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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 (ADD) 

treatmenl 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 explore 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 additionallong~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 a result 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. 

IOffice of National Drug Control Policy (ONDCP). Th~ National Drug Control Strategy, /997. Washington. DC: 
ONDCP, 1997a. 
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EXECUTN£ SUMMA-RY 

.. Many States report that the Btock Grant mandates and set~asides constrain their ability to 

allocale funding in a manner appropriate to their clients' characteristics. 

• Publicly financed drug treatment is being affec1ed by the recent widespread shift to 

managed care in the health care system. Many States are seeking "waivers" from the 

Health Care Financing Administration (HeFA} that pennit 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 supponed by the Block Grant. 

• Changes are taking place Slale by State at varying speeds and with varying levels of 

inclusiveness. For example, some Stales are putting all of their Medicaid services under a 

managed care plan. some are placing most medical treatment under managed care but 

leaving behavioral heallhcare in the traditional fee~for~service system, and others are 

exploring m.anaged care options but have not yet made significant changes in their 

Medicaid systems", 

• Some States are contracting wirb private managed care companies to provide Medicaid 

services as well as behavioral heahhcare runded through Block Grant and other State 

monies, Consumer advocates and AOD professionals are concerned that the availability 

and accessibility of treatment services will be diminished as dollars that could be used to 

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 

fhat h<lve expenise providing trealment for the medically indigent drug abuser/addict 

orten are not able to compete with large, private managed care companies, 

• A reCent trend is the transfer of authority from the State AOD agency to the locallcvel. 

J!l some States, local boards are responsible for determining the services that will be 

provided in their areas. The State AOD agency may play an advisory or technical 

assistance role only. 

ill 
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EXECUTIVE SUMMARY 

" The rapid shift to managed care taking shape in many of the States raises questions about 

changes in the availabiHty of drug treatment services. While there is widespread 

agreement on the need to control costs. improve ca.~ management, and widen access 10 

care, there is concern that managed care <:ontracts may not include adequate and 

appropriate AGD treatment and that utilization management systems can inappropriately 

limit treatment access, Drug treatment is considered to be particularly vulnerable to 

marginalization in managed care programs as there are fewer advocates for these servkes 

within healthcare systems, 

• Many informants expressed concern that managed care organizations are tightening 

admissions and length-of-stay criteria. which may result in undertreatment Both of these 

potential pitfalls ate frequently mentioned in the literature and were echoed by key 

infonnanls in many States. 

• Currently. tbe full continuum of ADD treatment services (Le. deloxificarion, methadone 

maintenance, inpatient treatment, residential rehabilitation, day treatment. outpatient 

treatmem. and continuing care) is offered in most States (although services may not 

always be aeGcssible). Some of the public seclor networks either directly fund or' 

reimburse for additional specialty services such as. long~term residential care and 

transitional housing programs. 

• Although most types of AOD treatment services may exist in any given State. the 

treatment may not be available or accessible to the drug abuser/addict seeking help. 

Problems reported that serve as obstacles for those who need and desire help for an 

addiction include transportation problems. lack of child care, limits on the number of 

treatment slots available, long distances to travel for treatment, and lack of transitional 

housing or other community supports. (Managed care admissions criteria and limits on 

length of stay may alSQ be obstacles to successful outcomes.) 

iv 
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.. 
EXECUTIVE SUMMARY 

.. 	 At! sources of infcnnation emphasized that the public health systems under discussion are 

in transition and that the information itself is therefore subJect-to change. Hence, it is not 

yet possible to 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 treatment cost savings and the longer term social and health costs associated with 

undertl'eatmem of drug abuse and addiction. Continuous monitoring of changes in AOD fundjng 

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

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

v 



INTRODUCll0N 

In the No/ianal Drug Can/rol Slroregy, !997, the Office of National Orug ContIol Policy (ONDCPl 

emphasizes the social and health costs of illicit drug use and calls for the promotion of effeclive. 

efficient, and accessible drug treatment to reduce those costs. I 1bc prevalence of alcohol and other 

drug (AOD), abuse. dependency, and related problems is frequently high among uninsured 

populations; however. many low-income and indigent persons cannot obtain AOD treatment on 

their own, They depend on publicly financed services, which vary tremendously among the States 

in terms of availability, specific services or modalities provided. and the funding mechanisms that 

support the services, 

Determining what treatment may be accessed by the needy is complicated. because publicly funded 

drug treatment programs are rmanced by a variery of Federal. State. and local funding streams. The 

numerous agencies that manage those funds have various treatment eligibility requirements, which 

resuh in inevitable overlaps and gaps in services, Although data on client admissions to treatment 

are regularly collected, until recently no systematic effort had been undertaken either to monitor 

access to services in each State at the service delivery level or to assess the effects of changes in 

service delivery models, csp<!'cially the increasing use of managed care, 

cs~, Incorporated, set out to identify what publicly funded AOD treatment services are available in 

each Swe. 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 to managed care on the provision of 

AOD treatment This report presents the findings of the project We include discussions of the two 

primary public sector systems of financing treatment. the managemenl of treatment services. gaps in 

Ihe continuum of care, and policy implicalions of the data. A table summarizing the state of 

services follows. Delailed State-by·State summaries also are included for reference. 

tOffice of National Drug Control Policy (O:lOCP), The Nllti(WJ1 Drug Control Siraleg}, 1997, Washington. OC; 
ONDCP.19970, 
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INFORMA TION·GATHERING METHODS 


This work drew on a number of printed resources-several of which were made available as the 

research progressed-as we1l as conversations with infonnants in State and Federal AOD agencies 

and, on some occasions. Slate divisions of Medicaid. CSR corrooor&ed findings as much as 

possible through reports by the Substance Abuse and Mental Health Services Administration and 

hy the Naljonal Association of State Alcohol and Drug Abuse Direetors {NASADAD). Nol all 

infonnation provided was corroborated. but we expect a high level of accuracy based on 

conversations with relevant contacts and other sources. 

Information Sources 

Of critical importance to assembling this repon was FY 1994 Slate Resources and Services Related 

to Alcohol aOO Other Drug Problems,' An Analysis oj~ale Aleo/rot and Drug Abuse Profile Data, 

compiled by NASADAD.2 The report indudes information from each of the State AOD agencies 

of! funding levels and sources, client demographics. injection drug use, lOp policy concerns, major 

unmet needs, emerging trends. and changes in lreatment and prevention. 

The NASADAD report provides useful information on !.he Substance Abuse Prevention and 
, 

Treatment Block Grant (referred to in this report as the Block Grant) mandates and set-asides and 

the difficulties many States face in meeting these federally established requirements, These 
, 

requirements include funding allocations of 35 percent for alcohol treatment services and 35 

percent for other drug treatment services; a minimum 5-percent set~a.",lde for treatment services for' 

pregnant and parenting women. including prenatal care and child care; enforcement of tobacco 

regulations aimed at underage youth; maintenance.-of-effon mandates; and other stipulations, As 

reported by NASADAD, many States report fruslration over the limits these requirements place on 

their ability to allocate funding in a manner appropriale to the reality of their clients' characteristics. 

For example, a State that has few injecting drug users or pregnant women needing treatment may 

experience difficulty in fuUy utilizing the required allotment; meanwhile. the treatment needs of 

1 National Association ofState Alcohol and Drug Abme Directors (NASADAD), Sum Ruources and Strvices Rtdaud 
t() Alcohol and Other Drug Problerru jor FY 1994: An AnaJysiJ ofSJQr~ Alcohol and Drug Abtt.te Profih! Daltl. 
Washington, DC: NASADAD. 1996. 

2 
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other populations in the State remain unmer. These States are finding the Block Grant to be more 

akin (0 categorical funding than to a trUe block grant. which can be tailored to meet the panicular 

needs of a Slate's treatment clientele, 

CSR's research also tapped three recently released documents that reflect the result of substantial 

efforts [0 evaluate the effect of managed care on public seclor behavioral health programs, 

including mental health and AOD services. SAMHSA has established the Tracking and Monitoring 

System for Managed Behavioral Healthcare in the Public Sector. This system, which focuses On 24 

States, "monitors the impact of managed care on public mental health and ADD providers, the 

people they treat and their linkages to [he general heahhca.re sector by trackjng both promising and 

problematic managed behavioral healthcare developments,") A recent report provides a useful 

overview of Medicaid managed care programs in the 24 States, The discussion of the role of the 

Stale ADD agencies in providing treatment services to Clients ineligible for Medicaid. however. is 

less complete." 

Another report, released by the Center for Substance Abuse Treatment (CSAT),5 provides an 

overview of State Section 1115(a) and 1915(b) waivers for chemical dependency services, Based 

on lessons leamed in 12 Suues,lhe report recommends strategies to other AOD agencies facing the 

challenge of managed care system and contract design. In addition, the Institute of Medicine 

recently developed a review of managed behavioral heahhcare delivery systems and quality 

assurance chaJlcnges.(! The report discusses the changing heailhcare system of both the public and 

private sectors and offers a detailed review of current managed Cale trends and iheir projected 

'Substance A~ and Mental Health Services Administration (SAMHSA). Tracking and Monirodng Sysfem," MCl10ged 
8eha~'ioml Heallhcart in 1he fI"Me Sector. First Quarterly Repon. Rocievillc. MD: SAMHSA. 19900. 

4StlbstanCe Abuse and Mental Health Services Admirtisltalioo (SAMHSA). Mal1Ogt!d Care Tracking Syslt!m. Second 
Repon. Rockville, MP: SAMHSA. 1996b. 

~enjef (lr Subruw:e Abuse Treatment (CSAT). Alcohcll11ld O/hr.r Drug Servius Systems: Slalt! Transitions 10 
Managt!d Core-ussons from Exptnence. Draft Report Rockville. MD: CSAT, 1996, 

btnslitute of ~tedidne. Mantlging Mantl8,ti Care: QllIJiit)' /mprolttl1U!n1 in Behavioral Health.. Washington. DC: 
NMional Academy Fress. 1997. 

3 
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impact on behavioral health services. Much of the repon'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 

alte'mpted 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 coriections bureaus. As of this writing, the repon is not yet available, Some 

information on collaborative efforts between Stale corrections and AOD agencies was obtained 

through CSR's information.gathering efforts and is included in the State summaries. In general, 

according to information reponed by NASADAD, many States' treatment systems 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 , 
Stales, 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: 

, 
• 	 ServicesIModalities: AOD treatment modalities that are available, with particular attention to 

programs for special populations and salient provisions or limitations on care; 

• 	 Fi~Q1!cing: Funding streams thai support service delivery and the role of Medicaid in 

reimbursing drug treatment costs; 

• 	 Management ofServices: Agencies that are responsible for managing programs and contracts 

with providers; and 

• 	 Managed 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 to State (see Exhibit I). The 
• 

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

4 
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Exhibit 1 

Overview of Publicly Funded AOD Treatment Services 

s.... Gaps in Servires . Summary of Services and SystemsSoUr«S.§igni!iS"1I1 Fundin 
----~r-- ­

Modica,hi SUUt! GeneraJTraditionalFtderaJ Block 0<1", 
Grnn, Wajvc:r FundsMaJiuid 

Block Grant Stipplic~ 8{)% o! 1he funding for AOD In:.aurcnt TheAL .t'.t' 
St~ AOO agt1lc)' l"OOU'aCts wilh providen On a FFS basIS. There 
is. no ~ eve S)'Mem for AOO wn'icl'!'S. 

. --
OIhcr Federal The StaLe AOO agtocy uses r.ome ma.nagaj care mcthod~ hoi has 511bj«t 10 availabilityAK .t'./' 

nOi cun"ft1aJ to maJ1aged care. Changes to tymm art umler Qfservic:d by location. 
discussion, Medicaid reimburses $Orne UUIITW!fIL 

--"
I!lS waillc:t" Block Granl supp!ie:s about one-half of ,be fI.tOOing for AOt) A:l .t'./' 
itllph::mcnlai ttdlment Funding is allocated IQ liv-e Reg«mal Behilvioralileclih 

Aurhotili(:s (RHBAs), whkh determine wtlat 5er'iice. to olTer and 
CQntrflL1 with IacaJ pmvidcrn on either aapitar.od (HMOs) or fFS 
basis. Non-Medicaid dknls pay on It sliding-scale basis. Under an 
1115 waivet. the emile Slate Medicaid program iJ capiwod 
rrutnagcrl cllre; AOD s..el"l'~ ~ limitod to medically nec~. 
RHBAs Jl.\SlSt eligib!e dimls with enrolling in Mooll:aid HMOs. 

AA Treaunent is fufldol primarily tty Block. OrMt, No AOO ~o-i(O Clients may be refined ./' ./' 
are rcimbtl~ by MedK::ald (a policy thru is undc:f review). treatment 1rpro~'$ 

S~iCC$ m m, NQ managed rare. CMlIIOCt funds are 
e)lhau,ted. 

CA Other Federnl Siock. Grant S\lpplies IWrovt OfI!:<thinJ of the funding fot AOD The Statc-opemtod 
grat'11s 

./' ./' 
treatn .. :::nt Medically necrnary lre.;u.metll is p!'OvJded 10 Modi·CaI ptOgram has vet)' long 
(i.e.• Modit.."aidj dienu through eQnl.i'<:lct5 with counties and privale wailing lists for 
provlden;, Imentgency agreement betw«n AOO and Medicaid treatment 101m. 
admlnistm prOgram. Stale is planning fur conversion to managed Medicaid does no! 
care: (lJlJ'dlJfy AODcontrolcti. are FfS. cover inp.atim 

dtto:tiflcatioo. 
- '--- - ­ ----- . 

AOD '" akohol and olhef droghJ; FFS .. fet for seo-ice; t-l'l '" F«kral pOYen)' level; HMO = health maintcnance org3lliUllion; MCO::::: managed eare Qrganizalion. 

Due to the romple)lilY ofinforIDlIlion «Inlaino:lln (his lab!!: and the U3la cOllection method. CSR, Incmporatoo. rll.'.Com~ that an attempt be made IQ n~verify data with each 

State before release Of publication or SUde-speciflc infoUlldllon to>y oNOe1', 


http:rll.'.Com
http:aapitar.od
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s_ Significant Fundin Sources Summary of Serv~ce:s and Systems . - Gaps in Services 

M:deraI Blod.; 
Gnnt 

Traditional 
Medicaid 

Mtdicaid 
Waiver 

Stale Genefal 

F,"'" 
all,,, -

co .r .r Block Gram \Uppl~ about unc::-Ihi«l ofthc: funding for AOD 
treNmenl. 'The Stale AOO agency contracts with providm i1I\d 
reirnburlid 40 to 50% Q{lrealrno:::nl costs (mon: in 50int area<;). 
OJbet' 1\oOUrt~ of funding roVe! me balance. 'The Slate is moving to 
managed care n,~, nwtllged (lire QrganiwiQns will contr.iCt with 
providen). MediCJid cnvCrJ ahno\t 00 AOD tmtlmen! (i.e .• Qflly 
for p~gnant ~n and the dually dii'lgflOsed). 

- - - - - - - ------------- ­ ------ ­

CT .r 1915 waiver 
implemented 

.r B!ock Grant provideJ only aoou\ one-fifth oflhe runding for AOO 
IreNmet\t MOM of the State is 50mIcd by COI1UT1I,lOi1y·ba.sed 

1bat: is no Stale 
funding for methadone 

progtarm under conlrxl with the Stale AOD agency, which i$ treatment; titorling 

1115 waiver 
propoW 
ullder 
development 

developing regional nelwolb in preparation for a shirl to IT\Mlaged 
care. 'The Department of Social ServiCC1 manages both Medic3Id 
and Slate-funded AOD progJ'ilJ'l'ls. Under a 19L'S wajVef. Medicaid 
clienls occe.uall care Ihrough HMOs, ~ or which ~ub:QJltrnct 
for behavioral health services. An 11 15 waiver under-development 

comes from 
~-ommunilies). Tht:tt is 
a long waiting list for 
treatment slots, 

will bring all Medicaid !itrvkes (including SA) under Capilatioo. 

DE .r ll15waiver 
implemented 

.r Block Gram pro"'ides .about one-Ilalf of lhe fUndinR for AOD 
IreaEmtnl The Stale ha!i an 1115 waiVe! uooer wt;it:h Medicaid 
dienl$ (and liN! uninsured ~!ow 1()Yl. of the flit) R;C.cive AOD 
Ire3lrntfl1ihrough IlUtl.aged CJlle. A minimum level of care is 
roquittd; each Mea delennincs ttlc pidage of seMCes provided. 
In genttal. St1'Vice'i ful'id<:d Ihrough (he State AOD.agency are 
C!pitattd up I(; a limit. then are fFS. Programs billl.ht Stale . 

Chronic relapse may 
result in Icrmination (;f 
seMtt provision. 
Managed care plan 
require.<. minimal level 
ofcare for AOD 
stnrices, 

DC .r 
, 

oc,,""'" 
Lc" fe(kral 

Block Grant prov:ide~ only about 12% ufliN! fuooiog fQf AOD 
UU1menL The District «mIracts ;;iJrtf:dy wilh providcn on a fFS 

1be lftstrict and 
Medicaid progrmns do 

PProPnatiot'l} basis. Servitc5 uw:d 1.(1 be free but !'lOW are offered on l! sliding_fee not roY« hospit.al 
so::aJe. The AoD agcru:y tw tt:t:t:nIly begun 10 bill Medicaid for inpatient trc;atment. 
some: AOD Im1I.mcnt. 'The Dhtm:t is clpklring mamtged can'! Mea;icaid doe;t not 
model~ and waiva n::quiremcnl$, rovu inpatiem 

dc(ollification. 

AOD =- alcohol snd CJthef drug{$); FFS ::::: fee (It service: FPL::::: Federal poverty le."el; HMO = health mainlena.nce organizalioo; MCO ::::: managed Ctlre OJglI1liU!ion. 

Due 10 the complexity of informllilion t:ontainm in thj~ table and the data collection method, CSR, Inrorponted. recwnmend1lhal an attempt be made t(l reverify dsUl with c:ach 

State before tele.ue Of publiuticlf'l of State·5pec1fi(: inrormation by ONOCP, 
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SUfie Si9nilicant ~'undin SOUn:es Summary of Services and System", Gaps in Services 
T rndhional Medicaid Slate Genets!Ft:defaI Block "'''',WAiwtMtJic:Ud fundi,.,,'" 

.,­.,­ 1915~vffFL Block Grant provides about one.. hal i of the funding fer AOD l'h¢«'; is along waiting 
implel'l'W!1llo.:! lreatment. M~ieaid hilling~ Me low due to narrow eligibility and tiS! (m treatmt'.f\t 510ts. 

[0 pmvidersnnt ~inl':rdmOOrsenxnts. The Slate h;u; ~ 1'9[5 
WI!lvcr for high-ri~" flRgnant women. Health and Human St:rvke$ 
boards In 15 dl:nOCts aHllrnct wilh public. flOnprofil providers. 
Managw l!artdeJ'lll!nt5 ~being incroduced inlo the Siale 
treatment 5}'lJlem 

.,­.,­ 1I1~ walllefGA Block Gram provid~ 300u1 one-third orthe funding for AOD Thefe j, 00 long-tetTn 
prnpo-sal on treatment Responsibility for se..... ices is with 19 local boards Ihal (i.e., >28 days) 
hold do nOI ttpOrt to Ihc SLale. Boards contract directly wilh providers inpatient treatrrv:ml arv.1 

and make decisions about ~..... ices oCrered. The Slate AOO ~ency no inpatient tlUImet\1 
is \'Icing dowruized and is losing authority. Community Scrviee~ in {)ekalb County, 
Boards (fol'1'Tlefly communilY mental trealth centro; ICMHC\j) are which includellhe city 
now rorced 10 compete with .he private 5Cdor fm Ulnlrad!, Md no of Altarua. Medicaid 
Stale funding is on hand to CO\'eT los!d.. &rvica reportedly l\I'I: d0¢5 no! rover ho~ 
dC(:1ining, detol,iflCition; mtlsl 

(ietrujliCltion il now 
24-houreri$l$ 

.,­II J5 waiverHI ;r Blod: Grant provides aboul one·half of the funding for AOn There are long waiting 
implemt'!'lled treetment TIle Slate AOO agency l;On{r.\Cts witb private. nonprofIt liSois fOf I.maunent slot$. 

pm¥idm wOO ~ li«:nsed nnd accredited by the AOD agmcy. 
Services are pmvidedl:O residents with inroum up to 300'1J, of lhe 
FPL who ha..e no otba way!;) pay. The State bas an III ~ waiv(;f 
that eat"<'e$ out bebavionJ health servk:cs; the StIltC Medicaid 
agency COfltnIcts with fivt: medical plams:, whtcb save as 

"""""""" 

AOD::::: akoool and olhcrdrug(sr, FFS::::: fee rm 5ef'l/ice; FPt. "" feder31 poverty level; UMO .. health malntcnaoce organi:t8lion; MCO ... managed Cilfe of@:lIIni/.ation. 

Due to the (omplel,it)' or information conlained in thil lable and the datil eollection method, CSR, Incorporllted, rcc()l11mc:nds that an anem~ he mlde to reverify datil .....itb eacb 

Sute before rdea~ Qr publication of Stale-specifle infOmlation by ONl)('P, . 


I 
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s"'" Significant flln<ling~urres ....... _________ Surrunary orServ;""" and Systems . Gaps in Services 

F«IcraI ~Iork 
Gmu 

Traditional 
Medicaid 

Medicaid 
Waiver 

Stale (',cncral 
FtlItd~ 

0."" 

!D .t' .t' Rlod:: Grant proyj.;ks about ene-half of Inc funding for AOD 
lre:tltment. ~ 51ale AGD ;Igency contract, wlEh regional 

No methadone 
treatment is available 

COOlruWrs 10 prtJ...tck AOD IJ1:.atrnetrt servii::es and ~e III c.as.e 
manager'i. The ~te $('1\ the r.tIe fur e;dt ~ and will pay up 

lhf(MJgh the Slate (W 

Medicaid programs. 
1095%. IflC'I,)UICI eligibility is Z5()<J. of lhe FPLor below. 'The client The level and 
gcou.'llly i~ ?!ktd 10 pay 5% and the pn:iri4er paY' whalevu 
pMion of I~ C{l$lJlO i\ U~~ by either the diem or !he $tale. 
Medicaid reimbur.le.'l (Of very liule UUtmenl. A task forte is 
looting lam managed c.ate. 

availability <Jf ~ 
vM)' iICf'\)SS tbe SUIt;. 
Medicaid eo~ is 
limited to bo!piul. 
based treatment (an 
uncommon settIng f~ 
AOO Imtlment in this 
Slate), 

IL .t' 1115 waiver 
propo'" 
svbmitltd 

.t' 81.::.::11. Gnull provida ahoul one·dllrd of the funding rm AOO 
lreaunCnL ~ State AOf) agency fond~ t~almcn1 faofil16, whese 
dim!.!; recrivr: servku and are chargol fees on a :dHling:loCale 

N6 inpalidtt hospital Of 

OOIP."ltien! l'nCf.Iuw.fone 
treatmtnt ii c(J...aed 

basi:!.. Medit:ald covet"!. outpatient service!. group IhernP-Y. and 
~idenljal day t.reatrne<ll prog.ratJ1S. AI! I! 15 waivtlthal ~ld 
incorpor1lk; a managed CIII~ lystt'm with !l. menta! health and AOD 

duoogh Medicaid. 

. 
tafV(;...QlJt h~ b(.en lubmiued. 

- - - - ---- ­

IN .t' Block Grant pl'Qvid~ gSlo 90% of the funding r<:tf AOO treatment. 
ADD sef'lice providen under eontract wI1h thoe State AOD agenc;:y 
now are ",,\uired \0 bcC'Ome rneJlll.geO ("III~ prQv;~, St'fllk"t' 

There is a moratorium 
Otl cnroIln~'11 in 
networks (as of 1197) 

agencies form p.a,nel~ and apply 10 thoe Slate fOf recognition. rather 
than the $late \Ising an MeO. Payment is a t.ap-itated prepay e.1Ch 

due tn u.halJ.slion nr 
rufl(i5. New c1ienu. ~ 

year to 29 managed ~ noetwork.$ in the Slate (including 30 
eMMet), A MedlCOJid rdubiJilation option is .occes.sjble 10 ~ntaJ 

plllOCd nn a waiting list. 
Mo::Iic.1id only coven 

Ik!aJth centeno but a ~ $maIl proportion of revenue eomts rrom outpatient r.erviccs. and 

-
Medicaid. only for the dually 

dtagnostd. 

AOD"" akoOOI and odJer drug{,); FFS .. fef! fOf servire; FPL '" Pedrtal j'Ovmy levd; HMO = hnlth mamtcMflCe orgaJ'liza6on: MOO .. managed cue OIgattlUJliQn, 

Due: to the compiexi.)' of ioformalion contained in thb Ixbk and 1M dala rolkction method. CSR. fncmporaled, rectymmeru!l Iha! an at1emp-t be made w rewrify data witb each 

Stile befon: releaj(: or publication of Sutc"pt'Cifk information hy ONOCP, 
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s"" Significant Fundin Sources Summary of Services and Systems Gaps in Services 
Federal Block. 

Grnn, 
Traditional 
Medicaid 

Medicaid 
Waiver 

Slale General 
Fund~ 

Other 

IA ,/ 111 ~ ",ai\'cr 
implemented 

/• Other FedcflIl, 
Stale, county. 
and toeaJ 
resources 

Rlock Grant provides aooUi one-fourth of the funding for AOO 
treatment. 1be entire Slale public health syuem is undeJ- managed 
Cart. Under II Ih~-way conlr.Jd. W'ith the department of human 
services (Medicaid), the dep;u1men[ of public health (AOO), and 
an MCQ, providcn rc:a:ive a conlTacluaJly set payment to serve 
anyone who requests Irealment. (OienLS with income;<; over 4OOJ:, 

of tile FPL ~y II sliding-scale fee). Under an IllS waivCf, 

Medicaid-cligible C\imLS are served by the same 5~em 

No medicaJ 
detoxification is 
available lhrough the 
SllItc-cperated 
program. OienLS 
require MOO approval 
for some levels of 
treatment 

KS '" 
-

IllS waiver 

pro""" 

"""" development 

'" Block Gmnl provide.~ about one-half of the funding ror AOD 
treatmenl. The SUte AOD ageocy contracts with a management 
organiution, which contracts with providers. All clients are first 
as.scssed at RegionaJ Alcohol and Drug AS!lC5sment Centers 
(RADACs). The RADAC detennincs the modality and length of 
treatment on a case-by-case basis. Minimal Medicaid r;overage 
exj~ for AOD; the Stale is developing an IllS waiver. 

No puhlicly funded 
medical detoxification 
is available in the Stale. 
Most inpatient 
treatment is 14 days; 
most treatment 
accessed is outpatient 
Medicaid coven only 

selected services at 
residential prngr.um 
for women. 

KY '" 1115 waiver 

being 
implemented '" Block Grant provides almosttwo-thirru of the funding for AOD 

treatment. Funding has been allocated to 14 regional bomb, who 
contract for services on a FFS basis; providen uy to collect a 
copayment from clients with incomes above 2())'1. of the FPL, and 
the Stale pays the remainder of the costs. Service;<; will be capitated 
in about 2 ~. once an IllS waiver is fully implerrented. 
Curn:ntly Medicaid coven only hospital detoxification and some 
adolescent care under mandatory Early Periodic Sr;recning. 
Diagn()!;is, and Treatment services. lbe Stale is conducting a 
feasibility study on Medicaid coverage for ~ modalities of care. 

The level and 
availability of services 
vary across the SLate. 
Medicaid coven. only 
selected services for 
special popula1ion5.. 

AOD =alcohol and other drug(s); FFS = fee for service; FPL = Federal poverty level; HMO -= health maintenance organization; MCO '" managed care organization. 

Due to the complexity of infonnalion contained in this table and the data collection method, CSR. Incorporated. recommends that·an attempt be made to reverify data with each 

Slate before release or publication of State-specific infonnalion by ONOCP. 
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51,,, 
. SiJm;n<llRt Fundlnj Sources ... •. Summary or Services and Sysrems 

. 

Gaps in Services 

I'<mrnI Block 
Grnnt 

Tr:..1itional 
Medicaid 

Medicaid 
Waiver 

S-"""'rnl 
Fuml.\ 

"'he< 

LA ./ Iql5 waiver 

pro.­
.@ 

d~clopment 

./ BlOCk Grant pttwldn more IMtn OfIe-half uflhe fuooing for ADO 
trcalme:nt. n.: AOD agency wntfl1ClS with nonprofit lXiWiden; 
~ 5CfViea are provided through Stal.e-owned and .Qpcnu.ed 
Il:IC1lill~, Medil.11id CO\'eB dctoxificll1.ioo and olJIPlUient '$(:rvice:s 
lor AJ-UC·diSibk: clIent!, A small t:ase-fl'IlIJhlgl':lT(:l1l pilQt ~s 
Qperatmg in one region. and a waiver is u. devdopnenl1ilal 
would Carve out behavioral health AS FrS. 

M«Iicaid CO\'eJ1Ige is 
Jiooted to 
deroxElkatioo and 
outpatient ~ f{)f 
AFDC..digible clients. 
Tbete are waiting lists 
for Itt.alrnent sims.. 

ME ./ ./ 191 SWltiver 
propo"" 
subl'llitted; 
111~ WalV(f 

PIOflOsaI .-delldOpmet'll 

./ Bloclt Grnnt provides aboot m'le·third of the funding for AOD 
treatment. '1111;: Stale AOO agency con!racts dinxtly with provideR 
on 8. Fr"S basi$. Medicaid teimbun.e5 {or treatment and case 
man~gement. The Stale has applied for a 1915 wai"'er to manage 
methadone o;ervices and i~ developing an 111 ~ wai",cr (0 .shift 
Medicaid clicnl$ inco OWIag«l care . 

Only one methadoAC 

program exist) in the 
State. so some c1ienu 
must ltavellong 
dista/lccs. 

"D ./ 

. 

1115 wairer 
appro\ltrl but 
1'101 yet 
implemenlOd 

./ Block Gran! pmvide:i about one·lhird of the funding (01 AOD 
lreal~nl. 1bc Stale AOD agern:y contracts dirmly with prollidm 
(til b FFS bask Me,hcWJ ~"ollers a rff)' smell proportion of hilled 
sen'ices. The Sl&Ie has been approvt.d fOr an III S waillcr, whiclt 
Villi bring eligible bendicia.ric:1. iniO ~care. AOD ire.1tm!tU 

will be carved in. and all MCO appIicanlJi lirill be rt!ql.li«'rl to covet 
it. 

No drto~Hic:ation 
~icC$ are brailable 
Ihrough the S~e or 
Medil"3id prog.uns. 

MA ./ 1915 waiw:r 
itl'l()kmenltd 

II is waillCf 
appawai but 

"'" '"impktml'!.!'ltOd 

./ Block Gnnt prollides a1fOO1t ene-half Oflht funding for AOn 
t~menl. nte Slate AOD agency pun.:hasoet ~ 00;11 t"f'S 
basis. The Slate has;ll EnS Watlta that putt1w.ot:s beWh'tOfai health 
5oC1'Vm through a Caf\"e..;:)Ul. C.1pltiml tACOs ronIracr with 
pmridm on amodifltd FFS bMi:i. Art 1115 ....allta, wl'\kh will 
expand eligibility anoJ fully C.1piUtc :;crlli«:$, ~!:J«l) approval. 

~ it along ..",.jtipg 
Ust for trcatment. 

AOD .. a1eolwl and other drug(s): FFS.: f« for krvia::; FPL ... Federal poverty level: HMO III health maintenance organiution: MeG:::: managed are Ofganiulion. 

Due to the romp'el~ty of irtformation ootllained in this table and the data rolleetion method. C,\R, Incorporated. feCom~nd§ thi!ll an attempt be mo1dc to rClltrify dau with tacb 

Statc before rrlll!ia~ Of publication of State-specific lnfonnmion by ONOCP. 
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Stat, SourcesSi\!llifl"anl Fundin Summary "fSenlic.. and Systems Gaps in Senices 
Traditional Otl,,, 


G_ 

Federal Slod. Mt-dicaid Slate General 

Wa.VCIM~tC!!ld P""", 
19J51l1aivcrsMI Block Grnm pro'ride:l fT\I;Jfe (han 4D% of the funding for AOU Hmpilal iup.>tienl 
impkrnent!l!d

./ ./ 
i!f",.nment. The State AOD agency contflllCU with 16 regmnal, s.ervlu::i are not 
tjuasi-go~mentAJ oq;:miUlion~ (i.e" Coordinating AgendC$), covaed by the State 
which aulhorin: JXlymem~ and 5ubeontract with Iorcal prmidll:B ror program. Nonhcspital 
bask~; the Cooldlluling AJ!l'!ncies aBo rontl'3ct with residentiailRatmem is 
Cenlf1ll Diagnostic and Reremtl Agencies. ror Ust1ismoeni of noed not (X)¥tffd by 
for intenSlV1:: 1CfVices. Acute Cafe detoxification, mrthadone, and Mo:IicaW. 
OUlfl\ltienE ~C~ t'I'\;,l)' be f?;imbu~le by Medicaid. TII.'O 1915 
waiVl:t1 haye rj~ m:nt Medicaid benel'iciaricJ in Ill:I.ru!ged ClUe. 
lUld a pilO! in fiyc (1'),106<3 CatvC$ In bdui~ health t:Me.1bt 

Slate is contemplating II behavioral ~(h managed cart plan for 
non·Medierud clients. 

'""~~ ~ ~ ~~-~~ 

1115 \lraiyet l..oc.iJ funds BIOl"l Grant provides about one-third oJ 1m: funding for ADOMN Detoxification and 
being 

././ 
(reql,lif~ treal.ment l.ocMillC$lollowing Minncs<Jta'~ Rule 25 place dialt~ alUm::aie an: funded by 

impkmented cmmly ma.lcb) in oae of time State lfe1trnent programs. b~ on Mtdicrud (ounties, nat the Stale. 
digibility, cotlntyo(re.,idence. and olher facton. The SU«:':'$ 1115 
wai~r is CQnverting all AGO tre..lunenl ~ces for Medicaid 
clienu 10 1I managed care rhm. Another Stale-funded program 11150 
is in the pmce$1 of conVC1\in~ to ma.naged cate. The Ihird progrnm 
funds $ervi~ fm cliems ineligible for the other fWI) programs, i$­
fee· for-service, and is managed by the localities (i.e., coumies Md 
Indian reserV'.wonsj, which arc requin:d to f)Jnuibute part ofthe 
furn:ling (i.e., a 15~ match). 

-~ 
~ ~ 

191~ waiverMS Block OtanI provides about ope, half of the funding for AOD ~ are long waiting 
implemmttd

./ ./ 
trea!ment lb: St;lfc ADD agency (ontrnc15 with private, nonprofit Ihl$ fOf treatment sloo. 
orgl.Ul.iUltions 10 provide AOD s.ervice:s and charge t'iiena on a Mini:m.al Medicaid 
sliding.scak bam. Under a 1915 waiver, a pilot program providc$ oove:rage(i.e.• wai~ 
mentaJ hea!th :md AOD t<el'o'icn through 'Iohmtary primary are pilot pro.grumoruy) 
t:.lU.e ~ progfUm$ in II tOOllties only, OUlerwi.'\e, eAiSlS.No~ 

Medicaid does /KIt lcimb\.trse AOD lIItfVioes because they arc tlUlment is ava,illlblc. 
, provided in mt':'.tltII! hei!!h centm throughout the SuIte. ! 

