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FFY2018-2019 Block Grant Application
I. INTRODUCTION

This is an application for SAMHSA's Community N
Substance Abuse Prevention and Treatment BBrekt (SABG) as authorized by sections 13920
of Title XIX, Part B, Subpart | of the Public Health Service Act (42 UFE3€300%300x9) and
sections 19211935 of Title XIX, Part B, Subpart Il of the Public Health SernAa (42U.S.C.8 300x
21-35), respectively, and sections 194956 of Title XIX, Part B, Subpart Il of the Public Health
Service Act (42J.S.C.88 300:561-66). This block gantapplication includesfour major parts
introduction;submission o&pplication and plan timeframdsehavioral health assessment and ;plan
and report requirement§ hesesections includéiscussios and planningroundthefollowing policy
topics: health caresystem parityandintegration health disparitiesnnovationsn purchasing
decisionsevidencebased practices for early interventi@ng., serious mental illness (SMlperson
centered planning arsklf-direction program integritytribes primarysubstance use disorder
preventionstatutory criteria for MHBG; substance use disordeatimentguality improvement
trauma criminal and juvenile justicanedicatiorassisted treatmerttrisis servicesrecovery
community living and Olmsteadhildren and adolescesttehavioral health servicesuicide
prevention support of state partners; staghavioral health plannivedvisorycouncit andpublic
comment

A. Background

The SubstanceAbuse andentalHealthServicesAdministration (SAMHSA)versees two majdriock
grant: the Subsaénce Abuse Prevention and Treament Block Grant(SABG) and the Commurty
Mental Hedth Sewvices Block Grant(MHBG). Theseblock grans givestates' maximum flexibility to
address theuniquebehavioral healthneeds of their populktions The MHBG and SABGIiffer in a
numker of their pradices (e.g., targeted populationsnd sttutory autharities (e.g., method of
calculating maintenance oéffort (MOE), stakeholder input requirementsfor planning, set-asides for
specific popuktions orprograms, etc.).® Asaresult, information onthe sevices and cli ents supported
by block granfundshasvaried by block gantand by state.

SAMHSA believes it is vital t@ollect report and analyze data at tsateand federal levels tensue
the retion’s kehavioral hedth system is groviding the highest qualityand mostcost effective treatment
and other servicesStateblock gantexpenditureshouldbe based on thebest possiblesvidence and

'The term "state” means each of the several states, the |
The term “territories of the United States” means each o
Commawealth of the Northern Marianas Islands, Federated States of Micronesia, Guam, Republic of the Marshall Islands
and the Republic of Palau.

2 The term “behavioral hedth” in this document refers toa state of mental/emotional bei ng and/or choices and adions that affed wellness
Behavioral hedth problems include substance abuse or misuse acohol and drug addiction, seious sychologicd distress suicide, and
mental and substance use disorders. This includes arange of problems from untedthy stressto diagnoséble and tregable disease like
Serious Mental llinessg(SMIs)and substance use disorders (SUDs) which ae often chronic in nature but that people can and do recover
from. Thetermis also usel to descibe the savice systems encompassng the promotion of emotional hedth; the prevention of mental and
substance use disorders; substance useand related problems;treaments and sevices for mental and substance use disorders; and recovery
support.

In addition to statutory authority, SABG is detailed by comprehensive regulatipr/www.samhsa.gov/grants/bleck
grants/lawsegulations
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program quality and outcomseblould be carefully trackedJltimately, such data willdad to
improvementsas sience and circumstnces change.

Better alignment of the MHBG and SABG applications will Hagk gantrecipients improve data
collection and coordination between progranmsfiscal year EFY) 2011, AMHSA redesigned theFFY
20122013 MHBG and SABG applicaions to letter align with the current federal/state environments
andrelated policy initiatives, includingthe Mental Hedth Party and Addiction Equity Act (MHPAEA),
andtheTribal Law and Order Act (TLOA). The new design dfered sites the oppatunity to complete a
combined application for mental and subsance usedisordef (M/SUD) sewvices, submit iennial
versusan annwel plan®,® and provideinformation regarding their efforts torespond tovarious federal

and stte initiatives. The new design also reflects the increasing trend among tstatgsgrate their
mentalhealth,substanceise disordeprevention SUD treatmentand recoveryadministration

Almosttwo-thirds of the states tookadvantage of this steanlined applicaion duringFFY 2016-2017
application procesand submited combired plansfor M/SUD services. Nearlyall the states provided
spedfic information requested by SAMHSA regarding strategies torespond to avariety of aress
including primary care and behavioral health integration, recovery suppat services, and parity
implementation

TheFFY 2018-2019 Block GrantApplicaion furthers SAMHSA’s efforts to have states useand report
theopportunities dfered under variousfedera initiatives. The FFY 2018-2019 Block GrantApplication
allowsstates to submit a application for bothMHBG and SABG funds ancequiresa biennial plan for
the MHBG while allowing a biennial plan for the SABGhis application also reflects tihealthcare
sy s t estnmohgsemphasis on coordinated and integratedatang withthe need to imve services
for personsvith mental and substance use disorders

1. Leading Change2.0 SAMHSAGO6s Six Strategic Initiatives

SAMHSA hasupdaedand streamliadits strategic plan to align with the evolving needs of the

behavioral health fieldndividuals and families with behavioral health conditicars] thechanging

fiscal environmentIssued in laté-FY 2014,Leading Change 2.0: Advancing the Behavioral Health of

the Nation 201% 2018 reflece SAMHSA’ s pr ogr ammat i ¢ pimcludngtha i es
new HHS strategic plan

BehavioralHealth is an essential part of health see\gystems and effective communitide strategies

that improve health status and lower costs for families, businesses, and goverfitnentgh practice
improvement in the delivery and financing of prevention, treatment, and recovery support services,
SAMHSAandi t s partners can advance behav.iloordarto heal t
continue to support this goal, SAMHSA emphasi&e updated set of Strategic Initiatiy&) to focus

its work on improving lives and capitalizing on emeggopportunities

“The term “subst anmssubstancselmteddandsaddictivedisdrdenas described in the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition, Arlington, VA, American Psychiatric Association.

® State Plan for Comprehensive Community Mental Hedth Services for Certain Individuals (Sec 1912 of Title X1X, Part B, Subpart | of the
Public Health Service (PHS) Act (42 USC§ 300x-2)

® State Plan (Sec 1932(b) of Title XX, Part B, Subpart Il of the Public Hedth Service (PHS) Act (42 USC§ 300x- 32(b))

2
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These include:

1. Prevention of Substance Abuse and Mental llinésszuses on substance mispsevention,
SMI, andsevere emotional disturban(@ED) by maximizing opportunities to create
environments where individuals, families, communities, and systems are motivated and
empowered to manage their overall emotional, behavioral, and physical heakiSlincludesa
focus on several populations ofjhirisk, including college students and transHige youth,
especially those at risk of first episodésmental illness or substance mse; American
Indian/Alaska Natives; ethnic minorities experiencing health and behavioral health disparities;
military families; and lesbian, gay, bisexual, transgeateérquestioningLGBTQ) individuals.

2. Health Care and Health Systems Integratidfocuses on integratian healthcareincluding
systems of particular importance for persons with behavioral health needs such as community
health promotionhealth care deliveryspecialty preventigrireatment and recovergnd
community living needsIntegration effortseekto increase access tpmopriate higkguality
prevention, treatment, recovery and wellness services and supports; reduce disparities between tr
availability of services fopersons withmental illness (includin@MI/SED) and substance use
disorders compared with the availatyilof services for other medical conditions; and support
coordinated care and services across systems

3. Trauma and JusticeFocuses on trauma and justice by integrating a tranfoemed approach
throughout health, behavioral health, human services,edaiigd systems to reduce the harmful
effects of trauma and violence on individuals, famjlaesd communities Activities under this Sl
include integrating trauma informed approaches across service sectors; assisting communities in
the preparation foresponse to, and recovery from traumatic events that include disasters; and
understanding the effects of community traurii&is Sl also spport the useof innovative
strategies to reduce the involvement of individuals with trauma and behavioral haathiis the
criminal and juvenile justice systenmeluding diversion practices; strategic links with
community based providers and correctional health; and effective reentry

4. Recovery SupportPromotegartnering with people in recovery from mental aotistance use
disorders and their family members to guide the behavioral health symtepromote
individual, programand systenrlevel approaches that foster health and resilience (including
helping individuals with behavioral health needs be well, gasgmptoms, and achieve and
maintain abstinence); increase housing to support recovery; reduce barriers to employment,
education, and other life goals; and secure necessary social supports in their chosen community

5. Health Information TechnologyEnsures that the behavioral health systancluding states,

"For purposes of block grant planning and reporting, SAMHSA has clarified the definitions of SEManhich were first, identified in

the 1993 Federal Registidrem (May 10, 1993; 58 FR 29428425. States may have additional elements that are included in their specific
definitions, but the following provides a common baseline definition. ChiMif#nSED refers to persons from birth to age 18 and adults

with SMI refers to persons age 18 and overwp currentlymeesor at any time during the past year has met criteria for a mental disorder
—including within developmental and cultural contexiss specified within a recognized diagnostic classification system (e.g., most recent
editions of DSM, ICD, etc.), and (2)hw displays functional impairment, as determined by a standardized measure, which impedes progress
towards recovery and substantially interferes wit hrelatianshipsiani t s t
community actiities.
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community providers, patientgeers, and prevention specialistally participates with the

general healthcare delivery system in the adoption of health information technology (Health IT)
This includesinteroperable electronic health reco(@$1R) and the use of other electronic

training, assessment, treatment, monitoring, and recovery support tools, to ensapealitgh
integrated health care, appropriate specialty can@roved patient/consumer engagement, and
effective prevention and wellnestrategies.

6. Workforce DevelopmentSupportsactive strategies to strengthen and explagldavioral health
workforce Through technical assistance, trainiagd focused programs, the initiative will
promote an integrated, aligned, competent workfdraeenhances the availability sibstance
misuseprevention M/SUD treatmentand recovery servicgstrengthens the capabilities of
behavioral health professiona#nd promotes the infrastructure of health systems to deliver
competent, organized beharabhealth servicesThis initiative will continually monitor and
assess the needs of peers, communities, and health professionals in meeting behavioral health
needs in America’s transformed health promot

B. Impact on State Authorities and Systems

SAMHSA seeks toenaure that StateMentalHealthAuthorities (SMHAS) and Sngle State Agencies
(SSAs)are prepared to address the porities discussedhroughout this documenBy addressinghese
environmental fadors, SMHAs and SSAswill enhancether ability to decreae the pevalence and
impactmental and subsénce usedisarders and/orimprovethe hedth of individuals with mental illness
and addictions, improve how they experience care and reduce costs The FFY 20182019 Block Grant
applicaion incorporates several key assumptions:

Staes are strategicin their efforts topurchaseservices.

Thecontinued advancement efidenced-based approadies coupled with the focus on quality and
outcomes of careequire sttes torethink what services they purchaseas well as howthoseservices are
purchased. Value-based purchasing contraeterapidly replacingpoth grantbased and fetor-service
as a means of procuring preventitmeatmentand recovery support servicealthough aacess to
Medicad and pivate insurance has increasedertaingaps incoverage remain for spedfic popuktions
and wices’, SMHAs and SSAs reeal to continueto identify which popuktionsand serviceare
covered by various coverage optionsavail able throughthe MarketplacesMedicaidand other payers
Seoondy, within thedifferent insurance packages, sttes have to consider the extent towhich spedfic
mental orsubstance use disord®i/SUD) services will remain uncovered. To identify gapsin the
continuum ofservices, SMHAs and SRAswill neal to determinewhat spedfic M/SUD services they
shouldcover in addition to orabovewhat is coveral by insurers and other payers. Stateswill continue
to expandheir efforts to icentify individuals in their systemsthatmay qualify, butare not currently
enrolledintheChi | dr en’ s He a(CHIF), Médicasl,land &edicaee prégranas n
Accordingly, states may want to lookat outreat oppatunities to enroll thosequalified for these
programs,as well as Qualified HealthPlans (QHPs)offered through Health Insurance Marketplaces or
other commercial insurance plans

8 Census Bureau American Community Survey statistigs//www.census.gov/newsroom/prasteases/2016/cb1859.html

4
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The block gantauthorizing legislatiomndimplementingregulations prohibit the provision of financial
assistance to any entity other than a public or nonprofit entity and require that the fugatsegl only
for authorized activitie$S In response to the issue raised in several states of the impact of high
deductiblen access to serviccSSAMHSA hasreleasd guidance to the states on these issues
SAMHSA Guidanceon theuseof block grant fundingor co-pays, deductibles, and premiugan be
foundat http://www.samhsa.gov/sites/default/files/grants/quideneédlock-grantfundsfor-cost
sharingassstancefor-private-healthinsurance.pdf Statesthatchoose to dehis will need tadevelop
specific policies and procedures fsuring compliance with th guidance

Statedeverage theiblock gant funding and strive to diverfsifunding sources

When developing strategies for purchasing services, SMHAs and S3\s shouldidentify other state and
federd sources availableto puchase sewvices. States should assist providarghedevelopment of
better financial strategies that will alow providersto beless dpendent on SMHA and SSAfunding
only. Fundingavail able fromthe Centes for Medicare& Medicaid ServicesGMS), such as CHIP,
Medicad, andMedicaremayplay an important role in the statésfinancial strategy There are also
national demonstation projeds and programse.g., Hedth Homes, Clinical Practice Transformation,
Innovation Accelerator PrograrState Innovatin Models,Comprehensive Community Behavioral
Health Centersand FinanciaRlignment Initiative for MedicaréMedicaid Enrolleesthat support
efforts to provide behavioral health servicésaddition, behavioral health services supported through
theHealth Resources and Services AdministrattdR$A) mustbe consicerad as stetes develop these
strategies. For exampleHRSA has snificantly expanded access to fedth and behavioral health
sewvices through its Hedth Center Program. HRSA has also made avail able fundingand other
oppatunities to ircreaseand enhance the quality of the behavioral hedth workforce (e.g., Nationd
Hedth Service Corps, training grants, etc.). Both TRICARE and theDepartment of Veteran sAffairs
(VA) have enhanced theiehavioral health servicesas wdl. This means thet SMHAs and SSAs (as
well as publichedth autharities responsiblefor prevention) will need to engage and collaborate with
thesepartners at thefederal, stateand communty levels. Persons eligible for such services shcagd
assisted in accessing these services as appropriate.

