggressive public policy effort to reach the
addict. By accessing the individual at the point gf arrest; it ;'eaches out to those that are on the

perimeter of the criminal justice system,

Drug Courts

In the late 19805, some State and local jurisdictions began to create Drug Courls with the goal of
providing treatment as an alternative to incarceration. While courts had traditionally referred
some offenders “out” for treatment a¢ a condition of probation, Drug Courts placed treatment
aversight regponsibility with the judge, who could then hold the chient accountable for his or her
own progress.** The goal of Drug Courts is to leverage the court system to change defendants’
drug use behavior, and in so doing, reduce crime. In addition, Drug Courts are creating linkages

between the community, government agencies, and law enforcement organizations, and these

linkages serve to maximize the effectiveness of the criminal justice system.

In Dmg Court, the judge serves ag a central figure, rewarding progress and penalizing non-
compliance. Clear choices are presenied and offenders are encoursged to take control of their
own recovery. A work plan is developed describing roles, responsibilities, and’ gl'adl;lated
rac;uir;emza:s:. Clear and certain rules are defined with measurable performance standards.
Communication batween the court and treatment providers is on-going, and progress reviews are
conducted frequently.® Upon successfiul completion of treatment programs, the court may
dismiss the original charges, reduce or set aside the sentence, offer a lesser penalty, or offer a
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combination of the above** Dismissal from the program results in reinstatement of the original

criminal charges and prosecution.

H

As o’f March 1998, rxwr;: than 300 jurisdictions have implemented 2 Drug Court, and another 161
juris;diciiuns are now in the pianniné stages. The_se j urisdictions cover the 48 contiguous states
as well as the District of Columbia, Puerto Rico, Guam, and the Virgin Islands. Since 1989, over
512$ million has been made available for the planning, implementation, enhancement, and
: evai;xation' of Drug Courts. Federal funds totaling $80 millior} have been offered to comumunities
| {primarily through grants administered by the Departments of Justice and Health and Human
‘Serse{ices}, and State and local governments have provided $45 million.® Pursuant to the Violent
Crizxizc Control and Law Enforcement Act of 1994, the Drug Courts Grants Program is wiht.)rized |

L3

to run through the year 2000.

Data on existing Drug Courts are currently being collected and reported. Ca;zrenziy, individual
counts are being assessed and preliminary results suggest that Drug Courts have been successful
in raising treatment retention rates and reducing recidivism.¥ Evaluations of Drug Courts in
Portland, Washington, DC, Phoenix, and several olher areas suggest very positive results. For
example, in the Los Angeles Municipal Courts, 413 nonviolent drug offenders convicted of
feia%ties were admitted between May 1994 and June 1996, One year later, statistics showed that
almost ha}f of the ;:;riginai group had graduated or was still in the program. On average, over 70
percent of Drug Court participants graduate successﬁzﬁ‘y or continue to participate in the
pmét‘am. “Among Drug Court graduates, criminal recidivism ranges from 2 to 20 percent, and
mor:e than 95 ‘pement of this recidivism is made up of misdemeanors. In addition, Drug Courts

1 .
have been cost-effective: one comprehensive evaluation states that “[s]avings in jail bed days
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alone have been estimated to be at least $5000 per defendant — which does not factor in the
valye of the added capability ... to incarcerate the more serious offenders which many

jurisdictions are also deriving from these programs.™®

Presidential Directive on Coerced Abstinence in the Criminal Justice System

.On January 12, 1998, the President issued a directive 1o the Attomey General on coerced
abstinence in the criminal justice system. The Presiden‘t requested the Aitomey General md draft
and submit ta Congress leg:slanon that would grant states ﬂexnhliuy in their pnsan construction
and regidential subsiance abuse treatment funds to provide the full range of drug testmg,
treatrnent, and sanctions for offenders under criminai justice supervision. One goal of the
PrOgram is to afiew Federal ;zxdgcs to determine appropriate release conditions for defendanis,
On March 24, 1998 the Aﬁamey Gcncrai submitted to Congress %egzs¥atzon addressing this
issue. A pilot drug-testing program is now underway in twenty-five of the ninety-four Federal

judicial districts,

We believe that we are promoting a policy of outreach to at-risk pOpulation.é (i,e.,Athc;sc that
become involved with the cniminal (;xzszicc systmi;). Indeed, by targeting not only those who have
been sentenced to serve Hime in prisons, jaiis, or on parole, but also arrestees who may or may
not later be incarcerated, we believe we are “pushing public policy” as far ag it can ga in this

L3

ATRA,

Holding criminal justice treatment efforts accountable
The 1998 Nasional Drug Control Straregy presents 5 Goals and 32 Objectives, forming a
comprehensive and balanced plan of action (o address the problems of drug abuse and its

I8



consequences. There are three Objectives under Goal 2 that relate specifically to treatment in

z:rimiinai justice settings. Goal 2 reads as follows: “Increase the safety of America’s citizens by

substantially reducing drug-related crime and violence.” Related Objectives are listed below,

»  Qbjective 4: Develop, refine, and implement effective rehabilitative programs —

inciuding graduated sanctions, supervised release, and treatment for drug-abusing

offenders and accused persons — at all stages within the criminal justice system.