AOO::::: mrohol and Other dmg{s); frS = f« for service; FPL::::: Federal povet1y Ie'ld; HMO'"' health rn.aiMetlarace crganiWi<Hl; MeO = managed l;1I1"e organiution. 

Due 10 the Cl}mph::~ity (lr information OOnt4i.r.ed in Ibis lable and lhe dala eolledion method. CSR. Inoorporated, recommt:mJs that an allempl be made to reverify dlUa witb ,.......h 

State bdme release Of publicallon ofSta1e'I(.lecific infomlahtm by ONDer. 


I 

http:OOnt4i.r.ed
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St... Significant Fundin Sources Summary ofServiao and Systel11S Gaps in Services . . 
" -Medicaid SltIle Genml,TradilionalRrle! al Block 00"" ~ ­

Waiver• MedicaidGrnnt ""ruB 

"0 
 1915wai~ 
 Block Grant prol.'ides aboot one-Ihiro ofthe funding for AOO 'There are lremmem./ ././ 
limit~ (ur some eO'lered 

organinnionslo pro'Vide AOD ~rvio:$. All non-Medicaid and 
implemented Ueatmall. 1ne ~ale AOD IIgalCy IXlfItraclS with "rivide, nonprofil 

semte$ undcr the Stale 
lIIS~vt1 many Medicaid ciienls are mt2.IlNesled to delemVfle dt¢ir foe and Mfiikaid 
pmpo"" sh\lU. Services are provided on II fee..f(lr-~~ basjs. u(:ept for pro""""sulxnillod the on~lhjrd ofMcd1caid dif!.ntS who pmkipau\ in nundawry Detoxification and 

managed care undtt II 191 S wain:r. 'The Stale hlU applied for an inpatient tfea!mcnl!\le. 
1t IS waiver loexpami Medicaid ~eareslalewide. limited to Sdayt. 

Nonmethadone 
outpatient 
detn:dficat!oo Is not-
available. oor i~ fmmal 
afiereart:, 

""""",oj Block Grant pro~ ilbwl one-fifth mthe funding for AOOMT Limits on inpatient 
Stale \.al on 

./ 
treatmenl. ~ SUle AOO agency Il:Wl~ roost AOD kf'Vim and detoxification .....ere 

sale of CQnlrat1£ 'oVilh fin"'''''/!, nonprofit organil.lltions te provitle service rcantly inlllirutlXl. No 
akuholit Ion a FFS baiis, Funds from rho! t.aI'TI'I.1fXed In are CoaI~,lIed by the publidy fu.ru.b1 
be'l'Cf$gc:s cOlJnti/:$ Mml Soef'f'Ice\ are provided Oil a sliding :scale, !llthoogh rncth.adone trc:al1nent is 

providen &Ie IlOt allowed to refuSot' !ieoices' based on client availahlt, 
inability 10 pay. Nu prugnun 0pem!U :IoCkly on public lurnh; the 
Sr.a{e reqeire!lhat group in~urance plw!!Over AOD Sot'rviI.:n. No 
managed em: eriu$ for AOD sen.icc:s. McWeaid covel'S tn:almrot 

~ices. for tldoleKCW only. 
~--

1915 W;!lVe!NIl Bloc... Grant provides ahoul <moe-half ofthe funding f(j( AOD OulfXUicnt and./ ./ 
imp1e~(ed tmllrnt!nt. Ux:aHties an: required lO provide a Il.Y*o match 10 inpalltnt treatment 

to.:civeSque fund5. The Slate AOO agenty oooroimtles with 5i ... under the SI.ale and 
regional Board of SUpeM"'rl te manage AOD :services, with taCh Medicaid progrnm!l an: 
~oo conlr.llcting iMeprndentJy with local service providcn. New limited to medlcally 
procedures Will fflquire State approval of$Ct'tiQ! proViden hdort: necessary. No aftercan:: 
rclmbul"$ttrlCnt with Slate ful1ds. Under a 191 S waiva, Medicaid· services ate available. 
digible 8(\1.111$ aR covett;d under a behavioral health tTI3I'l.Il.ged care 
plan, All oth<!r clients (i.e .. Medieaid--eligible thlldrttt under age 
19 and all State-funded clients) aR provided ~ on a FFS 
basb. 

~ -_._---­

AOD -= alcohol md otbet-drugb); FFS:::: fee (0( ,ervict: FPL .. Federa! pllveny level; HMO", health maintemw.:e organir..ation; MOO:: mana~ can:mgani1.ation. 

Due to the complexil), of information contained in l1li$ ~able am! the data rolleclion method, CSR, Incorporated. recommends (hat an attempt be made 10 reverify data with tACh 

Stale before rc!eax or publication of Stale-~~ific information by ONDer. 
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Siale Gaps in ServicesSi~ificanl ."undin Sources Summary of Services and Systems 

TraJiliQtlw Slille General Ma:licaidFederal Block 0."',
G"", FundsMedicaid Waiver 

8k>d: Granl provlde;s ~>« than .one.h.illf uf lhe funding fm" AOD"" No ~age eljS15 (ot 

trtalrnertl 1be State accredi\s and conlracts with 24 local 3I:fVJce 
hOY 

hosptW lnp3tient 
pmviden fot adcslgn~ed nuf'lbet oflrt:atmem slou. The servK:e1 throu&h the 
proviikn. tmI'It: q( woom 8fI.' funded soldy by me Slate. ru~t1)' Staleprogmm. 
ate required 10 I.n!!.:U eliglbJe client'> ~garolesJ ofthe funding level, 
although the State is OOl'l.5idcriug changing 10 a FFS model. III O~ 
area, W: Slate is Oc'o1:'joping a pllot Mcd!~aid mmagm tare 
program 10 provide inlenFlv(, otHpatiem services for youth, 

" Block Gran\ pro~ neJriy one·h)!(of the funding (Of AOD" No publicly funded 
being 
1115 waiverNH 

treatment. No IoeJJ roods n!gularly support AOD Irwtmenl. The medical &:Io:ll.iflcauQtl 
Stale amtr.act5 wim priVAte k!cal agende.~ to provide 'loe..-vices to all is aI/rulable In the Sl.I1e. 
Who n:quesl il; under Slate law, no penon can becommitled 10 any 

implemenled 
Methadone tn:atm(:fll is 

AOD ITeatm:mt involuntarily. Medicaid reimbun.es .'IeI"o'ices (Of available on1y (or 
lIdolcsc.:-cnls and womc::n, TIle Stale plans to move all AOD ~rvice5. pregnaru won~'L 
10 mM.1ged tare in the future; managed r.:are turTently exisl~ only 
in some i!dolescem progmms, 'The Stale also has in process an 
\11.'1 waiver thal. would implement" S{$le""';de managed care plan 
for pregnant women and children in fllJl'lilies with incomc;s up to 
11O'hoflhe FPL.. 

" " Block Gmm pl'U"idc:i more than 40% 01 the funding for AOD NJ Thttt -is ill 1000g wailing"""""''''' SIal.e a1eohol lrea1.tTlesl1 TIle Stale 'it.., IWO $Cparnte systems. (or AOD iIeJtmellt; lis.tfOf~\I& 
1M a cmuU)' $Ylletn W'Id a Slate sYlitent 1'1\( coumi($ ~""cive alcobol 

lU rellemle Ilnd (:(ffiIr:ac\ direcdy with the providID. The Stale 
sY'tem fimding (indudmg the Blod. (Jrant) coven the costs 
lWoOCiated "";1)\ tre:IliflS Block Gram priority populations. 'The 
Stnt!:: anticipate! delleloping a managed can: waiver within I year. 

AOD '" alc,mOl and Olbu dNg(s); FFS "" r« fOf 5.efYlce: FPL:; Federal poverty h:vd; HMO::::: bealth nuinteni\fl1;e nrganiulion; MCO .. managed care orgafliution. 

Due 00 the <:omple~ilY ofin(ormntiQn eornain((j in this table arn:llhe data colltttioo ITIt:thod, (SR, Ineorporal«i, recommends that an altcftlPt be made 10 reverify daUl with uch 

SlUle befOre :releue Of publicution or State-specific infounation oy ONDCP. 


http:reimbun.es


- - - - - - - - - - - - - - - --------------------------------- - - - - - - --

Page 1() of 16 

5,&< 
"Significant lundin! Sources" -. " Summary or Services and Systems Gaps in Services 

Federal Bloct Stale General TrnditionaJ Medicaid "'''',
WaiverMedicaid Hmds0"", 

..­ ..- OWl fund mock. Grant pmvilks ;Jrou! one-third of the funding for AOO ~ h along wailingNM 
provides lrealrrcru. A OWl fund provi~ program funding 10 thecoonties. list fur tlUIrmn1: $lou. 
funding 10 AI! cmtU'aCIS and lefVi« provision dc:risioru an: handled by lhe The levcl and 
roomies Stale AOD agency. Medicaid coven 12 hours or outpmicllI availability of servires 

IfC3Irrcru pet year and medically ~ Irc;rtment far rNoon. vary across ,be Slate.. 
The Slate syucm functions somewhat like managed ~ in IhM 
pro¥iden m::cive a lind amounliO serve the iooiym and cannol 
\.\1m away clients; however. the: Stale is comemplluing fOrmal 
con~qiQn to managed care. 

Several 1915 CJicnt~' Blott Grant provi<ks only about one-ninth ofthc funding rot AOD Then: 15 a kmg wailing 
waivers 

~'Y ..­
(oon/feiof Ifeallnenl; more than one-thud comes from the Slate Divj,ion 01 Iii! for trulmcnt sl\Jt5. 

implemented McdicaKI (which ~ Home Relief). and ks$ than one-third fesiikocc Mwicaid docs not 
lIlmre the: ~ COm!:$ from the State AGO ~y. The Stalt: AOD agen..:y gtnCtaily rovu 

Ii 15 W'l\I¥u of treatmen! contract! wjth local sc:n<ice providen primarily on a f.toe-for-service coonseling OJ 

basis. Home Relid'. fUnded tnlirely by State and local rcvenures. tl" ..".,.,...."""'"submitted ~indi~m dienls ...-hl) are 001 Mcdicaid-digible undtr the rommunitiH. 
FOOer:aI program. The Stale has applied for an 1115 "'mega; 'V.'aiver" 
10 e:ealc a Ulflllrehensive nunagai are system tor the Fcdt:nI and 
State Medicaid populations. (t;;u:ept for some special-n.ecrls diC'oo) 
under the o~gtn of proprietary MCQj. 

..- Blo(\; Granl provides aboot one-half of the' funding for AOOMe 1915wai¥u Medicaid does ~..­ ..­
imptt:mel'!ted I~mo:nt The Slate AOD agency pro~ furu:fing 10 41 are:. ~ room aOO bo.a!d 

00anis., who either pwv«k A.OD 30eMtes direclty or cuntrxl wilh for adult residetltial 
1115 waivt':r nonprofit providen. In iddilion. ill public-private partners.blp treatmmt 

ensures lilat there m! 00 walling lislS for-eligible: clienb when 
submi««1 public fadlities arc rult Fac::itities bill the Slate on a fet-for-service -'" basis. fOf adults. Privalc: facilities bill Medicaid through the &tea 

boards for 5eTVi= forc!uldral e:ge 18 and below, which are 
proYlded through ill managed ~ plan under s 1915 'V.'ai ver. The 
Slate is awaiting appronl for a proposed waiver for adult s.ervias 
10. be Mvem:i under a managed care plan. 

AOO "'alcohol and otht:fdrug(s); FFS:::: fee for soervice: FPL;..; Federal p!)veny levd; liMO = health maiRlenance organization; MOO =< managed care organization. 

Dl.!e to the romph:xilY or information contained in this table and Ihe data collection melbod. CSR, Incorporat«l, rt:CommC'nds that an auempi be made to reverify data wilh each 

Stalt: before telease or publication of Stale.~pedfic information by ONOCP, 
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State Significant Fundin Sources Summary of Services and Systems Gaps in Services 

Feder.!ol Block 
G=I 

Traditional 
Medicaid 

Medicaid 
Waiver 

Slale General 
Funds 

Other 

NO " " " Block Grant provides almo~[ one-half of tile funding for AOD 
[reallnen!. AOD services are available primarily through tile one 
Slate hospital and eight regional Buman Service Ccnlen (HSes), 
which are allocated Slate resources for the provision of services. A 
Slale provision also allows each HSC to bill Medicaid directly for 
the rcimburserrenl of coveroJ costs. No publicly funded managed 
care system exists within the Slate:. and then:: are no plans to 
develop one. 

No methadone 
treaunent is Ivaiiabie. 
Frequent relapsing may 
result in noncoverage 
of services. 

OH " IllS waiver 
being 
imple~nled " Block Grant provides aboUl"30% oflhe funding for ADD 

I~Unenl. The Slate AOD IIgency conlraClS with local 5ef'o'ice 
hoards to implement community AOD treatment prngram.~, which 
are provided on a fee-for-servicc basis. An III Swaiver being 
implemenu::d will move many AOD services into II separme, 
capitaled AOD carc:gory managed by the Stale AOD agency. which 
is in the proces.o; of selecting a statewide MOO with which it will 
contract for services. 

There are long waiting 
lists for treatment slots 
in parts oflhe State. 

OK " IllS waiver 
implemented " Block Grant provides more than 40% of the funding for AOD 

treatmc:nt. The State AOD agency contracts with S4 private 
nonprofit agencies and one State-operated agency to provide 
treatmc:nt services, which are funded on a FFS basis. Under an 
IllS waiver (called "SoonerCare"), AOD services in urban areas 
are under managed care and must be included in services offered 
by MCOs; rurallUUli are under traditional FFS Medicaid for AOD 
serviCd. 

State-funded 
methadone treatment 
oot avajilible outside of 
Oklahoma City. In 
rural areas, Medicaid 
coverage for adult 
inpatient tmIlJnc:rn is 
limited to 12 days pet" 

year for 1111 
hospitalizations (i.e., 
nOI just AOD). 

OR " IllS waiver 
implemented " Block Gnlnt provides mut one-sixth oft.he funding for AOD 

treatmc:nt. In I99S, t.he Stale implemenu::d a statewide Medicaid 
refonn program. which expanded eligibility for health care and 
il1Corporn1ed AOD treatment; service providers are mand.<ded to 
~reen every elient for chemical dependency. 

AOD : IIleoholllfld other drug(s); FFS = fee for service; FPL = FedelOll poverty level: HMO = health maintenance organizalion; MCO = managed care organization. 

Due to the complexity of infonnation contained in lhis table and the data collection method. CSR. IncorpolOlled, recommends that an attempt be made to re\'erify data with each 

State before release or publication of Slate-specific information hy ONDCP. 
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State ~ Significant Fundin Sources Summary of Services and Systems Gaps in Sen-ices 
-

Medicaid State Gc:nttalFederal Block Traditional Otlll'" 
Wai'<C:f FUlxl$MedicaidG~' 

" 
 1915 wai"'('l' 
 Block GI'3.IlI provides nearly 30% orlbe funding for ADD F~ucnt rdapsing may 
implemented 

PA 
trellm'lefll. The Siale AOD agency flmvi~ funding 10 Singh: resull in suspension o( " County AuthorilieJ" who pro'l'We (or conU'acI for) arul manage ~ment.AlI 
services. Except ror WO'II! Medicaid dten1.li, AOD W"'icel an: detoxification i~ 
provided on II FFS buil, Under a i91:5 wruYel'. a Medicaid inpaticn!iresidentiat 
m.:mag«l C:lre pt1)gr;lm hu hoen impiememed in pM1 of the Slate; 
in Ihi5 program.. behavioral he!llh ~ art: carvet.l out and 
c(I\.Intil!$ ronttrCI for behavioral health serviea on a capitaled ba!ii~ 
with Iht Department of Public Wtllarel1l' 'l'"ilh CXll'flnlUciai 
Ix:havil)taj health plans,. 

" MtdkaidPR Block Otani provide" about one-half of the funding for AOD Duntirut oftreatment 
clients being l\'t'""umtnl Under hc1llrh, reform, 61 oHM: h!arnfl 78 hmit$ ha~ ra:ently " brought irua municipalities provide all health care (including beha...ior& health been lightened. Few 

em:) through I'IlMIIru'Iged cmt plans. The Puetto Rko Healtb residential slots form",,""=
with HCFA !nsura.nc.e Admlnistration {an i~ State agencY)Contract5 womenexist. 
approval {i.e., wilh inMlI'lU'lU mmpanies, who C(lfltrlliCt wilb ~ (lfl a 
00 waiver) capital¢d ba:lis. The paymmu. are made up of State and Medicaid 

funds. U~ health «form. AOO ~ 10 Medicaid diems are 
;:overed, wilb HCFA approval. without$. waI\I('f, 

" 
 I 11 5 waim: 
 Drug Bloctl: (jrnnl provjdes IlboUI ~ oftile funding for AOO 
implemtrud 

R. 
education fund ItulmtnL AJI publidy funded AOO tRlalment if man:agro by the " [orolTenders; Sl.iIIc AOO agency. wbim rontrncts with primarily nonprofit 
OWl ptogntm providen and liod.l.1.tmdanb for tml.tment Scrvico an: p:ovldcd 

FFS bM<::d on a sliiling4ee St'a1e. 'fhc State has an 1 II S waiver that 
mWll"Ji AOO tfeattlX'!!'ll for Medicaid dtem:;. The ~"Ie i,. 
contemplating pJ...:in.g limits on $tf\I\ce$. 

AOO = akoool a.nd'O\her drug{s); FFS '" fee (or !ervlt..'e; fl)L '" Federal poveny level: UMO = healtb maintenance organiution; Mea .. managed (:are org'lOiution. 

Due to lhecompluit)' 'Of information contained in thj~ table and lhe dala (ollMioti melh\JJ, CSR. Incorpouttd. rtt'Ommends tbat an attempt be made In reverify data with eacb 

State lx:fore releue or publication 'Of SUle-!ptciflc infOrmation h10NDeP. 


http:dten1.li
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- Fo:.Iera.ll:Jlock 
Om", 

, 
SC .­

SD .­

TN .­

Significant Fundin 

Traditional 
Medicaid 

-

Medicaid 

Waiver 


1115w<li~ 

aprroved: 
imp!emenla. 
lion has been 
slowro 

I115 ~"alver 
implemenla:! 

---------,-,-,-,-, ­

Sources 
Stair: Gcnelll.! 


Funds 


.­

.­

.­

0."" 

local funds 

Pri.... 
~n:t$ (>f,g. 
Unita:! Way. 
fOlJndatiMSi 

Summary or Services and Systems Gaps in Sen-ices 

Block: Gr.inl provide$ IIIt'oot one-Courth of the funding for AOO 
\rea\~nl. The Sl~e AOD ageocy WIl\J'aCtS with 34 private 
agcncid and -4 county astend!',.5 to provide all roodnlirie1 of 
t.eatment. No dient can be turned away due to inability 10 pay. 
Most ADD personnel:w employees of private Qge'lde\ under 
contracl to the State, and much of tbe funding. ikcisiorH'l'l.Ak.ing, 
and prownm deVi!lopmcnl 04.-'1.-1.11'$ at the locnllcvt\1. Due 10 high 
costs, the Sute ha.~ slowed the implementation of a Medicaid 
managed care program which has begtln M. \l'Qtunwy imrollmo'JI 
ha.'l'is tn designaIM 1IJ'ltU. AJI medksJly nece!\IU)' service! am 
C"dpped 81 $100) and then are FflS . 

Btock: Grant pmvicloel about one-hair of the funding for AOO No methadone 
trelltmml. The State AOD agen<::Y devclops and m:lIulOfll all ~tmetll sttViccs ~ 
treatment o.mttacls. The Sla1¢ has 00 managed Qte romp<mmt for available. Adult males 
publicly tlmded AOO treatment and no plans to shift IU managed D1tlst have medic.al or 

mental condition in""'. 
addition to SA 
Medir.aid il avlilable 
fOf yoorn only. 

Btocl: Gr.w provides tmre dun ol'Wt-balfof II'Ie fundmg (OJ Aoo The S~ propmdod 
11Wmet\1, The S:tat~ AOD agency C(lntraeti -.v1th SS nonprofit 001 include 
org,anilliltions.md pays each ~y a f!a1 sum to provid~ AOO nondaoX-if!C3tion 
lreatment~, This funding COva'l approrim:vdy ~ oft/Ie MSpiUll inpaiall (w 

1Qta! ('()$Is of providing ~ and lbe rt'Jmining rtSOO1(t:S an; aflm:;ue~. 

,phered by the .genet" from soorce5 such as United Way. Ui\dt1 
an J J I S waiver. Medicaid diems re;:ci~ mtdically net.:e1wy 
servi(a: (mcluding AOD tn'.almentj through II mart3ga:! C~ 
org;urimionl, The SOlIe plans 10 ~ the Sune-fimda:! and 
Medicaid progmns in.he Olen 2 years so that lxMh Aft pat! ofa 
managed care program. 

AOD .. alcohol and olher dNg(S); FfS .. fee fur seNk>f; FPL "" Federal pI'W~rty levd; HMO"" heallh mainletWlce organil.atmn; MOO '" managt.d care organiution. 

Due 10 the complt'"iIY of inform.ulon coo(ained in this table and the data collection method, CSR. Irtwrptmlta!, recommemh thll1 an attempt be made to rt'Verify data with eacb 

Stale before rele~ or pooblkation of Slate-specific inform!lli:m hy ONOCP. 


http:org,anilliltions.md
http:medic.al
http:04.-'1.-1.11
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SI'" Shmificant Fundin Sources Summary of Servi... and Systems Gaps in Services 

r~BIOC'k Traditional Medic31d Slate Genera! ()Iller 

Gr;ml Mcdkaid W3i¥ef' FUN.h 

VA ./ ./ Blocl Gr.mI provides more than one-founh oflhe funding for 
AODtreatmcnt. The State AOD agency provides funding and 

Medkaid oo~ is 
limited 10 those with 

I~hnieal aMilfnflCe and IOOlliton the opot:nlions of40 meal quasi, dual diagl'lO$C$. 
govmlmemal Community Scrvice Boanls (CSB), 'llIe CSfh 
develop IIe.alment ptt'Il.I)I:;ols (or dj~s; severa! orthem have 
managa:! care: «m\ract:\ for their areas. The esos are requin;d It) 
provide- elTlC1gcncy :s.ervu,:es for AOD and ment.al health Ircalmem 

. (or ~ who need il and are unable to pay. 'The Slate l"Um:nlly i.~ 
lovestigatin& managed ~ SY'letm for AOD and mo::ntal health 
servka. 

- ------ ­ ---- ­

WA ./ ./ I)o;firntni 
Slale Ia~ 

Block Gram pnwidc:s a1mo:U 30elt oflhe: funding for AOD 
lrealment.1bc Stale AOD 3g(';fl("Y ;,xm1r.k1s with roumies and 

ThM; an: long walling 
lists fur IfUlrnenI slru 

local, nonprofit. s«vke provide-no The counties contract for and variable 
ou\p$ieru [~tmtnt md Ihc Slate conlJUri:ts for ~Udenlial ~tTS, availability of scrvia::s 
Medicaid COVert merli(:lllly n=~iUy deto:tifimion and outpatient Ihrougboo{ the uate, 
9!'r.i~ and two youth and women's. resid.:OIial ptOgran\\. The 
AGO asency w.d some ro:maged can: principk5 but docs. not 
c:onttact Wllh MCOs. Medical serv1celi for AFDC·1"d.at¢d and 
c:hitdren under 19 below 2()O'l, of Ih(: FPL.are capiUlU'ld: the SSI 

-­
WV ./ ./ 

poopulillion gradually 15 being brought under managed care. 

Riock Granl pmliidcs mol"\: than 40% "flhe furn.ling rOT ADO 
tJUlment. The State hOD agency pro~ annual allOC~liom to 
14 Behll"'+'lOra.l Health ~ Cenlerll flCfOSS the StMe, which 

There are IOtog waiting 
lim ror treaunent sklu..No_... 

~ the d(:livef)' ofpllblJdy furn.lc:d AOD U'c:aumnL MoS! or treatlnetlt is available 
lhe UnteJl proYide 5b"\Iio:s on a FFS bnis, duuging on a sliding in the State. Due 10 
scale. The State is in the pl'"OCC'Si ofo.:mvcrting all behmotal health ligtll budget. spanily 0{ 
benefit! into maaaged c:ate plans. dQ($, and fOClJ~ Iln 

priority populations. 
services rOf adult ma.Ic.t 

.. _--_. 
are very Ii mil((!• 

AOD "" alcohol and other drug(s); F'FS :::: ree for SCIVIc;t'; FPL. '" N:deral poverty level; HMO:: heallh m~ifllenance o;-ganiuuion; MCO .... managed C(lte organiution. 

Due to the ccmplelily of information contained in this table and lh(: data collection method, CSR, lncorpora1ed. rec<nhlheM~ th~( an auempt be made to reverify data with each 

Slate before me.ll-Se or publication of Sl.iIIIe-specifK 1I1fotmatiotl by ONOCP. 




Page 16 0116 

. .. Sources ­s"" Sil'!:nificant FuRdin . Summary orse""ices and System. GapS in Services 
Slate ~r:aIfcder.d ruod: Tf\1ditiona! Metliaid. m" 

(Jrnru WaiVei' FundsMtiliCad 

1915 waiver Block Gram. provides 1I.~~ut onc-fifth or the funding for AOO 
being 

WI Local fund' ~ ~ 
(l.e., requiretl treatmenl. The Slate: provides «lIInly·;jesignalcd boards with 

implemented county match) annual funding based nn:il fannula to provide services or to 
COlllnk.1 with provideD. TIle bc<vdslpmvidt:n charge clienu; a 
sliding-.saJe fIX and lhe:n bililhe Statton 3 FFS basi::'. up kittle 
amount oflbc annual a110l.'allOtl, Medicaid coven moclicaliy 
n~58fy serv11%S exctpl fOr nonhospital residcl'Uiai t~!menL 
Under a 191~ waiver, MediC3.ld Il stnmng 10 rr;anaged care and 
l'Iehavioral health is provided try 19 HMO providefl in lht system. 
Sit managed behavioral health cart: j»Ugtams will be piloted. 

Blork Grant pnnidei about ~thinJ ofltlc funding fW" AOOWY No detoxification or 
!ftal.mcnl. The Slate contrat.1J With and ovenee:s local pnV2It, 

~ ~ 
aftercm services oW 

nonprofit pro'<'idcn. The: State pro'rideJ each program with available in the Stale. 
$20,{J()J and negotiates ror cap5 on what can be billoo to the State:. Medicaid 
The provider must provide services e:ven after bilhng up to the: reimbursement ~ rare 
contl'"at1 cap. The: State: views ill AOO treatment needs i!!! too small and (lnly exisu (or the­
10 jU'tify implemeruing managed CIU"e. dually diagnosed.. 

AOD:EO alcOOoi and othts drug!'): FFS .. fee for ~rvkt; FPL .. Federal poveny kye!; HMO -= heallb maintel"!l'l.tlCtt organi1A1km: MCO '" rn:tll'lltgred CAfe organization. 

Due: to.he rompk:l:hy of infotmation contJjnc:d in tbis tabte and tbe. data wlWction method. CSR. lm:i"U"'pO""u:t recommends Ihat an rulempt be made 1(1 reverify data with each 

State befOTe release or pcblication of SlalNpecific inf<lfTlUtion by ONOCP. 


http:contrat.1J
http:MediC3.ld


THE MANAGEME/l.7 OF' PUBUCU FUNDED TIl.E.ATilBNT SUVlCES IN THE UNITED STATBS 

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,to State. along with the foHowing other faclors: 

• 	 Standards of care; 

• 	 Contracting practices; 

• 	 Applicability of Block Grant mandates and set~asides; 

• 	 State Medicaid program provisions and eligibility rules; 

• 	 Income eligibility for publicly funded services; 

• 	 AOD agency relationships with other agencies {including Medicaid). providers, managed care 

organizations. and local governments: and 

• 	 The impact of the shift to managed care on AOD benefits in many Slates, 

OVERVIEW. OF PUBLICLY FINANCED TREATMENT SYSTEMS 

Two 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 to in this 

report as the Slate AOD agency or single State agency), typically funded by a combination of Block 

Grant and Slate appropriations. The other lS the Stare Medicaid agency. 

These two agencies support wbat are, in some respects, two independent systems of care. Medicaid 

reimburses limited AOD services (under generic categories such as "clinic services" or 

··rehabilitative services") for Medicaid-eligible clients, who generally are )ow~income women, 

children. and persons with disabilities, Each State plan describes wbether and how any particular 

type of treatment might be reimbursed. No tWO plans are alike. 

TIle State AOD agency, on the other hand. directly furu1s AOD treatment programs and services 

that. in most States, may be accessed by anyone who walks in the door, Programs that receive 

fundjng range from private. nonprofit recovery centers to community health clinics. In most cases. 

me State ADD agency cOnLraCIS directly with provider.; on a fee~for~service basis, Services typically 

5 




THE MifJiA0EJ4ENT OF PVBUCLf FVNPt:J) TItEATJ4ENT SERVICES Iii THE UNITED STATES 

are offered on a slidiog~fee scale or are free to those who can prove income eligibility (generally a 

designated percentage of the Federal povelly level). Programs funded by State AOD agencies may 

be able to apply to the State Medicaid office for reimbursement. depending on the State plan 

requirements and 00 whelh~r an established mechanism for billing exists. 

A ,ailabilily ofServices 

Most State AOD agency-managed (and jn some Slates, loeaHy managed) service networks offer a 

full continuum of lreatrnenl services--cietoxification. methadone mainten~ce, inpatient treatment. 

residential rehabilitation. day treatment. outpatient treatment, and continuing care. Some networks 

offer special services, such as lherapeutic communities. transitional housing, or long-term 

residential care. Other networks stress outpatient 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 AOD treatment may exist in a State. limits on the number of treatment slots 

available. insufficient lengths of stay, transportation problems, lack of child care, Or long distances 

to Iravel for treatment may limit access. For example, a State may offer a methadone detoxification 
i 

program. However, the program may only be offered a'i an outpatient program in one location in the . 
Stare, making it inaccessible for clients in other localities. 

The Shift If) Managed Care 

The shift to managed care for Medicaid-funded healthcare services has been rapid. Between 1991 

and J996, the proportion of Medicaid reciplents enrolled in managed care programs jumped from 

9.5 percent to just over 40 percen1 (see Exhibit 2, following this page}..State Medicaid agencies and 

State AOD authorities increasingly are looking to managed care 10 control costs, improve case 

management. and widen access to care: However, whether managed care contracts will include 

adequate and appropriate AOD trea1ment among their covered hea1Lhcare services and whether 

ulilization management systems will inappropliately limit treatment access have become concerns 

of AOD treatment professionals, consumers, and advocates nationally. The impact of the recent 

shift to the managed care model has not yet been fully assessed by the Stales. (For background 

6 




ExhIbit 2 

National Summary of Medicaid Managed Care 

Programs and Enrollment 


June 30, 1996 
Managed Care Trends 

Total Medicaid FFS Managed Care % Managed Care 
Population Population Populallon Enrollment 

, ,, ,, ,1991 , 28,280,000 25,583,603 2,696,397 , 9,53 , , 

, 
 ,,,1992 : 30,926,390 27,291,874 3,634,516 , 11.75 , 


, 
 ,,, ,28,621,100 4,808,9511993 I 33,430,051 14,39 ,, 
,,

33,634,000 25,839,750 7,794,2501994 23.17 

23,573,000'33,373,000' 9,800,000' 29,37'1995 , 

1996, 33,241,147 19,911,028 13,330,119 , 40.10 , , 

"Indicates approxlmale numbers. Tola! Medicaid population was ;mwided by the OtliC9 of Ihe Actuary. which used 2082 
dala 10 calculate average Medicaid enrollees over 1995, 

Note: The- managod care population diNers from Ihe 11,619,929 reported in the 1995 report b()cause lhe number 
reprasen!ed the enroRmont 01 some beneliciaries in more Ihan one plan_ The 1996 tolal Medicaid population dala were 
collecled by StstO$: simultaneously as the managed care enrollment numbers were COne<:led, rather than usin9 2082 
dala. as had bean done in previous years. 

Souroo: www.hda.govlmedicaidlomcl.htm 

CSR. Incorporated 

www.hda.govlmedicaidlomcl.htm


TilE MANAGEMEliT OF PUBUCLY FUNDED TUATMEliTSERVlC6.S IN 11IE UNTT1!IJ STATES 

. 

infonnation on managed care models and current issues, inc1uding benefits and potentiaJ problems, 

"'" Appendix S.) 

Because the shift to managed care constitutes a reronfiguration of many public health systems 

throughout [he United States and is a recent dev"e)opment, data gathering in this area is difficult and 

.oflen speculative. Often, infonnation gathered in the course of this project was incomplete because 

programs were in (he design phase or proposed legislation authorizing changes had not yet been 

~sed. Therefore, it must be emphasized that the current mutability of these public sector 

heahhcare programs means that what is true at the lime of this Writing may not remain so fodong. 

THE MANAGEMENT OF PUBLICLY FUNDED AOD TREATMENT 

As indicated above, the structural relationships between the State AOD agency, the Slate Medicaid 

agency. and other authorities (e.g., child welfare or corrections agencies) differ in each State, In 

some Stales, a linkage may exist-formal or infonnal-between the AOD and Medicaid agencies 

(e,g., Arizona. Aorida, Iowa. Maine, Massachusetts, Ohio, and Pennsylvania), For the most pan, 

h9wever. Stale AOD agencies do not have a fonnal colllihorative relationship with the State 

Medicaid agencies, and each agency operates independemly. 

The Role ojMedicaid and limits on Reimbursement 

Under Medicaid law, al1 States must offer coverage for mandatory medical services. such as 

hospifal 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, 

Whether these categories of care are avaiJable for AOD treatlnefl[ varies from State to Stale. 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 inOuenced by the 

degree o~ coordination between the AOD and Medicaid agencies. statutory limits on what may be 

reimbursed. and even the AOD agency's understanding of how to 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 navigaling !he reimbur.>ement system and, !hetefo.., had not billed Medicaid for services 

for some time, 

Federal Medicaid guidelines do not mandate coverage for AOD treatment services. States may 

include AOD treatment in their Medicaid program through one of the optional service categories or 

under a Medicaid managed care mood, bUi reimbursement might still be denied for the following 

reasons. among others: 

• 	 Treatment is noc clearly medically necessary (i,e" the client does n01 present with symptoms of 

an acute medical episode. such as overdose or withdrawal); 

• 	 The client is not Medicaid eligible; or 

• 	 The treatment facUity is too large (Federal law probibits reimbursement for care of persons ages 

221064 in an institution for mental disorders with more than 16 beds, and the Health Care 

Financing Administralion [HCFA], the Federal agency administering Medicaid. includes AOD 

abuse as a mental disorder). 

1n addition. under HCFA policy. counseling provided by nonlicensed personneJ as the primary 

melhocl of care is not considered medicallrealmem and is therefore not eligible for Federal 

Medicaid reimbursement However. even in Slatts that reported no Medicaid coverage for AOD 

treatment, Medicaid.-eligible clients requiring acute treatment for AOD--reiated medical problems 

would 1ikely be detoxified and treated, and the care might be covered by Medicaid under medical 

treatment. Thus. in most States. clients requiring acute care for a cooxisling physical or mental 

disorder may receive services covered by Medicaid. but thcse services will not be billed as AOD 

treatment. 