Staes thinkmorebroadlyabout their impact ospecialpopulationsthat they have historically served
throughfederal block gants and otler funding

In addition to populations currently targetied the block grantsytherpopuktions rave evolving neals
that maybeaddressed. These popuktions ircludemilitary families, youthwho need subsaénce use
disarder services, individuals who experience trauma, increased numiers of individuals diverted or
released from corredional fadliti es, diverse racial and ethnic minority groups, American Indians and
Alaska Nativesand LGBT individuals.

The context of sewvice delivery has also spnificantly changed. Services should be divered in amanner
that promotes recvery andresiliency. Individuals who have lived experiences with M/SUD are playing
an increasingly important role in thedeliv ery of recovery-oriented systemsof care Services should éke
into acauntculturally specific services br racial and ethnic minorities. Services shouldalsoaddress
theunique reals oftribal popuktionsand therole of tribal governments in pbanningand delivering
SelviCes.

® http://www.samhsa.gov/grants/blogkants/lawsregulations
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The use of technologies may supdumetteraccess to services, especially those more likely to be
comfortable with these new technologigsdvances in chnolagy have changed sgnificantly since
SAMHSA’ s i 199 pethnotgy is plaging agrowing rolein how individwals lean about,
recave, and experience their hedth care sewvices. Interactive Communcation Tednologies (ICT) are
being usedmore frequently to deliver various tealth care and remvery suppat services by providers and
to report health information and outomes by individuals.

Statescontinue todesign and develop collaborative plansfor hedth information systems. Healthcare
payers will seek to promote electronic health record€EHR)and interoperable healthinformation
techrology (HIT) systems that allow for the effective exchange and useof healthdata.

The Health Information Technology for Economic and Clinical Health (HITECH) Act place strong
emphasis on the widespread adoption and implementation of EHR technalagprdingly, all

SAMHSA grantees that provideervices to individuals are encouraged to demonstrate ongoing clinical
use of a certified EHR syster certified EHR is an electronic health record system that has been
tested and certified by an approved Officeh@fNational Coordinator (ONC) certifiyg body.

Providers oM/SUD services should adopt HIT and systems that meet the standards and certifications
required for interoperable health information technology as issued by the Office of the National
Coordinator for Health Information Technology (OX. In addition to meeting common standards

and certification, these systems should support the privacy and security of patient information across all
HIT technologies.Such systems should be use@dbdect information on prwider characteristics, dient
enoliment,demographics, and treatment. Currentlaws will requre these systemsto complywith

nationa standards such as natial provider nunbers, Internatimal Classficaton of Diseases(ICD-10),
Systenmetized Nomenclature of Medicine-Clinical Terms(SNOMED-CT), normndlized ramesfor dinical

drugs (RxNorm), Logical Observation Idertifiers Namesand CodegLOINC), and CurentProcedual
Terminology (CPT)/Hedthcae ProcedureCodingSystem (HCPCS) codes. Theinformaion techmology
systemswill also have to be intergperable with providers across the continuum of care, as well as health
information exchange@IE), health information organizations (HIOajydpayers(eg., Medicaid,

Medicare, andprivate irsurarce plars, etc). SAMHSA believesit is important for publicbehavioral

health purchaersto cantinue to cdlabarate anddiscuss system intergperability, electonic health

recads, federalinformaion technology requrements, andother related matters. Additional information

can be found dtttps://www.samhsa.gov/healtfiformationtechnolog SAMHSA) and
https://www.healthit.goW(ONC).

Staks continue tdform strategic partnershipsto provideindividualswith accessto effective and
efficientservice systens.

SAMHSA seeks toenhance the abilities ofSMHAs and SR\sto befull partners in impkementing and
enforcingMHPAEA and delivery of health system reforim their states. In many respeds, successul
implementation is dependent on keadershipand collaboration amongmultiple stakeholders. The
relationshipsamongthe SMHASs, SR\s, and thestate Medicad diredors, insurance commissiorRrrs,
prevention agencies, child-serving agencies educaion autharities justice autharities, publichedth
authaities, and HIT autharities are integral to the effective and efficient delivery of serviceBhese
collaborations will be particularly important in thearea of Medicaid, data and information management

6
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and techndogy, professioral licenang and credentialing, consuner protedion, and workforce
development.

On October 18, 2016, the Office of the Assistant Secretary for Health (OASH) released it$ndpart,
Health 3.0: A Call to Action to Create a®2Century Public Health InfrastructurePublic Health 3.0
(PH3) is a significant upgrade in public hegitlactice to a modern version that emphasizes cross
sectorial environmental, poliend systemdevel actions that directly affect the social determinants of
health. SAMHSA and OASH are encouraging all public health authorities to adopt Public Health
Accreditation Board (PHAB) criteria. Further, public health department accreditation $fgould
enhanced and supportambest foster Public Health 3.0 principles, as we strive to ensure that every
person in the United States is served by nationally accdeloi#alth departments

Stateauthorities focustheir system goalsn recovery.

Peoplecan and doremver from mental and substance use disorgard frvices and suppos must
fostr individual and family cgpaaty for self-direced recmvery. Rewvery benefits both thendividual
with abehavioral hedth conditionandthe communty, leadingto ahedthier and nore productive
popuktion. SAMHSA is committed to assistingstates, poviders, and peoplavith M/SUD, families,
and otlers in pomotingrewvery.

Stateauthorities continue tomonitor thecoverage of behavioral health services offered byQHPsand
Medicaid to ensurethat indvidualswith behavioral health conditions hae adequatecoverageand
access to srvices,

Somestates have contracted wittanaged care organizations (MCO) or Administrative Services
OrganizationgASO)to oversee and provide behavioral health servi€ste legislatures, stte-based
Marketplace entities, and state insurance commissio®rs havedevelopedpolicies and regulations rel ated
to ElectronicHandbooks SMHAs and SSAs should benvolved in theseefforts toensue that M/SUD
services are appropriately included in gans,and that M/SUD providers are included in networks.

Staks continueto make primary substage use disordeprevention a priority.

To respond to therimary prevention st-asiderequirement of the SABG, sttes should ke in mind
that thebadkboneof a prevention system isan infrastructure with theability to colled and analyze
epidemiological data on subsince use and its assaiated consequences. The system mustalso beable to
usethis datato identify areas of greaest need, and to identify, implement, and evaluate evidence-based
programs, padices, and policies thet have the ability to reduce subsance useand impove hedth and
well-being in all communites.

Stateauthorities are strategic in levaaging scarce resou ces to fund pevention srvices.

States need to meke the mostefficient useof funds forsulstance use disordeprevention and be
prepared toreport on theoutcomes oftheseefforts. This means thet state-funded prevention providers
will neal to beable to colled data and report this ifformation to the sdte. With limited resouces, sttes
shouldalso look for oppatunities to bverage different streams offundngto credae a coordinated data-
driven subsane use disordeprevention system. Specificdly, SAMHSA recommends that states align
the 20 percent set-asidefor primary prevention ofthe SABG with other federd, state, and locd funding
thatwill aid thestate in developingand meintaining a comprehensivesubséine use disordeprevention

sysem,as wel | as coll aborate with and assure that

7
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health prevention activities.

Stateauthorities monitor theMarketplace to ensurethat indvidualswith behavioral health conditions
are awareof their eligibility, ableto enroll, and ableto remainenrolled.

State legislatures, stte-basedViarketplace atities, and stte insurance commissiorers havedeveloped
policies and regulationsrelated to thecoordination between theMarketplace, Medicaid, and CHIP. This
includes therole that communty-based arganizationswill play in providing outreach and enroliment
assisance SMHAs and SA\s should be involed in theseefforts toensue that outread and enroliment
assisance is availableto help individuals with M/SUD who maynot have or who malpse their
coverage Historicdly, individuals who have themost dificulty navigating the pullic hedth insurance
eligibili ty detemmination and enroliment processhave dispropartionately high rates of behavioral health
conditions

Stateauthorities useeMdence of improved performance and outconb@support tleir funding and
purchasing edsions.

SMHAs and SAs arewell positionedo uncerstand and usethe evidence regarding various kehavioral
hedth services as criti cal input for making purchasing dedsionsand influencing coverage offered in
their state through commerdal insurers and Medicaid. Inaddition, sttes may also beable to usethis
information to educae policymakers and tojustify their budget requests orother strategic planning
efforts. States may also want to consider undertaking a similar processwithin their state to review local
programsand pradices that expand treatment technologies atmwpromising outcomes.

Stateauthorities ensurethat they comport with changes in quality eporting.

The National Behavioral Health Quality FramewoMBHQF) providesa mechanism for states to
examine, prioritize, and report on approaches to prevention, treaandnmecovery processtsough
theblock gant as well adiscretionary and formula grantees. In addition to this tool, AMHSA has

been working with states and state representative organizatitimilentify and implement a core set of
measures, which intude approved quality measuitesassess outcomes and quality in programming
This effort has saught to bothguide and align the neasurement requirements of other major service
purchasers, sich as Medicad and Medicare, and thusfadlit ate efficiencies in gate reporting of
behavioral hedth quality measuresto federal entities. It is anticipated that once implemented, sttes will
developan implementatiorplan— both generd to all states and uniqueto their particular state —
regarding the spedfics and redliti es of how these neasures are being collected and reported, as well as
how this effort is being coordinated with required reporting adiviti es from Medicad, Medicare, and
other publicpayers. S A M H SsAdllaboration with CMS on thHerogramfor Certified Community
Behavioral Health Clinic§223) project® thatrepresents a significant stride toward ernteal inclusion
of quality measures in SAMHSA programmitigat isexpectedo continue and grow for the future data
collection efforts.

Stakes authorites monitor implementation status and activitiesderthefederal parity law to ensure
thatindividualswith behavioral health conditions arereceving themandated coverage and access.

10 http://www.samhsa.gov/sectie??3
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Plansand issers subga to MHPAEA™ that offer M/SUD coverageas part of the overdl hedlth benefits
padkages mustcompy with therequirementsregarding coverage of M/SUD benefits in relation to
medicd/surgicd benefits. Parity requires that #plans that offer M/SUD beneéitlo so at the same
level of benefit as for physical conditignsdoes not require a plan to offer M/SUD beneft/SUD
services are among thenteategories of service elements that serve as components of the essential
health benefits package that aféered. Whether it is federd- or state-level parity, continued efforts for
educaion are instrumental inncreaing awarenessof the benefits of mental health and addiction
services and open thedoorto appropriate services, especially for potentia firsttime users. Somestates
have taken geps toenforce parity, and are building on lessonséamed. This adive involvement to
increaseawarenesshelps toensure that consuners receive quality behavioral health prevention,
treatmentand recovergervices within their state and are aware of what protedionsand resourcesxist
in their state shouldtheir claim bedeniedinappropriately by insurance companies.

Stateauthorities are key players in behavioral healthntegration activities.