« . QObjective 5: Break the cycle of drug abuse and cnime

¢+ QObjective 8: Support and highlight research, including the development of scientific
information and data, to inform law enforcement, prosecution, mcarceration, and
treatment of offenders involved with illegal drugs.

This year, ONDCP also released Performance Measures of Effectiveness: A Systent for

Asséssi:zg the Performance of the National Drug Control Strategy, which lays out performance

targets and measures that are linked to Strategy Goals and Objectives. The nucleus of the PME

system consists of 12 Impact Targets - key performance targets that define desired end states

for the Strategy’s 5 Goals — and 82 performance targets that reflect progress toward the

Straglcgy’s 32 supporting Obj ectives. The primary impact targets of the PME are to: (1) reduce

the availability of illicit drugs in the United States (25% by 2002; 50% by 2007); (2) reduce the

dcm‘and for illegal drugs in the United States (25% by 2002; 50% by 2007}, and (3) reduce the

health and social consequences associated with drug use (10% by 2002; 25% by 2007).

The ‘pcrfonnancc targets that are most relevant for the expansion of criminal jus_tice treatment are
reiatied to Goal 2, Objectives 4, 5, and 6 as listed above. Achieving these performance targets
syili:nai‘aniy have an impact within the criminal justice system, it will contribute to reducing the
overall social costs of illicit drug use (the majority of which are crime-related). Moreover,

progress toward these performance targets will have collateral effects on other elements of the

; . :
Strategy related to Goals 1 and 3, which have to do with drug use prevention and the reduction of
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health and social costs of drug use. The PME system will allow us to track progress of national
drug control efforts, and more importantly, aliow us to identify and correct impediments to

reaching our priorities.

The Natlonal Drug Control Budget

The President’s National Drug Control Budget for FY 1999 i‘nciuées funding for several
initiatives related to treatment and the criminal justice systcm.\ Specifically, the Break the Cycle
program will receive $6 million to expand the demonstration beyond Birmingham, Alabama,
The funds will be used to fund the operation of three adult BTCs for one year (i.¢., Birmingham
‘azzci two other sites TB}Z'), for §2 million); fund the startup and evaluation of two juvenile BTC
pr‘cgﬁrams‘{SK million); and evaluate BTC- related research (81 million). In addition, the Drug
Intervention program will be funded at 385 million to implement the BTC in additional sites and
assist interested communities in developing comprehensive programs to address the links
between drugs, crime, and communities. The budget also includes $30 million to provide grants

to localities to develop Drug Courts, as well as $4.7 million to implement the President's drug

testing program,

Qﬁzm initiatives include $72 million for the State Prison Residential Substance Abuse
Treamment (RSAT) program, ?‘ﬁm funds will provide granis to States to implement treatment
programs within correctional facilities. Also, in FY 1999, an additional $26 million will be
allocated to support treatiment for incarcerated individuals in Federal prisons. Two new
demonstration programs will be initisted in FY 1999: the first is 2 35 million demonstration
program to combat juvenile drug use, and the second is a $6 million drug-free prison zone
dernonstration program. Finally, ONDCP wiil conduct 2 field iest of operating standards for
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prison-based Therapeutic Communities, developed by Therapeutic Communities of America

(TCA) and the Ohic Department of &i;:shai and Drug Addiction.

Conclusions
Public policy efforts to support and expand substance abuse treatment within the criminal justice

systém have grown in recent years. The confluence of various factors — the link between drugs
; :

and crime, the knowledge that substance abuse treatment works, and the burden that substance

abusers place on the criminal justice system — have produced this shift in policy. However,

zhezse: are still important issues for the drug control community to resojve.

¢

At a:m:cnz ONDCP conference on treatmnent in the criminal justice system, a group of experts
was convened to share research findings and develop ideas to advance the state of knowledge in
this area. [t was agrged that the research community must develop principles that are widely
accelptcd and understood regarding treatment protocols. Researchers stated that quality control
(“ﬁ&elity of treatment””) and staff traimuing guidelines were critical elements of success in prison-
based treatment programs. Researchers noted that continuity of offender treatment is important
and %hould include: outreach (institution staff reach out to the community treatiment providers),
reach-in (community providers begin treatment before release); third-party (c.g, TASC-type
pméz;&ms, when 2 third party assumes responsibilities for coordinating between community
z:é:aiémm% and institutional treatment providers) or a combination of these options,” The group
aisaipaistez{i to the need for public acceplance of the efficacy and value of coerced treatment in
crder to expand its vaiz;c as a §a§iic policy tool.

Othf:r emerging issues are; managed care in the criminal justice system, which threatens to
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shorten the length of time a person is in treatment; the development of a “seamless” system of
case management that includes treatment, testing and sanctions, and aftercare; the value and
efficacy of faitill-base{i treatment; treatment for special populations; and agreement on the other
goals of substance abuse treatment in the criminal justice system, such ag improving health, job
skills, and psycﬁulogical wcll»being: In November, ONDCP will sponsor i3 second conference
on this topic to explore these and other issues.

A final caveat: v;f%zi le we m:zpport treatment 1 the cnminal justice system, it is important that
treatment is available 1o all those who seek itona voiuntz;y basis. It should not be the case that
freatment 15 only available gizrozng the ¢riminal justice system. Therefore we must continue to

expand resources for publicly-funded treatment both in and out of correctional facilities.
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