In 1992lheGeorge Washington University Intergovernmental Health Policy Project, at the request 

of the Robert Wood Johnson Foundation. prepared A Fifty~St(Jle Survey ofMedicaid Coverage of 

AOD Services. a survey of the range of AOD 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 

panicular type of service and not for a specific diagnosis (e.g., alcohol dependency or 

schizophrenia), The researchers found Ihat most Slates did nOl have mechanisms for tracking AOD 

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 service delivery system, However, they found that Medicaid programs have 

provided a focal poin! for innovalive project development through various initiatives, 

Federal Medicaid WaiVer< 

Federal Medicaid waivers permit States to deviate from certain provisions of Federal Medicaid law, 

enabling them to be more flexible with their Medicaid programs. Waivers recently have become [he 
, 

primary means of enrolling lhe eligible uninsured in managed care and have presented an 

opportunity to widen (he availability of AOD treatment services. Applications for waivers are 

reviewed and approved by HCFA, 

Two categories of waivers ha~ been widely used to allow States 10 experiment with new moods of 

care: Section 1915(b)'{atso known as "freedom of choice" or "managed care" waivers) and Section 

1115(a) ('"research and demonStration'1 waivers' The 1915(b) waiver is the more limited of the 

{wI? It allows the State to waive certain statutory requirements--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. 

lRobel1. Wooci Johnson Foundation, A F(fty-Srort Survey ofMulicaid C()V~rtJg~ t.?/Subsmnet AbJtu Stor....icu. Princeton, 
!'II): Roben Wood Johnson Foundation, 1992, 

AS«:tion numbers refer 10- s«:lio-ns of Title XIX of lhe Social Security Act of 1965. 
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Section 1115(a) waiv~rS. on the other band. are being used to facilitate sweeping bealthcare reforms 

through major restfUcturing or State Medicaid programs, More than 12'States have implemented 

these waivers; other States' waiver applications are under reVieW, Some St.a.tes are implementing 

III :5(a) waivers thai nor 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 

heahhcare services"covered. 

Thus. AOD tmatment services provided to eligible clients might be covered by Medicaid FFS plans 

or Medicaid-funded managed care in States with waivers, Stales may opt to offer Medicaid 

coverage 10 clients not Medicaid-eligible under FederaJ guidelines: however, the States will not 

receive Federn.l matching funds (Le.• the Federal share of a State's Medicaid COSlS) for those 

services (i,e" (he costS would be borne entirely by the State).'} For example. males between ages 22 

and 64 are nO! covered by Medicaid unless they are blind, disabled, or solely responsible for a 

dependent child. These clients must seek care from providers under contract to the State AOD 

agency, 

Some States have implemented waivers that indude some Medicaid-ineligible clients in the 

Medicaid managed care plans, However, savings have not always been as substantial as originally 

projected. In addition, the Federal Government has raised the question of whether presumed savings 

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

The Stare A OD Agency: Payer ~flAst Resort 

The State AOD agency receives funding from a number of sources, including the Block Grant; 

State general revenue; other Federal and State sources (e,g., discretionary grants. third-party 

payments. fees for drinking under the influence. and earmarked taxes); and locaJ sources, such as 

matching funds. These funds are pooled and dis.bursed by the agency. For many Stales, Block Granl 

funding covers a large proportion of AOD services, ranging from 50 to mOre than 80 percent of the 

'\vith respCl(;! 10 mlflOn., the mandatory Early <md Periodic Screening DiagnOSIS <md Treaunent sern«s for children 
under age 21 requires thai Ii child be treated for any condition uncovered by screening, including those that require 
treatment not considered "medical," mal may include AOD abuse. However, treatment ccnlcrs designaled under this 
provision of the law may not offer the approprinlc services or may not be easily accessible, 
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treatment budget. After collecting client fees (assessed on a sliding scale), third-party 

reimbursements, and granl,)Min-aid, the Slate covers the balance of the costs. Most publicly funded 

AOD treatment services are provided through this mechanism. 

The Devolution ofAuthorily /0 the LocalLLvel 

A common trend occurring in the Stales surveyed is the devolution of responsibUity from the State 

AOD agency to the local level. in some States, local boards (in one case, comprised of 

nonprofessional volunteer'S) are responsible for determining lhe services that will be provided in 

their geographic areas, The State AOD agency may merely play an advisory or technicaJ assistance 

role and have linle formal authority for oversight of AOD services, giving oversight responsibiJity 

to the local entity. Some State-level contacts expressed concern about the commitment of local 

deeisionmaking bodjes to giving AOD treatment the same importance as behavioral or physicaJ 

heailhcare. 

GAPS IN THE CONTINUUM OF CARE 

The gaps in the continuum of care for State- or localJy managed AOD treatment services that were 

reported by informants tend to be less a clear-cut omission of a modality in a State and more a 

situation of the following: (I) geographic location of programs relative to clients who need to 

acc~s them, (2) limits in available treatment slots. (3) limits on access for various 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 ,infonnants to reneet the changes and/or restraints created by utilization management's 

rnedi~al ?ecessity 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 eare.) 

Geographic and Population Distribution Obstacle, 

In many locations, clients regularly face geographic obstacles fo compliance with treatment 

requirements. For example. in targe. sparsely populated States. geographic and climatic conditions 

can m~e reaching a treatment site nearly imJXlSsible. States with large Native American 
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populations who require AOD treatment often find it difficult to transport clients from reservations 

to treatment ctmters. 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 siies find it 

difficult or impossible to access treatment. 

Wailing Lists 

Many Slales reported long waiting lists for 1imited treatment slots (e,g,. California. Connecticut. 

Florida, Hawaii. Indiana, Mississippi. Sew Mexico, New York, and Washington). North Carolina 

has resolved its waiting list problem by developing "public.priv3le partnerships," 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 

other clients. 

DetQxification SerYices 

Several Sil.'HeS noted that they do not offer publicly funded detoxification, because jl is considered a 

revolving door with no link \0 treatment. Some State AOD ~gendes believe that many clients emer 

the program to "dry out" when they feel the need, then return to their addictive behavior when they 

feel better, As noted earlier, in some States (e,g" Georgia and Florida), detoxification services have 

been restructured into "crisis" programslhat are only available in metropolitan areas and are shorter 

than is generally thOUghl necessary to truly detoxify a diem (e.g,. I day instead of 5 days), 

Residential/Outpatient Services 

Some States limit the availabiHty of residential treatment and rely primarily on outpatient services 

(e,g., Arizona), Some Slates place limits on lengths of stay for both modalilies~ others have no 

limits. and the decision about trealment duration is made on a case·by-case basis. 

Priority PopulatWns 

In accordance with Block Grant requirements, virtually all States reported having spedaJ programs 

and/or priority placement for designated high~risk populations, such as pregnant and parenting 

women and injection drug users. Most States attempt fo place these priority clients into treatment 
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slots immediateiy; however. this is not always feasible. Under administrative rules In some States. 

certain clients for whom no treatment slots 8.r1: available must be placed in "interim services." In 

m~y cases, this modality is not truly a treatment service. but rather a means of keeping in contact 

with cljents to ensure that they do not forgo an opportunity for treatment 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 referrals for prenatal care). and 

t~sportation-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 

Many States offer limiroo or no continuing care services beyond referrals to community seU-hetp 

groups. Some Slates do provide links to job training. housing programs, Of some form of "relapse 

pre~ention" services. Several contacts in State AOD agencies bemoaned the lack of funding for 

these services, believing them [0 be critical to reintegrating recovering chronic AOD abusers into 

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

Impact o/the CrimilUli Justice Population 

In some States, service referrals from criminal justice agencies are overwhelming. For example, 
, 

Ronda estimates that 70 percent of its AOD treatment program clients are such referrals. In other 

Siales, little or no involvement by the State AOD agency occurs in delivering services to 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 

Federal 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 
, 

education; nonresidential (i.e., psychological services) programs. including Twelve-Slep and , 
Rational Recovery groups, residential programs, and community transition programs, [f an inmate 

is in the custody of the Bureau of Prisons, the Bureau covers the costs~ if an inmate is in the custody . ' 
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of the Probation Office, that office is responsible for payment and for ensuring compliance, Once 

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

uninsured population in their State. 

POLICY IMPLICATIONS AND FURTHER RESEARCH 

CSR's study of publicly fmanced State AOD treatment services identified rapid shifts taking place 

in treatment service delivery systems. Many of these changes mirror the complexity of change 

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

this study, CSR foresees a number of policy implications and provides recommendations for further 

research as follows: 

• 	 A shift to managed care could result in a vmiety ofchanges in AOD services, such as greater 

attention to behavioral healthcare (including AOD treatment), possible expanded coverage to 

populations above current Medjcaid income eligibility (or ex,panded eligibility for Medicaid 

coverage of adult males), or limitations On the types of services provided. To avoid a weakening 

of services. States could be encouraged to develop standard statewide criteria for the placemenl 

into and continued receipt of AGD services. Model contract language should be developed to 

ensure that AOD services are part of managed care contracts, to optimize AOD treatment 

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

• 	 Changes 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 mode! 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 into managed care systems. The overwhelming 

majority of States srill rely on the Block Grant to serve uninsured populations. regardless of the 

level of services provided. 

• 	 Community··ba"ied treatment often is provided by recovering addicts in outpatient settings. 

These providers generally do not fit the Medicaid definition of a medical provider, but they can 

and do provide crucial services. Goal 3, objective 4, of ONDCP's 1991 National Drug Control 
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Strategy emphasizes the importance of community~based treatment providers.10 Feedback from 

a number of States strongly supporu the need to develop a credenlialing system for these 

providers that includes them in managed care networks and to make them an integra] part of the 

publicly funded continuum of care. 

* 	 In lhe J997 Nalionai Drug Control Strategy. the ONDCP stressed the need for ongoing and up­

to~date infonnalion Qn the slatus of drug treatment in the United States.)ll Given the major 

shifts in the structure of service management and provision under healthcare reform, up~to-date 

infonnalion about the effects of waivers. managed care, and other changes in service delivery 

would be extremely useful to States contemplaling major changes as well as to Federal 

policymakers. Well-designed program evaluations, distinguishing a number of variables that 

may identify the differences in services deHvered. access to services. and Populations served (as 

well as outcomes) between traditional Medicaid-reimbursed services and services delivered 

through a managed care arrangement. are crucial. 

• 	 Greater coordination between State AOD. Medicaid. and corrections agencies wouid improve 

access to services and reimbursement for higlHisk criminai justice populations. 

• 	 Access to some types of AOD services has been limited simply because of administrative 

issues. For example. States report that the public ADD 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 North Carolina's public-private partnership, would be useful to States with shortages 

of treatment slots. 

IOOrflce of Nationa.! Drug Control Poll,;'} (ONDCP). The NtJliofl.(11 Drug Con/rot Srralegy, 1997. Wuhington. OC; 
ONDCP. 1997a. 

lIomce or National Drug Control Policy (Ol'ol'DCP). 11K NotiOft(JI D1'J,ig CCnJrol SJra1l!gy, 1997." Bungil Summary, 
Washington, OC: ONDCP, 1997b, 
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• 	 ADD treatment systems are changing rapidly. and the healthcare system is becoming 

increns\ng~y complex. New systems are developing; service providers are beginning to 

comract directly wilh purchasers; nonprofit hospitals and clinics are forming networks; and 

public sector programs, including Medicaid and Medicare. are being privatized, MUltiple and 

complex issues abound related to (I) behavioral healthcare funding mechanisms. 

(2) managt:d care program structures, (3) AOD lrentmenl issues. (4) privatization of other 
1 

public sector agencies in the wraparound service network. (5) the imerface between AOD 
I 

(rentment services and general medical care, and (6) the legislative actions that continue to 

shape managed care service systems. These issues and the unprecedenled pace of change 

have the potential to significantly affect availability and access to ADD treatment services . . 
Continuous monitoring of changes in each State and dissemination of reported findings could 

help Slate!'> avoid pitfalls as they re~engineer their ADD service delivery systems. 
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STATE SUMMARIES 



ALABAMA 

SERVICES/MODALITIES 

The foito\\,ng publicly funded services are available: 

• 	 Crisis residential adult programs and crisis residential adolescent programs, which are highly 
structured, soon tenn, and intensive: 

• 	 Residential rehabilitation services. which are long-term therapeutic programs; 

• 	 Residential detoxification services, which are acute care medical detoxification programs; 

• 	 Residential rehabilitation pregnant women programs, which include child care and ancillary 
services; 

• 	 Intensive outpatient adult programs; 

• 	 Intensive outpatient adolescent programs~ 

• 	 Specialized services (induding case management) fOT pregnant women/women with dependent 
children that augment the intensive outpatient and residential programs; and 

• 	 Me1hadone detoxification (21 days) and mainterunce (beyond 2 t days) (there arc very few 
injecting drog users in Alabama), 

SPECIAL POPULATIONS 

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, 

PROVISIONSILIMITATlONS 

None, 

FINANCING 

State AOD Agency 

FinW1cing: through the Substance Abuse Services Division is 80 percent Substance Abuse Block 
Grant funding. The balance is State revenue and a small amount of other Federal funds. 
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Medicaid 

Medicaid reimbursement for substance abuse is minimal-about $ Ll million for substance abuse 
services (both Stale and Federal 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 subSlaIice abuse services.
• 
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ALASKA 

SERVlCESlMODALITIES 

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

• 	 One inpatient detoxification program is offered al a specialized hospital and one residential 
non~hospital-based detoxification program is provided at a freestanding facility. 

• 	 Inpatient ca.re is' available at hospitals or in other medical settings for aCUte substance abu.'ie~ 
related ilinesses, 

• 	 Residential rehabilitation programs are offered in three modalities: 

-Intermediate care, which is up to 90 days of fully or partially residential treatment (there is 
limited medical provider availability ofthls type ofcare); 
-Long-tenn care, which is 6 months to 2 years ofa spectruT!1 of services, from transitional care 
to therapeulic eommurutj' services (there is one therapeutic community in Anchorage); and 
-Transitional care, which is I to 6 months of intetmediate (I.e., inpatient or intensive 
outpatient) care at a halfway house. 

• 	 A variety of outpatient services are provided: 

-Primary services, drug~frce or methadone. on a scheduled basis; 

-Emergency care on a 24-hour basis; and 

-Across-the-board aftercare services. 


The Slate ensures treatment for aU. Those ineligible for Medicaid are charged on a sliding fee 
scale, . Mental health services are also available through the Division. and a dual diagnosis is not 
required in order to receive treatment 

SPECIAL POPULATIOSS 

Women: Pregnant women receive priority, 

PROVlSIONSILIMITATlONS 

The level and availability of services vary across the State. 
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FINANCING 

State AOD Agency 

A small proportion (I to 15) of financing is Substance Abuse Block Grant funding. The Division 
also is supported by two major Federal grants and Federal discretionary money (a Ceoter for 
Substance Abuse Treatment [CSAT] Women and Children grant and Rural and Remote Culturally 
Distinct and Special Populations funds). Many people are covered by the Indian Health Service. A 
hi?h proportion of the population is military. 

MedicRid 

The Medicaid agency (i.e., the Division of Medical Assistance) is not a managed care organization. 
but it perfonns some of the f'wlctions of a managed care organization (e.g., determines eligibility, 
negotiates rates 'With providers. and pays bins), The follo\\-ing substance abuse services have been 
eJtgible for Medicaid reimbursement since 1994: assessment and diagnosis; individual, family, and 
group counseling; care coordination services; rehabilitation services; intensive outpatient services; 
intermediate services; and medical services. 

MANAGEMENT OF SERVlCES 

The Division of Alcoholism and Drug Abuse within the Department of Health and Sodal Services 
manages StateR funded substance abLLlle services. 

MANAGED CARE SYSTEMS 

The Stale currently is considering broad changes in its Medicaid program . 

• 
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ARlZONA 

SERVlCESIMODALITIES 

The publicly funded serviceslmodalities that are available in each area of the State are determined 
by five Regional Behavioral Health Authorilies (RBHAs), which contract with local providers to 
create a netwolk 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 state\.lride each have one or twO substance abuse 
beds; 

Detoxification usually is provided through intensive outpatient services; 

There are JO to 15 methadone providers (public and private) stalewide, including 
some in rural areas (There IS a large heroin problem in the State-many people in 
need of injecting drug use treatment who previously wenl to California are now 
served in Yuma,); 

Crisis response and stabilization services may include hospitaii:zation; 


Day treatment is a separate modality; 


Aftercare services include counseling and group suppon; 


Substance abuse treatment through therapeutic groups and foster care programs are 

available for youth; and 

Maricopa County has a special grant to provide relapse prevention services. 

Services can he paid for on a sliding fee scale or by Medicaid for eligible populations. There are 
three categories of clients: (l) Medicaid clients receiving Medkaidwreimbursed services, (2) 
Medicaid clients receiving State-funded (not Medicaid-reimbursed) services, and (3) non-Medicaid 

clients receiving Statewfunded services. 


SI'ECIAL POPULATIO!'<S 


Native Americans: A combination of Indian Health Service and StateJFederal funds cover 

treatment for Native Americans. Only 4 of the 17 tribes participate in the State system. 


CriminaJ justice population: State prisons receive some Center for Substance Abuse Treatment 

(CSA1') criminal justice money for treatment. 
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PROVISIONSILIMIT A T10:O;S 

None. 

FINANCING 

State AOD Agency 

Financing through the Division of Behavioral Health Services (INithin 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 include a 
pregnantlpostperrum women's gtant in Tucson and a CSAT criminal justice grant in Maricopa 
County for adults on probation (the lauer grant funds Treatment Alternatives to Street Crime 
[TASC) case management services provjded through a private nonprofit agency), 

Medicaid 

Behavioral health services are covered for Medicaid~eligible populations (Le., recipienlS of Aid to 
Frunilies 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 j Medicaid ",ill 
reirnburse for counseling services. The RBHAs assist eiigible cUents in enrolling in the Medicaid 
health maintenance organization (HMO). 

MANAGEMENT OF SERVICES 

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

I . 
MANAGED CARE SYSTEMS 

Under a section 1115 waiver, the entire State Medicaid program is now a capitated managed care 
system called AHCCCS, in which Medicaid clients aceo.. 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 locaJ providers who have contracts with the RBHAs either are capitated or 
paid on a fee-for·service basis. 
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ARKANSAS 

SERVlCESIMODALITIES 

A full speCll't.l.m of publicly funded services may be accessed, including detoxification., residential, 
and outpatiClll treatment 'fOe Stale also supports Chemically Free Living Centers where homeless 
clients can live for up to 6 months after treatment 

.. 	 Hospitals contract on a regional basis for medical detoxifkation for limited services 
(3 days, with additional days requiring prior agern;y approval). Observation 
detoxification includes monitoring. on a 24~hour~per-day basis for 2 days. a client 
undergoing mild withdrawal in a residential setting. 

• 	 Residential progrnms are offered to clients who are not ill enough to require medical 
or obser.vation detoxification but who need more intensive care in therapeutic 
settings \\'ith supportive Jiving arrangements, There is no cap on the nwnber 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 Stale mandates that people leave treatment with a 
maintenance plan, 

• 	 Intensive outpatient programs use a hol;stic approach ~ith 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 a private, for-profit 
program that does not serve the Wlinsured. The other is a private. nonprofit program 
at the University of Arkansas in Little Rock that the State partially funds. 

ft PartiaJ day treatment care is provided for a minimum O'f 4.5 hO'urs per day 
(including, but not limited to', counseling, therapy, and recreatiO'nal therapy). 

• 	 For aftercare services~ programs may make referrals to other programs, such as 
Alcoholics Anonymous and Narcotics Anonymous, or may provide services 
themselves, 

SPECIAL POPULATIOSS 

Women: There are five Pregnant and Parenting WO'men Living Centers where women and their 
dependents can stay for up to 2 years, 
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Homeless: Clients who are homeless can (lve in Chemically Free Living Centers for up to 6 
months after treatment. 

PROVISIONSILIMIT A nONS 

According 10 the Bureau of Alcohol and Drug Abuse Prevenlion (ADAP) Policies and Procedures 
manual, as long as a provider has ADA£' funds available, no client may be refused treatment. 
HO\\'ever. when a provider has exhausted the reimbursable amoWlt of the contract, clients may be 
refused treatment due to their inability to pay. 

FINANCING 

Slale AOD Agency 
, 

The ADAP funds substance abuse treatment services primarily using Substance Abuse Block Grant 
funding. Private non profits (comrnWlity~based organizations, such as Mental Health Centers) 
conduct intakes and require that patients provide proof of their inability to pay. Ira client is poor, 
the services are provided free. to the client and the State is billed; otherv.-ise a sliding~scale fee is 
required. 

Most services are provided on a fee~for~service basis. Some programs-mairuy special programs, 
such as Pregnant and Parenting Women Living Centers-are budget based, because they were 
implemented as pilot programs and could not afford to operate on a ree·for-serviee basis. 

, Medicaid 

]-;0 substance abuse servlces are reimbursed by Medicaid in Arkansas. This is under review. 

MANAGEMENT OF SERVICES , 

Services are provided on a traditional fee-for-service basis; the Slate is billed by the providers, 

MANAGED CARE SYSTEMS 

Arkansas has a statewide 1915 waiver under which Medicaid recipients must select a primary care 
physician who acts as a gatekeeper. In addition, a selective contracting waiver governing obstetric 
care exists in two cOWlties.) 



CALIFORNIA 

SERVICESIMODALITIES 

Indigent, Wlinsured 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: 

• Outpatient drug-free programs; 

• Outpatient methadone maintenance; 

• Outpatient detoxification; 

• Drug-free programs; 

• Inpatient hospital detoxification; 

• Freestanding residential detoxification; and 

• Residential drug-free programs. 

Outpatient methadone treatment is available for up to 21 days. Aftercare services can be provided 
as part of the outpatient services. 

SPECIAL POPULATIONS 

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

PROVISIONSILIMITAnONS 

Inadequate resources limit the availability of treatment 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 State appropriations. 
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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 admirristering MedicaId) enables medically necessary substance abuse treattnent 
services to be provided to eligible Medi~Cal beneficiaries through contracts with countjes and 
private providers. The serv;ces offered through the program. known as Drug/Medi-Cal (DIMC). 
are limited to the following: 

.. 	 Outpatient detoxification; 

.. 	 Outpatient methadone maintenance; 

• 	 Daycare habilitative (intensive outpatient) services for pregnant and postpartum 
women and youth under age 21 ~ 

.. 	 Residential services for pregnant and postpartum women and youth under age 21 ; 

.. 	 "'aItrexone treatment (including counseling, medications. and medical monitoring); 
and 

• 	 Outpatient drug~free services. 

Inpatient detoxification is not covered by DiMe. 

:\1ANAGEMENT OF SERV1CES 

Through the interagency agreement Yo1th OHS. ADP administers, manages, and finances D/};'1C 
through contractS with countie~ and local providerS, The State is exploring managed care for State­
funded services; currently AD? has fee~for-service contracts with counties and providers. 

MANAGED CARE SYSTEMS 

According to the National Association of State Alcohol 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, At this time it appears that a managed care system wil1 be put in place ",ithin 
the next 5 years. The State is grappling with the need to shift its AOD services and fee-for-service 
funding mechanisms into a managed care system, Counties are concerned about the survival of 
soci31 model programs during the development of the managed care system, particularly in light of 
the growth of the medical model DIMC program. 
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COLORADO 

SERVlCESIMODALITIES 

The Slate provides a full range 'of publicly funded services to about 70,000 to 80,000 clients per 
year, including the following: 

.. 	 Case management programs for chronic clients; 

., 	 Residential detoxificatton programs in which the average length of stay is a few 
hours to several days; 

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

.. 	 intensive residential treatment. which involves at least 40 hours and 6 days per week 
of therapeutic aClivity in a resIdential setting. with an average length of stay of2 to 
6 weeks; 

• 	 Transitional residential treatment. which is provided in haJfWay and three~ 

quarterway houses and indudes 10 to 20 hours of therapeutic contact. 6 days per 
week, in a residential setting for persons transilioning to or from more inlensive 
residential or outpatient treatment, and with a flexible length of Slay that normaily 
does not exceed 120 days; 

• 	 Long~tenn support (i,e., domiciliary). providing 24-honr, 7-day supportive care for 
dysfunctional 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 treatment, 24 hoW's per day, 7 days per \.\teek. with a length of Slay of 3 
months to 3 years and an average of I year; 

• 	 Outpatient treatment., with a minimum of one con~t per 30 days and a variable 
length ofstay (i.e., an average of) months); 

• 	 Intensive outpatient treatment which covers more visits and longer counseling 
times than outpatient treatment; aDd 

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

Duaily diagnosed populations: Outpatient and day care services~ detoxification, and residential and 
outpatient services are provided for the dually diagnosed. 

PROVlSIONSILIMITATIONS 

None. 

FIN~'1CING 

Slale AOD Agency 

The 'funding is aOOU1 one~Ihird Substance Abuse Bloek Grant, one~fifth State revenue, one·fourth 
"other" sources, and the balance 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 Department'of Public Health and the Environment contracts with providers and 
reimburses them approximalcly 40 to 50 percent of treatment costs (this proportion may be larger in 
some areas) on a fee~for~servlce basis, The balance of approved costs of treatment services may be 
covered through other sources, including but n01 limited to county and municipal appropriations. 
direct federal grants and contracts. other S1ale contracts. client fees. thjrd~party payments, 
philanthropic fou.ndation grants, and cash donations. 

MANAGED CARE SYSTEMS 

The State is moving to managed care, Under a Request for Proposals being developed, the Stale 
will contract with SIX managed care entities that wilt contract with providers, rather than the Stale 
contracting directly with nw,nerous local providers, 

The State has a t915(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 healtll 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 times jn treatment. or motivation. 1be follo'Wing publicly funded services 
are avaHabie: 

'" Medical detoxilication is available through freestanding residential 
programs, both State-operated (a 99-bed facility) and community-funded, nonprofit 
managed services (12 beds), There are also 143 communily~based ambulatory 
deto"ifkation slots. 

.. 	 Community~based residential treatment is available through 725 funded slots 
providing intensive residential. intermediate residential, and residential drug 
(longest tenn) treatment. 

• 	 Methadone maintenance is available through 2,141 outpatient slots entirely funded 
by the communities (no 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-tenn care is available through J30 slots. Clients fonnedy sent to State 
detoxification programs from emergency rooms (frequently chronic recidivists) are 
now sent to longAlenn care programs. These clients often are homeless. A.lcoholics 
Anonymous programs are avai!able in the long-leon 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 (wNch is covered by Medicaid), 

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

PROVISIONSILIMIT ATIONS 

A waiting Jist of 1,586 was reported to the National Association of State Alcohol and Drug Abuse 
Dire<::tors (with an average wait of 2 months). 
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FINANCING 

Siale 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 Oepanrnent of Social Services, manages both Medicaid and State M 

funded programs. 

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

MANAGEMENT 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 10 establish a State-operated 
managed care program. Contracts with the networks will be capitated. A client will be able to call 
.m information line to find out where 10 access care. 
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DELAWARE 

SERVICES/MODALITIES 

The following publicly funded services are available: 

• 	 Residential (realment, both shorl term (up to 28 days) and long term (over 28 days); 

.. 	 Methadone detoxification; 

.. 	 Two outpa.lient methadone maintenance pr()grams~ 

.. 	 Outpatient treatment; and 

.. 	 Aftercare (which is not a fonnal modality; many 'programs offer aftercare services 
but do not bill separately for them), 

SPECIAL POPULATIONS 

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

Women: Two tar£eted full-spectrum programs ",e available, \he Perinatal Program and \he First 
Step Program. 

Dually diagnosed: Four programs are available thal feature a continuous team approach and have 
no caps on length of stay, although the usual length of stay is about I 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 
Department of Health and Social Services, Ihe State alcohol and olher drug (AOD) agency) funds 
the (ollowing services: 

.. 	 Residential trealmenl: Clients are sent to facilities in Maryland or PefUlsylvania. 
and the State covers the costs. 

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

• 	 Intensive outpatient, afterschool 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. They 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 beroin receive detoxification treatment at out-of­
State facilities; Medicaid reimburses some of this at a capitated State rate for ehild 
mental health. 

• 	 Aftercare: Programs provide eontinuing earf, but t2~step programs may not be 
provided due to uncertainty about their age appropriateness. 

PROVISIONSILIMITATIONS 

There is no cap on length of stay for State~funded services. A utilization review eommittee reviews 
requests for residential services, but probably would not refuse treatment until· after several 
(probably five) episodes of treatment have failed, when the oversight team would terminate 
treatment, 
Capitated services covered by Medicaid generally are limited to 30 wllts of outpatient services for 
children and 20 units of outpatient services and 30 units of inpatient services for adults. Beyond 
that, services are on a fee~for~service basis, 

FINANCING 

State AOD Agency. 

FW1ciing is approximately 50 percent Substance Abuse Block Grant and 50 percent State revenue. , 	 . 
Medicaid 

Delaware has an 1115 Medicaid waiver under wruch Medicaid clients (as well as uninsured people 
with incomes at or below! ()(} percent of the Federal poverty level) receive inpatient and outpatient 
mental health and substance abuse services through a managed care plan. 1be two categories of 
Medicaid services are as follows: 

L Diamond State Health Plan, which covers all Medicaid-eligible clients (\l.1th a few 
exceptions) as well as uninsured noncategorical clients with incomes below 100 percent of 
the Federal poverty level. This is a managed care program with combined substance 
abuseJmental bealth services covering inpatient. outpatient. partial hospitalization. 
detoxification. and methadone treatment A minimal level of care is required; however, 
each managed care organiz.ation (MeO) individually determines the services provided. 

2. Fee-for-service for clients exempt from the other category. This category does not 
include substance abuse services. 

MANAGEMENT STRUCTURE 

A few targeted progrnms (including those for pregnant and parenting women and for the homeless) 
receive grants. in general. howevert St.ate~ftmded 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 \\1th a mixture of Federal and 
Sial< funds. 

Servioes provided by MCOs under the Diamond State Health Plan are fully capitated. Some 
general health MCOs contract out substance abuse sen.ice, to behavioral health MCO,. and others 
handle them v.ithin the~ 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 
who,e incomes fall below 100 pc«ent of the Federal poverty level. 
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, 
DISTRICT OF COLUMBIA 

SERVlCESIMODALITIES 

The following publidy funded services are available: 

• 	 Freestanding, nonhospital, shon·term residential detoxification (from 5 to 7 days) 
with a referral to long~tenn treatment; 

• 	 Short-term (up to 28 days) Or long-term (up 10 4 months) residenlial treatment; 

• 	 Transitional living programs with life skills training for 6 months. which include 
safe house supervised living (these programs formerly were for the general 
addictions population but now focus on homeless women and children); 

• 	 Outpatient drug-free programs, with no cap; 

• 	 Oulpatient methadone programs, \"ith no cap~ and 

• Afte~care services consisting of support groups, counseling, and ancillary services. 

SPECIAL 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. 
Su~ised living programs (for up to 6 months) are available for mothers with up to four (;hildrtn. 

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

PROVISJONSILIMITAnONS 
, 

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

FINANCING 

Stat. AOD Agency 
. 

The majority of funding is from the alcohol and other drug (AOD) agency (allOOlted by Congress 
10 the D.c' budget), A very small proportion of funding is from Ille Substance Abuse Block Grant. 

18 




Medicaid 

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

MANAGEMENT OF SERVICES 

The Dismet contraclS directly \'lith providers who invoice the District on a fce~for~service ba,<;is. A 
sliding fee scale has just been phased in (all services formerly were free), 

MANAGED CARE SYSTEMS 

The Dismct cUITently is exploring managed care models and is leaning toward a behavioraJ health 
managed care model with menta) health and substance abuse W1der one umbrel1a, Medicaid reform 
would be part of this mltiative. and the District is revic'wing waiver requiremenlS to detennjne what 
would be required. 
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FLORJDA 

SERVICESIMODALlTIES 

A range of publicly funded services is available. The Administrative Rule defines levels of 
treatment as follows: 

I, 	 Residential levels I, 2, 3, and 4; residential host family (for adolescents); supponed 
housing. 

2. 	 Detoxification 
a. Residential 

b, Outpatient 

c. Methadone detoxification 
d. Addiction receiving facilities (ARfs) 

), 	 Nonresidential (outpatient day/night) 

4. 	 Jntcrvemion 

a, Community 

b. Employee assistance program 
c. Treatment ,4.hematives for Safer Communities (TASe) 

5. 	 Prevention 

6. 	 Specialized services 
a. Methadone maintenance 

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 nonprofit) where. for 
example. the police might bring an acuie case for anywhere nom 24 hours to 7 days. UsuaHy, 
fWlded detoxification programs are multilicensed facilities where clients can be transitioned to 
rehabilitation services, Outpatient emergency screening and treatment are available for adults and 
youth, 

For Qutpatien1 intensive treatment-also called day/night-dients spend 5 hours per day for at least 
4 days per week for 1 weeks (perhaps from 6:00 to 10;00 p,m, 4 evenings per week, sometimes 
afternoons) participating in treatment services. 

Aftercare is a licensed category under the new Administrative Rule. It is considered a specialized 
service and is provided through separate rontracts between the Health and Hwnan Service (HHS) 
boards and local providers, It can include telephone counseling or true aftercare services (defined 
by'the Rule), 
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Many types of community interventions are provided, including utilizing community people to "do 
an intervention" with an abuser; AlphalBeta programs in schools for'at~risk youth; and a midnight 
basketball league for substance abusers, which is a program to reduee substance abuse in a 
formalized and monitored manner. 

SPECIAL POPULATIONS ' 

Women: Pregnant women are prioritized for treatment. The State of Florida designed a 
comprehensive package of services for pregnant and postpartum women that meets the Substance 
Abuse Block Grant requireme,nts 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) until 
appropriate inpatient service 'is found. Specialized holistic services for women and dependent 
children include residential and day treatment and ancillary services. 

Criminal justice population: Most people (about 70 pen:ent) in publicly funded substance abuse 
treatment are criminal justice referrals. If a judge orders treatment then placement is a priority. 
Police officers bring adolescent') into Juvenile Assessment Centers, which are affiliated with law 
enforcement agencies (funded through State general revenues and Juvenile Justice grants, with locaJ 
sheriffs and/or police departments providing staff). Every juvenile who intersects with law 
enforcement has a T ASC assessment~ providers are available stalev.tide to assess juveniles for 
treatment needs and to serve as case managers. (TASC workers also may provide services (0 adult 
criminal justice clients with substance abuse problems,) ARFs are semiseeured facHities that 
conduct assessments and provide detoxification and stabiHzation services. ARfs serve both adult 
andjuvenlle offenders. 

Dually diagnosed: Both residential and outpatient services are available to the dually diagnosed. 

PROVISIONSILIMIT A TlONS 

Approximately 1,000 people are on waiting lists for treatment every month, 

FINANCING 

Siale AOD Agency 

The SLate has $50 million through the SubsLllnce Abuse Block Grant-about 50 percent of the ",tal 
spending. The halance comes from the State legislature and has loea! matching requirements. The 
funds are allocated to district offiees with some set-asides, 

Medicaid 

Any provider under eontraet with a State~funded agency can enrol! 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 to Families with 
Dependent Children) and many providers do not seek reimbursement. Room and board for 
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residential care is not reimbursed, Covered services include medical evaluations. individual 
counseling, and group therapy by mental health professionals. 

The State has an 1115 waiver covering WOmen at risk of giving birth !O low-birthweight infants, 
This effort is a multidisciplinary intervention involving risk identification and reduction, 

MANAGEMENT OF SERVICES 

The Governor appoints one HHS board in each of 15 districts covering the Stale. The HHS boards 
allocate 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 
private methadone clinic). Services are rendered according to the contracts, The AdminislrOlive 

•Rule defines requirements for providers of services. to public chents., 
. 