Strongpartnerships @ween SMHAs and S\s and their counterparts in redth, publichedth, and
Medicaid are esential for successul coordinated care initiatives. While the State Medicaid Authority
(SMA) is dften thelead on avariety of care coordination initiatives, SMHAs and S\ s are essential
partners in cesigning, implementing, monitaing, and evaluating theseefforts. SMHAsand SRsarein
thebest position to fer their Medicad partners information regarding the mosteffective care
coordination modkls, conred current providers that have effective models, and assistwith training or
retraining staff to provide care coordination acrosspreventiontreatmentand recovenrgactivities

SMHAs and SAs can aso assistthe Medicaid agenay messaging the impatance of thevarious
coordinated care initi atives and thesystem changes that may be needed for successwith their integration
efforts. Thecollaborationswill be criticd among behavioralheath entities and comprehensiveprimary

care provider organizations, seh as matemal and child hedth clinics, communty hedth centers, Ryan
White HIV/AIDS CARE Act providers, and rural hedth organizations SMHAs and SS\s can assist

SMAs with identifying principles, safeguards,and enhancements thet will ensure that this integration
suppats key recovery principles and activiti es sich as personcentered planning and slf-diredion.
Specialty emeagency and rehabilitative caservicesand systems addressing chronic health conditions
such agliabetes or heart disease, lelegn or postacute cargand hospital emergencliepartmentare

will see numerous behaviorakalth issues among the persearved SMHAs and SSAs should be
collaborating to educatepnsult,and serve patientpractitionersand families seen in these systems
The full integrationof community prevention activities is equally importa@tther public healthssues
areimpacted bybehavioral healtissues and vice vers&tates should assure that the behavioral health
system is actively engaged in these public health efforts.

In addition, sttes play akey role in developing strategies for reducing smoking amongindividuals with
abehavioral hedth condition States shouldstronglyconsider implementingstrategies for reducing
smoking, including movingtowards tolacco-free behavioral healtfadliti es and gounds and <reening,
referring, and/ortreating tobacmo use.

Populationchanges in manystates have created adenographicimperative to focus on mproving

1 http://ww.samhsa.gov/heatfinancing/implementatiomentathealthparity-addictionequity-act
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M/SUD preventiontreatmentand recoveryor diverse populations witlthegoal of reducing
disparities.

States are increasingly recognizing the value in addressinghedth dispariti es, redi zing that failure to take
adion results incontinued excesscostsand pendingand lost lives. States have developed pans to
address tlesedisparities through incentives in hedth insurance plans, taining initiatives and
requirementsfor language access, trgeted quality improvement and costcontainment plans, costand
impad estimates for the most vulrerable populations,and radking mechanisms toevaluate progress in
improving health equity*?. Few of theseplans, havever, have focused spedficdly on behaviora hedth.
SSAsand SMHAS red to ketter tradk access, grvice use, and outomes for thesesubpopudtions to
develop targeted oureacdh, engagement, enrollment, and intervention stategies toreduce such
dispaiities.

Stateauthorities areencouraged to implemaent, track, andmonitor recovery-oriented, quality behavioral
health srvices.

Thefour dimensions ofrecovery:

1. Health: overcoming or managing ore 9disease(s) or symptomsd for example,
abgaining from useof alcohol, illicit drugs, andnon-prescribed medications if onehasan
addiction problem d and for everyonein recovery making informed and healthy choices
that suppart physical and emotional wellb eing.

A Promotetreatmenthedth and recovery-suppat services for individuals with mental
and/orsubsénce use disaders.

A Promotehedth, wellness, and resiliency.

A Promoterecvery-oriented service systems.

A Engageindividuals in recovery and their families in sif-directed care,shared
decision-making and personcentered planning.
A Promoteself-care dternatives to taditional care where appropriate

2. Home: a gable and sdeplaceto live.

A Ensuethat suppated independent housig and recovery housig are avail able for
individuals with mental and/orsubsénce usedisarders.

A Improve access to nainstream benefits, housingessistnce programs, and suppative
sewvices for peoplewith mental and/orsubsénce usedisarders.

A Build leadership, pomotecollaborations, and swpport theuseof evidence-based
practices related to permmanent suppotive housingand reavery housirg.

A Increaseknowledge of the behavioral hedth field about housingnd honelessress
among people with mental and/or substance usedisarders.

3. Purpose: meaningful daily activities, sich as ajob, <hool, volunteerism, family
car etaking, or creative endeavors, andthe independence, income, and resouces to

12 http://www.samhsa.gov/behaviotakalthequity
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participatein society.

A Increasegainful employment and educational oppatunities for individuals with orin
recovery from mental and/orsubsénce usedisarders.

A Increasethe propartion of individuals with mental and/orsubsénce use disaders who
are gainfully employed and/or participating in self-directed elucaiona endeavors.

A Develop employer strategies toaddress rational employment and education
disparities among people with identified behaviora health problems.

A Implement evidence-based pradices related to employment and education for
individuals with mental and/orsubsénce use disorders.

4. Community: relationships andsccial networks that provide suppart, friendship, love,
and hope.

A Promotepea suppat and thesacial inclusion ofindividuals with orin recvery from
mental and/or subsénce usedisarders in thecommunty.

A Increasethe number and quality of consumer/peer recovery suppat spedalists
and consuner-operaed/pea runrecovery suppaot service provider organizations.

A Promotethesacial inclusion ofpeoplewith mental and/orsubsénce use disoders.

Theseelements- health, hane purpog, andcommunity - are central to recovery from nmental
and substnce usedisarders. Treatment and formal and informal recovery support services are
critical to attain and maintain recovery.

Stateauthorities ensurethat their states have a s/stem of care approach tochildren and adoéscent s 6
M/SUD services.

Thesuccess ofthe systems ofcare approach has shown that interagency coordination centered on
sewving the uniqueneeds ofchildren, youthand familiess criticd. Fadlit ating and susgining this
approach at thelocd level requires a pardl € effort at thestate level. As sttes adopt asystem of care
approach, they shouldaddress séte policies thet can suppat locd efforts, identifying financing
mechanisms,and enabling a family and youth input topolicy at thestate level. In addition to
identifying theresouces reeded for swvices, sates will neeal to develop arealistic planningprocessfor
enabling systems ofcare in their states that includes thenecessary staff time and administative
resources.

C.Bl ock Gr antPurposesgr ams 0

SAMHSA s MHBG and SABGprovide states with theflexibility to design and implement activiti es and
services toaddress thecomplex needs of individuals, families, and communities impaded by subsénce
usedisorders and for adults with SMI and children with SEDhe purpose®f theblock gantprograms
support these service needs arelconsisent with SAMHSA s visionfor a high-quality, self-direded,
and stisfying life.

In order to assure that the block grant progcamtinues tasupport the needed and necessary services,
SAMHSA has indicated that the block grants be used:

1. Tofund piority treament and suppat services for individuals without insurance or for whom
11
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coverage is terminated for shat periods of time;

2. To fundthosepriority treament and suppat services not covered by CHIP, Medicad,
Medicare, or private insuance for low-income individuals and that demonstate successin
improving outomes and/or suppating recovery;,

3. For SABG funds,to fund primary prevention: universal, seledive, and indicaed prevention
adivities and services for persons not identified as needing SUD treatment; and

4. To collect performance and outcome data to determine the orgft@atjveness of
promotion/SUD prevention, treatment and recovery supports and to plan the implementation of
new services

Il. SUBMISSION OF APPLICATION AND PLAN TIMEFRAMES
Statutory Deadlines

While the statutory deallines and block gantaward periodsremain unchanged, SAMHSA encourages
states to turn in their application as early as possible to allow for a full discussion and review by
SAMHSA. Applications for the MHB@redue no later than September 1, 20T he applicatioafor
SABG aredue no latethan October 1, 201 Single applicatios for MHBG andSABG aredue no later
than September 1, 201 MHBG and SABG Reports are due December 1, 20d'addition, for the
SABG, theAnnual §narReportis due no later than Decemlgdr, 2017

TheFFY 2018-2019 MHBG and SABG application(s) include(s) atwo-yearBehavioral Hedlth Systems
Assssnent and Phn (Plan) as well as projeded expenditure tables, cettificationsand assuances. The
Plan will cover atwo-yearperiod aligning with states FY budget cycle for SFY 2018/19 States will
have the option, but will not be required tamend their Planswhen they submit treir FFY 2019
application.

States should submit #ir respective MHBG an8ABG applicatiorfs) for FFYs 2018 and 20D based
on theguidance provided in thisdocument. The Plan provides aconsisent framework for SMHAs and
SSAs toassss thestrengthsand reeds ofther systemsand to pbn for system improvement, which is
consisent with thestrategic planning framework currently used by SAMHSA for variousgrants The
uniquestatutory and regulatoryequirements ofthe spedfic block gant are describedn the State Plan
sedion.

TheFFY 2018-2019 Plan seeks tocolled information from sttes regarding their adiviti es inresponsdo

federal laws initiatives, changes in dnology, and advances inresearch and krowledge. TheFFY 2018-

2019 Plan haes sedions thet are required and other sectionswhere additional information is requested but
notrequired. The requested information is necessary for a full understanding of the state system of care
design and development and provides a benefit to both the states and SANKSA will be no

penalty assessed to states that provide only that inforntaatis required.

Required Sections and Tables
TheFFY 2018-2019 application requires states to submit a face sletable of contents behavioral
health assessment and plaxpenditureperformance, and utilization reparisexecutive summaryand

funding agreements, assurances, and certifications. In addition, SAMHSA is requesting information on
key focus areas that are critical to implementatiopro¥isions relatedo improving the quality of life

12
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for individuals with behavioral health diglers. States are strongly encourageddspond teach
section so thadBAMHSA understarsithe totality ofstates efforts and how the block grant funding fits
Il nto the states’ overall goals and cowordechmieal nt s .
assistance to best assist staemchieve their goalsSedion Il .B, Planning Stepsequires sttes to
undertake a needs assessnent as part of their plan submission This sction identifies four key steps:(1)
assess the strengthscaneeds of the service systef@) identfy unmet sevice needs and critical gaps;
(3) prioritize state planning activities to include tiegjuired targepopuktions and other priority
populationge.g. youthwith subsaénce usedisarders); and(4) developgoak, objectives strategies, and
performance indicatorsSection Il .B, Plan Table 1Rriority Area and Annual Performance Indicajors
andPlan Table 2 (State Agency Planned ExpendijusedPlanTable6 (Non-Direct Services/System
Developmenfctivities Planned Expenditureajerequired for both MHBG and SABGFor the SABG,
PlanTable3 (SABG Rersons in need/receipt of treatmefiiable5a and/ofTable5b (SABG Primary
Prevention Planned Expendi&s) arealso required.

The applicationmequests irformation on séte efforts on cettain policy, program, and tedinology
advancements in physicabnd M/SUD preventiontreatmentand recovery This information will help
SAMHSA understand thewhole of the applicant state s efforts and identify how SAMHSA can assist
theapplicant sttein meding its goals. In addition, this iformation will id entify states thet are models
and assist otler states with areas ofcommonconcem.

Application Requirements and Award

For the Secretary of HHS, ading through the AssistantSecretary of Mental Health and Substance, Use
to make an award urder the programs involved, setes must submién applicaion(s) sufficient to meet
therequirements described in the authoridiegjslation andmplementing regulationsufficient for
SAMHSA t o mo n campliancetfforisregardiagtthe gbligation and expenditure of MHBG
and SABGfunds Thefundsawarded will be avail able for obligation and expenditure? to plan, carry

out, and evaluate adiviti es and rvices for children with SED and adultswith SMI; subsénce use
disorderprevention; youth and adultswith a SUD; adolescents and adultswith co-occurring disaders;
and thepromotion of recovery among personswith SED, SM1, or SUD.

14 15
A grant may beawarded only if as t a @p@icamn(s)include(s) a State Phn in theproper format
containing information including, but not limied to, detail ed provisionsfor complying with eat
fundingagreament for a grant under sedion 1911 ofTitle X1X, Part B, Subart | of the PHS Act (42
U.S.C 830x-1) or sedion 1921 ofTitle XIX, Part B, Subgtrt 11 of the PHS Act (42 U.S.C 8§ 30(x-
21)that is applicable to astate. The State Plan mustinclude a description of the manner in which the
state intends to oblgate the grant funds,and it must irlude areport™® in theproper format @ntaining
information thet the Secraary determines to benecessary for seauring arecord and description of the
purposes for which boththe MHBG and SABGwereexpended. States have theoption ofupdating

13 Title X I1X, Part B of the PHS Act, http://www.samhsa.gov/grants/blegkants/lawsregulations

14 setion 1912 of Title XIX, Part B, Subpart | of the PHS Act (42 U.S.C. 8300x-2), http://www.samhsa.gov/grants/blockants/laws
regulations

Sedion 1932(b) of Title X1X, Part B, Subpart 1l of the PHS Act (42 U.SC. §300x-32(b)), http://www.samhsa.gov/grants/block
grants/lawsregulations

™ Sedion 1942(a) of Title X1X, Part B, Subpart 11l of the PHS Act (42 U.S.C. 8300x-52(a)), http://www.samhsa.gov/grants/black
grants/lawsregulations
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their plans duing thetwo yea planning cycle.

States are encouraged to submit acombined MHBG and SABGapplicaion. If astate is submitting
separde MHBG and SABG plangt shouldclarfy which system is being described in this dion (e.g.,
mental hedth, subsénce misuse prevention, SUD treament, or recovery.

Il. BEHAVIORAL HEALTH ASSESSMENT AND PLAN

SAMHSA vaues theimportance of athoughtful planningprocess that includes theuseof avail able data
to identify the strengths, reads,and seivice gapsfor specific popuktions By identifying needsand
gaps, sétes can prioriti ze and establish tailored goals, objectives strategies, and performance indicators
In addition, theplanningprocess shoulgrovide irformation on howthe state will speaficdly spend
avail able block gantfundsconsisent with thestatutory and regulatory requirements, environment, and
priorities described in this da@ument and thepriorities identified in thestate s plan.

Quality and Data Collection Readiness

Heal th surveillance is critical to SAMWSUD' s abi
SAMHSA provides decision makers, researchers and the public with enhafaredhtion about the

extent of M/SU3, how systems of care are organized and financed, when and how to seek help, and
effective models of care, including the outcomes of treatment engagement and reSé\MdHSA also
provides Congress and the nation reports about the use of block grathen8AMHSA funding to

impact outcomes in critical areas, and is moving toward measures for all programs consistent with

S AMH S ABHOQF. The effort is part of the cgressionally mandated National Quality Strategy
(NQS) to assure health care fundgublic and private are used most effectively and efficiently to create
better health, better care, and better valliee overarching goalsf this effortare to ensure that services
are evidencéased and effectiver are appropriately tested as promising or emerging best prathtiegs
are person/famikgcentered; care is coordinated across systems; services piwatitey living; andthey

are safe, accessibkend affordable.

SAMHSA is currently working tdharmonizedata collection efforts across discretionary progrants
match relevant NBHQF and NQS measules are alreadgndorsed by the National Quality faon

(NQF) wherever possible. SAMHSA is also working to align these measures with other efforts within
HHS and relevant health and social programs and to reflect a mix of outcomes, gy @rebsostof
services. Finally, consistent withHS priorities these efforts will seek to understand the impact that
disparities have on outcomes.

The key to accomplishing tasks associated with data collection for the block grantS/ikibédH S A’ s
collaboration with the National Association of State Mental Health Program Dirésta&MHPD), the
National Association of State Alcohol Drug Abuse Direcitht8SADAD), and othestateand
communitypartners. SAMHSA recognizes the significant implicationargf modifications or changes

to data collection and reportirigr local service providerand state agencies. This collaboration has
resulted in a clarified description dfe nondirect services/system support expenditures from the block
grants. Similar discussions about reporting of direct services will be undertaken as we move forward.

Meaningful input of stakeholders in thedevelopment of theplan iscriticd. Evidence of theprocessand
input ofthe Planning Courtil required by sedion 1914Db) of the PHS Act (42 U.S.C 8 300x-4(b)) for
the MHBG must bencluded in theapplicaion thet addresses MHBG funds States are also encouraged
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to expand this Panning Courtil to include pevention and substnce usedisarder stakeholders and use
this mecdhanism toassist in the dvelopment of the state block grantplan for the SABG application.
States mustalso describe thestakeholder input processfor the development of both theSABG plan and
theMHBG plan, as mandated by section 1941 ofthe PHS Act (42 U.S.C8 30(x-51), which requires that
the state block grantplans be made avail able to thepublic in such amanner as to fadlit ate public
comment duing the development of the plan (including any revisions)and after the submission othe
plan to theSeaetary through SAMHSA. This description shouldalso showinvolvement of persons
who are sewvice redpientsand/orin recovery, families ofindividuals with M/SUD, providers of services
and suppats, representatives from radal and ethnic minorities, LGBTQ popuktions, ersonswith co-
existing disabilities, and other key stakeholders. Evidence of meaningful consuletion with federdly
reaognized tribes where tribal govemments orlandsare locaed within thebourdares ofthe state are
strongly encouragefibr both MHBG and SABG.

A. Framework for Planningd Mental Health and Substance & Prevention and Treatment

States should i@ntify and analyze the strengths, needs,and piorities ofthe state ’ behavioral health
system. Thestrengths, reeds,and priorities should @ke into acountspedfic popuktions thet are the
current focus oftheblock grantsthechanging health care environment, and SAMHSA s Stategic
Initiatives.

TheMHBG programis designedo providecomprehensiveommunitymentalhealthservicedo adults

with SMI or childrenwith SED. For purposes of block grant planning and reporting, SAMHSA has
clarified the definitions of SED and SMI. States may have additional elements that are included in their
specific definitions, but the following provides a common basel&imition. Children with SED refers

to persons from birth to age 18 and adults with SMinefo persons age 18 and over; Whiacurrently

meetor at any time during the past year has met criteria for a mental disaraduding within
developmentaand cultural contexts as specified within a recognized diagnostic classification system
(e.g., most reent editions of DSM, ICD, et¢.and (2)displayfunctional impairment, as detemed by

a standardized measutatimpedes progress towards recovangl substantially interferes with or

l' imts the person’s role or functioning in fami
activities.

Section 1912(b) of the Public Health Act (42 U$B00x2) establishes five criteria that must be
addresseth state mental health planStates must describe these in the planning stEjps criteria are
defined below

1 Criterion 1: Comprehensive CommunBgased Mental Health Service Systefvides for
the establishment and implementation of an orgargeetmunitybased system of care for
individuals with mental illness, including those with@ocurringM/SUD. States must have
available services and resources within a comprehensive system of care, provided with federal,
state, and other public and prigaesources, in order to enable such individuals to function
outside of inpatient or residential institutions to the maximum extent of their capabilities.

1 Ciriterion 2: Mental Health System Data Epidemiolo@yintains an estimate of the incidence
and prewalence in the state &Vl among adults anBEDamong children; and have
guantitative targets to be achieved in the implementation of the system of care described under
Criterion 1.

15


http://www.samhsa.gov/grants/block-grants/laws-regulations

OMB Approval # 0930-0168

T Criterion 3: (Phovidesifora systean ofSreegratédservices in order for
children to receive care for their multiple nee&ervices that should be integrated into a
comprehensive system of care include: social services; educational services, including services
provided under IDEA; juvenile justice services; substance abuse services; and health and
mental health services.

1 Ciriterion 4: Targeted Services to Rural and Homeless Populations and to Older Adults:
Provides outreach to and services for individuals who expeErieomelessness; community
based services to individuals in rural areas; and commbaggd services to older adults.

1 Criterion 5: Management Systen®&tates describe their financial resources, staffing, and
training for mental health services provideecessary for the plan; provides for training of
providers of emergency health services regarding SMI and SED; and how the state intends to
expend this grant for the fiscal years involved.

Statesmustsubmit a plan olow they will utilize the 10 percent saside funding to support appropriate
evidencebased programs for individuals wifarly Serious Mental lliness (ESMHjcluding psychosis

If a state chooses to submit a plan to utilize theasete for evidencbased services other than the
services/principles components of Coordinated Specialty Care (CSC) approach developed via the
Recovery After an Initial Schizophrenia Episq&AISE) initiative, SAMHSA will review the plan with
the state to assure that the@eagach proposed meets the understanding of an evideses approachn
consultation witiNational Institute of Mental HealttN(MH ), as needecgither the proposals will be
accepted or requests for modifications to the plan will beudised and negated with thestate This
initiative also includes a plan for program evaluation and data collection related to demonstrating
program effectivenessAdditional technical assistance and guidance on the expectations for evaluation,
data collection and reporting will followPlease note that the MHBG funds cannot be used for primary
prevention or preventive intervention for th@eisk ofSMI or SED

TheSABGprogram providesubstancese disordeprevention SUDtreatmenand recovergervices,
(andcertainrelatedactivities)to at-risk individualsor personsn needof SUDtreatment.See42U.S.C
88300%300x66.

Section 1921 of the PHS Act (42S.C.8 300x21) authorizes th8tatedo obligate and expend SABG
funds to plan, carry out and evaluate activities services designed to prevent amtsubstance use
disorders.Section 1932(b) of the PHS A@t2 U.S.C. § 300:82(b)) established the criterion that must
be addressed in the State Plan.

1 Criterion 1 Statewide Plan for Substaridee DisordePrevenion, Treatment and Recovery
Services for Individuals, Families and Communi(@2 U.S.C. § 30021 and 45 CFR § 96.122)

1 Criterion 2 Primary Prevention (42 U.S.€.300x22(a) and 45 CFR 96.125) The authorizing
legislation and implementing regulatiestablished a 20 percent-astde for primary prevention
programs, defined as programs for individuals who do not require treatment for substance use
disorders.

1 Ciriterion 3: Pregnant Women and Women with Dependent Children (42 (8S@x22(b);
16
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42 U.S.C8300x27; 45 CFR8 96.124(¢ (e); and45 CFR8 96.131). The authorizing legislation
and implementing regulation established a 5 percerassaé¢ that was applicable to thEY

1993 and~FY 1992 SABG Notices of Award. F&FY 1994 and subsequnefiscal yearsStates

have been required to comply with a performance requirement th&taitesare required to

obligate and expend funds for SUD treatment services designed for such women in an amount
equal to the amount expended-iRY 1994.

Criterion 4: Persons Who Inject Drugs (42 U.S8300x23 and 45 CFR 96.126). The

authorizing legislation and implementing regulation established two performance requirements
related to persons who inject drugs: (1) Any programs that receive SAB&tiuserve persons

who inject drugs must comply with the requirement to admit an individual requestingsadm

to treatment within 14 days and not later than 120 days; and (2) outreach to encourage persons
who inject drugs to seekUD treatment Additinally, subject to the annual appropriation
processStategnay authorize such programs to obligate and expend SABG funelefioentof

a syringe services prograf@8SPp ur suant to guidance developed
HIV/AIDS an Infectious Diseasedkcy (OHIDP) .

Criterion 5: Tuberculosis Services (42 U.S&300x24(a) and 45 CFR 96.127). The
authorizing legislation and implementing regulation require any programs that receive SABG
funds to, directly or through arrangements with other public angprafit entities, routinely

make available tuberculosis services to each indiviskeaiving SUD treatment services.

Criterion 6: Early Intervention ServicdRegarding thédluman Immunodeficiency Virugi
U.S.C.8300%x24(b) and 45 CFR 96.128). The authorizing legislation and implementing
regulation require designat&datedo se-asidefive percent of the SABG to establish 1 or more
projects to provid&EISHIV at the site(s) at which individuals are receiving SUD treatment
services

Criterion 7: Group Homes For PersomsRecovery fronSubstance Use Disorders (42 U.S8C
300%25 and 45 CFR 96.129) The authorizing legislation and implementing regulation provide
states with the flexibility to establish and maintain a revolving loan fund for the purpose of
making loans, not to exceed $4,000, to a group of not moresithendividuals to establish a
recovery residence.

Criterion 8: Referrals to Treatment (42 U.S&300%28(a) and 45 CFR § 96.1@8 and
Coordination of Ancillary Services (42 UG § 300x28(c) and 45 CFR § 96.139. The
authorizing legislation and impigenting regulation requirgtateso promote the use of
standardized screening and assessment instruments and placement criteria to improve patient
retention and treatment outcomes.

Criterion 9: Independent Peer Review (42 U.S8B00x58(9 (1) (A) and 45 CFR8 96136).
The authorizing legislation and implementing regulation require states to assess the quality,
appropriatenessind efficacy of M/SUD treatment services.

Criterion 10: Professional Developme(®2 U.S.C .8 300x28(b) and 45 CFR 96.132(b) The
authorizing legislation and implementing regulation requires any programs that receive SABG
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fundstoensur e that prevention, treatment and re
substance use disorder system have an opportunitydivedcaining on an ongoing basis

concerning recent trends in substance use in the state, improved methods and-bagkhce
practices for providing substance use disorder prevention and treatment services, performance
based accountability, data collectiand reporting requirements, and any other matters that

would serve to further improves the delivery of substance use disorder prevention and treatment
services within the state.