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 but not yet implemented; the 'Waiver win bring mental health and substance abuse 
services under managed care. 
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GEORGIA 

SERVICESIMODALITIES 

Responsibility Cor the oversight and administration or services.was transferred to 19 local boards in 
1991. All substance abuse programs in Stale hospitals have been closed dovm, and services were 
scheduled to be moved to community programs. In general. the follo\\;ng services are provided. 
but the availability varies among the local areas: 

• 	 Detoxification: A few programs stiU offer standard detoxification, 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 
treaUTlent in a psychiatric unit. 

• 	 Inpatient: Long-term inpatient treaUTlent is not available; 28 days is the maximum, 
and most inpatient services are being eliminated to provide crisis stabilization for 
the mentally ill. Inpatient treaUTlem is n01 available in Dekalb Count)' (metropolitan 
Atlanta). 

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

• 	 Methadone: A vailab1c in five cities. One clinic in Atlanta recently closed and its 
services have been transferred to the con!munity hospital. 

• 	 Aftercare: Some programs provide aftercare services. A publicly firnded program 
for chronic recidivists has been eliminated. 

There are no minimum program requirements, only quality standards to eertify for Medicaid 
reimbursement. Before 1991 every service area (in every region) had easy access to detoxifIcation 
and outpatient trcaUTlent (with some imensive outpatient), and there was adequate nOnhospitallong­
term care. Day treaUTlent programs for the dually diagnosed have been turned into programs for 
10w-firnctioning mentally ill with a small substance abuse component. 

SPECIAL POPULATIONS 

Adolescents: There are a few publicly funded, freestanding adolescent residential treaUTlent 
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 I year. 
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PROVISIONS/LIMITATIONS 

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

FINANCING 

State AOD Agency 

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

Medicaid 

Medicaid reimburses some substance abuse services. It no longer reimburses for treatment at Slate 
hospitals (where detoxification and long-tenn treatment fannerly were provided). because 
substance abuse clients are no longer treated there. A clinic option in the State Medicaid program 
covers some outpatient services:. The State division currently is awaiting approval for a waiver (see 
bOlow). 

I 

MANAGEMENT OF SERVICES 

A few years ago, the service delivery system was wmpJetely reorganized. Nineteen regional 
boards (composed of unpaid nonprofessional volunteers) were established, and authority for 
developing and implementing policies and programs \\-ere transferred from the State agency to the 
boards. Each board develops its own policies and subcontracts to providers. The Slate agency has 
tittle oversight or communication with the boards~ its roJe and personnel are being downsized and it 
is serving more of a technical support role, Money is funneled to the hoards on a fee-for-service 
basis. (Services are reportedly declining, and clients are reponed to be calling the State agency at an 
ll!'precedented 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 still nonprofits, but their 
standing in the State system is like private for~profits: State funding is not available to cover losses 
incurred in treating low~incomet unln.smed, or indigent clients. 

MANAGED CARE SYSTEMS 

The State de\.'eloped a waiver proposal to bring all three disability services (Le., substance abuse. 
mental health, and mental retardation) into managed care to include all Medicaid clients as well as 
non~Medicaid clients who rely on State and FedernJ funds for sen-ices. Under the waiver. capitated 
Medicaid payments would be pooled with uncapila!ed Stale and Federnl funds; the Stale then 
would contract directly with providers to deJiver services, However, that waiver proposal (which 
has not been approved) is on hold, with no plans for implementation. 
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HAWAlI 

SERVICES/MODALITIES 

A comprehensive range of publicly funded services is avaiiable, ineluding detoxification, hospital 
inpatient services. outpatient services. residential services. and methadone services (both 
medication and treatment), Aftercare is nOt covered, but it can he built into treatment. Insufficient 
resources and treatment slots are a major problem: GeneraHy lOO to 200 people are on a waiting list 
at any lime. 

SPECIAL POPULATIONS 

Youth: The Alcohol and Drug Abuse Division of the Slate Department of Health pays for school­
based treatment for students in 22 high schools in the State by contracting with private agencies to 
provide group and indiVidual cOW1Seling, screening, and referra1s in the schools. Aoout 100 
students per year receive treaunent 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 receive 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 block grant has a set-aside for Native Hawaiians. and tn ali the 
division's conlracts, a certain percentage of the bUd,get must be devoted to Native Hawaiians, 
About 38 percent ofme Stalc'S admissions to treatments are Native Hav,.aiians. 

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

PROVISIONSlLlMlTATIONS 

Under Medicaid. substance abuse and mental health benefits are merged and provided through a 
carved-out managed care plan. Both are limited to medically necessary services with the follo\\<ing 
additional limitations: 

Inpatient hospital treatment: )0 days per year (which can be exchanged for 
community-based residential treatment or intensive outpatient treatment at the rate 
of2 inpatient hospi1a1 days for l intensive outpatient day). 

Outpatient visits: 24 per year. 

There is no limit to 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 
pnvate insurance coverage. Most of lhes~ 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 
Fur1ding., 

Medicaid 

Medicaid services are the responsibility of the Slate Department of Hwnan Services. Hawaii has a 
statewide 1115 waiver, QUEst, which pays for services for residents with incomes up to 300 
percent of the Federal poverty level. It provides a comprehensive range of services, including 
methadone. The program excludes residential substance abuse trealmenl; however, there are five 
separate QUEst plans. and most purchase comrnWlity.based residential services instead of hospital 
beds to stabilize clients. 

MANAGEMENT OF SERVICES 

The Alcohol and Drug Abuse Division negotiates fees and establishes contracts with private 
nonprofit agencies who conduct the screening, referrals, and trealment for eligible clients on a fee­
for·service 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 gatekeepers: thrce of these are insurance plans, one is a c1osed­
panel health maintenance organization that also provides services, and one both provides services 
dir~ctly and operates a nern'ork. 
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IDAHO 

SERVICES~ODALInES 

The fotlo'.ving publicly funded sen-ices are available: 

• 	 Detoxification: Clients may be referred by the police and other types of agency and 
program staff to an emergency room for detoxification, However. the primary 
detoxification modality is social (Le., nonmedical) detoxification in a residential 
setting, typically for 3 to 5 days, 

• 	 Residenlial stabilization: The average stay is 7 to 14 days (maximum 30). 

• 	 Nonhospita.l residential (i.e., halfvray house): The average stay is about 1 month. 
Clients participate in outpatient continuing rehabi1itation. 

.. 	 Outpatient continuing rehabilitation: As the primary 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 Or seJf~help services are not incorporated into treatment methods as 
billable tuUts, 

SPECIAL POPULA nONS 

Women: The State fl..lllds one substance abuse prognll11 for women "'ith children, 

PROVISIONSILIMITAnONS 

Methadone IS not available from the public health system in Idaho, 

Because Idaho is a rural State, many regions lack the population density 10 justify placing a special 
progrom there. 

FINANCING 

State AOD Ageuty 

rW'lding is approximately 50 percent Substance Abuse Block Grant and 50 percent State revenue. 
All substance abuse services are contracted on a fte~for-service basis. Each contract is for a 
specified amotmt of money that gets billed out as it gets used. The State sets a rate for each service 
under the contrncts and will pay up to 95 perant. The arnOW'lt charged to a State client is 
established by the tenns of the contract between the State and the provider. Income eligibility is 
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250 percent of !he pover1)llevel or below. The client is gencrally asked to pay 5 percent of !he cost 
ofservices, and the provider must cover the remainder. 

Medicaid 

Medicaid reimburses for very linle substance abuse treaunent. because only hospitaJ-based 
treatment js eligible and very Hnle 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 nOl cover substance abuse. A task force currently is reviev.ing 
the'system. and the State has not yet decided whether to move to managed care", There may be one 
State agency to manage substance abuse services based on outcomes, not on caps or maximums, 
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ILLfNOIS 

SERVICESIMODALITIES 

The State Department of Alcoholism and Substance Abuse (DASA) provides the full spectrum of 
substance abuse services. from prevention programs to aften:are, including the foI10 ....1ng: 

• Detoxification programs; 

• Long-term rehabilitation (90 days): 

• Short-term rehabilitation (30 days); 

• Outpatient programs (25 hours); 

• 	 Intensive outpalient programs (75 hours)~ and 

• 	 Residential aftercare programs, which include unlimited case management: 
methadone treatment; recovery homes that mayor may not provide intensive 
treatment; and sanctuary programs, which are community-based facilities providing 
long~tenn residentiai care in which residents can re<:elve necessary detoxification 
services. 

SPECIAL POPULATIONS 

Women: Illinois had a commjunent to specialized services for \..'Omen long before lhese WCTe 
imposed by Federal mandates. The State maintains several specialized treatment centers for 
women and many gender·specific outpatient services, In addition, !.he Department of Child and 
Family Services has specialized treatment programs for abusing and neglectful mo!.hers thal include 
case management and intensive outpatient services. DASA has developed a "welfare project" in 
which substancewabusing. Aid to Families with Dependent Children mo!.hers ","'ho do not show up 
for screening or comply v.ith treatment programs are financially sanctioned. The project has 
requested a waiver to impose !.he sanctions. but is currenlly operating without an approved waiver, 

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

Ethnic groups/migrants: DASA provides funds to loca1 corrununitles 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 ageneies can design programs for State support). 

Criminal justice popuJation: DASA provides treatment in collaboration with the Department of 
Corrections. An instirutionally based system v.as developed to ease the treatment load of 
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community.based programs. DASA conducts the programs within prisons and then provides 
residential and aftercare programs in the community, 

PROVISIONSILIMITATIONS 

Technically no limitations are imposed on people needing substance abuse treatment. People are 
screened using the American Society of Addictive Medicine (ASAM) placement criteria: once they 
are ASAM certified. individuals are placed in the most appropriate program, Those people who are 
certified and overstay the trea'tmenl 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 
certification process has been effective in the placement of clients. it was noted. however. that as 
vvelfare programs are eliminated, more clients seek substance abuse treatment a') a way of obtaining 
basic food and shelter. 

FINANCING 

S,ale 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 monies derived from fines (e.g.• drunk driving fines or the 
12Y2 Percent Solution F~d). 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 to ensure the availability of services 
by developing both treatment facilities and actuallreUtment programs. 

, 
AU public funding for substance abuse flows through DASA, Treatment is available at State~ 
funded facilities on os sliding-fee scale for services. 

The State has local taxing bodies called "708 Boards" and "553 Boards" that provide funding for 
local treatment providers with local tax money. 

Meditaid 

Medicaid funds can be used for outpatient services, group therapy programs, and residential day 
treatment programs, Outpatient methadone services \\'ere dropped from the Medicaid program . . 
MANAGEMENT OF SERVICES 

DASA is a cabinelRlevel department of the State. It shares decisionmaking power regarding the 
types of services available and how they are operated (e.g., targeting special populations) with local 
providers. Menia1 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 treatment 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 l?e handled through the network as a way of 
streamlining access to needed services, DASA is considering implementing programs that target 
people early in order to cut do....n on the number ofpeople in more advanced treatment. 

\ 

An 1115 waiver has been submitted but not yet approved. It would incorporate a managed care 
system with a mental health and substance abuse ca.rve~oul. 
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INDIANA 

SERVlCESIMODALlTIES 

Indiana has established managed <:are provider (Mep) network.< to deliver menial health and 
addiction services. Every provider must make a continuum of services avaHable to eligible clients. 
The modalities provided are as follows: 

• 	 Treatment planning; 

• 	 Evaluation and monitoring; 

• 	 Case management; 

• 	 Twenry.fouf.hour crisis intervention, including detoxiftcation {publicly supported 
detoxification is only available ""ithln networks}: 

• 	 Outpatient treatment; 

• 	 Intensive outpatient treatment; 

• 	 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 enroUment-nev.' clients cannot access 
services. On July I, 1996, the State approved the use of 60 percent of funds (in I month), and the 
system has been shut down, 1be enrollment v.-'ailing iist 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 parole can receive treatment if they meet the network eligibility requirements. 

, 
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• 

PROYlSIONSILlMITA TIONS 

Detoxification is only provided by the State if the client is enrolled in a network. For example. the 
Salvation Anny once provided detoxification services under contract \\oith the State but now, under 
managed care, cannot provide that service to a client who is not enrolled in the system. 

FINANCING 

Siale AOD Agency 

The Substance Abuse Block Grant provides 85 10 90 percent of funding. The balance is Stale 
fimding from various line 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 \\ith mental illness 
and children and youth ""th serious emotional disturbances may have Qutpatienl, intensive 
outpalient, and case management services reimbursed by Medicaid. If a substance abuse client filS 
the above categories. some services are reimbursable, A very small portion of the State revenue 
base supports ihis system. 

MANAGEMENT OF SERVICES 

Since the 19805 the Division of Mental Health has provided support for services deJivered through 
nonprofit organizations. Originally the nonprofit organizations formed a statewide system of 
communif)" mcntal health centers (CMHCs)~ subsequently freestanding addiction service providers 
joined the system. 

Since 1994 legislation has required that mental health and addiction services contracting with the 
division become MCPs. Thus, rather than the State using a managed care corporation, service 
agencies fonn managed care panels and apply 10 the State for recognition. The MCP networks are 
required to eru'oll all persons for treatment who meet eligibility requirements (i.e., financial needs 
and criteria diagnosis of the Diagnostic and Slalislical Manual, founn edition), Payment is 
attached 10 the individual (i.e., capitated) and made prospectively (i.e., $2,700 per client per 12 
months of care; pregnant women/women with children are at a higher rate ofS3,37S). Enrollment 
is for I year; ciienL' must be re-enrolled each year. A total of 30 CMHCs and many private 
nonprofit agencies comprise the 29 MCP networks in the Stale. 

State behavioml hospital bed usage is being reconfigured, with responsibility for beds "assigned" to 
CMHCs ba.:;ed on the respective percentages of low~income clients in catchment areas. 1bis is 
designed in order to maintain availability of this more intense level of care while building in an 
incentive to contain its use. 
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MANAGED CARE SYSTEMS 


The Slate treatment system has been converted into a managed care system (see previous section), 
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IOWA 

SERV]CESIMODALITIES 

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

J. 	 Continuing treatment; 

2. 	 Halfway house; 

3. 	 Extended outpatient treatmen~ 

4. Intensive outpatient tl'Cafment; 


5, Residential treatment: 


6. 	 Medically monitored residential treatment; and 

7. 	 Medically managed inpatient treatment (which is the most intensive level and is 
available for Medicaid clients amy), 

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. 

DuaJly diagnosed: DuaJ diagnosis services are available from health maintenance OrgruU7.atiOns 
serving Medicaid clients and can be arrnnged for non~Medicaid clients. 

Criminal justice population: Collaborative relationships y,.ilh substance abuse service delivery 
personnel in the courts and corrections systems are under development. Coun liaison services for 
juvenile and adult district courts are offered, 

PROVISIONSILIMIT ATIONS 

rnpatient detoxification serviees are not available to non~Medicaid clients. 
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FINANCING 

State AOD 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, State, county, or 
local resources (one-hal i). 

Medicaid 

Iowa has an 111S(b) waiver. Medicaid eligible clients are covered by IMSACP. Intensive 
outpatient, primary or extended residential, medically monitored residential, and medically 
monitored inpatienl 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 Iowa Department of Human Services (Medicaid) and the Iowa 
Department of Public Health (single Slate agency). The managed eare organization has a contract 
with a 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 <:apitated thtee~way 
cont:rnct. 

Eligible non-Medicaid clients include those whose income is below 400 percent of the Federal 
poverty level. They are served on a standardized sliding~fee-scale basis, 

, 

Mk'lAGED CARE SYSTEMS 

The Iowa State public health system is under managed care, The Slate bas an IllS 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 leyels 4-7 must be COlUleCled with an 
IMSACP crisIs care manager, ' 
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KANSAS 

SERVlCESIMODALITIES 

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

4' Detoxification: Social detoxification is avaiJable in some areas, Publicly funded 
acuteirnedical detoxification is not available. 

• 	 Inpatient; Very little long-tenn inpatient treatment is available, ShorHenn 
treatment of 14 days is available. 

• 	 Outpatient: Most treatment is provided on an outpatient basis. 

• 	 Methadone: Services are available at two sites. 

• 	 Aftercare: Continuing Care guidelines are under development. 

• 	 Halfway house: There are reintegration centers in a case management setting fot 
people leaving primary treatment. 

Over rhree~foW1hs (77 percent) ofadmissions are for akohol addiclion. 

SPECIAL POPULATIONS 

Criminal justice 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-specuum residential. 

Youth: There are both residential and outpatient youth progr.lIl1S. The agency funds alcohol 
treatment units in the group homes for youth ",nose parents have lost custody. 

PROVISIONSILIMITATIONS 

None, 

FINANCING 

State AOD Agency 

The fmancing is approximately 50 percent Substance Abuse Block Grant funding and 50 pe",en! 
State revenue, with a small amount of additional Federal funding. 
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Medicaid 

There is minimal Medicaid coverage for substance abuse-onJy for some services in residential 
prp,grams for women. 

MANAGEMENT OF SERVICES 

The State alcohol and other drog (AOD) agency contracts \\;th a management organization,. which 
th~n contracts with providers. An a.<:Isessment arm of this strocture establishes Regional Alcohol 
and Drug Assessment Centers (RADACs), All clients are assessed by a RADAC using the Kansas 
client placement criteria. The RADAC assigns the client to a program/modality (the client can file 
a gnevance ifhe or she is unhappy \\oith the decision) and determines length of treatment on a case~ 
bY..case basis. The management organization tracks utilization, Treatment progrnms are divided 
into RADAC areas with separate budgets that are reviewed every quarter. 

\MANAGED CARE SYSTEMS 

The State currently is applying for a demonstration waiver. 
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KENlllCKY 

SERVICESIMODALITIES 

The following publicly funded services are available: 

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

• 	 Residential (norunedical) treatment based on the Minnesota model (269 beds); 

• 	 Long~term residential recovery programs; Six~month programs targeted for 
adolescents, and long~tenn treatment for pregnant and paren~ing women (eight 
sites); 

• 	 Two methadone maintenance programs, one each in Lexlngton and Louisville; 

• 	 lndividuai outpatient programs (these programs do not have caps--dients are 
encouraged to stay as long as needed); 

• Psychiatry outpatient services; 


.. Inlensive outpatient services (step--dov.n model); 


• 	 Transitional halfv:ay houses (largely for homeless clients, although two are aftercare 
facilities for women to sustain recovery); and 

• 	 Aftercare programs. 

The duration of each modaJity of care is decided on by lhe provider. More services are available in 
the metropolitan areas, A large proponion of lhe services provided are part-time 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 ,",ilh affiliate agencies (I.e" private, nonprofit chemical dependency agencies) to 
provide special services, such as haJfway 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 parenting women are avaiiable, 
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, 
PROVlSIONSILIMITATIONS 

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 Slate, 

FINANCING 

State AOD Agency 

1)le Substance Abuse Block Grant provides almost two· thirds of the financing of substance abuse 
treatment services, and most of the balance is covered by State revenue. 

Medicaid 

Kentucky does not have Medicaid reimbu.rsement for substance abuse except for (I) up to 14 days 
of acute care detoxification in a hospital for people who are eligible for Aid to Families with 
Dependent Children or are disabled and (2) services for adolescents as a result of early periodic 
screening, diagnosis. and treatment referrals. The State had a stalev.ide J915 waiver (KenP AC) 
case management program that was subsumed by an It l5 ",'alver. To date. this program has 
provided the Medicaid population 'With a primary care physician/gatekeeper. The State is trying to 
get Medicaid to cover more than detoxification 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 substance abuse care to that population. The State has applied for a 19 IS{b) waiver to 
carve out behavioral health services. 

I 
MANAGEMENT OF SERVICES 

Funding is allocated to 14 regional boards according to prevalence and utilization rate data. TItis 
structure will be changed for mental health and subsequelllly for substance abuse once the J1JS is 
Implemented. At the momcnt, contracts are fee-for-service, but will be capitaled in about 2 years, 
There is a sliding fee scale for services and providcrs trying [0 collect a copayment from clients 
above povcrty 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 contnlCt. Some centers 
may provide more services than they are reimbursed for and, consequently, may fmd themselves in 
a deficit situation, 

The State is developing a capacity management system with a screening and assessment eomponent 
that will be used for placing and prioritizing pregnant women and injecting drog users. 

MANAGED CARE SYSTEMS 

In addition to the Medicaid waiver program, whieh places Medicaid-.eligible clients in 11 managed 
care system, the Stale plans to capitale all publicly funded service contracts. 
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LOUISIANA 

SERVlCESIMODALlTIES 

The following publicly funded services are available through programs funded by the Office of 
Alcohol and Drug Abuse within the Slale Department of Health and Hospitals: 

.. Social detoxifit3tion in nonhos-pital senings; 

.. Medical detoxification; 

~ Residential services provided in short-term (30 days or less) and long-term (over 30 
days) treatment; 

.. Outpatient clinics providing treatment/day treatment/recoveryl aftercare or 
rehabilitation services (27 clinics have an average length ofstay of6 months); 

'II Methadone; 

.. 	 Primary inpatient (with an,average length of stay of25 days. but the length of stay is 
flexible); 

• 	 Halfway houses (",th an average length of stay of 3 months); 

.. 	 Therapeutic communities providing a minimum of 12 months of residential 
treatment; and 

.. 	 Aftercare or continuing care provided in outpatient and some inpatient clinics. 

SPECIAL POPULATIONS 

The State has declared the following groups as priority populations: injecting drug users, people 
who are HJV+, people V.1th sexually transmitted diseases or tuberculosis, homeless people, and 
"",pie who gamble. 

Women: There are several residential programs for women. inclUding a program for pregnant 
women and women with dependent children; a program for dually diagnosed women with children; 
and a program for women ......ith 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, I40~bed prerelease program for aU adult mate inmates identified with a 
substance abuse problem. They are referred prior to release. The Im~ct Program is a collaborative 
effort between the Department of Corrections and the agency to improve and enhance the referral 
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sy~em in order to facilitate-treatment referrals for both incarcerated and released offenders. This 
program is a formalization of what previously had been an informal system. The current 
adinirustration is attempting to increase networking and collaboration between the Department of 
Corrections and the State alcohol and other drug (AOD) agency and also is looking into 
establishing drug couns. 

PROVISIONSILIMIT A TlONS 

According to the National Association of State Alcohol nnd Drug Abuse Directors, the waiting 
period is about 17 days for outpatienl and 18 days for inpatient services, and 713 people v.-'C!'e on 
the waiting list for AOD treatment According to personal communication with the State AOD 
agency. these numbers are substantially smaller. 

FINANCING 

State AOD Ageney 

Approximately $19 million of the treatment budget is from the Substance Abuse Block Grant, 
about $13 million is from State revenue, and the balance (a small pcrtion) is Federal pass-through 
funding to target cities and rum! services. 

Mfdicaid 

The Medicaid portion ofsubstance abuse financing COVe1'S detoxification and outpatient services for 
d!Cnt5 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 contracts 
with nonprofit providers, 

MANAGED CARE SYSTEMS 

Currently, a Medicaid case managcmenl pilot projecl in one region of the Stale has adopted 
clements of managed care (such as utilization review). 

The State is developing a 1915(b) waiver that would bring Medicaid services into managed care, 
although behavioral health and substance abuse services "-'Quid still be on a fee-for-seni.ce basis. 

, 
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MAINE 

SERYlCESIMODAUTIES 

The State agency contracts with providers on a fee~for-service basis to provide the following 
publicly funde<l smices: 

• Freestanding inpatient detoxification for 2 to 7 days; 

" One methadone program in the State (clients must travel)~ 

• 	 ShorHerrn residential rehabilitation services for 30 days or less; 

" 	 Extended care On a long-term basis (6 months to 2 or 3 years, and usually over 180 
days), primarily for long4enn alcoholics; 

• 	 Extended shelter, transilional services that provide less care than the extended care 
programs and primarily offer strlli.:tured therapy for those out of detoxification who 
need to develop a nerwork of social support and a link with services; 

'II Long-Ierm transitional residential programs (i.e., a community-based, peer-orlenred 
halfway house for men and women, with an average length ofstay of 6 months)~ 

.. 	 Adolescent residential rehabilitation programs, primarily long-term (2 to 3 years), 
v.ith services that vary among the programs; 

• 	 inlensive outpatient services with no cap that include substance abuse evaluation. 
diagnosis, and treatment, usually provided in day~long programs (the clients return 
home at night); 

• 	 Nonintensive outpatient programs v.ith no cap that provide fewer hoUl'S and days of 
treaUTIent than the intensive programs; 

• 	 Psychoeducational group therapy, cofactiitated by substance and mental health 
professionals and with 8 to 25 clients per group; 

• 	 Relapse prevention group therapy with no eap; 

• 	 Emergency shelter provided in 12·.\xd overnight shelters (where staff try to get 
clients into detoxification) or freestanding residential programs with onsite 
detoxification; 

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

• 	 Motivational therapy (a new modality). 
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SPECIAL POPULATIONS 

Dually diagnosed: There is an entire parallel set ofservice~ for' the dually diagnosed. 

Women: The Women's Project provides interim case management for pregnant women and 
wo~en with dependent children. The project assesses whether prenatal care has been obtained. bUI 
does 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 . . 
PROVISIONSILIMITATIONS 

None. 

FINANCING 

State AOD Agency 

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

I 
Medicaid 

Medicaid reimburses for substance abuse treatment and case management. The State has applied 
for a 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 long distances to 
tel:eive methadone. Another program may open, 

MANAGEMENT OF SERVICES 

lbe State agency contracts \\'ith service providers and manages the contracts. 

MANAGED CARE SYSTEMS 

The State cum::ntly is applying for an 1115 managed care waiver for the entire State Medicaid 

program. 
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MARYLAND 

SERVICES/MODALITIES 

The folJowing publicly funded services are available: 

, 	 A halfv..'8Y house program. which is a transitionalli\'lng program providing time­
limited services to alcohol and other drug (AOD) abuse clients who have been 
evaluated or treated for their addiction. with a duration of90 days to 6 months; 

.. 	 An intermediate care facility providing short-term intensive treatment, ostensibly 
v.i!h a 2&-day limit but flexible (usually 2 to 6 weeks); 

• 	 Outpatient services. generally less than 6 hours per week; 

.. 	 Intensive outpatient services, highly structured '"step~down" treatment for a 
. minimum of 6 hours per week; 

• 	 Methadone provided through nonresidential treatment; 

• 	 One therapeulic community in thc Slate in which clients can recei,,'e services for 
up to 1 year; and 

• 	 Aftercare services provided through 12~s(ep programs that clients are required to 
anend as part oftreaunent (no other aftercare services are available through the 
State). 

SPECIAL POPULATIONS 

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

Criminal justice population: The Slate agency coordinates substance abuse evaluations and case 
management ofoffenders through Maryland's criminal justice and treatment system. 

PROVISIONSILIMIT A TlONS 
• 

There are no detoxification services, The State previously offered nonhospital detoxification 
services. but the programs have been dosed. 
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FINANCING 

State AOD Agency 

The funding is 33 percent Substance Abuse Block Grant and 45 percent State revenue, 

Medicaid 

Many ,addiction services are not reimbursable. and Medicaid is not a big funder of substance 
abuse services, The State once had State~only Medicaid. but that program no longcr exists. 

MANAGEMEr.'T OF SERVICES 


The State contracts with providers who invoice the Slate on a fee~for-service basis, 


MANAGED CARE SYSTEMS 

The Slate has been approved for an l' 15 demonstration waiver that was scheduled to go into 
effect in February 1997, This waiver wiH bring all Medicaid clients (except those duany eligible 
for Medicaid and Medicare) into managed care. The waiver will authorize a "carve-in" of 
substance abuse services; all managed care organization applicants will be required to otTer the 
appropriate level of individualized care. ., 

• 
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MASSACHUSETTS 

SERVICESIMODALITIES 

The following publicly firnded services are available: 

• 	 Residential programs. including: 
-Acute inpatient treatment, a freestanding, nonhospilai, medicaJly 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 commWlity, and 
l. Social model; 


-Youth residential programs; and 

-Residential services for families. 


• 	 Ambulatory services, including: 
-Traditional outpatient assessment and treatment (individual and group); 
-AcupWlcture detoxification; . 
-Methadone (or other substitution therapy. such as LAM); and 
--Crimin'al justice (a variation on core outpatient drug-free services). 

• 	 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. 

PROVlSIONSILIMITAnONS 

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

Stale AOD Agency 

Funds are administered by the State Department of Public Health. The majority of funding is split 
between the SubstarlO\' Abuse Block Grant (somewhat less than 50 percent) and State revenue 
(slightly more); the balance is from "other" State and Federal streams. 

Medicaid 

In 1992 the State implemented a 1915 waiver to purchase mental health and substance abuse 
services (acute services only) through a carve-out. Under the 1915 waiver, a full condnuum of care 
is)rovided., 
MANAGEMENT OF SERVICES 

1be 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 1915 waiver, the State pays managed care organizations (MCOs) capltated rales; the 
MeOs contract with providers on a modified fee~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 fuHy capitate services through a carve~ 
out. 
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MlCHlGAN 

SERVICES/MODALITIES 

The State Department of CommWlity Health provides a comprehensive continuwn of care for 
clients ineligible for Medicaid~ including the following: 

Up to 5 days or"social detoxification"; 

Nonhospital, short~tenn (30 days or less) residential treaunent; 

Outpatient rehabilitation services; 

Intensive outpatient services; 

Methadone; and 

Aftercare. 

Medicaid reimburses for the foHo\\ing: 

Acute care medical detoxification inpatient services (usually the person presents at 
an emergency room and the hospital bins Medicaid directly)~ 

Outpatient rehabilitation services; and 

Intensive outpatient services. 

Hospital inpatient services are not covered by the State, and nonhosphal residential treatment is not 
covered by Medicaid. Aftercare services are usually provided at outpatient rehabilitation centers 
and include group therapy and some individual therapy, 

SPECIAL POPULATIONS 

Women: Pregnant women receive priority in treatment. 

Criminal justice population: Inmates receive substanee abuse treatment services through the 
Department of Corrections. with little fonnal involvement from the Department of Community 
Health. 

PROVISIONSILIMIT ATiONS 

Medicaid treatment limits are as follows: 

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 {coWlseling sessions are billed as 
part of the outpatient or intensive outpatient rehabilitation}. 

in addition, the State requires thai intensive outpatient rehabilitation for Medicaid clients not 
covered by a managed care plan be approved by the CentraJ Diagnostic and Referral Agencies 
(CDRs) (see below). 

FINANCING 

State AOD Agency 

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

Medicaid 

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

MANAGEMENT OF SERVICES 

The Slate contracts with 16 regional. quasi~govemmental organizations across the State called 
coordinating 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 a flat annual fee for the provision of substance abuse treatment services and subcontract 
......i$ local providers for services and with CDRs to conduct assessments and screenings of clients 
for ,"intensive services" (i.e., methadone and residential services). 

MANAGED CARE SYSTEMS 

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

SERVlCESIMODALITIES 

Six levels ofpubliely funded eare are offered through the State: 

• Outpatient; 

• Combination inpatient-outpatient; 

• Inpatient; 

• Extended care; 

• Halfway houses; and 

• Case management (in some areas). 

Detoxification and aftercare are funded by the counties, not by the State. 

SPECIAL POPULATIONS 

The State targets pregnant women, adolescent'). methadone and cocaine users, and intravenous drug 
users for substance abuse r:reaunent 

PROVISIONSILIMITA TlONS 

When conducting client assessments and placement. each locality must follow Minnesota Rule 25. 
which establishes statey,,;de criteria for placement in a treatment program. All people who are 
eligible [or Mi!dicaid or State general assistance who are not enrolled in prepaid health plans are 
eligible for the Consolidated Chemieal Dependency Treatment Fund (CCDTF). which combines 
funding streams from several sources (both Federal and Stale) to cover drug and alcohol treatment 
for low·income residents. People who are ineligible for Medicaid and Who have ineome less than 
60 percent of the State median income also are eligible for CCDTF as 'ong as fiulds are available 
(currently estimated to be sufficient to cover income~eligible people who are either minors, adults 
responsible for minors Uving in their households, or pregnant), 

FINANCING 

SIal. AOD Ag.ncy 

The Departmen! of Human Service .. which is the State alcohol and other drug (AOD) agency. 
funds substance abuse _tmen! through State revenue (abou! one·half of the total amount of 
treatment funding). the Substance Abuse Block Grant (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 Minnesotacare, a SUlte health insurance prognun for clients who 
are ineligible for Medicaid but who cannot afford treatment. MinnesotaCare is in the process of 
switching to 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 pro\ides substance abuse treatment through a carve~ 
in. Eventually.1I Medicaid-covered substance abuse services will be provided through PMAP, but 
those clients woo are stili fee-for-service currently obtain substance abuse treatment thro~gh 
CCDTF., 

MANAGEMENT OF SERVICES 

C(,:DTF funds are distributed to county social service agencies and indian reservations based on a 
statutory fonnula. The localities (i.e.. cotmlies and reservations) have a IS-percent match 
requirement and act as case managers in determining the appropriate intensity of services needed by 
each client and restriding the client to receiving those sc!'\'kes from a specified provider. Each 
locality is responsible for assessing and placing clients, detennining clients' financial eligibility. 
establishing contracts with service providers, and billing the State for services provided on a fee­
for~service basis. 

For the prepaid managed care plans (I.e., MinnesotaCare and PMAP), the State contracts with 
health maintenance organizations (HMOs) to providf. subSlance abuse services (or the HMOs 
contract vAth providers). AU of the HMOs except one also have eontracts with private insurers and 
therefore do not reI y solely on publIc funds. 

MANAGED CARE SYSTEMS 

The State has an 1115 waiver and is in the process of switching !Viedicaid clients to the prepaid 
capitated program PMAP. In addition, the State is in the process of converting MinnesotaCare (a 
non~Medkaid State plan for low-income residents) to managed care, , 
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MISSISSIPPI 

SERVlCESIMODALITIES 

The State has a network of services that are available to anyone on a sliding fee scale. There are 15 
rr·\.'!1ta1 health regions. eacb ofwruch offers a core of services: 

• 	 Residentla1 treallnent may be from 30 days to 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 is 30 to 35 days), 

• 	 Detoxification services are primarily social. Each residential facility hus the 
opportwliry to conduct an affiliation agreement with a medical faciHty for which the 
Stale would pay approximately $800 to $900 per visit (Ito 5 days), 

., 	 Outpatient services are not capped, The schedule is "free flowing'! and depends on 
the client's needs. There is some intensive outpatient treatment (15 weeks,.3 days 
per week, up to 135 hoU1S), 

• 	 Outreach/aftercare services vary, but they provide an ongoing process of foUowup 
and information dissemination. 

SI'ECIAL POPULA nONS 

Women: Three programs for pregnant women and their dependents are under eontra,ct: prenatal 
care, child car~:. and transitional services. 

Adolescents: Tbere are some special services for pregnant adolescents. 

PROVlSIONSlLIMIT A TIONS 

According to the National Association of State Alcohol and Drug Abuse Directors, the waiting list 
includes over 2,000 people; in Fiscal Year 1994, the total 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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Medicaid 

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

MANAGEMENT OF SERVICES 

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

MANAGED CARE SYSTEMS 

Currently the State is not operating any managed care programs except for the limited Medicaid 
pilot project in 11 counties. discussed previously. 
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M1SS0URJ 

SERVICESIMODALITIES 

Publicly funded substance abuse treatment is available through the State alcohol and other drug 
agency (AOD) agency (i.e., the Division of Alcohol and Drug Abuse). There are three categories 
of clients: (1) pregnant women and women ",ith dependent children, (2) adolescents, and (3) 
general adults. Most clients (aU non·Medicaid clients and many Medicaid clienlS) are means-tested 
to determine their fee share~ eligibility for services is based on income and a copaymenl may be 
required, Services for these clients are provided on a fee-for-service ba~is. About one-third of 
Medicaid clients participate in mandatory managed care. 