At aminimum, te plan shouldaddress thefollowing populationsas appropriate for eat block grant

(* Popuktions that are marked with an asterisk are required to beincluded in the state reeds
assessnent for the MHBG or SABG. To the extent that theother listed popubtionsfall within any of the
statutorily covered popuétions, sates must isludethem in the pan)

1. (MHBG) Compehensive communty-based mental healtlservices for adults with SMI and
children with SED:

Children with SED and their families*

Adultswith SMI*

Older Adultswith SMI*

Individuals with SMI or SED irthe rural and homeless populations, as appli¢able

Individuals who haven Early Serious Mental lliness (ESMI).0 percenMHBG set aside)

E E E E

2. (SABG) Sewices for personswith SMI/SED or persons with oat risk of having subsénce
usedisorder

Personswhoinject drugs*

Adolescentswith subséince useand/ormental hedth problems

Children and youthwho are at risk for mental, emotional, and behavioral disarders, including,
but not limited to, addiction, conduct disader, and depression

Women who are pregnant and have a subsénce use and/ormental disorder*

Parentswith subsaéince useand/or mental disorders who have dependent children*

Milit ary persomel (active, guard, reserve, and veteran) and their families

American Indians/AlaskaNatives

E R E E

3. (SABG) Sewicesfor personswith or at risk of contrading communcable diseases:
1 Individuals with tuberculosis* and other communtcéble diseases
1 Personsat risk for HIV/AIDS who may be unaware of the infection stednd persons living
with HIV/AIDS who arein need of mental hedth or subsénce useeaty intervention,
treament, orprevention services*’

YFor the purpose of determining the states and | uionl9Xb)@rof ons w
Title XIX, Part B, Subpart Il of the Public Health Service Act (42 U.S.C.&3(b)(2)) andsectiot5 CFR § 96.128(b) of the Substance

Abuse Prevention and Treatment Block Grant; Intdtinal Rule (45 CFR 96.12037),). SAMHSA relies on the HIV Surveillance Report
produced byhe CDC National Center for HIV/AIDS, Hepatitis, ST@nd TB PreventionThe HIV Surveillance Report, Volume2will

beusedto determine the states and jurisdictions that will be required-tsadt 5 perent of their respective FY 2016 SABG allotments to
establishoneor more projects to provide early intervention services for HIV at the sites at which individuals are receiving SUD treatment
services.In FY 2012, SAMHSA developed and disseminated a palignge applicable to the EIS/HIV which provided any state that was a
“designated state” in any of the 3 years prior t otodblipgteapdke ar f or
expend SABG funds for EIS/HIV even though #iate does not meet the AIDS case rate threshold for the fiscal year invoherefore,

any state whosAIDS case rate is below 10 or more such cases per 100,000 and meets the criteria described in the 2012 policy guidance
would be allowed to obligatend expend FY 2016 SABG funds for EIS/HIV if they chose to do so.
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1 TheNationa HIV/AIDS Strategy (NHAS) for the United Sttes and NHAS
Implementation Pbn 2

1 Prevention of HIV amongpersons who inject drugsubsance useis assaiated with a
greder likelihood ofaaquiring HIV infection. HIV screening and oher comprehensive
HIV prevention vicesshould becoupled with SUD treatment programs

4. Sewicesforindividuals in need of primary subsance use disordeprevention *

5. In addition to the targeted/required popuktions and/or services required in statute, states are
encouraged to consicer the following popuktions, and/or ®wvices:

Individuals with mental and/orsubsénce usedisarders who are homeless orinvolved in the

criminal or juvenile justice systems

Individuals with mental and/orsubsénce usedisarders who livein rural areas

Underserved rada and ethnic minority and LGBT popuktions

Personswith disabiliti es

Communty popuktionsfor environmental prevention adiviti es, including policy changing

adiviti es, and kehavior change activiti es tochangecommunty, school, family, and busiress

norms through laws, polcy and guidelines and enforcement.

1 Communty settings for universal, seledive andindicaed prevention interventions,
including hard-to-reach communities and “late” adopiers of pevention stategies

= =4 -4 -4 =

In addition, sttes shouldconsider linking their Olmstead planningwork in the block grantapplication,
identifying trend data omdividuals who are neeallesdy institutionalized orat risk of
institutioralization. Thereis aneal generdly for data that will help thestate address housingnd
related isstes in their planningefforts. To theextent that such datais avail able in astate’ s Olmstead
Plan, it should baused for block grantplanningpurposes.

B. Planning Steps
For each of the popuktionsand commonatress, sttes shouldollow the planningsteps outlired below:

Sep 1: Assess thestrengths andorganizational capacityf theservice systemto addess thespedfic
populations.

Providean overwview of thestate S M/SUD prevention, early identificaion, treament, and recovery
suppat systems, including thefive criteria that must be addressed in state mental health plans.
Describe how the public M/SUD system is currently organized at thestate and locd levels,
differentiating between child and adult systems  This description should ilude a discussion ofthe
roles ofthe SMHA, theSSA, and other state agencies with respect to thedelivery of M/SUD services.
States shouldelso include a description of regional, courty, tribal, and locd entities thet provide
behaviora hedth services orcontributeresouces thet assist in povidingthe services.
Thedescription shouldalso include how thesesystemsaddress theneads ofdiverseraaal, ethnic, and
sexua gender minorities, as well as Americalmdian/Alaskan Native populations in the states

18 hitp://www.whitehouse.gov/sites/default/files/uploads/NHAS. pdf
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Sep 2: Identify theunmé service needs andcriti cal gaps within theurrent system

This sep should iegntifyt he unmet service needs abhethaviorali t i c al
healthsystemaswell asthe data souces usd toidentify the needsand gaps oftherequiredpopuktions

relevant to eadh block grantwithin thestate s behavioral health system Espeaally for thase required
popuktions described in this da@ument and otler popuktionsidentified by the state as apriority. This

step should also address how the state panmseettheunmet service needs and gaps.

Adatadr i ven process must suppdhstouldihcladedathaad e’ s pri o
information thet are avail able through thestate’ s uniquedata system (ncluding communty-level data), as
well as SAMHSA s dita setsincluding, but not limitd to, theNationa Survey on Drug Use and Hedth
(NSDUH), the Treament EpisodeData Set (TEDS), theNational Fadliti es Suveys onDrug Abuseand
Mental Hedth Services, the annuabtate and Nationdehavioral HealttiBarometersand theUniform
Reporting System (URS). Thosestates thet have a Stae Epidemiological an@utcomes Workgroup
(SEOW) should escribe its compositionand contribution to theprocessfor primary prevention and
treament planning. States shouldalso continueto usethe prevalence formulas for adultswith SMI and
children with SED, aswell as the pevalence estimates, epidemiologica analyses, and pofiles toestablish
mental health treament, subsénce usedisorderprevention and SUD treatment goals at the state level. In
addition, sttes should obdéin and includein their data souces information from other state agencies thet
provide or purchaseM/SUD services. Thiswill allow states to have a more comprehensiveapproacd to
identifying the numter of individuals thet are receiving services and thetypes ofservices they are
receiving.

SAMHSA s Behaviora Hedth Barometer is intended to provide a srapshot of the state of behavioral
hedth in America Thisreport presents a set of substnce useand mental hedth indicaors measured
through two of SAMHSA s popuétions- and treament facili ty-based survey data colledion eff orts, the
NSDUH and theNational Survey of Subsénce AbuseTreament Services (N-SSATS) andother
relevant data set<olleded and reported annually, theseindicaors uniquely position AMHSA to

offer bothan overview reflecting the behavioral hedth of the nation at agiven point intime, aswell as

a mechanismfor tradking changeand trends oer time. It is hoped that the National and State specific
Behavioral Hedth Barometers will assiststatesn developing and implementing their block grant
programs.

SAMHSA will provide ead stte with its stte-spedfic datafor severalindicaors from theBehavioral
Hedth Barometers. States can usethis tocompare their datato national data and to focus their efforts
and resouces on theareas where they needto improve. In addition to instate data, SAMHSA has
identified several other data sets that are avail able to setes through variousfederd agencies: CMS, the
Agency for Hedthcare Research and Quality (AHRQ), and ohers.

Through the Healthy People Initiative'® HHS hes identified abroad st of indicators and goals to rack
and impove thenation’s health. By usingtheindicators included in Hedthy People, sttes can focus
their efforts on piority issuwes, suppa consisency in measuement, and usendicators that are being

19 http://www.hedthypeople.qov/2020/default. agpx
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tracked at anational level, enabling better comparability. States fould consicer thisresoucein their
planning.

Sep 3: Prioritize stateplanning ativities

Usingtheinformation in Step 2, states should i@ntify spedfic priorities thet will be included in the
MHBG and SABG. The priorities must irtludethe core federd goals and aims ofthe MHBG and
SABG programs: target populations(thosethat are required in legislation and regulation for each block
grand) and other priority populaionsdescribedin this da@ument. States should list theriorities for the
plan in Pln Table 1 and indicate thepriority type(i.e., substance use disordeprevention (SAP),
subsance usedisordertreament (SAT), or menta hedth sewvices (MHS).

Sep 4: Develop goals, objectives performancendicators,and strategies

For each of the priorities identified in Step 3, gates should i@ntify the relevant goals, measureable
objectivesandat least ongerformance indicator for eacijectivefor the next two years.

For each objective, thestate should describe the specific strategy that will be used to achievethe
objective. Thesestrategies may include developing and implementing various service-spedfic changes
to address theneeds ofspeafic popuktions, subsince abuseprevention adiviti es, and system
improvements that will address theobjective Strategiesto consider and address include

A Stategies that are targeted for children and youthwith SED or subsénce use disoders. States
should e a system of care approach that has been well establishedor children with SED and co-
ocaurring subsance usedisarders. This approad should beused stte wide, coordinating care with
other state agencies (e.g., hools,child welfare, juvenile justice, primary care, etc.) to deliver
evidence-based treatmentsand sipports through afamily-driven, youth-guided, culturally
competent, individuali zed treament plan. For adolescentswith subsénce use diseders and FED,
this approad should beused in conjurction with evidence-based interventionsfor substnce use or
dependence

A Strategies targeted for adults with SM1/SUDs thet will identify and intervene early, connect
with, or provide the best possible treatment, @esign and implement recvery-oriented
Selvices.

A Stategies that will promoteintegration and inclusion into thecommunty: This includes housing
models that integrate individuals into thecommunty instead of long-term care facilities onursing
homes and otler settings thet fail to promoteindependence and inclusion This aso can include
strategies to pomotecompetitive and evidenceebased supported employmeémtthe community,
rather than segregated programs.

A Stategies on tow technology, espedally interactive communication technologi@€T) will be used
to engage individuals and their families into teatment and recovery suypports. Almost 40 @rcent of
uninsued individuals are under the age of 30 and usetedhnology as asubsantial, if not gimary,
modeof communcdion.
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A Stategies that result in ceveloping remvery sugport sewvices, e.g., permanent housingand
suppative employment or educétion for personswith mental and subsénce usedisarders. This
includes howlocd autharities will be engaged to increase the avail ability of housirg,
employment, and educational oppatunities, and howthe state will develop 1vices thet will
wrap around heseindividuals to obtin and maintain safe and affordable housing, employment,
and/oreducation.

A Stategies that will enable thestateto dacument the diversity of its service popuktion and
providers and to sgafy the development of an array of culture-spedfic interventionsand
providers to impove access,engagement, quality, and outomes of services for diverseethnic and
racial minorities and LGBT popuktions. Stateswill be encouraged torefer to the 10OM reports,
Race, Bhnicity, and Languag®ata: Standardizatioror Health CareQuality Improvement®® and
The Health of Lesbian, Gay, Bisexual, and Transgender PeBpileting a Foundation for Better
Understanding' in developing this stategy.

A Stategies that will build the state and provider capadty to provide evidence-based, trauma-spedfic
interventions in thecontext of atraumarinformed deliv ery system. Reagnizing traumaas acritical
fador in the development of mental and subsdnce usedisarders, states should build pvider
competence in using effective traumatreaments States shouldensue that thesetreamentsare
provided in systems that understand theimpad of traumaon their service popuétion and work to
eliminate organizationa pradices and policies thet may causenew or exacetbate existing trauma.
SAMHSA has #8&AMKES$ A'pe ddd Braumaapnd Guidance for a Trawinéormed
Approaci t o provide states with a framework for
system

A Srategies that increasethe useof personcentered planning, self-direction, and participant-directed
care This includes measures to help individuas or caregivers (when appropriate) identify and
aacessservices and suppds thet reinforce recvery or resilience. These strategies shouldalso
include how individuals or caregivers have access to suppus to fadlit ate participant diredion,
includingthe ability to manag a flexible budget to address recovery goals; ifleng, selecting hiring
and managing support workers and providers; and ability to purchase goods and services identified in the
recoveryor resilience planning process.

A Asspedfied in 45 CFR § 96.125b), states shal usea variety of evidence-based programs, polties
and pradices in their prevention efforts thet include:
A Information disemination;
A Educdion;
A Altematives thet decrease alcohol, tokacco, and aher drug use;
A Problem identificaion and referral;

29 | ngtitute of Medicine. (2009).Race, Ethnicity, and Language Data: Standardization for Healthcare quality |mprovemat.