The following three detoxification modalities are available; 

• 	 Social-setting (nonmedical) detoxification, with a nurse available and a doctor on 
call; 

.. 	 Modified medical and nonmedical (inpatient) treatment at StalC..owned medical 
facilities. primarily for mental patients; and 

.. Hospital (medical) detoxification. 

Long-tenn residential treatment (30 days 10 I year) and shon-term residential treatment (less than 
30 days) lID! available. 

The follOwing tWO categories ofoutpatient treatment are available: 

• Clinical intervention (very intensive), with a duration of 3 to 5 weeks; and 

• 	 Outpatient (less than 10 hours per week) and intensive outpatient (more than 10 
hours per week), with a duration ofup to 1 year. 

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

SPECIAL POPULAnONS 

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

PROVISIONSILIMlTAnONS 


Nonmedical detoxifica~ion. inpatient treatment, and medical detoxification have 5-day caps. 
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Nonmelhadone outpatient detoxification is not provided. Aftercare services as such are not 
provided, but outpatient counseling and ancillary services may be covered; providers dceide what is 
needed. . 

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

FINANCING 

Siale AOD Agency 

AboU1 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 treaunent~ inpatient ueaunenl, group 
cOWlscling and edueation. codependeney education~ day treaunent, and community support 
services. Local providers deliver and bill Medicaid for many substance abuse treaunent services, 
including rehabilitation services (both residential and outpatient), special skill-huilding 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 fOT an 1115 waiver to 
expand managed eare statewide; that waiver propos.alis under review. 
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MONTANA 

SERHCESIMODALITIES 

Puhlicly funded substance abuse treatment services are provided primarily through State contracts 
with treatment providers. Montana provides the full range of treatment programs, including the 
following: 

• Residential treatment programs; 

• Social and medical detoxification; 

• Outpatient rehabiJitation~ 

• Intensive outpatient rehabilitation (the State's primary treatment modality); and 

• Boot camp programs for youth ages 18 to 25, 

Detoxification is provided primarily at the ?l.1ontana Chemical Dependency Center (MCDC), a free· 
standing residential faciHty in Billings. Clients needing medicaJ detoxification are either bused to 
Billings by th(~ service provider or admitted to a toeaJ 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. 

SPECL"-L POPt:LATIONS 

Women: An programs are required to give priority to pregnant women. 

Criminal justice population: The Department of Corrections operates an extensive program \\1thin 
the prison system. Thls includes programs "",thin the women's prison, a boot camp program for 
youth ages I S to 25. prerelease centers, and a community~ba.sed probation prognUTl for those 
released back into their conununities. 

Native Americans: 1be State has several programs for Native Americans, some of which are 
funded through the Indian Health Service, The Stale also has a special COntnlCl for substance abuse 
serv'ices for Native American women. 

Dually diagnosed: One of the Stale's next two priorities will he the dually diagnosed. 

Youth: The other of the State's next two priorities ""ill be adolescents. 

PROHSIONSILIMIT A TIONS 

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. 

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 plaeed on the amount of, 
treatment and the length of treatment in outpatient programs. , . , 
FINANCING 

State AOD Agency 

FWlding 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 
Suite funds are appropriated other'than the earmarked tax (which originally was used to treat only 
alcoholism but now treats all substanee abuse, beeause elients rarely seek treatment only for 
alcoholism). The block grant funds are distributed to eOWlties primarily based on need, and the tax 
funds are distributed based on populationlland 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
i Medicaid 

, 
Medicaid funds are used for the treatment of adolescents. , 
~AGEMENT OF SERVICES 

APAD ,funds and controls MCDC and maintains considerable deeisiorunaking power regarding 
other treatment programs and contracted services, although ADAD does not control the use of the 
earmarked tax (the COWlties control the use of that tax). ADAD has contracts with J I 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 
COWlties • may provide additional funds or petition the State for additional funds beyond the 
population-based fonnulas. To obtain some treatment services, cOWlties 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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aftercare services and to provide monhoring for those who have received treatment in a correctional 
facility, 

MANAGED CARE SYSTEMS 

Mental heaJth is being brought into managed care; however, that does not include substance abuse 
services, which are all provided on a' fee-for-service basis, 
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NEBRASKA 

SERVlCESIMODALITIES 

The following publicly funded services are available: 

• 
Detoxification is funded by the State in freestanding residentia1 facilities and by 
Medicaid as inpatient hospital U'eaunent 

Rehabilitation is covered by the State when provided through nondetoxification 
hospital inpatient services or shorHerrn (30 days or Jess) or long-tenn residential 
progrnms (with frequent use of hallWay houses and therapeutic communities). 

The Stale funds one intensive outpatient rehabilitation program. 

The State 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 Jive far from Omaha; local treatment is covered when provided 
by a local hospital or other methadone treatment care faCility (private or public) in 
the area. Medicaid does not cover methadone treatment. 

Aftercare is not covered by either Medicaid or State funds. 

. .SPECIAL POPULATIONS 
; 

Crimina! justice population: The Department of Corrections handles prison inmate treatment 
needs. The State Division of Alcoholism and Drug Abuse certifies the Department of Corrections 
treatment program; this certification is required in order to receive State substance abuse funds, 

PROVISIONSILIMIT ATIONS 

A limited number of treatment slots are available. and waiting lists are estabHshed if necessary. 
Medicaid limits detoxification treatment to 7 days. Outpatient and inpatient treatment under both 
Medicaid and Stare~funded programs are limited to medically necessary services. 

FINA. 'ICING 

State AOD AgeDCY 
, 

One·half of the State substance abuse treatment resources come from the Substance Abuse Block 
Grant. The remaining one·half are from State appropriations. In addition. the loeal Board of 
Supervisors in each region is required to provide a lO~percenl match in order to receive State funds. 
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Medicaid 

Substance abuse services for most Medicaid..eligible adults are covered under a carvewOut 
behavioral managed care pian. For chlldren and youth under age 19, Medicaid services are on a 
fee-for-service basis in the HHeaJth 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 ~ 5 counties. The State funds each region according to need (defmed through a 
formula based on population, income, and drug-use patterns) to manage the provislon of locaJ 
substance abuse treatment services on a fee~for~service basis. Each region is headed by a Board of 
Supervisors. which coordinates with the Di"'sion of Alcoholism 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 procedW'es that require 
local providers to obtain prior approval ITom the Division of Alcoholism and Drug Abuse in order 
to be reimbursed by State funds. 

MANAGED CARE SYSTEMS 

Medicaid-cov,:red substance abuse services for most Medicaid-eligible adults are provided \illder a 
carve-out behavioral managed care plan implemented \illder a statewide 1915(b) waiver, 
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NEVADA 

SERVlCESIMODALITIES 

The State funds. full spectrum ofservires, including the following: 

Four "social detoxification" freestanding residential treatment facilities;. 

Eleven nonhospitaJ residential rehabilitation facilities (where programs range from 

14 days '0 I year): 


An outpatientlintensive outpatient treatment facility in each county~ 


A methadone treatment program in Las Vegas; 


Thirty-four drug-fr", programs; and 


Varying afterwe programs, 


'fPe State does not pay for hospital inpatient treatment services (either detoxification or 
n~:mdetoxification), 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 technicaJ assistance and coordinates with the 
Department of Corrections for parolees needing outside placement into the State Bureau ofAlcohol 
arid Drug's system with one program that specifically targets felons on parole. '[his program has 
both a residential component (approximately 18 beds) and an outpatient component. 

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

PROVISIONSILIMlT ATIONS 

• 
The State requires all providers to fully serve the treatment 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 .....ithin the State is still smaJi enough that the 
State Bureau of Alcohol and Drugs is able to monitor individual client-level activity with regard 10 
treatment plan, as wen as success v..ilhln that plan, on an as-needcd basis. If a client has a history of 
continual relapsing, the State is involved in the treatment plan. 
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FINANCING 

State AOD Agency 

Substance Abuse Block G!1IIJt funds and State General Funds support the treatment programs. 

Medicaid 

Medicaid COVI:rs substance abuse treatment sef\ices for clients who present at hospitals with a 
medical necessity, The Stale is developing a pilot managed care program targeting intensive 
outpatient services for youth in a portion of the State. 

MANAGEMlAYf OF SERVICES 

The State accredits local service providers and currently contracts v.,th 24 providers for a total 
number of treatment slots. The providers develop and administer clients' treatment plans (unless an 
individual case warrants the State's involvement), The providers are required to deliver a full set of 
services based on dient need, regardless of funding level. The State is inveStigating changing this 
system to a fee.-for~servjce model to beuer track State funds and to ensure that they are used only to 
treat public clients, Because none of the providers are funded entirely by the State, they obtain 
addition.1 funds through paying clienlS, the United Way. and SO forth. Thus, State funds are 
mingled with funds from other sources. 

MANAGED CARE SYSTEMS 

The Slate is developing a pilot managed care program for Medicaid clients that targets in1ensive 
outpatient services for youth in a portion of the State. 

The Slale noted that due to explosive population growth, there is a need to 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,) Hov.'CVer, as a designated "frontier State" (i.e" f~er than three 
people per square mile), the State's ability to prm.ide substance abuse treatment services even Ullder 
traditional models is constrained by transportation problems. 
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NEW HAMPSHIRE 


SERVICESlMODALITIES 

TIie State Office of Alcohol and Drug Abuse Prevention (OADAP) provides all modalities of 
subsWlce abuse treatment by contracting with private agencies, The overall treatmenl philosophy 
de,nves from an alcohol-based modeL The services available include the following: 

,. 	 Social detoxification provided through seven crisis intervention sites; 

• 	 Two short-tem (28 to 30 days) residenHaltre.tment programs; 

• 	 One long-tenn (9 months to 2 years) residential treatment program for women with 
children~ 

• 	 Methadone maintenance for pregnant women Ufltil1hey 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~security prisons near time of parole; 

,. Shock-treatment programs (i,e., boot camps); 

• 	 Halfway houses;,and 

• 	 Aftercare programs, primarily including Alcoholics Anonymous. Narcotics 
Anonymous. or other community-based group programs. 

The State makes no provision for medical detoxification. 

The Stale agency focuses primarily on prevention. Jt works with the Department of Corrections on 
alternative sentencing programs (e.g., academy treatment settings), programs provided near the 
ru:ne of parole, shock treatmenuboot camp types of programs for adolescents, and halfway houses 
for former substance abusers returning to their communities. 

SPECIAL POPULA nONS 

Chronic substance abusers: State law mandates that treatment be available for chronic substance 
abusers. seriously ill and chronic substance abusers. and fonnerly ill and chronic substance-abusiog 
adults. 
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Women: The State recently completed a federally funded demonstration project serving pregnant 
women and women with children. State frnancing will continue to provide these services but al a 
significantly reduced rate than what was available Wlder the Federnl grant. 

PROVISIONSILIMIT A TlONS 

State-funded substance abuse treatment programs primarily serve single adult males, but it is not 
limited to this group, There are no caps on regular treatment. and no one can he denied service. 
Individual crisis siles, however, may impose restrictions on treatment; this is done at the local level 
under site-specifIc guidelines. All services are provided on a voluntary basis; by State law, a 
person cannot be committed. even for short-tenn detoxification, 

FINANCING 

Single State Agency 

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

Medi.aid 

Medicaid funds are used to provide treatment for adolescents and v,"omen. 

MANAGEMENT OF SERVICES 

OADAP contracts for treatment and services with private local agencies and makes all decisions 
regarding the types of services available and which agencies will be contracted to provide these 
services. In early 1996 the Slale uncierv.oent a massive reorganization and OADAP merged with the 
Mental Health Di1lision. The functions and operational style of both programs are still 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 Federnl poverty level. 
Stale services are not currently provided through managed care, except for some programs treating 
adolescents, The State plans to move all substance abuse services into managed care ptans in the 
future, 
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NEW JERSEY 

SERVICESIMODALmES 

A full spectrum of services is available through the State Department of Health, Division of 
Addiction Services. including the following: 

Detoxification (both hospital inpatient and freestanding residentiaJ)~ 

Long~term (l to 2 years) residential programs> such as therapeutic communities~ 

Short-tenn (28 days) residential programs. such as halfway houses; 

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

A hybrid youth comprehensive care program (combining school and substance 
abuse treatment services); 

Outpatient rehabilitation and intensive outpatient rehabilitation; 

Methadone treatment; and 

Aftercare services (as part of the outpatient drug-free prognuns), 

Statewide, approximately 20 alcohol and drug abuse elinics have been approved by the Division of 
Addiction Services and about J00 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 clients. . 

SPECIAL POPULATIONS 

The State fQUoWS the provisions specified in the Substance Abuse Block Grant. 

Criminal justice population: The Department of Corrections runs its O""'I1 substance abuse 
trea.tment service programs both within the facilities and through halfway houses. There is a 
coordinated effort between the Department of Corrections and the Division of Addiction Services 
called the "Modifled Assistance Program (MAP)," This program, which bss separate facmties for 
)'o~th and adult offenders. takes early release inmates and filters them into the existing State 
substance abuse treatment system. There is a rnemorandwn of agreement aJlowing the Department 
OfCorTeClions to purchase treatment slots at the same discounted rate that the Division of Addiction 
Services receives. 
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PROVISIONSILIMITA TIONS 

. 
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 State before serving all needy 
people, or if a State-run program is filled, then the people are wait-listed. Usually there are 
insufficient residentialtreaunent slots for indigent clients. 

FINANCING 

Stal. AOD Agency 

The Division of Addiction Services has twO separate systems for the provision of pubUcly funded 
substance abuse treatment: (I) a COWlty-operated system and (2) a direct purchase of services 
system operated by the State. The COWlty-opel1lted program is fimded through • special State 
alcohol tax thm provides a ponion of the revenue to the treatment of substance abuse, The fonnula 
for detennining the allocation of these funds is based On estimated need, population size. and per 
capita income over the last ) years, Each of the State's 21 counties are entitled to these funds, 
which are funneled through county social service agencies, The county agencies are then free 10 
detennine their subsumec abuse treannent plans and enter into delivery contracts with providers as 
needed, Some of the larger counties also have their own treatnlent facilities. which are partially 
funded by this revenue. In addition, the State cont.racts directly with some providers (such as 
hospitals) to provide services to priority clients, 

The State-operated. program derives its revenue from three funding streams: (1) Substance Abuse 
Block Grant funds; (2) State general fund allocations; and (3) the "Uncompensated Care Trust 
Fund," a line item in the State's budget that was established to fund all indigent hospital care needs 
{i.e" medical. menW health. and substance abuse). 

Medicaid 

To be eligible for Medicaid reimbursement, substance abuse services must be medlcaJly necessary 
and must be provided by or through qualified providers (such as physicians, psychologists, and 
State-approved alcohol and other drug (AOD) abuse clinics and mental health clinics). 

MANAGEMENT OF SERVICES 

The State funnels resources to 2} social service agencies within each of the coWlties, It also 
separately contracts with 143 providers to serve priority clients; these providers include hospitals, 
county treatment facUlties, or other private nonprofit agencies, 

MANAGED CARE SYSTEMS 

The State is reviewing managed care options for its Medicaid program and anticipates developing a 
waiver within 1year. 
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NEWMEXlCO 

SERVICESIMODALITIES 

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

t Inpatient medical detoxification~ 

• Outpatient rehabilitation; 

• Intensive outpatient rehabilitation; 

• ShorHenn residential; 

, Long-tenn 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•heallll facilities are for both the dually diagnosed as well as Illose willlout psychiatric problems. All 
co~tracts are on an annual basis, and all decisions are made at the State level. 

New Mexico also has a range of prevention programs that are conducted through DSA., 
SPECIAL POPULATIONS , 
Native Americans: The State meets the needs of Native American residents by contracting for 
seryices with tribal governments; a fuH range of services are provided for this population. 

WQrnen: New Mexico has one residential treatment 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 facilities have long waiting lists. 

Criminal justice population: Substance abuse treatment for the inmate population is handled 
through Ille Department ofCorrections. 

PROVISIONSILIMITA TlONS 

Agencies contracting with the State cannot refuse service to the medicaJly indigent; the agencies 
receive a fixed amount to 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 
iimitations 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 to service is somewhat limited. 

68 




Large waiting lists at most treatment facilities (e.g., over 200 on. the waiting list for medical 
detoxification) limit the number ofpeople actually reoeiving treatment. 

FINANCING 

State AOD Agency 

All substance abuse treatment funding goes through the New Mexico Department of Health. 
Behavioral Health Services. DSA. Treatment programs and services are funded primarily by the 
Federal Substance Abuse Block Grant ....ith the addition ofsome State funding. 

The State alst) has a $4 mUHon driving~while-intoxicated fund that provides substance abuse 
program funding to the counties. These funds are administered by the Department ~f Finance and 
are not coordinated or cOMected in any way with DSA. 

Medicaid 

Medicaid only reimburses hospital detoxification and 12 hours of outpatient treatment per year, 
Minors under 21 (or under 18 in some areas) may receive medically necessary treatment. 

MANAGEMENT OF SERVlCES 

All contrnc[ing and service provision decisions are made by DSA, The State issues an annual 
Request for Proposals for service providers and awards I-year con!Jacts for substance abuse 
treatment servlces. 

MANAGED CARE SYSTEMS 

The Slate is moving toward managed care, but plans are not specific at this point. Because 
treatment facHities are provided with a fixed amount each year to serve the medically indigent and 
contracted agencies cannot refuse service, the State currently operates much like a managed care 
system. 
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NEW YORK 

SERVICESIMODALITIES 

The following publicly funded services are available; 

.. Hospital inpatient detoxification;' 

.. freestanding residential detoxifIcation; 

• Drug-tree residential programs (primarily the therapeutic community model); 

• Drug-free outpatient services (medically supervised); 

.. Drug~free day services (more intensive than oulpatient services. providing treatment 
3 days per week for several hours); 

.. Methadone maintenance (primarily on an outpatient basis, although there is some 
residential methadone treatment as weU); 

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

.. Therapeutic communities, which are not covered by third~pany reimbursement. 

SPECIAL POPULATIONS 
, 

Youth: Residential chemical dependency programs are available for youth. 


Wo;mHm: Residential treatment programs are available for pregnant and parenting women. 


Dually diagnosed: Residential treatment programs are available for mentally ill chemical abuser 

clients. 

PROVISJONSILIMITATiONS 

The waiting lists for treatment in New York are enonnous. Clients generally must wait several 
months for methadone maintenance; in some areas, the wait for residential treatment is 4 months or 
more. 
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FINANCING 

State AOD Agency 

The SubslJlnce Abuse Block Grant supplies about one-ninth of the total funding, and the State 
agency supplies less than one~lhird. 11re biggest share (over one-third) comes from the State 
Medjcaid agency (see next section). 

Medicaid 

The State Division of Medicaid (Home Relief) plays a very large role in subSLIDce abuse treatment. 
In New York State, Home Relief (similar 10 MediCal) acts like a parallel benefit system for 
indigent clients who are not Medicaid-ellgible under the Federal program. There is no Federal 
match. The program is funded enlirely by ,State and local revenues (the State shares the cosl with 
the client's county of residence), Medicaid-reimbursable services include methadone mrumeoonce 
(with about 4.300 clients receiving services at anyone tim,e); drug~free. medicalJy supervised 
ambulatory treatment~ some inpatient hospital rehabilitation; and some freestanding inpatient 
nonhospita1 treatment. (A number of services are not sufficiently medical in nature to qualify for 
Medicaid reimbursement, such as drug-free counseling, therapeutic commwtilies. prevention 
programs, and vocational rehabilitation,) 

MANAGEME~ OF SERVICES 

The Stale ag(:ncy contracts directly with providers 011 a prip1arily fee~for~service basis, (Some 
substance abuse services are covered under voluntary managed care programs.) 

MANAGED CARE SYSTEMS 

There are severaJ 1915 waiver health maintenance organization programs across the State (some 
voluntary and some mandatory) providing primary care to eligible cJients. In addition. the State has 
applied for all II i 5 waiver-a "mega waiver"-to create a comprehensive managed care system 
for the Federal and State Medicaid population under the oversight of proprietary managed care 
organizations. Special needs plans (e.g., for clients with AlDS or mental_ illness) would be 
separately capitated. The application is under review. 

71 




NORm CAROLINA 

SERVICESIMODALITIES 

The State of North Carolina is divided inlo 41 loeally operated enlities called "area authorities," 
Each area authority is required to ensure thaI a full array of substance abuse treatment services is 
avallable. including the following: 

Outreach; 

Prevention and education; 

Screening/referral/intervention; 

Detoxification/crisis stabilization; , 
Outpatient services. including visits, day treatment 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 ofaftercare, such as child care and transportation), 

The following services are provided on a regional basis: 

Detoxification services in free~ianding residential facilities; 

Inpatient services; 

Methadone services (nine methadone centers are strategically located to cover the 
State); 

Residential programs; 

Halfway houses; and 

Treatment Alternatives to Street Crime (TASC) programs, 

Hospital inpatient detoxification services are provided by th.ree State-run facilities (called alcohol 
and drug treatmenl centers, or ADACs) covering three of the four regions in the State, These 
hospitals each have 100 beds for detoxification and are funded primarily by the Stale, The ADACs 
also offer nondetoxification rehabilitative services on a shorHenn (maximum 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 servi=. which then are paid for by State 
funds at a negotiated price lo,,"'Cf than that .barged 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 J8 programs across the State, including fi ve residential programs. 
This program is funded by Federal and State money (i.e .• Substance Abusc Block Gf'dllt funds and 
Medicaid). 

Native Americans: In the Vle.~tem part of the State, the Cherokee Nation operates its own programs 
and provides a full array ofservices. 

Criminal justke population: The Department ofCorrections, Division of Alcoholism and Chemical 
Dependency, also operates its own State~funded programs for the Incarcerated population. The 
primary program. called Drug and Alcohol Recovery Treatment (DART). provides 35 days of 
treatment services within the prisons, incorporating a 7~y orientation followed by a 28-<lay 
residential program. Inmates participate in DART at the beginning of their sentences: The 
program features lectures, demonstrations, group therapy, some individual counseling, and 
Alcoholics AnonymousiNarcotics Anonymous (ANNA) meetings. After completing the DART 
program, inmates receive DART aftercare: 8 to 10 weeks of weekly group counseling and 
continuation of ANNA participation. After completing the aftercare program, inmates continue 
participating in ANNA meetings. Currently 8,000 to IU,OOO inmates complete the DA..RT program 
each year. Inmates who complete DART are eligible to participate in a 10-week. training program 
to provide peer counseling to other inmates. (The Division of Alcoholism and Chemica) 
Dependency also is implementing a prerelease program that will provide inmates with specialized 
selVices 60 to 90 days before release) Community AAINA volunteers sJX)nsor the irunates and help 
them become oriented to Jife Qutside 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. 

PROVISIONSILIMITAnONS 

There is: no maximum or limit for the 0- to 18-year-old population. For adults covered by 
Medicaid, inpatient services usually are limited to 28 days. Treatment services are covered by 
Medicaid, but room and board are no!. 

FlNAJllClNG 

State AOD Agency 

In general, local, State, and Federal funding for mental health, developmental disabilities. and 
substance abuse services flow lhrough the 41 ""'" authorities. although some Substance Abuse 
Block Grant money goes directly to institutions providing services. Slightly over one-half of the 
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, 
Jilllding for substance abuse service, comes from Fedcrnl sources (primarily the Substance Abuse 
Block Grant). with most of the n:st from State appropriations., 

Medicaid 

Private entities bill Medicaid through the area authorities, A 19t5(b) waiver covers services for 
c~ldren and adolescents ages 0 to I8; the waiver covers medically necessary care, with no 
specified limit'), and the area authorities receive capitation fees for enrollees, 

1 
MANAGEMENT OF SERVICES 

I 

The 41 area authorities consist of single~ and multicounty areas; the multicounty area services are 
ov'erseen by "area boards," whereas the county governments oversee the singl~unty area 
services. The area authorities provide some services directly (especiaJly in rural areas) and contract 
with nonprofit organizations for other services. Facilities bin the State for services provided to 
ad~lts on a fec~for·service basis. Services to clients ages 0 to 18 are provided through"a managed . 
care program.

f 
I 

MANAGED CARE SYSTEMS, 

Under a 1915(b) waiver, Medicaid services to children and adolescents arc capitated. The State is 
moving to a managed care approach for adults; a proposed waiver for adult services is awaiting 
Health Care Financing Administration approval. 

I 

74 




NORTIl DAKOTA 

SERVICESIMODALITIES 

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

The North Dakota State Hospital in Jamestown provides State-funded inpatient 
medical detoxification and nondetoxification services. Patients in other parts of the 
State needing services are usually transported by the local Sheriff's office to the 
Slate Hospital, 

The eight regional Human Service Centers provide Sta1e·ftmded social 
detoxification in freestanding residential facilities as well as outpatient rehabilitation 
services, drug-free communities, and aftercare services. 

Indigent uninsured people sometimes present at local hospital emergency rooms with a need for 
inpatient services.. and some hospitals admit them and "write off' the expense, 

No publicly funded methadone treatment is available, 

SPECIAL POPULATIONS 

Women: The Sub.stance Abuse Block C'rrant provisions are followed, aJthough there is a relatively 
Jow demand by pregnant women for substance abuse treatment. as well as a 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 approximately to percent of the overall population but 15 
percent of the substance abuse treatment population (and would represent an even higher proponion 
of the treatment population were it not for the difficulties in transporting clients from reservations 
to appropriate facilities). 

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

Criminal justice population: The State Penitentiary in Bismark provides inmates with substance 
abuse tn:atmenl services. and the State Division of Alcohol and Drugs provides the penitentiary 
with technical assistance and licenses the programs. In addition, each of the eight regional Human 
Service Centers coordinates 'With the correctional system to provide referrrus to treatment for newly 
paroled inmates who are in need of continuing substance abuse treatment . 
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PROVISIONSILIMITAnONS 

The State provides treatment services on demand to uninsured substance abusers., without limits on 
~e amount of service they receive once they are assessed as needing treatment. However, if a 
client continues to relapse or leaves treatment before completion, he or she may be assessed as "not 
~ed.ing treatment" upon return, These decisions are left to the eight regional Human Service 
Centers, 

I 
Uninsured individuals or those without the necessary means are assessed using a sliding fee scale 
based o!1 their income and family size, The balance is covered by the State, 

FINANCING , 
I 
'State AOD Agency 
I 

The Stale's Division of Alcohol and Drugs receives the Substance Abuse Block Grant funds and 
oversees their allocation IO the eight regional Human Service Centers, In addition., each regional 
center (as pan 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 abused 
and the demographics of the abusers in each region. 

:Medicaid 

A State provision for substance abuse treatment allows eacb Human Service Center to bill 
~edicaid directly for the reimbursement ofsome costs. 

:I1A.lIIAGEMENT OF SERVICES 

The State's Division of A1co~ol and Drugs is a central administrative office that tracks utilization 
and other data and acts as a flow-through for the SUbSWlCe Abuse Block Grant funds to the eight 
~gional Human Service Centers: across the State. AU eight centers offer crisis counseling. in which 
a:substance abuser enters the system through screening and assessment conducted by a licensed 
addictions counselor. These counse1ors develop the substance abuse treatment plans and place the 
clients into the appropriate social detoxification or residential facililies, 

MANAGED CARE SYSTEMS 

i 
1bere is no managed care system in place for the provision of publicly funded substance abuse 
treatment serviees within the State; nor is there a dear indication that the State will enter into this 
~ of system in the future. 
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OHIO 

SERVlCESIMODALlTlES 

A wide range of publicly funded substance abuse treatment services are available through the Ohio 
Depattment ofAlcohol and Drug Addiction Services (ODADAS): 

Detoxification; 

Outpatient treatment; 

Residential programs; 

Methadone services (in urban areas only, which is where heroin use IS 

concentrnted)~ and 

Aftercare (the State encourages providers to offer aftercare services. such as 
counseling and case management. especially for pregnant and parenting ,""'Omen and 
criminal justice clients). 

The services an: available to all medically indigent persons or on a slJding~sca1e basis for persons 
with insurance coverage. 

Under an 1115 waiver, Ohio has developed a taxonomy of Medicaid Medically Necessary Services. 
as foHows: 

Levell: Outpatient Treatment 

l. Outpatient 

2, Intensive outpatient 

J. Day treatment 

Level II: Community Residential 

1. Norunedica1 community residential 
2. Medieal eonunuruty residential 

Level Ill: Subacute Services 

1. Ambulatory detoxification 
2. Observation bed 
J. Subacute detoxification 

LevellY: Acute Hospital Detoxification 
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SPECIAL POPULATIONS 

Women: The Slate provides 28 residential programs for pregnant and parenting women funded by 
the Substance Abuse Block Grimt I~omen set-aside" and State appropriations and, in some cases, 
Medicaid (for programs with no more than 16 beds; the SUIte will apply for a waiver on the 16·bed 
limit). The programs had • link with the Job Opportunities and Basic Skills (JOBS) program, both 
dt¢ng 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 
SUIte is establishing Treatment Alternatives to Street Crime (TASCs), in which an independent 
contractor handles assessmentst referrals, urine screens. and reporting 10 the courts. TIlls system is 
accountable to the courts and provides a fonnaJized process for handling the contacts and 
connections between the courts and the criminal justice population. The TASes initially were 
funded through a Federal grant and Slate funds; they now are funded entirely by the SUIte. The 
SUite also is esUlblishing drug courts through county and State funding. 

The prison 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. 1be women's 
prison has an 8{)..bed program in a self-contained building, which will ex.,.nd to 200 beds in 1997; 
this program is funded by the Department of Alcohol and Drug Addiction Services, which also 
funds a program in a men's prison that is expanding to J60 beds in 1997, The other existing 
program, as well as the two programs scheduled for StartUp later this year, is funded by the SUIte 
Department of Corrections, On the Federal level, the U.S. Bureau of Justice Assisl.ance is 
estabJishlng residential substance abuse treatment ptognuns for offenders.. 
PROVlSIONSILIMIT ATIONS 

C~ps include a 30-day limit on residential treatment and a 16-bed limit for Medicaid coverage. 
Service protocols being developed win include clinical standards reJating to speciaJ populations that 
require more intensivellonger/different treatment. 1n addition, in some parts of the State, residential 
treatment slots are insufficient and there are waiting lists, 

FINANCrNG 

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 intensive outpatient treatment) win be provided under a 
capitated system operated by a statewide managed care organization. 

MANAGEMENT OF SERVICES 

The IllS waiver being implemented v{iII move many substance abuse services into a separate 
alcohol 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 stat"",ide organization ",ith which to 

contract for services. As part of the waiver implementation. Ohio is developing service protooois 
and implementing a flew management information system. 

Under the waiver. both Medicaid (inpatient hospital detoxification and intensive outpatient 
treatment) and non-Medicaid tre.unem services will be provided through ODADAS, nat through 
mental health or medical service provisions, The Department of Human Services currently 
contracts with ODADAS for all nonhospitaJ treatment services; under the waiver, 'some medical 
services also "ill be transferred to ODADAS, 

MANAGED CARE 

Under the 1115 waiver being implemented, Ohio will move to a managed care model for hospital 
treatment and other services. CurrenUy, the only managed care Medicaid program is for prenatal 
care, which began in July 1996, 



OKLAHOMA 

SERVlCE~ODALnnES 

The following publicly funded substance abuse services are available: 

Hospital jnpatient detoxification services (hospital inpatient nondetoxiflcation 
services are not r1.lJ1ded by the State); 

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

Outpatient and intensive outpatient (Le., a minimum of 6 hours per week) programs. 
which include aftercare services~ and 

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

SPECIAL POPULATIONS ,, 
Women: Women are a priority as stipulated by Substance Abuse Bloek Grant provisions,, 
Criminal 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 
Cdrrections; the drug courts assign nonviolent offenders to intensive outpatient rehabilitation 
services rather than incarceration. 

I 
Other Slate priorities: Included within the State's priorities are intravenous drug users and 
homeless people. , 
PROVlSIONSILIMIT A TlONS 

. 
Treatment service contracts are based on a sliding fee scale. with no limitations. 

, 

FINANCING 

State AOD AgeDC! 

A ; majority of the funding comes from the Substance Abuse Block Grant, "'ith the remaining 
portion from the Stale's General Assembly. 

Medicaid 

Limited substance abuse services currently are reimbursable. 
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MANAGEMENT OF SERVICES 

The State contrncts with 54 private nonprofit agencies and one State-opemted agency to provide 
substance abuse treatment services, which are fWlded on a fee-for~service basis. 

MANAGED CARE SYSTEMS 

In July 1997 the State plans to begin a managed care pilot project to provide substance abuse 
treatment services to the eastern part ofthe State (which includes one-fourth to one-third of the total 
substance abuse treatment population). As part of thal project, the State is forming an 
administrative service organization thaI will link mental health and behavioral health services; 
produce an assessment instrument that will be used for all cases~ and perfonn utilization 
managemen~ claims processing. and infonnation management functions. nus 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 to a statewide managed care 
system if the pilot project is a success. In addition. the State plans to develop provider networks in 
all regions so that it can contract with networks rather than with ~ndividual providers, 
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OREGON 

SERVlCESIMODALITIES 

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 
in~orporated substance abuse treatment. The OHP was designed to achieve the goals of universal 
access to high·level health care at an affordable cost. As part of the basic benefirs package for all 
members, the OHP provides the following:. . 

• Outpatient services; 

.. Intensive outpatient services; 

• Outpatient methadone servkes; and 

• Substance abuse prevention programs, 

Prevention and early intervention of substance abuse also is 1J.'lilten into the basic managed care 
contract, and service providers are mandated to screen every OHP client for ehemical dependency. 

Residential treaunent including detoxification is not covered by the OIW. Residential treatment is 
provided with State funds; the State "buys" a specifie number of beds in local residential treatment 
facilities that are then available for OHP member>, 

SPEOAL POPULATIONS 

All designated special populations (e.g,. adolescents. women. minorities, and people involved with 
the criminal justice system) and people diagnosed as difficult 10 treat have been incorporated imo 
the OHP. 

I 
PROVISIONSILIMITA TlONS 

Prepaid health plans must be able 10 strOngl)' link substance ~buse treatment 10 physical medical 
services as well as to mental and public health services. Nonhospital detoxification and residential 
serVices c.an begin immediately. before a person has been d~cJared eligible and enrolled in the 
OHP; outpatient services must wait until the person is detennined eligible and enrolled., 

The;OHP covers all Medicaid.eligible clients as ",.11 as those families who have in""me up to 133 
percent of the Fedetal Poverty Level and heve either pregnant women or children under age 6. 
During the demonstration program (41l193 through 12l31198)dOregon does not apply categorieal 
restrictions in determining eligibility. 

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

82 



FINANCING 

State AOD Ageo<y 

All funding of the OHP goes through the Office of Alcohol and Drug Abuse Progrnms (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 OADAP 
goals of prevention, early intervention, and comprehensive treatment for low-income State 
residents. 

Medicaid 

The OHP was developed under an lI15(h) Medicaid waiver and is funded to a significant extent 
with Medicaid funds. 

MANAGEMENT OF SERVICES 

Substance abuse treatment is made available through the OHP, which falls under the auspices oflhe 
Oregon Department of Human Resources (DHP). Within the DHP, the OADAP maintains 
responsibility for planning, contracting, and regulating Oregon's publicly funded substance abuse 
prevention, intervention, and treaunent services. AU decisions regarding tr~atment, including type 
of services, standards, rates. and other requirements, are set at the State level. 

MANAGED CARE 

The OHP is a managed care 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 OADAP criteria for services. 
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PENNSYL V ANlA 

SERVlCESIMODALITIES 

The following publicly funded services are available: 

Hospital inpatient detoxification services; 


Freestanding residential detoxification programs; 


Hospital inpatient nondetoxification services; , 


Short-lenn (30 days or less) and long-Ienn (over 30 days) residential rehabilitation: 


Outpatient and intensive outpatient rebabilitatipn; 


Methadone treatment; 

• 


Drug-free programs: and 


Aftercare programs (.11 publicly funded clients are required 10 have an nfle"""" 
plan, which may include outpatient rehabilila;tion, a haJfway house. and so forth, 
depending on the specific treatment continuum or protocol), 

Nt:? outpatient detoxification is provided. because of the belief that detoxification is ineffective 
wi,thout the cOWlScling and other services also provided to cl ientS in an inpatient setting, . , 

SPECIAL POPULATIONS 

The , service priorities fonow the provisions of the Substance Abuse Block Grant 

PROVlSIONSILIMlTA TIONS 

Treatment limitations are based on a clinical determination for substance abuse treatment The, 
reconunended (not required) limitation is that if a client frequently relapses (which is common in 
substance ahuse treatment) or terminates treatment early more 'than tv.rice, the provider should make 
the decision that the dient is not "'clinicaUy ready to accept 'treatment," and no further treatment 
should be provided. i 

FINANCING,, 
State AOD Agency 

Funding from the Substanee Abuse Block Grant and State-appropriated funds are administered by 
the , Department ofHealth. 
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Medi<oid 

To be eligible for Medicaid, adults must meet client piacement criteria. Medicaid is administered 
by the Depanment of Public Welfare. 

MA.'1AGEMENT OF SERVICES 

The State's publicly funded substance abuse treatment program is decentralized; single county 
authorities ~ive the fimding and pro-yide (or contract for) and manage services. The State also 
provides technical assistance to these local entities. Except for the Health Choices Behavioral 
Services populations (see below)j substance abuse treannent services are on a ree~for-servke basis, 

MA.'1AGEDCARESYSTEMS 

In Janwuy 1997, under a 19I5(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 Philadelphia and a large Medicaid population). Medicaid clients in the rest of 
the State may voluntarily enroll in the program until July 1997, when it "ill be mandatory for them 
to do.so also, In this program, behavioral health services are carved out~ counties may contrnct with 
the Departmenl of Public Welfare to provide behavioral health services on 8 capitated basis and 
may subcontract with commercial behavioral health plans. 
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PUERTORlCO 

SERVlCESJMODALITIES 

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

• 	 Detoxification: Five freestanding evaluation, detoxification, and stabilization 
centers (services now limited to 3 to 4 days); 

• 	 Residential centers for men (8- to 1O-month stays)~ 

• 	 Methadone maintenance centers; 

• 	 Acupuncrure; 

• 	 Outpatient services: FuU~day treatment for clients who cannot get into residential 
treatment (80 percent of clients are referred by cowts to residential ueatment, 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. 

SPECIAL POPULATIONS 

Women: Outpatient methadone programs are availabJe for pregnant 'WOmen. There is one 
residential treatmenl center for women. which has five rooms for pregnantlpostpartwn women and 
their infants. A specialized women'5 detoxification ceJ!ter admits pregnant women. There are no 
specialized facilities 10 treat pregnant adolescents. and the Minor's Law prohibits minors and adults 
from being treated in the same facmties, The Alcohol Treatment Program provides outpatient 
treatment for women in outpatient treatment centers, and residential treatment is available (I 5 beds. 
with an average stay of3 to 4 months). 

Criminal justice population: Puerto Rico operates a drug court prognun, 

PROVISIONSILIMITATIONS 

Puerto Rico currently is undergoing health care reform. which impacts substance abuse services. 
For example, 21 days of detoxification formerly was provided at the co"1m, 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 

Stot. (Commonwealth) AOD Agency 

The Substance Abuse Block Grant provides about one·balf of the total funding, State revenue cuver 
a Ettie over one-third. and most of the balance comes ftom discretionary Federal grants. C1.llrentiy. 
services are completely free to clients; State and Substance Abuse Block Grant funds cover most 
costs, 

~.dicaid 

In the areas that nave been brought jnto managed care, substance abuse services are covered by the 
capi!ated payments, which include Medicaid funds. In the areas that beve not yet been brought in. 
only medically ru:ccssary services are reimb=ed by Medicaid. 

MANAGE~El'o'TOF SERVICES 

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

MANAGED CARE SYSTEMS 

Most of Puerto Rieo's municipalities. (excluding the four major cities) have been brought into 
managed care under health care reform, and the remainder of the island will be brought in within 4 
years. 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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I 
, 

RHODE ISLAND 

SERVICESIMODALlTIES 

ThC Rhode Island Division of Substance Abuse (DSA) conlIacts primarily with nonprofit service 
provide" for all modalities of substance abuse treatment, including the following: 

" Detoxification; 

" Short- and long-tenn residential treatment; 

• Residential treatment for women with dependent children; 

• Outpatient rehabilitation; 

• Intensive outpatient rehabilitation; 


.. Methadone clinics; 


.. Adolescent programs; and 


.. Outreach and treatment for minority populations. 


The SllIte is divided into eight mental health catchment. areas, and although many forms of 
treatrl,ent 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 leve1 are eligible. 

SPECIAL POPULAnONS 

Wom~n: Women are trealed primarily through a RIte Care package, which is a comprehensive 
medic3.J services program for low-income residents. The Slate conducts speciaJ programs for 
pregnant women and for residents with children who are recipients of Aid to Families with 

Dependen' Chlldren (AFDC). 


Adolescents: 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 
provid~ services to specific populations, such as Hispanics and African~Americans, 

Crimirial justice population: Although the Department of Corrections has a separale program and 
financing for the inmate populations, considerable overlap exists between the service: provision of 
the Department of Corrections and DSA. The Slale agency sets eligibility criteri .. determines 
program standards, and reviews both Requests for Proposals (RFPs) and contracts for the 
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Department of Corrections; the two agencies coll.borate '0 ens,"" that all eligible residents are 
included. 

PROVISIONSILIMITA TlONS 

Any program that uses Medicaid funding requires prior client approval for treatment, and some 
consideration must be given 10 the "medical necessity provision in Medicaid-eligibility 
requirements. 

The State currently is considering placing limitations on services, This is being approached on a 
modaJity-by-modality basis; methadone treatment programs are being considered flrst, followed by 
women's day treatment.. residential programs, and outpatient services. 

FINANCING 

State AOD Agency 

All contracting with service providers is conduc1ed by the DSA. Funds primarily come from the 
S1l.lte's general operating budget., followed by Federal suppert from the Substance Abuse Block 
Grant. Additiclnal State funds are provided from a drug education fund for offenders, a driving~ 
while~inlOxicated 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 subsUlnee abuse treatment is managed through !he DSA. The DSA issues 
RfPs, contracts with agencies, and sets standards for treatnlent. Except for the RIte Care 
populations (see below), services are provided on a fee~for~service basis. 

MANAGED CARE SYSTEMS 

Rhode Island received an 1115 waiver lO implement !he RIte Care program. which primarily serves 
AFDC recipients and uninsured mothers and children through health maintenanee·organizations. 
This managed care program covers substance abuse treatment as welt as an mental health and 
medical services. 

89 




SO\Jl1l CAROLINA 

SERVlCESIMODALITIES 

The State Alcohol and Drug Abuse Services (ADAS) division of the Department of Health 
~ntracts with 34 private agencies and four county agencies to provide all modalities of substance 
abuse treatment. All levels oftreatmem are available at the locaJ level, including the following: 

• Social and medical detoxification; 

• Low·intensity outpatient rehabilitation; 

• Intensive outpatient rehabilitation for women and adolescents; 

• Residential rehabilitation; 

• Hospital care, as needed; 

• One public methadone clinic (there also are severa] private clinics); and 

• School-based programs for adolescents. 

SPECIAL POPULAnONS 

Women: There are three residential programs for women with children and specialized intensive 
outpatient programs with child care~ however, no distinction is made for pregnant women. 
Women, in general, are treated primarily through Medicaid programs. 

Migrants: South Carolina bas a seasonal migrant labor population that has substance abuse 
problems; however, they rarely request government services. This population primarily comes into 
treatment through law enforcement agencies., 

PROVlSIONSlLIMlTAnONS 
, 

Currently, the State places no limits on the provision of treatment, and none of the 34 agencies that 
have contracts with the State 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 
co-ndition 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 tlmt 
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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. 

Medi.aid 

Medicaid funds are used to treat women and adolescents. 

MANAGEMENT OF SERVICES 

The management of substance abuse services differs from the management of mental health 
services. Although South Carolina currently 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. stair worldng in the mental health area are State employees, and the largest portion of 
funds for mental health services are Medicaid reirnbw-sements, In contrast, most of the people who 
provide substance abuse services and treatment' are employees of private agencies working under 
contract to the State agency, Because much of the funding and program development occurs at the 
local (I.e., county and community) level, much decisionmaking about the types of programs and 
facilities to be available also O(X:UfS at the local leve). 

MANAGED CARE SYSTEMS 

The Stale applied for a Medicaid waiver in 1993 under a governor whose intent was to move 
toward total managed care, A new governor was elected in 1994. and the move toward managed 
care slowed dov.n, Currently, the Slate is deconstructing the 1115(b) waiver and implementing 
managed care in sections on a volwllary basis; 23 of the 34 treatment sites already have begun 
some form of managed care, One of the primary reasons 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 get Medicaid patients into managed care on a voluntary basis. which is 
being done through marketing. At present. aU medical treatmenl has a $1,000 genera! cap; after this 
cap has been met, treatment/services are provided on a fee-for-service basis. Substance abuse 
serviees are included in this general cap. 
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SOlIT1l DAKOTA 

SERVICESIMODALITIES 

The Slate provides a range ofpublicly funded services, including the following: 

Two hospital inpatient detoxification programs and three freestanding residential 
• detoxification programs (all or which provide social detoxification se~ices. in 

which the treatment is managed by a treatment counselor under the guidance of a 
physician); 

11tree nondetoxification residential programs (one in a hospital, one in a nonbospital 
facility} and one \I,<;lhln a State mental hospitaI)i . 

Six long~tenn ''transitional care prognUns.H or hajfway houses. which are used for 
pastresidential care for clients released from residential care; 

Six "custodial care" programs.. in which clients remain in the "tra:nsitional care" 
facilities but with ", stepped-down level of treatment; 

Two "day inpatient'" programs for adult males who also have medical or mental 
health treatment needs, which are classified as outpatient services but are provided 

, in a secure envirorunent (Le" clients are housed in halfway houses or transitional 
living communities}; 

Various outpatient rehabilitation programs (defined as 60 hours of treatment within 
6 weeks); 

AboUl30 drug-free facililies for udults and adolescents; and 

Aftercare services, whkh typically incJude weekiy group therapy and individual 
therapy sessions for 6 months (although clients may receive the services for up 10 I 
year), 

No publicly funded methudone programs are available, 

'SPECIAL POPULATIONS 
• 

:Th< Slate prioriti,",s according to the stipulations of the Substance Abuse Block Grant, Each of the 
:priority clients is placed in a treatment protocol within 48 hours ofseeking treatment. 

Criminal justice population: The Slate Division of Alcohol and Drug Abuse operates substance 
I abuse tre3Unenl services within t1!e five State correctional facilities. (The services were operated by 
'the Department ofCorreclions until 1995, when funding and personnel were moved to the Division 
of Alcohol and Drug Abuse_) Currently, 30 chemic.J 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 
can seek treatment; however, because of the rapid increases in the prison populations. the inmates 
closest to parole are selVed fUll!. In addition, the division manages the parolees placement after 
they leave the (:riminal justice system. most often 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 public ly funded substance abuse treatment are Native Americans, 
Thus, most of the treatment facilities throughout the Stale 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. 

PROVlSJONSILIMITATJONS 

The State 'Win pay treatment costs for people in families earning up to 185 percent of the poverty 
guidelines established by the State. However. a priority system exists in which pregnant women 
and women with dependent children are served first. followed by youth and intravenous drug users 
(women or children). and fmally males with either a medical or mental condition as well as 
substance abuse problem. 

The following caps are defined: 

Detoxification (hospital or residential facility): 3 days; 

Nondetoxification residential (hospital or nOMospital): up to 30 days for adults and 
45 days for adolescents~ 

Transitional care programs (halfway houses); up to 30 days for .dults and 45 days 

for adolescents; 


Custodial care programs: no limits on length ofstay; 


Day inpatient programs: 6 weeks or 45 days of care; 


Outpatient rehabilitation: 60 hours of treatment within 6 weeks; and 


Aftercare serviees: up to 1 year, 

All caps above refer to each time a elient seeks treatment. rather than over the dient's lifetime. The 
State Ylill only pay for one 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. 

Medicaid 

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 
fadlhies: 45 component contracts exis~ but one faeiliry may have several components. such as both 
a residential and an outpatient component 

The Stale contracts with 14 core service agencies throughout the State to conduct screening and 
assessment of the clients' treatment needs, These agencies are private nonprofit! that serve as the 
entry points for all people seeking State~funded treatment. 1be agencies make treatment 
rebommendatiotlS, and then the State reviews and places each client in an appropriate treatment 
facility. 

MA1"AGED CARE SYSTEMS 

Tl]e 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 a managed care system, 
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TENNESSEE 

SERVICES/MODALITIES 

Two separate systems exist for publicly funded substance abuse treatment services, one provided 
through the State Bureau of Alcohol and Drogs and the other (a managed care carve-out program 
caned TENNCARE Partners) for Medicaid c1ients. The Bureau covers people who are not eljgibJe 
for TENNCARE Partners, including those who are ineligible for Medicaid. those who have met 
their lifetime substance abuse treatment caps, the uninsurable. and those ",.{lm pre-existing 
conditions who are ineligible for TENNCARE Partners. The State plans to merge the two 
programs within the next 2 years so that both are part ofa managed care program, 

The following services are fuoded through the Bureau: 

Seven hospital inpatient medical detoxification programs; 

Ten freestanding residential sociaJ detoxification programs; 

About 20 intensive (30 to 45 days) residential nondetoxification programs; 

About 25 nonintensive (30 to 90 days) residential nondetoxification programs 
(halfway houses): 

One methadone program in Nashville; and 

Drog-free communities operated by the 29 State-funded Communi.y Mental Health 
Centers across the Slate, 

The State programs do not include nondetoxification hospitaJ inpatient services or aftercare 

services. 


The following services are available through TENNCARE Panne",: 


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 

I 

Drog-free communities operated by the 29 State-fundet! Community Mental Health 
Centers. 

TENNCARE Partners essentiaJly provides only short-term substance abuse treatment, and "medical 
necessity" is a prerequisite to obtaining those services. 'The following are not covered: social 
detoxification provided in a freestanding residential facility; hospital inpatient oondetoxification 
services; halfway houses; or aftercare services, 
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, 
SPECIAL POPULATIONS 

The Bureau of Alcohol and Drugs follows the provisions specified in the Substance Abuse Block 
Grant., 

Criminal justice populations: The Bureau coordinates with the Department of Corrections and 
provides technical assistance, but does not directly provide substance abuse treatment to inmates or 

, services or aftercare for recent parolees, Substance abuse treatment within the correctional facJlities 
is 'limited and only available in certain institutions. 

PROVISIONSILIMITAnONS 

The Bureau of Alcohol and Drugs contraCIs with 55 not-for-profi. 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 gathered by 
the not~for~profilS from a variety of alternate sourceSl including United Way and private 
foundations.· .. , 
TEl'-..TNCARE Partners caps subslaOce abuse treatment services at 10 days of detoxification and 
$39.000 lifetime total costs, regardless of liming, number, or type of treatment 

• 

FINANCING 

Sta.e AOD Agency 

The Bureau uses SubSlance Abuse Block Gran. and State General Assembly funds '0 finance 
treatment services (which currently are funded at about $19 million per year). 

Medicaid 

TENNCARE Partners provides medically necessary mental health and substance abuse services to 
M~icaid clients statewide. 

MANAGEMENT OF SERVICES 

The Bureau contracts with 55 nOt~for-protits across the State to provide substance abuse treatment 
services. The facilities are required to follow State specifications for care, which essentially are the 
Substance Abuse Block Grant provisions. · I 

MANAGED CARE SYSTEMS, 
I 

UOder an 1115(b) waiver, TENNCARE Partners has been in e!feet since 1994. Medicaid c1ienls 
reCeive medically n=ssary services (including substance abuse treatmen.) through II 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 

SERVICESIMODALITIES 

A range of publicly fwlded services is avai!able, including freestanding residential detoxification. 
outpatient programs, short- and' long-term residential rehabilitation programs, outpatient 
rehabilitation programs, methadone programs, drug-free programs, and aftercare. Hospital 
inpatient detoxification is not availabre for most of the population, 

SPECIAL POPULATIONS 

The State follows the provisions specified in the Substance Abuse Block Gmnt. 
I 

PROVISIONSlLIM1TA TIONS . 
The State pays for a total number of treatment slots; beyond that number, everyone in need of 
services is wait~listed, 

•
There is no central screening agency v.i.thjn the State. A dient 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 ira treatment slot is available, 

FINANCING 

St.te AOD Agency 

The State Commission on Aleohol and Drugs receives funding from Ille Substance Abuse Block 
Giant, Ille State Genernl Funds, and other discretionary grants. 

Medicaid 

There is no Medicaid coverage y,tithin the State for substance abuse treaunent for most of the adult 
p<?pulation. Inpatient hospital services are covered, which may incidentally include substance 
abuse treatment; however, if a facility is deemed by the Slate to be an Institute for Mental Disease 
(IMD). Medicaid covers no services for patients ages 22-64. In deciding to classify a facility as an 
IMD, the State consider.; the types of patients and staff, the way the facility presents itself, and Ille 
facility's overall character. Thus, if a facility begins providing a significant amount of substance 
abuse-related services, the State classifies it as an IMD and it becomes ineligible for Medicaid, 

Atty medically necessary care uncovered through early periodic screening, diagnosis. and treatment 
for children and youlh (through age 21) must be provided, induding substance abuse treatment. 
The State licenses chemical dependency treatment facilities to provide a range of outpatient 
chemical dependency services to children and youth, as recommended by physicians. 
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MANAGEMENT OF SERVICES 

The State Commission on Alcohol and DnIg Abuse subcontracts with local private nonprofit 
treatment providers by purchasing a total number of treatment slots, The local providers assess and 
admit clients when there are treatment slots available; otherwise, the clients are wait~listed. 

MA-JO;AGED CARE SYSTEMS 

Under 1915 waivers, four multicounty areas within the Stale have enrolled their Medicaid 
popuJation in heaJth maintenance organJzations (HMOs), Any cosl savings resulting from managed 
care may be used by the HMOs to provide additional services (including substance abuse 
treatment) beyond those mandated by the Medicaid State Plan. One of those HMOs provides 
inpatient and outpatient detoxification (but those services are not considered Medicaid services). 
An 1115 waiver that is pending would bring a basic amy of behavioral health services tmder 
capilalion; HMOs would be eligible (but not required) Wlder that waiver to provide substance abuse 
services. 
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,
UTAH 

SERVlCESIMODALITIES 

A',comprehensive range of publicly funded treatment services is available, including the foHewing: 

Detoxification; 


Methadone; 


Inpatient treatment; 


Outpatient treatment~ 

• Residential programs~ and 

Aftercare services, 

SPECIAL POPULATIONS 

Women: Under a mandate to provide gender-specific treatment, Utah has four residential programs 
for parenting women and their child~n and four prenatal case management programs. No waHing 
lists exist for these programs-they are able to serve all people who need treatment. 

Native Americans: No Federal mandate exists to establish programs specifically for Native 
Americans, but some of the local authorities operate culturally specifle programs. The Division of 
Substance Ahuse encourages all local programs to be culturally specific. 

Criminal justice population: A prison operates an intensive outpatient program for inmates. and the 
State recently implemented a drug court in which offenders are offered drug treatment as an 
alternative to prison. 

PROVlSIONSILIMITATIONS 

There is no maximwn or limitation. 

FINANCJ.:IIG 

State AOD Agency 

~ Division of Substance Abuse receives funding for substance abuse services through Federal 
SubS1al1ce Abuse Block Grant money, State appropriations, and county and local funds. The 
Division of Substance Abuse contracts with 13 local authorities statewide to provide (or contract 
with local providers to provide) substance abuse treatment on a fee-for-service basis. , , 
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Medicaid 

Under a 1915(b) waiver covering part of the State, substance abuse treatment is covered under a 
menlal health carve-out jf a comorbidity exists, For those clients. community mental health centers 
provide substance abuse services on a fee~for·ser\'ice basis. Under another 19I5(b} waiver, mosl 
Medicaid clients in the State access detoxification through health maintenance organi:.r.3tions 
(HMOs) in a capitated plan, 

Because of the Federal welfare reform that eliminated Supplementary Security Income eligibility 
for drug and rucohol addiction, the Division of Substance Abuse encouraged providers to access 
Medicaid to pay for treatment 

MAl'iAGEMENT OF SERVICES 

The State Division of Substance Abuse provides technical assistance. encourages access 10 

Medicaid. and funnels State and local funding to IJ local authorities who provide or contract for 
substance abuse services. In some cases, these local authorities are the service provlders~ in other 
cases, they contract v.'ith local providers for services, or 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 all substance abuse services. including methadone treatment 
and aftercare, They bill Medicaid on a fee~for~service basis for services provided to Medicaid 
clients, Private hospitals provide necessary inpatient treatment and bill Medicaid for services 
provided to eligible clients, 

MANAGED CARE SYSTEMS 

The Division of Mental Health and the Division of Substance Ahuse are separate divisions within 
the Department of Human Services. Mental health services provided through the Division of 
Mental Health are capita:ted. turrently, all substance abuse treatment funded by the Division of 
Substance Ahuse is on a fee-for-service basis, although it will move to capitation within 2 years. 

Utah has submitted an i 115 waiver. which has not yet been approved, The waiver willlncorporate 
the Slate's 1915(b) waivers, bring substance abuse services into managed care statewide, and 
expand eligibility. 
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VERMONT 
I 

SERVICESIMODALITIES 

, 
A ,range of publicly funded services are ,provided, including hosp~taI inpatient detoxification and 
nondetoxlfication treatntent, residential shoJt-tenn and long-term rehabilitation service~ outpatient 
and intensive outpatient rehabilitation services, and drug-nee programs, Methadone and aftercare 
services are not covered. Both State-funded and Medicaid services are provided under managed 
cafe plans, The State '$ public system covers aU indigent and jaw-income clients who are not 
eligible for Medicaid. 

SPECIAL POPIlLATlONS 

The State prioritizes clients according to the traditionaHy served groups (e.g.• pregnant women and 
women with dependent children, intravenous drug users, people with HIVIAlDs, and adolescents) 
as well as includes low-income. uninsured adult maJes on the priority list 

PROVISIONSILIMITATlONS, 

No 1imits exist to the State-funded substance abuse treatment services aHowed as long as the 
treatment has been predetermined as a "medical necessity," 

For Medicaid~covered services. the primary limitation is that the managed care faciUty must only 
pr~vide acute services (i.e'l no supportive care scrvice:;:, such as halfutay houses, which the State's 
public system ftmds instead), Medicaid clients can self-refer (i.e .• obtain services without a 
phYsician'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 coveroge: 

i 

Substance abuse treatment services will only be providod throogh • managed care 
system. 

No substance abuse treatment services will be provided for the following: 

-Custodial care and treatment of organic conditions that will not improve with said 
treatment; 

-Treatment services beyond the initial treatment evaiuation without a diagnosis, 
treatment plan" and expected clinical outcome or services that do not lead to 
continued improvements in the ciientls condition; 

-Mandated treatment, including court-ordered treatmen~ unless determined to be 
"medically necessary" by a State-<:ertified alcohol and other drug abuse (AOD) 
counselor or the managed care plan; and 
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-Services outside the State, unless they are necessitated by an emergency Or are 
either provided ~ith 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 
Genem! Fund. 

Medicaid 

The State hCL'> a special provision that allows for ~edicaid reimbursement for substance abuse 
treatment services as the "primary diagnosis." 

MANAGEMENT OF SERVICES 

The State contracts directly with locaJ servi<:e providers, all of whom are managed care 
organizations. 

MANAGED CARE SYSTEMS 

Both the State-funded and the Medicaid (under an 1115 waiver) programs openlle under managed 
care systems. 
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VIRGrNIA, 
, 

SERVICESIMODALITIES 

A full spectrum of publicly funded services is available. including the following: 

Hospital inpatiem detoxification and nondetoxification treatment; 

Residential detoxification programs; 

ShOr1~tenn and long~term rehabilitation progtams~ 


Outpatient rehabilitation services; 


Methadone programs; 


Drugwfree services; and 


Aftercare services. 


•
Most facilities receiving State funds offer outpatient. intensive outpatient. andJor day treatment. 
SOlt:le facilities also include residential treatment The services arc provided through local agencies 
tailed 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 comrnWlity programs work ..,.i.th 
correctional institutions in providing treatment services . 

• 

PROVISIONSILIMIT ATIONS 

The State Code requires the CSBs to provide emergency services for substance abuse and mental 
health treatment for all who need it and are unable to pay. This provision includes Medicajd~ 
eligible clienlS, who must be dually diagnosed with substance abuse and mental health conditions 
in order 10 receive substance abuse services. 

FINANCING 
. 

State AOD Agency 

The Stllte receives funds from both the Substance Abuse Block Grant aod 3tllte General Assembly 
appropriations and provides them to the eSBs according to allocation formulas. 
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Medicaid 

To be eligible for Medicaid reimbur.;ement for substance abuse treatmen~ clients must be dually 
diagnosed with a mentaJ condition, The State conducts utiliZlnion reviews to morulor compliance, 

MANAGEMENT OF SERVICES 

The State provides funding and technical assistance and monitors me operations of 40 local quasi­
governmental CSBs. (The CSBs work for the local governments, not for tfu: Stale.) Most CSBs 
encompass a single community, such as Alexandria or Arlington; others cover combined areas, 
such as Fall, Church Cil)' and Fairtax Counly. The CSB, develop treatment protocol, for clients 
and are responsible for designating dually diagnosed clientS and developing and adrninistering 
individual treatment protocols, 

MANAGED CARE SYSTEMS 

Some of the CSBs have managed care cOntracts for their areas, The State is not involved in these 
a.rnmgements, 

The Stale is piloting a managed care initiative in the Tidewater region, In addition. the State's 
General Assembly recently established a 2-year subcommittee to 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 ofsuch services. 
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I 

WESTVIRG!NlA 

SERVlCESIMODALlTIES 

Th~ foHowing publicly funded services are available: 

[npallent 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 treallnent 
programs for "medically managed detoxifleation," lasting 12 to 48 hOUIS.)~ 

Most residential detoxification services are provided in freestanding residential 
detoxification programs; 

One long~term and four short~tenn residential rehabilitation programs for adults are 
avaUable~ 

One residential program for the dually diagnosed is available: 

Six transitional Jiving facilities are available; 

i Two comprehensive multimodaJity eight-bed units are available that also handle 
\ 

1 outpatient treatment; 

Three specialized residential treatment facilities for women are available; 

Several day treatment programs are available~ and 

One drug·nee program is available: 

Outpatient programs are required to have at least one substance abuse specialist/clinician for 
adolescents as well as at least one prevention service provider, 

Although no formalized aftercare services are provided, they often are available as part of the 
residential treatment programs. The State provides no methadone treatment programs. 

SPEciAL POPULATlONS 
l 

State priorities follow the SubsUmce Abuse Block Grant provisions. Medicaid priorities within this 
State ~cJude pregnant injecting women. all other women. dependent children and adolescents 
requiring treatment, and, finally, dually diagnosed arluIt males. The sl'e<ialized residential 
treatment facUities for women technically are provided for pregnant women Mld women with . . 
dependent children (following the block grant provisions), but il is difficult 10 maintain capacity 
with this specialized population. 
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Criminal justice population: The State's Department of Corrections has its o\\n treatment 
resources~ thus, the two State agencies only loosely coordinate and cooperate. Within the 
correctional facilities, only group therapy/counseling is availahle to those seeking treatment. The 
State Division of AlcohoJ and Drugs provides tC"chnicaJ assistance and helps place exiting irunates 
into residential facilities as neened uJ'On their release, 

PROVISIONSILIMITA TlONS 

There are no stipulated limitations to the amount or type of care an eligible person can receive. 
Practically speaking, however, geographic and fiscaJ faetors limit the aetual serviees received. Due 
to sparsity of services and budgelJlry constraints (dedication of funding to priority population), 
services for adult males are limited. 

FINANCING 

State AOD Agency 

The State draws resources from the Substance Ahusc Block Grant and the General Fund. 

Medicaid 

Medicaid covers substance abuse treatment services for adoles<:ents 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 requiring treatment. Adult males within this State 
must be assessed as dually diagnosed to be included on the service list. 

MANAGEMENT OF SERVICES 

Across the State, J4 Behavioral Health Services Centers manage the delivery of pubHcly funded 
substance abuse treatment. mental health services, and mental retardation services, The Office of 
Behavioral Health Services (v.itltin the Srate Department of Health and Human Resources) makes 
annual 311ocations 10 the Health Services Centers to provide services for an non-Medicaid clients. 
Most 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 capita1ed 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 Stale is in the process of converting aJl behavioral health benefits into managed care pJans, 
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 
, 

SERVlCESIMODALITIES 

A t:ull continuum of publicly funded services is available, including the following: 

Hospital inpatient detoxification and nondetoxification services; 

Freestanding residential detoxification programs; 

Short- and long-tenn residential rehabilitation programs; 

Outpatient rehabilitation programs; 

Methadone services; . 

Drug-tree programs; ~d 

Aftercare services (proyided lhrough outpatient rehabilitation). 

Recovery houses provide intensive inpatient treatment, including social, recreational, and 
occupational therapy. Extended recovery houses provide long-tenn residential services for 
substance abusers with profound physical and mental impainnent from chronic abuse. In some 
are~ of the State, there are insufficient services and/or SI.:>lS available to respond fully to the need. 

I 
SPECIAL POPULATIONS 

The Substance Abuse Block Grant prOVlSlons for special populations are also State priority 
treatment groups., 

Criminal justice populations: The Division on Alcohol and Substance Abuse (within the State 
Department of Social and Health Services) infonnally coordinates with the Department of 
Corr~ctions; upon release from correctional institutions, clients receive referral infonnation about 
available substance abuse treatment. 

Dually diagnosed: The Stale funds a 130-bed MICA (mentally ill chemically abusing) program for 
the dually diagnosed. 

PROVlSIONSILIMITATlONS 

Waiting, lists and funding gaps have become major issues for the State. 

,., 
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FINANCING 

Slale AOD Agency 

The Division of Alcohol and SubSlance Abuse administers Medicaid-eligible and Medicaid­
ineligible substance abuse services in the State. (The Slate Medicaid agency, the Division of 
Medical Assistance, administers Medicaidweovered medical care.) State funds for substance abuse 
services are derived from the Substance Abuse Block Grant (primarily for residential treatment) and 
from a dedicated State tax for substance abuse treatment (primarily for outpatient treatment), The 
dedicated tax was established in 1989 to help cover the Medicaid match thai cannot be covered 
using resources from the Substance Abuse Block Grant. 

Medicaid 

Outpatient substance abuse $Cmces are covered by Medicaid. Hospital-based detoxification is 
covered if it is medically necessary, Two youth residential programs (under J7 beds each) and one 
women's residential program (under 17 beds) are covered by Medicaid; however. socia.! 
detoxification (nonmedical) is not covered. 

MANAGEMEI\T OF SERVICES 

The State controcts with counties and local nonprofit service providerS. Prevention services are 
contracted to counties and nonprofit organizations with community prevention linkages, Outpatient 
treatment services are contraeted through counties, Funds are alloeated based on target population 
fonnula'l, and eounties reeeive contraCtS upon submission of a biennial plan for services in that 
community. Residential services are contracted direetly v.-1th service providerS, 

The Stale cenifies the types of modalities that must be made available to needy clients and the 
treatment facilities themselves and also is authorized to enter into contracts for the delivery of these 
services. In addition, tj1e State direclly allocates. based on a fonnula that includes population and 
minority composition data. the funds to counties within each of seven established regions across the 
State, 

MANAGED CARE SYSTEMS 

The Division U!'ies managed care principles in managing substance abuse services. but does not 
contract with managed CaIe companies. 

Services eovered by Medicaid are provided on both a fee~for-service (for in~hospita1 care) and a 
managed care basis, Medical services provided for both Aid to Families with Dependent Children 
(AFDe) families and for children under age 19 at 200 per<ent of the poverty level are eapitated; in 
addition, the Supplementtll Security Income population is being brought into managed care on a 
county~by<ounty basis. 
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WISCONSIN 

SERVlCESIMODALITlES 

A full coniinuum ofpublicly funded services is aVailable. including iIle following: 

Hospital inpatient detoxification and nondetoxification services; 


Nonhospital residential treatment programs; 


Outpatient treatment; 


Day treatment (i.e" intensive outpatient); 


Nonmedical nonambulatory intoxication monitoring services~ 


Ambulatory withdrawal services; 
• 
Medically monitored nonambulalory withdrawal services; 


Methadone treatment; and 


Drug-free prognuns. 


SPECIAL POPULATIONS 

The State follows the Substance Abuse Block Grant priorities: Pregnant women and women with 
dependent children are served first, followed by introvenous drug users and other priority groups. . . 

PROVISIONSILIMIT A TlONS 

The State has pilot-tested. the "Unifonn Placement Criteria" (UPC) and is in the process of 
modifying and retesting it, 1be UPC creates a common set of standards relating to substance abuse 
treatment options. 

AU programs receiving Substance Abuse Block Grant funds are required to screen applicants for 
tuberculosis before or upon entry into drug treatment. However. often funds are not available for 
treatment., and clients are unable to pay for treatment either; in those cases, the clients remain 
untreated. 
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FINANCING 

State AOD Agency 

The State's substance abus< treatment resourees primarily come from the SubstanCe Abuse Block 
Grant and the General Fund. 

Medicaid 

Medicaid covers inpatient hospital, outpatient.. and day treatment services. but ~s not cover 
nonhospital residential programs (although health mainlcnance organi'l.ations [HMOs] may choose 
to provide residential services if medically necessary). All treatment must be medically necessary 
and based on an assessment by a qualified professional. 

MANAGEMENT OF SERVICES 

The coW'lties are required to establish hwnan service agencies, known as "5142 boards" after a 
section in the statutes, to provide substance abuse, menlal health, and developmental disabilities 
services. The Slate provides the boards with annual funding according to a formula based on 
population and other factors; the counties musl provide a minimum match of9,89 percent, although 
the counties often provide more than the minimum. The boards either provide services directly or 
contraCt ""ith local providers. depending on the availability of providers, The local providers must 
be licensed 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 Oasis up to the amount of the annual grant. 