Subcommittee on Standardization Coll edion of Race/Ethnicity Data for Hedthcare Quality | mprovement, Board on Hedthcare

Services Cheryl Ulmer, Bernacktte McFadden, and David R. Nerenz, Editors, Wasington, DC: The National Academies Pres

2L |OM (Institute of Medicine). 2011. The Health of Lesbian, Gay, Bisexaral, Transgender People: Building a Foundation
for Better Understanding. Washington, DC: The National Academies Press.
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A Communty based programming; and,

A Environmental strategies that establish orchange written and urwritten communty standards,
codes, and attitudes, thereby influencing incidence and prevalence of the abuseof alcohol,
tobacco, and other drugs ugd in thegeneral population

Prevention strategies should also be consisent with the IOM Report on Preventing Mental
Enotional and Behavioral Disorders, the Surgeon Generd’s Call to Adtion to Prevent and
Reduce Underage Drinking®?, the National Registry of Evidenced-based Programsand Fradices
(NREPP), and/or otler materials documenting their eff ectiveness Thesestrategies include:

A Stategies that target tobacm useprevention and tobacm-free fadliti esthat are suppated by
researty and encompass arange of adiviti es including policy initi atives and programs

A Stategies that engage schools,workplaces, and communities toestablish programsand policies
to improve knowledge about alcohol and other drug problems, cenoteeffective ways toaddress
the problems, and enhance resiliency.

A Stategies that implement evidence-based and cost-effedive models to grevent subsance
misusein young peoplein avarety of communty settings, e.g., families, shools,
workplaces, and faith-based institutions consisent with the current science

A Strategies that follow the Surgeon General’s Call to Action to Prevention and Reduce
Underage Drinkingdeveloped in coordination with the Interagency Coadinating Commitiee
on thePrevention of Underage Drinking (ICCRUD) which focus onpolicy and environmental
programmingto change the communty’s normsaround,and parental aaceptance of, uncerage
acohol ug; and

A Stategies that addressharder-to-reach radal/ethnic minority and LGBT communities thet
experience a cluster of risk fadors thet make them espedally vulnerable to substeince useand
related problems.

SABG primary prevention setside funds can only be used to fund strategies that prevent
substance useMHBG funds can only be used for prevention activities for adults with SMI and
children with SED.

A System improvement activities may be included as a strategy to address isstes identified in the
nealsassessnent. System improvement adiviti es should:

A Allow states to positiortheir providers to ircrease aacess, retention, adoption, oradaptation of
EHRs, orto develop strategies to ircreaseworkforce numkers. Thesesystem improvement
adiviti es should uséederd and stte resouces currently available and thosegoroposed for the
planningperiod to enhance the competency of the behavioral hedth workforce System
improvements thet seek to expand theworkforce should build uporexisting efforts toincrease

22 http:/Istore.samhsa.gov/product/Surgé@enerals-Call-to-Action-to-Preventand ReduceUnderageDrinking/SGC TAO7
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M/SUD skill development in a wide range of professions as wéticasase therole of peoplein
recovery from nmental and subsdnce usedisardersin theplanningand dHivery of sevices.

Suppat providers to mrticipate in networks thet may be established through managed care or
administative service organizations (including affordable care organization&COs)). This
may include assistince to develop thenecessary infrastructure (e.g., eledronic billing and
EHRs)and reporting requirements to @iticipate in thesenetworks.

Encouragethe useof peer speaalists orrecovery coades to povide reeded recovery
suppat sewvices, which are already delivered by voluntees and paid staff. Peesare
trained, sipervised, and regarded asstaff and operate out of acommunty-based or
recvery organization. A state s stategy shouldallow states to suppd pee and otrer
recovery suppeot services delivered under either model. Theinfrastructure, including paid
staff, to coordinate and encourage the useof voluntee- delivered orrun rvices should
also besuppated.

Increaselinks between primary, specialty, emergency and rehabilitatdaee and behavioral
hedth providers working with behavioral hedth provider organizationsfor expettise,
collaboration, and referral arrangements, ircluding thesuppat of practitionerefforts to €reen
patientsfor mental and subsdnce use disaders. Activiti es shouldalso focus on @veloping
mode contrad templates for redprocal healthand behaviora hedth integration and identifying
state policies that present barriers toreimbursement. Thiswould include efforts to impkement
dual eligible products, ACOs, and medicd homes.

Develop suppat systemsto provide communities with necessary needs assessnent information,
planning, technicad assidance, evaluation expettise, and otler resouces tofoser the
development of comprehensivecommunty plans to impove mental, emotioral, and kehavioral
health outcomes.

Fundauxili ary aids and 1vices toalow peoplewith disabiliti es to kenefit from theM/SUD
services and language assistince services for peoplewho experience communcaion barriers to
aqaess.

Develop benefit management strategies for high-cost ®1vices (e.g., youth out ofhomeservices
and adult residential services). SAMHSA believesthat states shoulddlign their care
management to guarantee that individuals get theright service at theright timein theright
amount Theseefforts shouldensure that dedsions naderegarding theseservices are clinically
sound

Planning Tables

States should dscribe spedfic performance indicators thet will be used to cetermineif the goals for
that priority area were achieved. For ead performance indicator, thestate must @scribe the data and
data soucethat has been used to cevelop thebaseline for FFY 2018 and howthe state proposes to
measure thechangein FFY 2019. States mustusethe emplate (Plan Table 1: Priority Areas by Goal,
Strategy, and Rerformance Indicators) kelow.
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Plan Table#1. Priority Areaand Annual Performance Indi cators

States shouldfollow the guidelines presented above in Framework for Planning — Mental Hedth and
Subsénce UseDisorde Prevention and Treament Planning Sepsto complete Plan Table 1. States are
to complete a separde table for each stte priority areato beincluded in theMHBG and SABG. Please
include te following information when entering into WeBGAS:

1. Priority area (based onan unnet service neal orcriticd gap). After this information is
completed for thefirst priority areg another table will appea soadditional priorities can be
added

2. Priority type. From thedrop-down menu, seled SAP i subsénce usedisorderprevention
SAT 1 subsénce usedisordertreatment, or MHS -- mental hedth service.

3. Targeted/required popuations Indicate the popuation(s) required in setutefor each block
grantas well as thosepopubtionsencouraged, as described in Il A Framework for
Planningd Mental Health and Substase AbusePrevention and Teatment. States must
include at least one priority for each required populatienom thedrop-down menu select:

a) SMI-Adultswith SMI,

b) SED-Children with an SED,

c) ESMI - Individualswith ESMI includingpsychosis

d) PWWDC-Pregnant women and women with dependent children,

e) PP—personsn need of primary substanase disordeprevention

f) PWID—Persons who inject drugdrmery known as intravenous drug users (IVDU

g) EIS/HIV —Personswith or at risk of HIV/AIDS who are receiving SUDtreatment
services

a) TB—Personswith orat risk of tuberculosisvho are receiving SUD teament services
and/or

b) Other- Spedfy (Refer to sedion Il A of the Assessnent and Phn).

4. Goal of thepriority area. Goal is a broadtatement of general intentio.herefore providea
general description of what the state hopes toaceomplish.

5. Objective Objectiveshould be &oncree, preciseand measureabktatement.

6. Stategies toattain theobjective. Indicae state program strategies ormeans toachievethe stated
objective

7. Annual Performance Indicators to measure success on ayearly basis Ead indicaor mustreflea
progress on aneasue that is impaded by theblock gant After indicatoris completed with the
information for thefirst indicator below, thetable will expand toenter additional indicators. For
each performanceindicator, pedfy thefollowing componerts:

a) Bas¢inemeasrremert from where the state assesprogress
b) First-yeartarget/outcome measirement(Progressto theend of SFY 2018);
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c) Secondyeartarget/outcome measurenent(Fina to theend of SFY2019);
d) Datasource;

e) Desaiptionof daa; and

f) Dataisses/caveds thataffectoutcome measues.

Plan Table1: Priority Area and Annual Perfor mancelndicators

Priority Area: | Firiority Type (SAP, SAT, MHS):

Population(s) (SMI, SECESMI, PWWDC,PP,PWID, EISHIV, TB, OTHER):

Goal of the priority area:

Objective:

Strategies to attain thabjective

N o9k »wF

Annual Performance Indicators measureachievement of the objective

Indicator #1:

a) Baselinemeasurement (Initial data colted prior to and duringfsy 2018):

b) Firstyear target/outcome measurem@ogress toheend of &Y 2018):

c) Secondyear target/outcome measment (Final taheend of &Y 2019):

d) Data source:

e) Description of data:

f) Data issues/caveats that affect outcome measures:

SAMHSA will work with states to monitor whether they aneding the goals, objectivesand
performance indicatorsestablished in their plans and to provide technical assistance as needed
SAMHSA staff will work closely with states duing the year to discuss pogress, icentify barriers, and
develop solutions taddress thesebarriers.

If astateis unableto achieve its goals and objectivess stted in itsapplicaion(s) approved by
SAMHSA, thestate will be asked tprovide a description of corredive actions to betaken. If further
stepsare not eken, SAMHSA may ask thestate for arevised plan, whichSAMHSA will assist in
developing, to achieve its goals and objectives States that do notchooseto apply for the MHBG or
SABG will have their fundsredireded to otter states as provided in sttute.?®

2 http://www.samhsa.gov/grants/blogkants/lawsregulations
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Plan Table 2: State Agency Planned Expenditures

OMB Approval # 0930-0168

Stategnustproject how the SMHA and/or tH&SAwill use available funds tprovide authorized servicésr the planning periotbr

state fiscal years 2018719.

Plan Table 2

Planning Period- From:

To:

State Agency Planned Expenditures

(Include ONLY funds expended by the executive branch agency administering the SABG and/or the MHBG*

State Identifier:

Source of Funds
ACTIVITY C. Medicaid D. Other Federal E. State F. Local funds G. Other
(Seeinstructions for using Row 1.) (Federal, State, Funds (e.g., ACF funds (excluding local
and local) (TANF), CDC, CMS Medicaid)
(Medicare) SAMHSA,
etc.)
1. Substance Abuse Prevention* and
Treatment
a. Pregnant Women and Women
with Dependent Children* $ $ $ $ $
b.  All Other $ $ $ $ $
2. Primary Prevention** $ $ $ $ $ $
a. Substance Abuse Primary
Prevention $ $ $ $ $
b. Mental Health Primary
prevention*** $ $ $ $ $
3. EvidenceBased Practices for Early $ $ $ $ $ $
Serious Mental lliness (10 percent of total
award MHBG) ****
4. Tuberculosis Services $ $ $ $ $
5. Early Intervention Servicesfor HIV $ $ $ $ $
6. State Hospital $ $ $ $ $
7. Other 24-Hour Care $ $ $ $ $
8. Ambulatory/Community Non-24 Hour $ $ $ $ $
Care
9. Administration (excluding program / $ $ $ $ $ $
provider level) MHBG and SABG
must be reported separately
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10. Subtotal (Rows 1, 2, , 45 and 9) $
11 Subtotal (Rows3, 6, 7, and 8) $
12. Total

* Prevention other than primary prevention

*The 20 percenstet aside funds in the SABG must be used for activities designed to pselistence misuse

***\While a state may use state or other funding for these services, the MHBGrwsdde directed towambults with SMI or children with SED.
**xx - Column 3B sbuldincludeEarly Serious Mental llinesprograms fundethrough MHBG set aside

Plan Table3: SABG Persons in need/receipt of SUD treatment
Instructions to complete Table 3

In order to complete column B of the table, please refer to the mosteedentt i on of SAMHSA’ s Nati onal Su
Health (NHSDUH) or other federal/state data that describes the populations of focus irerows 1

In order to complete column C of the table, please refer to the most recent Treatment Episode DazSyeafdprepared and
submitted to SAMHSA’s Behavior al Heal th Services I nformati on
Inc. (SMDI).

Please provide an explanation for any data cells for which the state does not have a data source

Plan Table 3 SABG Persons in need/receipt of SUD treatment

State Identifier: \
\ Aggregate numberestimatedin need Aggregate number in treatment

1. Pregnant Women

2. Women with Dependent Children

3. Individuals with a co-occurring M/SUD

4. Persons who inject drugs

5. Persons experiencing homelessness
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Plan Table4: SABG Planned Expenditures

Statesgnustproject how they will use SABG funds to provide authorized services as required by the SABG regubddioisablet
must be completed for tig-Y 2018 andFFY 2019 SABG awards.