MANAGED CARE SYSTE~1S 

The Wisconsin Division of Health has initialed a Medicaid Managed Care Expansion Initiative for 
Aid to Families with Depender:tI Children and Healthy Stan recipients. Under this Initiative. 64 of 
the 72 COuntil:S in Wisconsin win expand Medicaid coverage through HMOs, and both substance 
abuse and mental health S<1Yices "ill be covered ihrough 19 HMO provide" under cOnlnlCt with 
the Wisconsin Division of Health. AdditionaHy, for the 1997-99 biennial budget. the Wisconsin 
Deparunent of Health and Family Services will pilot six managed behavioral health programs thut 
combine substance abuse, mental heaJth, and physical health services. State~funded services are not 
capitated. 
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WyOMING 

, 
SERVlCESIMODALITIES 

The following publicly funded services and modalities are available in the State: 

Th..ree residential treatment centers with 36 beds; 

Three halfWay houses with 48 beds; 

One methadone center in Cheyenne; and 

Twenty d.rug~free programs. 

Publicly funded detoxification or aftercare programs arc not provided. 

The State's entire popu1ation is only 450,000; thus, the substance abuse problem is not ver\' large. 
nie Stale plans to conduct a needs assessment to docun;ent the nature and extent of the ;eed for 
substance abuse treatment. . 
SPECIAL PQrULATIONS 

Wornen: Pregnant 'WOmen are the State's only special priority population. 

PROVlSIONSILIMIT ATIONS 

There are no caps or limits to services. 

FINANCING 

State AOD Ag••ey 

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. 

MANAGEMEl'<'T OF SERHCES 

The State contracts with and oversees local private nonprofit service providers. The State provides 
each loeal program with • $20,000 base and negoliates 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~servjce 
basis and bills for costs up 'to the total contracl amount. The provider must continue delivering 
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necessary services even after bJIling up to the Contnlct cap, but does not receive any additional 
reimbursement. 

MANAGED CARE SYSTEMS 

The State views its substance abuse treatment needs as being too small to warrant implementing a 
managed eare system. 
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APPENDIX B 


MANAGED CARE MODELS AND ISSUES 

IN THE CURRENT MANAGED CARE ENVIRONMENT 




MANAGED CARE MODELS 

Many States are seeking to control their Medicaid costs by establishing managed care structures 

either within their own systems or through contracts with private managed care organizations 

(MeOs). Public sector alcohol and other drug (AOD) services funded through Block Grants, 

other Federal discrelionary granLs, and State appropriations also have begun to move inlo 

managed care models in a number of Siales. Historically, !.he State AOD agencies have disbursed 

funds earmarked for AOD services to providers who offered treatment on a fee-for~service (FFS) 

basis. As States have initiated healthcare reforms, they have begun to lum 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 various behavioral healthcare 

structures that incorporate both carve-ins (i.e., AOD and mental health services are included in 

the same managed c~ plan with general medical services) and carvcwOuts {I.e" AOD and mental 

health services are not included With general medical services). In some States, AOD services 

have been carved out of Stale contracts with MCOs for services for Medicaid recipiems. The 

State has either left its AOD services in the traditional FFS system or directly contracted with a 

managed behavioral heallhcare organization (MBHCO). Other Slales have contracted with an 

MCO. which may then either manage behavioral healthcare services within its total MCO or 

carve out behavioral heallhcare services to an MBHCO. The MBHCO may be either a specially 

unil of their organization or another provider group with which the MeO conlraClS under an 

additional capitation agreement (Le .. subcapilalion). Some States have incorporated two 

behavioral healthcare carve-outs: one for memal health and one for AOD services. Slill other 

States have carved out mental health and AOD services by contracting directly with service 

providers in local areas (e.g., local public menta) health systems). 

The specific structures for managing behavioral healthcare COSts vary from State to State. It is 

cle:lr, however, that whatever form it takes, managed care is affecting the delivery and 

acceSSibility of AOD services in both the private and pubHc sectors as increasjng numbers of 

payers contract with MCOs. Managed care models employed by State Medicaid and AOD 

agencies vary from the traditional health maintenance organization (HM"O) model to a variety of 

provider network models, Any of these may include AOD services or may carve Qut AOD 
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services to an MBHCO. which may then be structured as a behaviora1 health HMO or other 
, . 

pfi?vider network mooel. 

HMOM.dels• 
Various models e~ist for HMOs. One model includes both general medical and behavioral 

healthcare practitioners as salaried e,mployees of the HMO, In this model, costs are usually 

controlled through a general profit-sharing or bonus plan for practitioners who stay within or 
I 

below the specified nonns for referrals for hospitalization or expensive tests, Other models 
I 

include a group model, in which the HMO contracts with a group of practitioners at a negotiated 

per;capita rate that is then distributed among the individual practitioners~ a network model, in , ' 


whiph practitioners work out of their own offices under conlract with the HMO; and an 
, 
individual practice association (lPA). 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 [PA ,may receive·a case rate. whereby il accepts a sel payment for the care 

of e',ach treated patient; the payment includes all required services for treatment of a specifiC 

diagnosis in a designated rime period. Access (0 ADD services in each of these models 

traditionally requires referral from a primary care physician (PCP). The requirement for referral 

from a PCP has been eliminated in HMOs that carve out (heir behavioral healthcare services. as 

opposed to providing these services through a carve-in. In the carve-out model. menta.) health 

anct(or AOD services are subcapilated througb contract with an MBHCO that controls access [0 

all mental health and AOD services, 
• 

Pre/(!rr(!d Provider Organization and Point~of~Service Models 

The preferred provider organization (PPO) cOntracts with heallhcare practitioners. hospitals, 
I 

phannacies. labs, and other providers at a negoliated, discounted FFS. Enrollees in PPOs are 
I 

given incentives to use only network providers. although they may choose to go outside the 
; 

netvlork and pay a higher copayment andlor deductible. The PPO also controls costs through a 

s.tructured syslem of utilization management that requires practilioners and hospitals to get 

auth<?rization from ihe PPO before prqviding any nonemergency services. The PPO may use its 

interial utilization management system for ADD services or may subcontract with an MBHCO 

to provide utilization management for this area of healthcare. 
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The poinl-of-service (POS) model combines fealures of bOlb Ihe HMO and the PPO. Like the 


PPO, the POS contracts with a network of heaJthcare providers. These providers may be paid 


through a negotiated or discounted FFS. a case rate fot patients they treat. or capitation for 


enrollees in their geographic area. The enrollees are encouraged to slay within the network, 


although they may receive services from non~network providers and pay a higher copayment. 


and/or deductible. The POS is similar to an HMO in that each enrollee selects or is assigned 10 a 


PCP, who controls access to specialists. When ADD services are not carved out to an MBHCO, 


enrollees are covered only for these services afler referral from their PCP, If the POS has carved 


out ils behavioral bealthcare services to an MBHCO, referral is not required from the PCP. 


Methods of accessing and receiving continued authorization for AOO services are defined by the 


MBHCO's utilization management structure. 


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 [0 


the following: 


• 	 Efficient and effective financing of AOD services and possible c-onf1icls of interest created by 

cost-saving incentives~ 

• 	 System desjgns that may increase managed care providers' incentives for provision of AOD 

prevention .md early imervention services or may actuaUy provide disincentives for those 

services; and 

• 	 Utilization 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 reponed by key informants in the States as well as through 

repons 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 relating to all aspects of AOD services. including 

treatment access and quality of care. 
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Financial 

MCOs are designed to reduce costs by eliminating unnecessary or inappropriate services. This is 

generally accompllshed through gatekeeping systems requiring that specialty care be accessed , 
through referrals from a patient's pcp or pre authorization from the MCO's utilization 

management staff. MCOs report lower use of inpalient care and e:r;pensive tests and are 

spedflcal1y designed to remove the incentives for providing inpatient care that existed in 

traditional indemnity plans. Instead, these plans focus on patients receiving care in the leas, 
I 

restrictive setting, 
, 

, , 
One concern raised about MeOs is the lowering of the percentage of the healthcare dollar used 

for direct provision of services as opposed to administrative costs and profits. Utilization , 
management syslems increase administrative COSts. rn MBHCOs. trained clinicians, including 

nurses, physicians, and clinical social workers and psychologists, develop and administer 

utilization management protocols and review each case with the treatment provider, The 

t(eatment provider must also spend administrative lime completing individual treatment plans 

(~:m a variety of forms) to be mailed in for review, and/or they must spend significant telephone 

time lalking with a reviewer about the patient's symptoms, treatmenl plan. and progress, If the , 
MB HCO is unwilling to authorize the recommended treatment, an appeal process may be 

I 
initiated by the trealment provider, reqUiring the expenditure of additional administrative time, 

Layers of contracts and subcontracts also contribute to increased administrative costs, For 

e~ample. in the public sector a State may enter into a capitated contract with an HMO for , 
management of its Medicaid services, The HMO may then suocapitate with an MBHCO for , 
menial health and AOD services, and the MBHCO may then suocapilate with a provider group in 

alocal area. Each layer add,S additional administrative fees and possible profits and reduces the 

funds ultimately available for direct service (0 the enrollees. MCOs have been reponed to expend 

anywhere from 6 to 40 percent of premium dollars for administrative cost and profit (Church. 

1997; Boodman. 1997). 

, . 
Direct healthcare expenses as a percentage of premium revenues are referred to in the heahhcare 

insurance industry as "medical loss ratio," One method. used by for-profit heahhcare insurance 
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companies to provide a high return to shareholders is to minimize the medical loss ralio: Forw 

profit MCOs frequently are accused of valuing healthy profits over healthy membership. 

Minimizing medical loss ratios serveS as an incentive 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 direction of undertreatment or 

denial of services. This incentive is true for both nonprofil and for~profit MCOs, [f the cost of 

delivering services increases beyond what had been expected at the time capitation rates were 

negotiated, the MCO faces diminished profits and, possibly, significanllosses that must be 

recoupecL This risk is of particular concern when the MCO is a public or nonprofit group that 

may not be sufficiently capitalized to continue providing services, 

HMOs and PPOs use a variety of methods (0 encourage healthcare providers to be cautious about 

treatment expendiLUres. 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 a gatekeeping role. Salaried PCPs may be awarded 

bonuses on the basis of coSt of referrals for specialty and hospital care. For example. if there is a 

surplus in lhe HMO's budget for inpalient care, a designated amount of that surplus may be 

divided among all PCPs. Similarly, a limiled amount of any deficit might be deducted from PCP 

salaries. HMOs also may provide bonuses 10 PCPs based on their individual referrals for 

specialty and hospitaJ care relative (0 the HMO's established normS. Another method used by 

HMOs and POS plans is 10 compensate individual pcp or physician groups and other 

gatekeepers. such as MBHCOs, through a capitation method. ~n this system. the gatekeeper 

receives a set amount of money per month for all enrollees under its care. and the cost of 

hospitalization or other specially services is borne by the individual PCP or group. 

ppo, HMO, and POS plans also routinely provide "report cards" to contracted healthcare 

providers; these reports rate the providers' practice patterns regarding referrals for speciallY care, 

inpatient hospitalizations. and length of stay (outpatient visits or inpatient days per patient), 

Many MCOs will suggest improvements for providers who fan outside the norm. For example, 

an MCO might suggest thai an inpatient hospital with an average length of stay for AOD 

treatment admissions thai is above the regional norm consider discharging inpatients more 
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quickly to partial hospitalization, This reporting is presented a'i pan of a quality improvement 

program, If practice pauems do not remain within specified nonns, MCOs and MBHCOs may 

drop the clinician or facility from their panel of contracted providers. Service providers sometime 

r~fer to this praciice as being "blackballed" by managed care. Opponents of managed care 

~Iieve this practice discourages providers from requesting authorization for the AOD services 

they might clinically view 3S being the most effective intervention for the patient. 

~II of the above methods of sharing the medical loss ratio risk with gatekeepers and other , 
clinicians are incenlives for the undertreatment of both physical and behavioral healthcare , 
problems. Consumer and provider advocates alike have raised serious concerns about the 

t 
financial incentives for denial of appropriate care that are inherent in oonus and shared~risk , 
structureS. Coverage for AOD services may be at even greater risk than other physical or mental 

disorders because there are fewer public advocates for these services than for other medica.) 

disorders. 

I 
A number of informants desctibed situations in which treatment options had been scaled back 

and stricter limits imposed on length of slay after managed care programs were implemented. In 

some cases, AOD treatment was subsumed under mental health services, and in at least two 

situations, detoxification cenlers had been converted into crisis stabilization untls that provided 

only 24 hours of detoxification. 

A~though managed care criticscornplain lhallhe system's financial incentives result in 

u~dertrealmenl of substance use dIsorders. proponents believe that managed care has simply 

corrected a syst~m that previously provided financial incentives for unnecessary hospitalization 

or leng\hy treatment for substance use disorders. 
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Prevention and Early Intervention 

HMOs were crealed and marketed initia.lly as a system that would promote hearth rather thap 

focus only on illness. In light of this focus and the financial deterrents ror providing costly 

treatment services for preventable illnesses (or at least abating those costs through early 

intervention). advocales for managed cart tOUf its potential for the development or prevention 

and intervention programs for enrollees. The premise Ihat ~COs have financial incentive for 

prevemion and early intervention presumes that their enrollees will remain 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 to control healthcare expenditures will certainly be 

based heavHy on cost proposals. Allhough the expense of providing prevention and early 

intervemion services may have a long-term payoff for an MCO's enrollees, the COStS will be high 

in the shortlerrn. The current contracting syStems and opportunities for enrollees to voluntarily 

change plans on a periodic basis is unlikely to provide an incentive for MeOs to invest heavily in 

prevention and early inlervention'services. 

, 
Early Intervention 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 to recognize symptoms and to seek treatment earlier in' thc progression of their illness arc 

laudable efforts to increase early intervention. However, they may actually have an adverse 

financial impacl on MCOs looking for short-term cOst savings, as demonstrated in Exhibit B-1, 

following this page. 

Utilization Management 

Costs for AOD services are controlled by MCOs and MBHCOs through systems designed to 

manage enrollees' utilization of benefits, These systems are designed with {he stated purpose of 

increasing the effic}ency of the heallhcare delivery system~ they begin with procedures for 

accessing treatment servICes and continue with structures for ongoing review of each patient's 

need for continued treatment. Proponents of managed care view these utilization management 

systems as a means to maximize benefit coverage by providing cosl-effective care for mental 

health and 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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Exhibit B-1 

. -Short-Term Financial Impact of Prevention/Early Intervention Efforts 
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functions that may be designed to deny appropriate treatment services in order to enhance profits, 

Concerns surrounding the gatekeeping functions of Meos were expressed by numerous States 

and reported by NASADAD. 

Increased Efficiency 0/ Delivery System 

Before the advent of MeGs, palients often received healthcare services through a fragmented 

delivery system, with duplication and limited communication between the various healthcare 

providers, For example. an adolescent patienl with a substance use disorder might have been seen 

by a school counselor, tested by an out~tienl psychologist, received outpatient therapy from a 

clinical social worker, hospitalized following an emergency room visil after an overdose and 

assigned to that hospital's on-caU 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 historilUl. with varying degrees of effectiveness based on their understanding of the 

treatment attempts that had been made. Psychological testing might be repeated. and lrealmenl 

inlerventions for both the adolescent and family that had been ineffective in past outpatient 

counseling mighl be implememed again in {he inlensive oUlpatient program, An MCG's 

utilization managemem 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 utiiization management systems in 

their ability to provide this service. Critics of managed care raise concern that these systems too 

onen fail to integrate services effectively and more often serve simply as systems for creating 

obstacles to treatment access, 

Access 10 Treatment Services 

MCOs and MBHCOs may be structured in ways that can either facililate or hamper AOD 

treatmem access. Obstacles to treatment presented by MCOs most often gain public anention. but 

the potential also exists for carefully structured managed care systems to enhance access for 

patients seeking treatment. 

Patient and provider advocates frequently criticize both general medica! MOOs and speeialty 

MBHCOs for denying access or establishing significant barriers·to patients seeking treatment for 
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a substance use disorder. Critics complain that enrollees in many MCOs and MBHCOs are , 
required to provide detailed information about their current symptoms and personai history to a 

I 
succession of strangers before they can receive treatment. For many MCOs, the first step an 

enroHee must take is to can a behavioral healthcare referral line. where a triage worker wHi ask 

about {l) the current symptoms or events that prompted Ihe call. {2} the caller's past treatment 

history, and (3) the potenlial for self·hann or harm to others. The triage worker may then either 

directlhe enrollee to contact "self-help" resources in the community or refer the enrollee for an, 
in9ividual face-lo-face assessment. If approved for the il."isessment. the referral to a specific , 
therapist may be made simply on the basis of the enrollees' zip code. (The assessing therapist 

mayor may not have any specific substance abuse skills or [raining.) A number of MCOs and 

MBHCOs require that the initial face-lo·face assessment session be conducted by'a theraplst or 

psychiatrist who will not become {he treating therapist or psychiatrist. (This requirement for an 

"independent assessment" is most often the (ac;.e in an fFS arrangement, such as a PPO
• 

structure.) The infonnation gleaned from this assessment must Ihen be reviewed wirh the 

MCOtM:BHCO staff. who will refer the patient 10 a sj)ecific treatment provider if they conCUr 

wi,th (he assessing therap.ist's recommendation. Thus. patients must discuss the details of their 

drug history and curren! symptoms to at least two people (the initialtelepbone triage worker and 
v 

tbe initial therapist or psychiatrist) before they can be referred to treatment. If the patient receives 
I 

a treatment referral, this palient will need 10 describe hisfher history and current symptoms again, 
, 

this time to the Irealing clinician, before treatment can actually begin. In light of the stigma 

attached to substance use disorders. many people hesitate to acknowledge tbelr symptoms even to 
, 

themselves, close friends, or family members. Systems that require people to describe their 
I 

personal symptoms and histories to a succession of strangers can be a significant barrier for 
, 

MCO enrollees to ac(ess treatment services. Providers and patient advocates raise the concern 
•, 

that this process is daunting for most people and impossible' for someone whose functional level 

is iimited by a serious substance use disorder. 

A~cess to AOD servic.es is one of the mOSi important considerations that must be monitored , . 
wgen implementing managed care programs. MCOs are mosl frequently ctitidzed for denying 

access or establishing signitkant barriers to enronees seeking treatment. The way in which 

MeOs and MBHCOs are struCtured to respond to issues of treatment access thus can facilitate or 
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obstruct enronees seeking behavioral heaJthcare services. A variety of factors promoting and 

obstructing access to treatment, in addition 10 those described above. are listed in Exhihit B-2, 

following this page, 

Medical Necessity CrlteriD 

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 hased 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 

omcomes, Scate informants raised concerns regarding placement criteria (frequenlly referred to as 

"medical necessity" criteria). They fear that the criteria will lead to denial of services for clients 

who arc not experiendng acute medical symptoms as a result of their substance use. 

Critics of managed behavioral healthcare argue that because treatment decisions are complicated 

by so many variables. standardized criteria and treatment praclices are not appropriate. Most 

behavioral healthcare researchers. and providers agree Ihat no single form of AOD treatment is 

effective for all people with a given diagnosis. However. current knowledge is limited regarding 

which treatmems are mosl effective for which people at which time. 

In recent years, organizations such as the American Society for Addiction Medicine (AS AM) 

have made a significant investment in developing a consensus for patient placement criteria, 

Through ASAM's efforts. a multifactorial system was developed that assesses patients on various 

biopsychosociaJ dimensions and results in defining the Jevel, focus, and type of care needed as 

shown in B-3. It is dear from reviewing this set of patient placement criteria that deteonining the 

level of care appropriate for individual patiems is a complex process. However. the ASAM 

patient placement crileria is one of the few well-developed systems that lakes InlO consideration 

both the many dimensions that must be assessed and Ihe severity level in each dimension. These 

criteria are then used to determine the appropriate Jevel, focus. and type of care that should be 

provided. 
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Factors Influencing Access to Treatment 


Obstacles to Access 

NOI identifying individuals in need 01 treatment 

Not reaching clients in the locations in which 
they enter the ~$ystem" (Le•• courts. criminal 
i~stlce system) 

Long waiting periods lor appropriate service 
i 

Multiple sleps, places, and people neade<:! to 
access services 
• 
Arbitrary service limits 

Automatic "fail tifSt~ policies (e.g., the client 
musl fail a less intense level or treatment 
bEJ10re a more intense level is made available) 

Geographic inaccessibility 

Resoun:;EHntensive review and appeal 
procedures 

•ExceSSive and clinically inappropriate 
exclusionary criteria 
• 
pUltural, gender, and/or ethnic insensitivities 

Restrictive copayrnents 

Unknown, untimely. or nOnObjective appeals 
processes 

lack 01 transportation, 
Patient placement critena that are 


· nonstandardized, flnancially driven. and/or 

"subjectively applied 


Source: Moss. 199&. 

Factors Promoting Access 

+-+ 	 Effective screening. assessmenl, AOD training 

+-+ 	 Satellite sites, systematic linkage. training 

~ 	Services within 72 hours. depending on 
severity of Clinical Med 

~ 	Widely available and Simplified intake 
processes 

~ 	IndividuaHzed treatment plans 

~ 	Individualized comprehensive assessment used 
10 guide appropriate placemen! 

+-+ 	 Geographically well"istributed sites located on 
transportalion 1100S 

~ 	Highly efficient publicfy known utitization review 
processes 

+--4> 	 Restricted ability 10 exclude speCified types of 
hoursJdays 01 operation 

+--4> 	 Priority placed on cultural competence 
development 

+--4> 	 Elimination of copayments 

+--4> 	 Widely knowt"l, timely. objective appealS 

+-+ 	 TranspOr1ation avaJlable as needed 

+--4> 	 Patient placement crileria that are 
collaboratively developed, clinically driven, 
objective, and standardized 

, 

-.~ 

CSR. Incorporated 



Exhibit 8-3 


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 10 illustrate the principal 
concepts and structure of the criteria. 

level III Level IV level I! Medically Monllo'red levels 01 Carel Levell M&cllcally Managed 
Intensive Outpatient 

Criteria Oirnension.s Outpatient Trel!ilment tntenelve Inpatient Intensive Inpallent 
Treatment 

Trei!llment Treatmen1 

1 : s.:.".era wittld'a'A'p.1 riSi(,
A:';UTE I'ITQ:O:jC~TI(»l 

AuolOFi WITHO~AW'At 

Pol'ENTI.\l 

No wijhdrilWll1 risk Minimal wilfldrllwal 1"1$.0; but managaable in 
Level III 

SevBre withdrawal risk 

, 
8lololEoJC.... CONomoos 

AND COMPllCA.lIONS 
None 01 116r'y ~tahl6 

NOIla or rl()(l(jl,slrac:'JI'1g 
from addiction IraaU'Mnt 

iI'ld ma!'!69'l8ble in 
l6"'el II 

~Q'Jire medical 
ITX)nitDling: bul not 

irIlensive Ireatmen1 

Require 24-OOor 
medlcal and nursing 
am 

3 
EMOTIONAL.!BfH....VIORAL 

CONOITIONS /lNO 
COMPLICATIQI>j$ 

None or very stable 
Mifd SII'>'fIr!1y, with 
po:Ilen!ia! 10 di$lract lrom 

reCOv$"f 

Mooe'31e sayarit}', 
needing a 24,t\our 
S1!i.1C'!urEd $effing 

Sev8re problems 
requiring 24-houl 
psychiatric care, with 
coocomilant addiclioo 
trsatment 

4 
TREATMEN1 

ACClP1ANCliJ 
RE$I$T......Cf; 

WiIlU\g to cooperate, bL1 
nee<l$ moIiv<lOng <lfI(J 
manlloring stratsgies 

Resistance high enQUgh 
10 r~e s!~fed 

prograro. bL1 no1 so high 
as to rendel outpatiaru 
Irsalment iooffactw 

Rosistaoce high despite 
nSg<l!lve ~V9fl!:~; 
needs io\et1siV6 
molivaling stmtagies in 
24-tlOur slruc!urs 

Probiems in this 
dimension do flO! 
Qualify patienl for 
level IV treatment 

5 
RljlAPSE POTF'ATiAl, 

A!)le 10 maintain 
ubsllnenee and recovel)' 
gouls With !'linlmal 
support 

Intensification of 
~on ,ymptoms and 
high liJo:ellMod of relat:lse 
'MUlot,''! close monitoring 
l1I'lO support 

Unable to oonvol use 
despite Wive 
participatiOn n less 
irnen:ilive care; nesds 
24-hour slructurs 

Problams in this 
dimension do nol 
Qualify palienl5 10£ 
Level IV treatmsnt 

.. , 
RECOVERY 

Supportive r~
Er..·.nAQNMEJ.!T 

et'IwQf\I'I'lef\t and/or 
patient hes sItWs to cope 

Source: American Soc:efy oj Addictkm ~n~, 1995. 

CSR. Incorporated 

Enllironment 
ul'iJu~, but with 
~re Of support, 
pIJ"nt C<ln copG 

ErMronmen! dangarous 
Icr~ry, 
rnx:a$$ltating removal 
horn enlliroflment; 
Iogi$tk"AI ~ts 10 
~v&elm6n'1 

Problem! in ItIis 
~mef'l$ion do not 
qualify patients tor 
LevellY !realmen! 
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in contrast, the patient placement protocols used by many managed care systems tend to focus: 

simply on broad criteria (often limited to issues related (0 potential for "harm to self or others") 

(hat must be met for approval of a particular level of treatment. Such criteria are criticized by 

many AOD treatment providers who believe that managed care systems do not take into account 

in<JividuaJ differences and clinical needs. 

Another commonly expressed concern re1ates to differing interpretations of criteria between and. . 
among MeG reviewers. MCOs, and practitioners. In addition, treatmenl focus differs from MeO 

to,MeD. For example, some MeOs ernphasite medica! detoxification and little or no counseling, 

whereas others emphasize counseling by nonphysician clinicians and authorize the use of 

inpatient or residential detoxification only when other oplions have failed. Managed care critics 
i 

argue that this lack of reliability results in utilization management (as described earlier in this 

rePort} being used too easily as a vehicle for denying clinically needed care in order to enhance 

pr?fils. 

In'di.,idualized Treatment Planning 

sJpporters of managed behavioral heahhcare believe that individualized care is most likely to 

ocCur in a managed due environment, They see managed care as having prompted the 

de~elopment of ASAM's palien! ptacemenl criteria and as havjng provided the impetus for the 

cu'rrem development of clinical palhways taking place within hospitals, outpatient clinics, and 

be~avioraJ healthcare professional associations. W~thout the requirement that clinicians review 
, 

caSes with utilization management staff in MCOs and justify their planned treatment 
I '. 

intervemions. managed care supporters believe that providers would simply (reat clients based on 
I 

individual provider preference or convenience, When treatment plans are not individualized, 
I . 

patients may be placed in programs designed to address the general needs of someone with a 

pahicular 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 

shbe." 

To defend the legitimacy of their patient placement criteria and treatment protocols. MCOs have 

been charged with validating them. In Chis regard, managed care is credited with encouraging the 
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development of outcome studies in behavioral healthcare. Few studies to date document the 

comparali Ve efficacy of the many treatment lechniques used in behavioraJ healthcare (\Vickizer. 

Lessler. and Travis, 1996). Purchasers of managed behavioral healthcare servic.es are requesting 

that MCOs provide outcome evaluations to document the clinical efficacy of their managed care 

strategies. [n tum, both MCOs and regulatory agencies arc beginning to require that behavioral 

healthcare provider groups and hospitals conduct outcome studies 10 maintain their credentials. 

The results of these outcome studies should be valuable in planning for continued reform of 

behavioral heahhcare delivery systems. 

Intensive Case Management 

Another process that has developed out of the utilization management practices of some 

MBHCOs is intensive case management \\!hen an enrollee has multiple admissions to treatment 

programs or has a documenled 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 ~xample, when a 

patient is referred for treatment, the case manager may be required by the MBHCO to check: with 

the treatment provider in order to ascertain whether the patient ha~ attended scheduled 

appointments. If the patient has not kept an appointment, the case manager may call the patient 

directly 10 encourage him or her to follow through wilh treatment recommendations. The 

MBHCO staff assigned for this type of case management is generally a licensed clinician who 

will collaborate with treatment providers" advising them of previous treatments and maldng 

recommendations for continued care. Some AOD treatment providers find this process to be 

intrusive and view it as simply another method for MBRCOs to scrutinize the care of high~risk 

patients in order to find 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 opponunity to enhance AOD treatment outcomes through the 

provision of specialty case management services. Integration of services from lhe diverse and 

multiple providers in the system requires management and coordin,alion. Intensive case 

management to coordinate services and to support patients' transitions as they move across 

treatment settings is a potential benefit to be gained from managed care. 
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Con[uJenifulity Issuer 

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 information thai must be made available to managed care companies during the 
! 

uti~izalion review process in order to get approval for coverage, AOD~use histories. psychiatric 

diagnoses, treatment plans, and clients' responses to trealment all are provided to the MeQ, , 
Al!hough confidentiality is an issue for everyone involved in the healthcare field, this issue is an 

, 
even grealer concern for those who use AOD treatment services because of the stigma attached [0 

, 
AOD·use disorders and the possible negali \Ie effects of disclosure of this information to 

employers or others not directly involved in a diem's care. Critics of managed care view MCOs 

as unnecessarily expanding the network of information systems whereby personal client 

information is now available. The MCOs respond that tiley have safeguards that limit those who 
, 

have access to the information within their organizations, and that they do nor release
•, 

nonaggregate information to employers or others who might inappropriately disclose ind! vidual 

c!le~t information. 

carved~OutiCarved·ln AOD Services 

ADD services are carved oullo specialty MBHCOs in increasing numbers. These companies 

manage behavioral healthcare as part of general health coverage for more than 1 million people 

in tJ1.e United States (Geraty, 1996). Ongoing debate exists among stakeholders (Le" consumer 

adyqcates, public and private sector AOD providers, and MeOs) regarding (he positive and 

neg~tive outcomes of carving out AOD and olher behavioral heahhcare services. 
I , 

Critics of carve..outs point to the effort that hac; been expended in recent years to increase 

recognition of substance use disorders as similar to other illnesses, They believe that carve-outs 

accentuate differeoccs and reinforce public misperceplion that substance use disorders are not 

truly;"illnesses."]n fact. subslance use disorders are very similar to other medical disorders: They 
, 

can be chronic, recurring. and disabling conditions and have been described as analogous to 

diabtles or heart disease. The difference between substance use disorders and other lllnesses is 
. 

more often in the treatment systems for chronic conditIons. particularly the community supports 

needed to avoid or diminiSh' relapse. 
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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 underidemify and undertreat substance use and other behavioral health 

disorders, as evidenced by repons 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, \995). PCPs 

and nurses employed by HMOs generally would be e)(pecled to have limited training or e)(pertise 

in substance use disorders and limited understanding of treatment needs, even when the illnesses 

are identified. Carve-outs to MBHCOs arise partially from AOD and other behavioral healthcare 

clinicians' disuust 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 ofthe AOD Service System 

Unlike traditional healthcare systems. AOD services use a variety of practitioners. including 

addictionologisLs, clinical psychologists, certified substance abuse counselors, nurses, social 

workers, marriage and family therapists. and rehabilitation counselors. Many substance abuse 

programs also employ e)(perience-based counselors who are not covered in traditional healthcare 

plans. AOD treatment systems use an array of social suppo~ and sel f-help groups, including 

Alcoholics Anonymous, Narcotics Anonymous, and Children of Alcoholics. AOO service 

providers generally recognize the need to integrate services and provide continuing-care suppons 

to prevent or ameliorate relapse. MBHCO carve-outs tend to have beuer linkages than general 

medical MCOs with all the direct AOO 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 suppon wraparound services, such as child care and 

transportation, 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 

specialty AOD services is imponant 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 

sc'rvices between primary and specialty healthcare providers. 

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 

a~ MBHCO removes what might have been a financial incentive for the MBHCO to identify and 

treat the substance abuse or addiction. When AOD services are carved out, the MBHCO is at risk
I . 

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 

s~bstance use issues are .aggressively identified and treated, the costs for treating physical 

m:edical problems secondary to substance use disorders may be avoided or reduced. For example. 

expensive physical medical treatment costs may be incurred for patiems who have cirrhosis or 

bleeding esophageal varices secondary to their alcoholism; who experience accidentaJ overdoses, 

infections, and other medical problems associated with drug dependency; or who suffer acute 
, 

e~isodes of chronic illnesses, such as diabetes, when they are unable to appropriately care for 

themselves as a result of their substance use disorder. , 

Pilblic-Pn'vale Partnerships 

The public sector is fOnning an increasing number of public-priv-ate partnerships to either 

manage or provide services that previously were only within the purview of public agencies. 

These partnerships create opportunities to reengineer service delivery systems and improve the 
• 

efficiency and effectiveness of services, The privatization of public behavioraJ healthcare 

services through contracts with Medicaid and other State programs may potentially enhance 

se:rvices. This enhancement may be accomplished through the development and improvement of 

p~ovider networks, implementation of appropriate utilization management systems, and cost 

s;i·vings that may aJlow access to treatment services for a greater number of people. Similarly, 

mkny 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 correctionaJ facility programs. 
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At the same time, the privatization of public sector programs may present problems for the 

treatment of persons at risk for or experiencing substance use disorders as well as for the public 

and nonprofit programs serving these individuals, Persons wilh substance use di~orders ofren 

depend on the network of publicly financed providers who have a history of serving populations 

with multiple needs. Prevention and treatment programs and the social' services to which they are 

linked form a nexus of support critical [0 helping those who need or are receiving AOD services, 

As welfare reform and other pUblic sector privatization efforts are initiated from State to State, 

the system of wraparound services critical to this populalion may become fragmented. The 

inex.perience of private sector organizations in coordinating care for this population has the 

potential to result in reduced Jevels of care and, consequently, reduced levels of functioning by 

many people who have serious subslance use disorders. 

Government agencies overseeing AOD services must recognize the potential impacl that 

privatization of publicly funded behavioral healthcare can have on the populations they serve. 

The impact of such privatizalion must be identified and monitored so [hat effective technical 

assistance and contract oversight for agencies serving this population can be provided. 

The private sector historical1y has limi[~d experience providing services for eJients with chronic 

substance use disorders, Private Meos have tended to focus on acute episodes of illness and may 

not be prepared to provide or facilitate the use of essential wraparound services over the long 

term for a large percentage of their ADD clients. Such wraparound services indude 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 to treatment access for 

Mcdicaidweligible mothers; public health services necessary to respond to the high-risk 

pregnancies among substance~abusing mothers as wen as [0 those at risk for HIV and other 

infections; and community support and rehabilitation programs necessary for people to achieve 

and maintain the highest possible level of functioning. Th~ adv~nt of Medicaid and other public 

sector behavioral healthcare service contracts with private MCOs and MBHCOs has the potential 

to facilitate linkages with lhese essential services through intensive c~ management services. 
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Be(:3use most MCOs are primarily experienced in providing managed behavioral heaJthcare 
I 

se:rvices through employer-sponsored benefit plans, they are inex.perienced in providing such 

se'rvlces for enrollees who may be homeless or l1ve in isolated rural areas. Lack: of ex.perience in, 
the latter can create treatment access barriers for those seeking servIces in traditional pri-o.'3te 

• 

. managed care networks. For example 
I 

In Kew York City, where every borough has a different managed care company. 
a homeless person may wander into another borough and lose coverage. In some 
rural area.,. 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. 1995). 