Plan Table 4 SABG Planned Expenditures

State ldentifier:

Expenditure Category FFY 2018 SA Block Grant Award FFY 2019 SA Block Grant Award

1. Substance Abuse Prevention* and Treatment $ $
2. Primary Substance Abusdrevention $ $
3. Early Intervention Servicesfor HIV 24 $ $
4. Tuberculosis Services $ $
5. Administration (SSA level only) $ $
6. Total $ $

* Prevention other than Primary Prevention

** For the purpose of determining the states and jurisdictimia r e consi dered “designated st dtle&IX, Parta(BsSulthbartdl ofrthe Bubldt i n
Health Service Act (42 U.S. § 300x24(b)(2)) andsectiond5 CFR 86.128(b) of the Substance Abuse Prevention and Treatment Block Grant; FitealrRule (45 CFR 96.120
137), SAMHSA relies on the HIV Surveillance Report producedhsyCenters for Disease Control and Prevention (Da&tional Center for HIV/AIDSYiral Hepatitis, STD and

TB Prevention.Themost recenHIV Surveillance Reporwill be published on or before @aber 1 of the federal fiscal year for which a state is applying for a grasegdgo

determine the statesd jurisdictions thawill be required to seaside 5 percent of their respective SABG allotments to estabiistr more projects to provideaty intervention
servicedor regarding the human immunodeficiency virus (EIS/HIV)he sites at which individuals are receiving SUD treatment seniindsY 2012,SAMHSA developed and
disseminated a policy change applicable to the EIS/HIV whichprdvida ny st at e t hat was athréegeaspriay to the yead foravhich t stdte isiapplyiagn y
for SABG funds with the flexibility to obligate and expend SAB@da for EIS/HIV even thougthe stateastaté AIDS case rateloes not met theAIDS case rate threshold for the
fiscal year involvedor which a state is applying for SABG fundgherefore, any stateith anAIDS case rate below 10 or more such cases per 10tha0deets the criteria
describedn the 2012 policy guidance Mbe allowed to obligate and expend SABG funds for EIS/HIV if they chose to do so.
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Table 5a and 5b - Primary Prevention Planned Expenditures

States must spend no less than 20 peroktiteir SABG allotment osubstanceise disordeprimary prevention
strategies These strategies are directed at individuals not identified to be in need of treatment. To report
their primary prevention planned expendityrgates must complete either Tabéeor Tableédb or may choose
to complete bothIf Table5b is completed, the state must also complete Section-I@#ifacco on Tabl&a.

Table 5a SABG Primary Prevention Planned Expenditures

The st at preventiom progmm@ myst include, but is not limited to, the six primary prevention strate:
defined below On Table5a, states should list thétFY 2018 and FFY 2019 SABG planned expenditures for
each of the six primary prevention strategiEgpendiures within each of the six strategies should be directly
associated witthe cost otompleting the activity or taskior example, information dissemination should
include the cost of developing pamphlets, the time of participating staff or the cost of public service
announcements, etdf a state plans to use strategies not covered by these six categories, pleaseempor
under “Othsar” in Tabl e

In most caseshe total amounts should equlaéamouns reported on Plan Tablke Row 2, Primary Prevention
The one exception is if the state chooses to use a portion of the primary preverdasideséd fund Non [Pect
Services/System Development activities.

If the state chooses to report activities utilizing the IOM Model of Universal, Selectivindiodted complete
Form5b. If Form 5b is completed, the state must also complete Section-IB#ifacco on Forrba.

Table 5b SABG Primary Prevention Planned Expendituresby IOM Cateqgory

Information Dissemination— This strategy provides knowledge and increases awareness of the nature anc
extent of alcohol and other drug use, abuse, and addiction, as well as their effects on individuals, families
communities It also provides knowledge and increases awareness of available prevention and treatment
programs and service#t is characterized by oreay communication from the source to the audience, with
limited contact between the two.

Education - This strategy builds skills through structured learning proce<s3etical life and social skills
include decision making, peer rssince, coping with stress, problem solving, interpersonal communication,
systematic and judgmental abilitieShere is more interaction between facilitators and participants than in th
information strategy.

Alternatives - This strategy provides paripation in activities that exclude alcohol and other drutjse
purpose is to meet the needs filled by alcohol and other drugs with healthy activities and to discourage th
alcohol and drugs through these activities.

Problem Identification and Referral - This strategy aims at identification of those who have indulged in
illegal/ageinappropriate use of tobacco or alcohol and those individuals who have indulged in the first use
illicit drugs in order to assess if their behavior can be revehsedgh educatianlt should be noted, however,
that this strategy does not include any activity designed to determine if a person is in need of treatment.

Community-based Process This strategy provides ongoing networking activities and technical assdia

community groups or agenciek encompasses neighborhebdsed, grassroots empowerment models using
action planning and collaborative systems planning.
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Environmental - This strategy establishes or changes written and unwritten community stacddeds,and
attitudes; thereby, influencing alcohol and other drug use by the general population.

Other - The six primary prevention strategies have been designed to encompass nearly all of the prevent
activities However, in the unusual case an atyidoes not fit one of the six strategies, it may be classified ir
the “Other” category.

Section 1926 Tobacca Costs Associated with the Synar Piaig Per January 19, 1996, 45 CIPRrt 96
Tobacco Regulation for Substance Abuse Prevention and Treatment Block Grants; Final R&HR §45
96.130), sates may not use the Block Grant to fund the enforcement of their statute, except thnatythey
expend fundsfrom their primary prevention set dsi of their BlockGrant allotment under 45 CRR
96.124(b)(1) for carrying out the administrative aspects of the requirements such as the development of t
sample design and the conducting of the inspections.

In addition, prevention strategies may be sifeessd using the IOM Model of Universdelectiveand Indicated,
which classifies preventive interventions by the population targ@&eéinitions for these categories appear
below:

Universat Activities targeted to thpublic or a whole population grguthat has not been identifiedised on
individual risk.

SelectiveActivities targeted to individuals or a subgroup of the population whose risk of developing a disc
Is significantly higher than average.

Indicated: Activities targeted to individuals in higlisk environments, identified as having minimal but
detectable signs or symptoms foreshadowing disorder or having biological markers indicating predisposit
disorder buhot meeting diagnostic leve(®\dapted from The Institute of Medicine)

States that are able to report on both the strategy type and the population served (universal, selective, or
indicated) should do sdf planned expenditure information is only available by strategy type, then the state
should report planned expenditures in the row titled Unspecified (for example, Information Dissemination
Unspecified).
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Plan Tabléba: SABG Primary Prevention Planned Expenditures
State Identifier:
Report PeriodFrom: To:

A B C
Strategy IOM Target | FFY 2018 SA FFY 2019 SA
Block Grant Block Grant
Award Award

1. Information Dissemination Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
2. Education Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
3. Alternatives Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
4. Problem Identification and Universal $ $
Referral
Selected $ $
Indicated $ $
Unspecified | $ $
5. CommunityBasedProcesses Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
6. Environmental Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
7. Section 1926Tobacco Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
8. Other Universal $ $
Selected $ $
Indicated $ $
Unspecified | $ $
9. Total Prevention $ $
Expenditures
Total SABG Award $ $
Planned Primary Prevention % %
Percentage




Table 5b SABG Primary Prevention Planned Expendituresby IOM Category

Table 5b Instructions: States that plan their primary prevention expenditures using the IOM model of
universal, selectivegnd indicated should use TalBle to list theirFFY 2018 and FFY 2019 SABG planned
expenditures in each of these categorigste that if ©rm 5b is completed instead of FoBa, the state st

also complete Section 1928 obacco on Formba. In most cases, the total amount should equal the amounts
reported on Plan Tabk Row 2, Pnmary Prevention The one exception is if the statieooses to use a portion
of the primary prevention sesside to fund Non Direct Services/System Development activities.

Institute of Medicine Classification: Universal, Selective, and Indicated

Universat Activities targeted to thpublic or a whole population group that have not been identified on the
basis of individual risk.

Universal Direct Row 1- Interventian s directly serve an identifiable group of participants but who have
not been identified on the basis of individual risk (esghool curriculum, afteschoolprogram, parenting
class) Thisalso could include interventions involving interpersonal and ongoing/repeated contact (e.c
coalitions).

Universal Indirect Row 2- Interventions support populatidrased programs andweronmental strategies
(e.g., establishing ATOD policies, méging ATOD advertising practices)hisalso could include
interventions involving programs and policies implemented by coalitions.

SelectiveActivities targeted to individuals or a subgroup of the population whose risk of developing
disorder is significantly higher than average.

Indicated: Activities targeted to individuals in higlisk environments, identified as having minimal but

detectake signs or symptoms foreshadowing disorder or having biological markers indicating
predisposition for disorder bubt meeting diagnostic leve(®dapted from The Institute of Medicine).

Plan Table5b: SABG Primary Prevention Plannel
Expenditures by I® Category

State Identifier: |

FFY 2018 FFY 2019
Activity SA Block SA Block
Grant Award Grant Award

Universal Direct | $

Universallndirect
Selective $
Indicated $
Column Total $
Total SABG $
Award
Planned Primary | % %
Prevention
Percentage
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Plan Table5c: SABG Planned Primary PreventionTargeted Priorities

States shoul@lentify the categories of substances the state B@gxo target with primary prevention setide
dollars from thé=FY 2018 andFFY 2019 SABG awards

Targeted Substances e
Alcohol

Tobacco

Marijuana

Prescription Drugs

Cocaine

Heroin

Inhalants

Methamphetamine

Synthetic Drugs (i.eBath salts,
Spice, K2)

Instructions: In the tableelow,identify the speial population categories tistateBG plansto targets with primary
prevention seaside dollars.

Targeted Populations N
Students in College

Military Families

LGBT

American Indians/Alaska Natives
African American

Hispanic

Homeless

Native Hawaiian/Other Pacific Islande
Asian

Rural

Underserved Racial and Ethnic
Minorities
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Plan Table6

Categories for Expenditures for System Development/NeBirect-ServiceActivities
Expenditures for these activities may be direct expenditures (involving the time of state or sub
state personnel, or other state or-stdie resources) or be through funding mechanisms with
independent organization&xpenditures may come frothe administrative funds and/ or

program funds (but may not include the HIV-astde funds).These include state, regional, and
local personnel salaries prorated for time spent and operating costs such as travel, printing,
advertising, and conducting etings related to the categories below.

Non-direct services/system developmaativitiesexcludeexpenditures through funding
mechani sms for providing treatment or ment al h
efforts themselvesinstead, thesexpenditures provide support to those activities.

Please utilize the following categories to describe the types of expenditures your state supports
with BG funds, and if the preponderance of the activity fits within a category.

We understand thatgarticular activity may cross categories, but try to idgrihie

primary purpose or goal of the activity. For example, a state may 8#B& funds to

train personnel to conduct fidelity assessments of evideased practices. While this
could fall inder either training/education and/or quality assurance/improveniietite
primary purpose is to assure the implementation of EBPs, that expenditure would most
likely be captured under quality assurance/improvement.

Information systems— This includes cllecting and analyzing treatment data as well as
prevention data under the SABG in order to monitor performance and outcGoss for
EHRsand other health information technology also fall under this category.

Infrastructure Support — This includes activities that provide the infrastructure to support
services but for which there are no individual services delivered. Examples include the
development and maintenance of a cifisigponse capacity, including hotlines, mobile crisis
teams, webbased checin groups (for medication, treatmeatd reentry follow-up), dropin
centers, and respite services.

Partnerships, community outreach, and needs assessmerithis includesstate, regional, and
local personnel salaries prorated fongi and materials to support planning meetings,
information collection, analysis, and travéd.also includes the support for partnerships across
state and local agencies, and tribal governmedsnmunity/network development activities,
such as market@ communication, and public education, and including the planning and
coordination of services, fall into this category, as do nasdsssment projects to idénthe
scope and magnitude of the problem, resources available, gaps in services, anesstnateg
close those gaps.

Planning Council Activities — This includes those supports for the performance of a Mental
Health Planning Council under the MHBG, a combined Behavioral Health Planning Council, or
(OPTIONAL) Advisory Council for the SABG.
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Quality assurance andmprovement - Thisincludes activities to improve the overall quality of

services, including those activities to assure conformity to acceptable professional standards,
adaptation and review of implementation of evidebased practic® identification of areas of
technical assistance related to quality outcomes, including feedBadkinistrative agency
contracts to monitor servigarovider quality fall into this category, as do independent-peer
review activities.

Research and evaluiion - This includes performance measurement, evaluation, and research,
such aservices researadnd demonstration projects to test feasibility and effectiveness of a new
approach as well as the dissemination of such information.

Training and education - This includes skill development and continuing education for

personnel employed in local programs as well as partnering agencies, as long as the training
relates to either substance use disorder service delivery (prevention, treatment and recovery) for
SABG and services to adults with SMI or children with SED for MHBGpical costs include

course fees, tuition, and expense reimbursements to employees, trainer(s) and support staff
salaries, and certification expenditures.

Please enter the total amowhthe block grant expended for each activity.