•I 

Private MCOs and MBHCOs must be prepared to respofl9 to these issues, 


· I 

I 
H.igh Financitll Risk/or Capitated Contracts and limited Actuarial Data 

i 
Actuarial information for Medicaid and other public sector service recipients' use of AOD

• 
s:e}vices is limited. Many States dO,not have infonnation systems for accurately estimating costs 

i 
w~en establishing capitation'rates for MeG contracts (Warren. (995), However, MeOs have , 
targeted Medicaid and other Government contracts as a growth area and are anx.ious to compete 

10\his market to increase their premium revenues, Medicaid recipients are overrepresented 
1 

among those with substance use ,and :mental health disorders. In addition, capitated contracts for 

M~dicaid services may cause a higher medical loss ratio than a private MeO would have 
· . 

anticipated. If an MeO has underbid a contract and needs to minimize the medical loss ratio, , 
reyiewers may be particularly stringent with their utilization management criteria and Jimil the 

• 
use of AGD treatment services, 

I 

I 


Underbidding for managed care contracts also may have a deleterious effect on nonprofit and 
! 

pU,blic sector providers who have entered the managed care arena. Such providers may accept, 
capitation rates thaI are too low, because of a lack of expertise in analyzing available actuarial 

data and a need to compete with the private sector MCOs in order to' continue operation. The 

re!ult may be even more serious' for nonprofit and pUblk sector programs than for private 
! 

programs, because the former are not as likely to have capital sufficient to sustain losses, The,
•
I 
I 
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question then arises. How would their enrollees continue 10 receive services, unless Government 

agencies were prepared to bailout the programs? 

Yulnerability ofPopulation 

Publlc sector service recipients with substance use disorders. particularly those who live below 

the poverty level. 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 mentaUy ill have gained strength in recent years, as a rule !.hey 

have not included advocacy for those with substance uSe disorders. leaving this population 

particularly vulnerable to the negative impact of cost-control efforts by privately operated service 

providers. 

, 
Providers of AOD treatment services report that it is difficult to get approval from private MCOs 

(0 provide anything but the most mjnimal service for those with substance use disorders. MCOs 

spend very liule for care of primary subsiance use disorders. although 21 million people suffer 

from them (Rouse, 1995). Many observers indicate thai MCO.s believe they can CUI services in 

this area with little backlash because of the general public's belief that substance use disorders 

are not illnesses, that this population is n01 worthy of heahhcare dollar expenditures. and that 

drug users in panicular belong in prisons and not in treatmem facilities, 

Fate ofHSafety Nel Providers" 

Publicly funded and nonprofit behavioral healthcare providers are often referred to as "safety-net 

providers" because they are available when atl other private trea~ment benefits a person might 

use have been exhausted. Safety-nel providers may fmd it difflcul110 compete in a privatized 

managed care environment. Typically. nonprofit and public AOD service providers do not have 

the capital or the adminIstrative sophistication to successful1y compete with private providers for 

preferred-provider contracts. If safety-net providers are unable to obtain managed care contracts 

and lose their insured and Medicaid patientS to private providers,they wHllose their economies 

of scaJe. When this happens. they will need to cut back on available services or obtain addilional 

publicly funded subsidies [0 continue providing services. These subsidy requirements will be 

higher than were. necessary before the implementation of managed Medicaid contracts. because 
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. 

o~ [he safety-net providers' loss of FFS revenue from treatment o( Medicaid clients. Additionally, 

the treatment limits set by MCOs could prevent Medicaid~covered patients from accessing AOD 
•services through their managed care plan. Therefore. these patients are likely to return to 

community agencies (Le., safety-nel providers) for treatment services, 50 these agencies end up 

providing treatment that was denied by the Medicaid MCG. Before the advent of Medicaid 
I . 

m~naged care contracts, the safely~nel providers would have been reimbursed by Medicaid for 

services 'for these same clients. 
I 

A'number of States have considered or passed "willing provider" laws to ensure t~at any willing 

prpvider is able to become a contracted network provider with an MeQ, as long as they are 

willing to meet the standards of that MeO and accept payment at a given ratc. However. the 

safety-net and nonprofit providers may end up with a disprop<tr1ionate number of people with 

ch~onic substance use disorders if they are one of a number of contracted providers in their 

region. The clients with chronic substance use disorders, having Iradilionally used the public 

sector services. would already be on their caseload. It is likely that these patients would select the 

pf?vider they knew when they were enrolled in an MeO, If payments are subcapitated by the 

M~O to behavioral healthcare providers, the safety-net provider could find that as a resuit of this 

adverse seleclion process, they are underfunded to meel their clients' needs, Willing provider 

laws a1so have the potential to reduce the MeO's ability to negoliale rates, AOD service 

providers have been willing to accept lower than usual rales from MCOs that offer exclusive 

contracts or at least restrict Lhe number of contracted providers in their area. If contracts must be 

offered to any willing provider. the economies of scale that were available under exclusive , . . 
contracts 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 to "essential provider'laws. These laws require that 

MC05 include certain essential public sector providers in their networks but do nol require them 
, 

to make conlracts availab1e to aU willing providers in the community, 

If public providers of AOD treatment services are able to effectively COntract with private MCOs 

in :ways that do nol seriously threaten public providers' financial solvency, the move to~ard , . 
I 

8-19 



ApPC"TJIX B 

privatization of traditionally public services could result in a continuum of care that positively 

inlegrates public and private sector services in local communities. The effect of privatization on 

safety-net providers wlll 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 exhausted their health insurance benefits, 
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Coercing Coerced Treatment: Ho .. Far Should Public Policy Go? 

Introduction 

Coe",ion 0 f drug-related offenders into treatment programs is occurring more frequently as an 

alternative to incareeration. COe'lted drug aod alcohol treatment is an option for those who have 
I . 

been 'charged with or convicted of an offense to which alcohol or drug dependence has, . 

o 

contributed.' Failure to comply with treatment requirements may result in sanctions or 
• 

incari:eration. Treatment for drug addiction may be coerced by a variety of sources including the 

courts, employers, family, friends, medical practitioners, aod public welfare agencies. Court-

mandated cases comprise forty pe'ltent ofclients referred to substance ahuse treatment.' 

Two types of mandatory treatment are described in the literature: civil oomntitment and diversion . . 
from the criminal justice system.f Civil eomntitment allows the sUIte to confine a petllOn fur 

treatment withnut bringing a criminal charge. Diversion from the criminal justice system entails 

removing a person already charged with or convicted of an offense from indictment, trial, or 

sentencing.' Informal types of civil comntitment have been used in the U.S. as early as the 
o • 

1930J. More recently, legally simetioned compulsory treatment began when court-ordered 
, 

treatnient began to be offered as an alternative to incareeration. The California Civil Addict 

Program, New York Civil Comntitment, aod the Federal Narcotic Addict Rehabilitation Act each 

aimed to rehabilitate addicts with legal control, providing treatment to change socially 

undcsirabIe behavior.' As the impact of drug abuse on the crirninal justice system has grown, 
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various alternatives 10 incarceration have been developed and employed. 

The purpose of this paper is to describe the issues surrounding coen::e~ treatment in the criminal 

justice system, and examine the public. policy response to these issues. nus paper is organized 

broadly around three themes. first, there is a persistent link between drug abuse and crime. 

Drug~related offenders exhibit a high rate of recidivism, and incarceration alone does little to 

break this link. Second, substance abuse treatment is equally valuable and eff~tive for voluntary 

and non-voluntary (i.e" coerced) clients. Moreover, coerc~d treatment can be effective in 

breaking the link between drugs and crime. Third, public policy is exploiting the concept of 

coerced treatment. Recent initiatives have demonstrated success in channeling offenders into 

treatment and reducing recidivism. and those efforts that bave proven fruitful are curtently being 

expanded. Indeed, the concept of coerced treatment i. being pushed to the extreme through the 

Break The Cycle (BTC) program, whicb tests arrestees - that is, those in the first stage of 

criminal justice system involvemenl- to channel them into drug abuse treatment ifnecessary. 

I. Tbere Is a persistent lID.. b_een drug abuse and crime 

It has long been recognized thai there is a strong link between drugs and crime. While there is no 

way to estimate: the exact number ofdrug·related crimes, it is evident that much ofthe social cost 

associat~ with illicit drug abuse is related to crime and the criminal justice system. We know 

that those getting arrested are preswnably among the more deviant members ofsociety and thus 

are more likely to be heavier drug users than the population allarge. We also kocw that many 

people in prisons and jails have substance abuse problems. 
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In addition, research has shown that hardeore drug users, while accounting for perhaps a quarter 

of all drug users, are responsible for a majority of the crime costs associated with drug use. In 

general, hardcore drug users maintain the illegal market through a disproportionate amount of . . 
consumption. A 1994 RAl'..l"D study found that hardcore cocaine users, who comprise oniy a 

third of all cocaine users, demand about two-thirds of all cocaine consumed.' In addition, this 

group is responsible for a large amount ~f criminal activity. which increases with use,1 

There, were L5 million arrests in 1996 for drug·law violations,' and this number indicates only a 

fraction of actual crime since a large number oflaw~break.ers 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 Arrest... Drug Abuse 

• 
Monitoring (ADAM) program., conducted by. the Nationallnstitute ofJustice reports that over 60 

pe,,';'t ofmale arresteestested positive for drug use at 20 oftheir 23 test sites in 1996. and in 

some cities, 70 to 80 pertent of arrest... tested positive for recent drug use.' In Chicago, 82 

percent of male arrest .... tested positive for illicit drug use. Among female arre.tees, mOre than 

50 percent reported using drugs at the time of arrest in 16 of 18 study sites. Mlmhattan reported 

the highest drug mvolvemen! among female arresteos with 83 perten! testing positive for drug 

use." Similariy, the Bureau ofJustice Statistics reports that in 1996,62 pertent of all offend.rs 
i 

under State correctionalsupervlsion and 42 perxent ofall persons admitted to Federal prison had 

. . 
poly-substance abuse problems prior to their incarceration. I! 

It is clear that the criminal justice system presents an opportnnity to access specific populations 

3 


http:offend.rs


that would otherwise.be difficult to identifY with outreach efforts. We know that substance 

abusers have a fairly high probability ofarrest. There is some disagreement as to what the exact 

probability is, but whatever the case, it is dear that many come through the criminal justice 

system. 12 When offered treatment~ many choose it not because they want treatment, but because 

they do not want to enter jailor prison. Having substance abusers within the criminal justice 

system provides an opportunity to structure incentives to encourage treatment complJance. 

However, treatment capacity in prisons and jails remains low. Although the opportunity exists 

for an extended, thmpeutic environment and lengthy poriods ofabstinence, availability and use 

of these programs is limited. The 1993 National Drug and Alcoholism Treatment Unit Survey 

(NDATUS) reports that only 3,33S (out of an·estimated 94,827) adult prison inmates receive 

substance abuse treabnent. l;1 However, preliminary results from a recent study sponsored by 

ONDep are more encouraging: 38 pen:entofprisons responding to the survey had substance 

abuse treatment available oll site, and 136,332 individual. were receiving treatment (out of 

1,182,169 estimated Federal and State prison .... at year-end 1996)."·" 

A recently released study ofprobation .... reveals the extent oftreatmen! utilization for adult 

probation .... :" This popUlation is important because they represent 58 percent of the national 

population of adults Wid... correctional supervision. The study fonnd that 47 percent ofall adult 

probationers said they were under the influence of alcohol or drugs at the time of their offense . 
. 

Nearly half of all probation .... (49%) reported participation in a drug treatment program during 

their probation sentence. 
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II. Substance abuse treatmenl ill effective for both voluntary and non-voluntary clients 

l'umerous treatment evaluation studies show that substance abuse treatment work:sP Along with 

recent scientific evidence showing that drug abuse has profound effects on how the brain 
, 


functions, il is becoming widely recognized that addiction is a chronic, relapsing disorder. 


Howeyer~ resean:h shows that it can be treated effectively. Several studjes show that substance 
, 

ab~e treatment can be effective in reducing illicit drug use and improving a nwnber ofrelated 

social indicators, sucl! as health. employment status, and violent bcl!avior, 

Recently published results from the Drug Abuse Treatment Outcome Study (DATOS) show the 

success of four different types oftreatment modalities." Using a sample of I 0,0 I 0 clients, 

DATOS reported favorable treatment outcomes on a numberofindicatol1l including: drug , 

injection behavior; use ofcoeame, crack., heroin, and alcohol; as well as arrests, legal status and 
, ' 

, employment. Notably, the srudy reported thai clients were most likely to be referred into 

treatment by the legal system, Similarly, the National Treatment Improvement Evaluation Study 

(NTlES) - a multi·site srudy conducted in conjunction with three demonstration grant programs 
. 

funded by the Center for Substance Abuse Treatment (CSAT) - found that substance abuse 
, ' 

treatment cut drug use by half; increased employment; decreased homelessness; improved 

physical and mental health; reduced medieal expenses; and reduced risky seXual practices, The 
, 

NTlES also found that respondents reported significant decreases in multiple indicators of 

criminal involvement. The comparison ofcriminal activity 12 months before treatment and 12 

months after treatment exit showed that drug selling declined (from 64% to 13,9%); arrests for 

any, crime declined (from 48,2% to 17,2%); and the percentage ofclients 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 the 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 less likely to be re-arrested 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. 19 An evaluation of drug 

treabnent in local corrections'facilities also points to the value of drug treabnent within the 

crilTlitlal justice system.20 The research design analyzed program completion rates for 

participants as well as 12-month post-release outcomes (i.e., the probability of being rearrested 

and convicted within 12 months after release) for participants and matched comparison groups. 

The program pllrticipants were fOWld to have lower rates of serious behavioral problems (i.e., 

physical violence) as well as ~proved performance on other indicators. 

Further, treatment programs in correctional facilities have been evaluated to be cost-effective. in 

general, the marginal cost oftreabnent per inmate ranges from $10 to $18 per day. However, 

treabnent provides long-tenn benefits in the fonn of reduced recidivism rates, reduced social 

costs, reduced crime incidence, and reduced health consequences, which add up to several billion 
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doBars in social costs over the long lenn,11 

Underlying these statistics. however, is a debate regarding. internal motivation, That is, can 
, 

trearment be effective if a person is nol internally motivated? Traditional philosophies value the 

user's motivation as a predictor oftreatment outcome. Others suggest that any treatment, 

reganiless of motivation. is more effective than not providing treatment at all. 

Many srudies show thai treatment efficacy for those who are coerced into treatment is as high or 

rugher than it is for those who go through treatment voluntarily, For example. Anglin, et al, 

reviewed eleven empirical srodies that analyzed the relationship between various levels oflega! 

pressure and substance abuse treatment, Out of the eleven, "five found. positive relationship 

between criminal justice referral and treatment outcomes, rour reported no difference, and two 

rep~rted a negative relationship,"" Similarly, studies by Anglin and colleagues in 1991 and 

1992 find that "abusers who are coereed into treatment programs by the criminal justice system . 
emerge from the programs with the same success rates as those who enter treatment 

vOhmtarilY"ll; and "legal pressure increases admission rates into treatment programs and may 
, 

promote better retention in treatment, consequently improving the overall results ofthe , 
, 

In swn, three positive outcomes are identified repeatedly in the research: a) patients who are 

legally pressured to participate in lreatmenl are more likely than those withoul pressure 10 

participate in treatment; b) patients who are legally coerced inlo treatment tend to remain in 

7 



treatment longer than those who are not mandated; and c) patients coerced into treatment and 

volWl.tary participants both show positive treatment outcomcs.25 These findings suggest that 

what is imporumt is nol the manner in w~ch a client obta.ins treatment. but the success of 

treatment in meeting that client's needs. 

III. Public policy I.....pondlng to Ibe problem appropriately 

The Natio"al Drug CO"trot Strategy (NOeS) is exploiting the concept of coerced treatment. 

Programs are now being tested and implemented to reach the drug user at the time of arrest, 

rather than in the later stages ofcriminal justice system processing. The idea is simple: every 

individual who is arrested presents an opportunity for drug abuse testing. This concept is 

relatively new to drug policy, even though treatment in the criminal justice context has been 

proven effective for several y ...... As the fullowing will show, past drug strategies have 

emphasized drug testing and treatmenl fur those involved in the criminal justice system, bul 

primarily for those who are formally charged and sentenced 10 either parole, probation, or 

incarceration. The policy focus is now expanding to include all ~tees. regardless of their final 

outcome within the criminal justice system. 

Over time, the pablic view ofdrug addiction has changed. Wher... in the pasl, eddiction was 

view"!i primarily as a moral shortcoming, with users bearing complete responsibility for their 

,	self-destructivc~ behavior. it is now being recognized that addiction is a more complex 

phenomena. Indeed, the first drug strategy released in 1973, stated that U[I]here is stiJl'much that 

is unknown about why individuals respond differently to the same drugs under identical 
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conditions. Most observers have tended to emphasize the personality of the user as determined 
" I 
j 

by the individual's life experience, but recent work has pointed to what may be genetic 
, 
j 

detenninants oftbe reaction to drugs and the tendency to develop excessive drug-use patterns. 
; . 

InclUded among the various factors that are conducive to continued or repetitive drug 'use are the 

alternative. available to the individual and this in turn depends on the individual his family and , 
his ~vironment:';:6 while ,experts srin point to these environmental factors as contributing to 

excessive drug use/' there is now a greater understanding of the specific neurological and , 
physiological effects that drugs have on the body. 

During the 1980., there was a shift away from a public health approach to the drug problem to a 
, 

more punitive approach. Along with the view that addicts could control their drug-using 

behavior was the idea that they .hould be subject to punishment when they did not. A law, 
enfJrcement per.;pective - designed to both deter and punish drug use - dominated drug policy , . 


I 

in the early 1980•. Accordingly, the number of drug-related offenders within the criminal justice 

system rose dramatically, 

I 
By the late 1980., 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 ,. , 
drug law violations, and the oonoomilant growth in prison facilities, the number of drug-related. . 
"easels continued to grow. It became clear that incarceration alone does little to address an , 
jndi~jduaJ's substance abuse.' Subsequently. an effort to develop more comprehensive strategies 

,, 
to deal with drug shusing offenders arose. 
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The National Drug Control Strategy, published annually by ONDCP since 1989, has highlighled 

the importance ofdrug testing and alternatives to incarceration. Strategies ofthe late 1980s and 

early 1990s generally had a law enforcement orientation! but started to recognize the value of 

alternatives to inc3:n:::eratton. The 1989 Strategy included the following among its criminal 

justice priorities: Federal funding 10 Stales for plaruung, developing, and implementing 

allernative sentencing programs for nonviol<ent drug offenders, including house arrest and boot 

camps; and adoption by the States ofdrug-testing programs across the entire criminal justice 

system (i.e<, for arrestees, prisoners, parolees, and those out on bail). Implementation of State 

drug testing became a condition for receipt ofFederal criminal justice funds." 

Thel990 Strategy continued to promote drug testing bycalling for the creation of an drug 

lesting information clealinghouse 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 to their 

communities. noting that intensive supervision programs were effective at this stage of the 

criminal justice system<" 

The 1991 Strategy described intennediate punishments as expanding the range ofoptions 

between incarceration and unsupervised release and 1Ul effective way to "complement and 

enhance a State', ability 10 punisb drug offenders in a less costly and more efficient fashionu."" 
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(emphasis added). Examples of such intermediate pllilishments mentioned are: shock 

incarceration ("boolcamps")~ house arrest; electronic monitoring; home confinement (for non-

dangerous offenders); and intensive probation supervision. However, this Strategy also 

recognized the necessity of drug treatment tn prisons, stating that ''the population under the 

juri~jction of the criminal justice system - arrestees, probationers. convicts, and parolees ­

tend, to be much more heavily involved with drugs than the gen"",1 population."" 

The acceptance of coerced treatment and other alternatives to incarceration is manifested in later 

Strategies, touted as innovations in the criminal justice system. The 1992 Strategy describes the 
• , 

em<lrgeoce ofDrug Courts as helping to manage "the flood of drug cases in urban courts" and, 

including pretrial diversion programs, special courts or judges, andlor distinctive case 
· 

management systems. n Jt also reiterates support for alternative sentencing measures) stating that 

"some States and lOCalities have had success" in dealing with incre~ prison popUlations using 

these techniques." 

, 
The 1993 Interim Drug Strategy, the first published by the Clinton Administration, sought to , 

intOgnlte various drug contIol effortl! by viewing the drug problem as. core domestic policy 

•

issue that has implications for other aspects of social policy. For the. first time, the Strategy 

characterized drug addiction .. a chronic, relapsing disorder requiring treatment and aftereare. 

ThJ 1993 Stfategyrecognized the value of both treatment programs for chronic abusers, and 

local efforts+ such as community policing. to minimize the negative social costs of the drug 

problem. In addition, the 1993 Str'dlegy recognized that different law enforcement approach.s 

II 
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are ~yarranted for heavy users as opposed to casual users. Specifically, it stated that while there 

must be sufficient prison space to house convicted criminals. some first-time, nonwviolent 

offenders would be better served by alternative sanctions, including diyersion into treatment,J4 

Subsequent Strategies (1994-1998) advocated suecessful alternatives to incarceration. The 1995 

Strategy strongly embraced the notion ofaecessing the hardcore user population through the 

criminal justice system. Indeed, it stated that "[dJespite increases in prosecutions and 

convictions, drug-using offenders all too often pass throu~ the criminal justice system without 

having been encouraged to stop using drugs. It is imperative that this Nation. take advantage of 

the criminal justice system's ability at amevels of government to break the cycle ofdrug 

dependency and criminal activity ... Fundamental to maximizing the drug treatment benefits 


through the criminal justice system is the concept ofcoerced abstinence."" During this time, 


. Drug Court success .. 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 funding [or'Drug Courts as well as for substance abuse treatment in Federa! and 

State prisons.l". 

The 1996 Stmtegy continued to stress that the criminal justice system must be linked to drug 

treatment, stipulating that "[elffoctive correctional treatment includes accurate initial assessment 

of rehabilitative needs, appropriate progrnmming within the correctional walls, 3nd, most 

importantly, extensive transitional supervision and support as the offender is gradually 

reintegrated inlO the community."" The 1997 and 1998 Stmlegies reiterate lhis theme, pointing 
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to the success ofbreak~the~cycle eITorts in identifying chronic drug users in the crimina~ justice 

. syst~m.3t In addition. these more recent Strategies provided reliable estimates of the scope of 

substance abuse within correctional facilities and emphasized the need to implement drug 


treatment and education for prisoners. The 1998 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 lest and treat drug addicts arrested for conunitting crimes."J9, 

However, there is some skepticism on the part ofthe public as to the value of providing treatment 

for incarcerated populations. A recent study published in the Journal ofthe American Medical 

Association highlights the fact that there is a wide divergence between the scientific community 

and the public on the issue of addiction." Specifically, the public feels that more law 
I 

enfortement is needed to address the drug problem, while groups such as Physician Leadership 

on National Drug Policy are voicing the need for more treatment Thus, there is a need to 

cO!Mnce the public that addiction can be treated effectively, oed that treating addicts in the 

criminal justice system is a cost-effective way to break the link between drugs and crime. 

Policy inilUuhes. 
Purs,\""tto the Violent Crime Control aed Law Enforoemenl Act of 1994 (42 V.S.C. 3796 ff, as 

I 
amended), Federal funds are authorized to support both treatment and sanctions of drug-using 

and violent offend ..... The Residential Substance Abuse Treatment (RSAT) of the State' 

Prisoners Formula Grant Program, created pursuant 10 Subtitle V ofthis Act, provides funding 
, 

for the development ofprograms in Stale and local correctional facilities. States are encouraged 

, 
to adopt comprehensive approaches to substance abuse treatment for offenders within , 

correctional facilities. Authorized funding for FY 1999 is $72 million. 
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, 
Approximately three~quarters of the States and the District of Columbia have some statutory 

provision govmning the involuntary civil commitment ofdrug..dependent persons. Among 

States that have no specific provision, most have the authority to involuntarily commit drug-

dependent pemo~s under general mental illness commitment laws:1! Guidelines were published 

by the World Health Organization (WHO) in 1987 to assist members in establishing legislation 

regarding treatment ofalcohol- and drug-dependent persons. WHO distinguishes five types of 

treatment diversion related to the criminal justice system: a) prior to, or instead of arrest; b) after 

arrest and while in police custody; c) during trial and in lieu of criminal conviction; d) duri:ng 

trial~ but pending completion of proceedings; and e) after conviction. Treatment in prison is 

. distinguished separntely from diversion cases. 

As of January l, 1997, all 52 Stale correctional agencies conducted drug testing ofinmates. 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 usc. The average cost of 

testing an inmute for drugs (average ofcosts reported by 40 agencies) was $6.65. In 1996, the 

average percentage of positive drug tests for incarcerated individuals across agencies was 9.3 

percent:'1 

'I 

Recently ONDCP initiated a study of drug treatment in correctional facilities to detennine . 

availability of treatment services for incarcerated i~ividuals. Coordinated by ONDCP with the 

support of SAMHSA. various agencies within DOJ. and some State correctional agencies, the 

study has thus fl>r yielded promising results, The study had a large sample size (8,242 

correctional facilities were identified as the wUverse ofcorrectional facilities; and the study 
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j 
contacted 7,141 of these) as well as a high response rate (of7,741 facilities contacted, 95 percent, 
(7.211) responded to the survey). It found that 38 percent (2,705) of those that responded 

I . . 
reported having drug treatment facilities on site, and most (2,357) could provide outcome data. 

The study found that 33.6 percent ofjuvenile facilities provided treatment; 32.4 percent ofjails, . 

, 
provided treatment; 55.9 percent of Stale prisons provided treatment; and 94.7 percent of Federal, . 

,· 
prisOns provided treatment. With these results, we can develop a baseline and track progress on 

,, 
treatment availability in correctional facilities. . .,

I . 

As dk.cribed above, the Federal government has pursued several programmatic initiatives related 

to substance abuse treatment through the correctional system in recent years. Major programs
j • , 

ate described below: , 

Breakinll the Cycl. (BTC) 4U1fDltstra/lon progrtl1lf 

Breaking the Cycle (BTC) is • comprehensive effort to sever the connections between illegal , 
I 

drug' use and crime. Initiated in Birmingham, Alabama in June of 1997 by ONDCP and the 

Dep.irtment ofJustice, Ibis program explores the viability ofcommunity-supervised,, 
rehabilitation instead ofinc=tion for drug-dependent offenders. Offenders are screened and , 

I , 
teste~ for drugs when they are fusI..,...ted. Treatment and sanctions regimes are fashioned by 
. , 


1""01' ,officials for those offenders with drug abuse problems. Interventions are coordinated from 


the first day of detention throughout the individual's cont""t with the criminal justice system. 


During the first six months, 4,602 offimders were screened and 784 became ""tive participants. 
, 
I 
,I 

· 
The · National Institute of Justice (Nl1) is evaluating the BTC program to determine how this ,, . 

continuum afintervention and monitoring.lfeets long-term drug use sod crime. While the BTC, 
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program is currently still officially a demonstration project, based upon the promising results 

achieved thus far, the Department of lustice is seeking to expand the program to other local 

jurisdictions. These communities will be offered assistance in planning and implementing new 

BTC programs, The BTC program represents an aggressive public policy effon to reach the 

addict. By accessing the individual at the point of arrest, it reaches out to those that are on the 

perimeter of the criminal justice system, 

DrugCoum 

In the late 1980s, some State and local jurisdictions began to create Drug Courts with the goal of 

providing treatment as an alternative to incarceration, While courts had tnditionally referred 

some offendern "out" for treatment as a condition of probation, Drug Courts placed treatment 

oversight responsibility with the judge, who could then hold the client 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 domg, 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 Drug Courts, the judge SetV<:> as a central figure, rewarding progress and penalizing non· 

compliance. Clear choices are presented and offenders are encouraged to talce control of their 

own recovery. A work pion i. developed describing roles, responsibilities. and'graduated 

requi",mentS, Clear and cenain lUles are defined with m...rile perfonnance standards. 

Communication bet\Veen the court and treatment providers is on~goin& and progress reviews are 

conducted frequently," Upon successful 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, 

~ . 

As of March 199&, more than 300 jurisdictions have implemented a Drug Court, and another 161 

jurisdictions are now in the planning stages. These jurisdictions cover the 48 contiguous states , 
as well as the District of Columbia, Puerto Rico, Guam, and the Virgin Islands. Since 1989, over 

S12~ million has been made available for the planning, implementation, enhancement, and 

. evaluation of Drug Courts. Federal funds totaling S80 milJion have been offered to communities 

(primarily through grants administered by the Departments of Justice and Health and Human 

Services). and State and leeal governments have provided $45 million." PursW1!lt to the Violent 

Crinie Control and Law Bnforoement Act of 1994, the Drug Courts Grants Program is authorized 

to run through the year 2000. 

Data on existing Drug Courts are currently being collected and reported Currently, individual 

courts 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 other areas suggest very positive results. For 

example, in the Los Angeles Municipal Courts, 413 nonviolent drug offenders convicted of 
, 

felonies were admitted between May 1994 and June 1996. One year later. statistics showed that , • 

almost half of the original group had graduated or was still in the program. On average, over 70 

percent of Drug Court participants graduate successfully or continue to participate in the 

. 
program. Among Drug Court graduates, criminal recidivism ranges from 2 to 20 percent, and 

more than 9S percent of this r~idivism is made up of misdemeanors. In addition, Dru8 Courts 
I . 

have been cost~effeetive: one comprehensive evaluation states that "[s]avings in jail bed days 

17 



alone have been estimated to be at least $5000 per defendant - which does not factor in the 

value ofthe added capability '.' to incarcerate the more serious offenders which many 

jurisdictions are also deriving from these programs:"'8 

Pr~idential Directive on Coerced Abstinence in the Criminal Justice System 

.On January 12, 1995, the Presiden, issued a directive to the Attorney General on coerced 

abstinence in the criminal justice system. The President requested the Attorney General to draft 

and submit to Congress legislation that would grant states flexibility in their prison construction 

and residential substance abuse treatment funds to provide the full range of drug testing, 

treatment, and sanctions for offenders under criminal justice supervision. One goal of the 

program is to allow Federal judges to detennine appropriate release conditions for defendants, 

On March 24, 1998, the Attorney General submitted to Congress legislation 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 ofoutreach to .t-risk populations (i.e., those that 

become involved with the criminal justice system). Indeed, by targeting not only those who have 

been sentenced to serve time in prisons, jalts, or on paroJe. but also arrestees who mayor may 

not later be inCUlC<t1lted, we believe we are "pushing public poticy" as far as it can go in this 

area. 

HoIdln, criminal justice treamren't effot1S aCCOlI.nllJbie 

The 1998 National Drug Control Strategy presents 5 Goals and 32 Objectives, forming a 

comprehensive and balanced plan ofaction to address the problems of dfug abuse and its 
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consequences. There are three qbjectives W'ider Goal 2 that relate specifically to treatment in 
, 

crim~nal justice settings. Goal 2 reads as follows: "Increase the safety of America's citizens by 

substantially reducing drug-rel.ted crime and violence," Related Objectives are listed below, 

'" 	 Objective 4: Develop, refine. and i~plement 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. 

• 	 Objective 5: Break the cycle ofdrug abuse and crime 
• 	 Objective 6: Support and highlight research, including the development of scientific 

information and data. to inform law enforcement. prosecutiont incarceration. and 
·treatment ofoffenders involved with ilJegal drugs. 

This year, ONDCP also released Perfonnana!! Measures ofEjJtlCtiven",s: A System for 
, 

Assessing the Performance ofthe National Drug Control Strategy, whieh lays out performance 

tal'gets and measures thaI are linked to Strategy Goals and Objective •. The nucleus of the PME 

system consists of 12 Impact Targets - key performance targets that define desired end stateS 

for the Strategy's 5 Goal. - and 82 performance targets that reflect progress toward the 

I 	 ' 
Strategy's 32 supporting Objectives. The primary impact targets of the PME are to: (I) reduce 

the availability of illicit drugs in the United States (25% by 2002; 50% by 2007); (2) reduce the 
, 

demand for illegal drugs in the United States (25% by 2002; 50% by 2007); and (3) reduce the 

health and social consequences associ.ted with drug use (10% by 2002; 25% by 2007). 

The performance targets that are most relevant for the expansion ofcriminal justice treatment are 
, 

related 10 Goal 2, Obj<:<:tives 4, 5, and 6 as listed above, Achieving these performance targets 

wilLnol only have an impact within the criminal justice system, it will contribute to reducing the 
, , 

oveiall social costs of illicit drug use (the majority of which are crime-rel.ted), Moreover, 

progress toward these performance taI'gets will h~ve collateral effects on other elements of the 

I 	 .
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 ofdrug use. The PME system will allow us to track progress of national 

~g control efforts, and more importantly. allow us to identify and correct impediments to 

reaching our priorities, 

The National Drug Control Budget 

The President's National Drug Control Budget for FY 1999 includes funding for several 

initiatives related to treatment and the criminal justice system. Specifically, the Break the Cycle 

program will receive $6 million to expWld the demonstration beyond Binningham, Alabama. 

The funds will be used to fund the operation ofthree adult BTCs for one year (Le., Binningham 

WId two other sites TBD, for $2 million). fund the startup WId evaluation of two juvenile BTC 

prog,.".s ($3 million); and evaluate BTC- related research ($1 million). In addition, the Drug 

Intervention program will be funded al $85 million 10 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 $)0 million to provide grants 

to localities to develop Drug Courts, as well as $4.7 million to implement the President's drug 

testing program. 

Others initiatives include $72 million for the State Prison Residential 'Substance Abuse 

Treatment (RSA T) program. These funds will provide grants to States to implement treatment' 

programs within correctional facilities. Also, in FY 1999, an additional $26 million will be 

allocated to support treatment fur incarcerated individuals in Federal prisons. Two new 

demonstration programs will be initiated in IT 1999: the first is a $5 million demonstration 
. 

program to combat juvenile drug use, and the second is • 56 million drug-fhee prison zone 

demonstration program. Finally, ONDCP will conduct a field test of oPerating standards for 
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prison-based Therapeutic Communities. developed by Therapeu~ic Communities of America 

(TCA) and the 0hio Department of Alcohol and Drug Addiction. 

Conclusions 

Publ~c policy efforts to support and expand substance abuse treatment within the criminal justice 

system have grown in recent ,years. The confluence ofvarious 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, 

there are still important issues for tlIe drug control community to resolve., 

I 

At a recent ONDCP conference on treatmenl in the criminal justice syslem, a group of experts 

was convened 10 share researoh findings and develop ideas to advance the state of knowledge in 

this area. [t was agreed tbatthe research community must develop principles that are widely 

accepted and understood regarding treatment protocols. R_hers Staled that quality control 
, 
, 

("fidelity of treatment") and staff training guidelines were critical elements of success in prison-

bas~ treatment programs. Researchers noted that continuity of offender treatment is important 
, 

and should include: outreach (il1StilUtion staff reach out 10 the community treatment providers), 

reach-in (community provid"",begin treatment before release); third-party (e.g., TASC-type 

programs. when a third party assumes responsibilities for coordinating between community 

treatment and institutionallreatroen! providem) or a combination of these options," The group
: 
i 

also'pointed to the need for public acceptance of the efficacy and value of coerced troatment in 

order 10 expand its value as a public policy 1001. 

Other emerging issues are: managed care in the criminal justice system, which threatens to 
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shorten the length oftime 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 faith-based treatment; treatment for special populations; and agreement on the other 

goals 0 f substance abuse treatment in the criminal justice system~ such as Improving health, job 

skills, and psychological well-being, In November, ONDCP will sponsor its second conference 

on this topic to explore these and other issues. 

A final caveat:. while we support treatment in the criminal justice system, it is ,important that 

treatment is available to all those who seek it on a voluntary basis. It should not be the case that 

treatment is only available through the criminal justice sys~em. Therefore w~ must continue to 

expand resources for publicly-funded treatment both in and out of correctional fac.lities. 
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