Non-Direct-Services/System Development

SABG/MHBG Table 6

State ldentifier:

Report Period- From: To:
Activity A. MHBG B. SABG C. SABG D. SABG
Treatment Prevention Combined
*
1. Information Systems $ $ $ $
2. Infrastructure Support $ $ $ $
3. Partnerships, community outreach, and needs $ $ $ $

assessment

Planning Council Activities (MHBG required, SABG
optional)

Quality assuranceand improvement

Research and Evaluation

Training and Education

®© N |o o

¥ (v | |8 |
® (& |8 |68 |8
© (& | |68 |
® (v | |68 |

Total

*Combined refers to nedirect service/system development expendituressigport both treatment and
prevention systems
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C. Environmental Factorsand Plan

1. The Health Care SystemParity and Integration- Question 1 and 2 ar®equired

Persons with mental illness and persaith substance use disorders are likely to die earlier than
those who do not have these conditibh&arly mortality is associated with broader health

di sparities and health equity issues such as
such as access to care also play an important role in morbidity and mortality among these
populations Per®ns with mental illness and substance use disorders may benefit from strategies
to control weight, encourage exerciaad properly treat such chronic health conditions as

diabetes and cardiovascular dise®s#.has been acknowledged that there is a hagg of co
occurringM/SUD, with appropriate treatment required for both conditfdns

Currently, ® states have organizationally consolidateeir mental and substanase disorder
authoritiesin one fashion or anoth&rith additional organizational eimges under

consideration More broadly, SAMHSA and its federal partners understand that such factors
as education, housingnd nutrition stronghaffectthe overall health and wetleing of

persons with mental illness and substance use diséfd&dHAs and SSAs may wish to

develop and support partnerships and programs to help address social determinants of health
and advance overall health equifyzor instance, some organizations have established
medicallegal partnerships to assist personthwiental and substance use disorders

meeting their housingmploymentand education needs.

Health care professionalsaipersons who access M/Suiieatmenservicegecognize the

need for improved coordination of care and integratiorhgéjgaland béavioral healttwith

other health care in primary, speciakynergencyand rehabilitative care settings in the
community For instance, the National Alliance for Mental lliness has published materials for

% BG Druss etl Understanding excess mortality in persons with mental ilinesgeaffollow up of a nationally
representative US surveed Care 2011Jun; 49(6):599%604; Bradley Mathersylortality among people who inject drugs: a
systematic review and megamalysis, Bulletin of the World Health Organizati@@13; 91:102123

http:/Avww.who.int/bulletin/volumes/91/2/1208282.pdf MD Hert et al. Physical illness in patients with severe mental
disorders |. Prevalence, impact of medications and disparities in healthWamtg Psychiatry Feb 201110(1): 52-77

% Research Review of Health Promotion Programs for PeopleSMih2012, http://www.integration.samhsa.gov/health
wellness/wellnesswhitepaper About SAMHSA'TMMs Wel |l ness Effo
http://www.promoteacceptance.samhsa.gov/10byl0/default.dgpiewcomer and CH Hennekens, Severe Mental lliness and
Risk of Cardiovascular Disease, JAMA; 2007; 298: 17996 Million Hearts, http://www.integration.samhsa.gov/health
wellness/samhs&0x1Q Schizophrenia as a health disparititp://www.nimh.nih.gov/about/director/2013/schizophreads-
healthdisparity.shtml

2 Comorbidity: Addiction and other mental illnessep://www.drugabuse.gov/publications/comorbiefigdictiorrother
mentatillnesses/whydo-drugusedisordersoftenco-occurothermentatilinessedHartz et al. Comorbidity of Severe Psychotic
Disorders With Measures of Substance WUgdyIAPsychiatry 2014; 71(3):24854. doi:10.1001/jamapsychiatry.2013.3726;
http://www.samhsa.gov/eoccurring/

28 5ocial Determiants of Health, Healthy People 2020,
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=39
http://www.cdc.gov/socialdeterminants/Index.html

# hitp:/lwww.samhsa.gov/healtlisparities/strateginitiatives

%0 http://medicallegalpartnership.org/mipesponse/hoveivil -legataid-helpshealthcareaddresssdoh/
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members to assist them in coordinating pediatgéntal health and primary cate

SAMHSA and its partners support integrated care for persons with mental illness and
substance use disordéfsThe stateshouldillustrate movement towards integrated systems of
care for individuals and families witto-occurring mental and substance use disordéng
planshould describattertion to management, fundingayment strategies that foster co
occurring capabilityor services to individuals and famili@sth co-occurringmental and
substance usdisorders Strategies supported by SAMHSA to foster integratiophyfsical
andbehavioral health include: developing models for inclusion of behavioral health treatment
in primary caresupporting innovative payment and financing strategies and defiystgm
reformssuch asACOs health homes, pay for performance, giocomoting workforce

recruitment, retention and training efforts; improving understanding of financial sustainability
and billing requirements; encouraging collaboration betviSUD providers,prevention of

teen pregnancy, youth violenddedicaid programsand primary are providers such as

Fecerally Qualified Health €nters and sharing with consumers information about the full
range of health and wellness programs

Health informaibn technology, inalding EHRsand telehealth are examples of important
strategies to promote integrated c¥réJse of EHRs-in full compliance with applicable
legal requirements may allow providers to share information, coordirzdes,and improve
billing practices Telehealth is another important tool that may allow behavioral health
preventiontreatmentand recoveryo be conveniently provided in a variety of settings,
helping to expand access, improve efficiency, same, and reduce costDevelopment and
use of models for coordinated, integrated care sutfasfound in health homé$and
ACOs® may be important strategies used by SMHAs and SSAs to foster integrated care

3 Integrating Mental Health anéediatric Primary Care, A Family Guide, 2011
http://www.nami.org/Content/ContentGroups/CAACHR@egrating.pdf Integration of Mental Health, Addictions @Primary

Care, Policy Brief, 2011,

http://www.nami.org/Content/NavigationMenu/State_ Advocacy/About_the_Issue/Integration_MH_And_Primary_Care_2011.pdf
; Abrams, Michael T (2012, August 30) Coordination of care for persongith substance use disorders under &ffordable

Care Act Opportunities andChallenges Baltimore, MD: The Hilltop Institute, UMBC
http://www.hilltopinstitute.org/publications/CoordinationOfCareForPersonsWithSUDSUnderTheé@Ast2012.pdfBringing
Behavioral Health into the Care Continuum: Opportunities to Improve Quality, Costs and Outcomes, American Hospital
Association, Jan2012,http://www.aha.org/research/reports/tw/12fanbehavhealth.pgfAmerican Psychiatric Association,
http://www.psych.org/practice/professiofiaterests/integratedare Improving the Quality of Health Care for Mental and
SubstancéJse Conditions: Quality Chasm Ser{e&006) Institute of Medicine, Nationaffordable Care Acdemy of Sciences,
http://books.nap.edu/openbook.php?record _id=11470&page&24@ Substance Abuse Agency and Substance Abuse Program
Efforts Towards Healthcare Integration: An Environmental Scan, National Association of State Alcohol/Drug Abuse Directors,
2011, http://nasadad.gfnasadadeports

%2 Health Care Integratiomttp:// samhsa.gov/healtteform/healthcareintegration SAMHSA-HRSA Center for Integrated

Health Solutions(http://www.integration.samhsa.ggv/

* Health Information Technology (HIThttp://www.integration.samhsa.gov/operati@gministration/hit Characteristics of

State Mental Health Agency Data Systems, SAMHSA, 2868;//store.samhsa.gov/product/CharacterisifeStateMentd-
HealthAgencyDataSystems/SMA081361; Telebehavioral Health and Technical Assistance Series,
http://www.integration.samhsa.gov/operaticgministration/teebehaviorahealth State Medicaid Best Practice, Telemental

and Behavioral Health, August 2013, American Telemedicine Associatipn//www.americantelemed.org/docs/default
source/policy/atdestpractice-telementalandbehavioralhealth.pdf?sfvrsn=8\ational Telehealth Policy Resource Center,
http://telehealthpaty.us/medicaidtelemedicine, http://www.medicaid.gov/MedicaliHIP-Programinformation/By
Topics/DeliverySystems/Telemedicine.html

34 Health Homes http://www.integratbn.samhsa.gov/integratedre models/healtthomes

35 New financing modelgattp://www.samhsa.gov/eoccurring/topics/primargare/financing_final.aspx
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Training and assisting behavioral health providers to redesign termapt new provider

billing practices, build capacity for thiplarty contract negotiations, collaborate with health

clinics and other organizations and provider netwaks coordinate benefits among multiple
funding sources may be important ways to foster integrated 8&#®IHSA encourages

SMHAs and SSAs to communicate frequently with stakeholders, including policymakers at

the state/jurisdictioa and local levelsandState Mental Health Planning Council members

and consumers, about efforts to foster health care coverage, access and integrate care to ensure
beneficial outcomes

SMHAs and SSAslso may work withstateMedicaidagenciesstate insurance
commissionersand professional organizatiottsencourage development of innovative
demonstration projectsalternative payment methodologiasd waivertate plan
amendmentthat test approaches to providing integrated care for personsy@thD and

other vulnerat# populations® Ensuring both Medicaid and private insurers provide required
preventive benefits also may be an area for collaboration.

One key population of concern is persons who are dually eligible for Medicare and
Medicaid®® Roughly,30 percent opersons who areually eligiblehave been diagnosed with
amental illness, more than three times the rate among those who are not dually®ligible.
SMHAs and SSAs also should collaborate wgithiteMedicaidagencies iad stateinsurance
commissiones to deelop policies to assist those individuals who experience hiealthance
coverage eligibility changes due to shifts in income and employteviareover, even with
expanded health coverage available through the Marketplace and Medicaid and efforts to
engire parity in health care coverage, persons with behavioral health conditions still may
experience challenges in some areas in obtaining care for a particular conditiéinding a
provider® SMHAs and SSAs should remain cognizant that health disparities may affect
access, health care coverage and integrated care of behavioral health conditions and work with
partners to mitigate regional and local variations in services that detrimexifattyaccess to

36 Waivers,http://www.medicaid.gov/Medicai€HIP-Programinformation/ByTopics/Waivers/Waivers.htmCoverage and
Service Design Opportunities for Individuals whtental lliness and Substance Use Disorders, CMS Informational Bulletin,
Dec 2012,http://medicaid.gov/Federitolicy-Guidance/Downloads/CH2-03-12.pdf

37 What are mypreventive care benefit$tps://www.healthcare.gov/whate my-preventivecarebenefitsf Interim Final Rules
for Group Health Plans and Health Insurance Issuers RelatDgvierage of Preventiv@ervices Under the Patient Protection
andAffordable Care Act75 FR 41726 (July 19, 2010); Group Health Plans and Health Insurance Issuers Relating to Coverage of
Preventive Services Under the Patient ProtectionAdfmaldable CareAct, 76 FR 46621 (Aug3, 2011); Preventive services
covered under thaffordable Care Acthttp://www.hhs.gov/healthcare/facts/factsheets/2010/07/preveseiwdcedlist.html

38 MedicareMedicaid Enrollee State Profilsttp:/www.cms.gov/Medicardledicaid-Coordination/Medicar@nd-Medicaid
Coordination/Medicardedicaid CoordinationOffice/State Pofiles.htmt About the Compact of Free Association,
http://uscompact.org/about/cofa.php

% Dual-Eligible Beneficiaries of Medicare and Medicaid: Characteristics, Health Care Spending, and Evolving Policies, CBO,
June 2013http://www.cbo.gov/publication/44308

“0BD Sommers et alMedicaid andMarketplace Eligibility Changes Will Occur Often in All States; Policy Options can Ease
Impact Health Affairs 2014; 33(4): 70&/07

1 TE Bishop Acceptance of Insurance by Psychiatrists and the Implications for Access to Mental HealfARk#e,
Psychiatry 2014;71(2):176181; JR Cummings et al, Race/Ethnicity and Geographic Access to Medicaid Substance Use
Disorder Treatment Facilities in the United Staf#gyVIA Psychiatry 2014; 71(2):19a196; JR Cummings et.alGeography and
the MedicaidMental Health Care Infrastructure: Implications for Health Refod®MA Psychiatry 2013; 70(10):1084.090;

JW Boyd et al The Crisis in Mental Health Care: A Preliminary Study of Access to Psychiatric Care in BAstoals of
Emergency Medicine2011; 58(2): 218
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care and integration

SMHAs and SSAs should work with partners to ensure recruitment of diverseyaiedd
staff and promote workforce development and ability to function in an integrated care
environment? Psychiatrists, psychologistsocial workersaddiction counselors,
preventioniststherapists, technicians, peer supgmecialistsand others will need to
understand integrated care modetmceptsand practices

Parity is vital to ensuring persons with mental health condiokssubstance use disorders
receive continuous, coordinated, cahecreasing public awareness abMHPAEA could
increase access to behavioral health services, provide financial benefits to individuals and
families, and lead to reduced confusion andrdisoation associated with mental illness and
substance use disorders. Blodlamgt recipients should continue to monitor federal parity
regulations and guidance and collaborate wittieMedicaidauthorities insurance regulators,
insurers, employers, gviders, consumers and policymakers to ensure effective parity
implementation and comprehensive, consistent communication with stakehdlle &8SAs,
SMHAs and their partners may wish to pursue strategies to provide information, edumadion
technicalassistance on parielated issuesMedicaid programs will be a key partner for
recipients of MHBG and SABG funds and providers supported by these flihdsSSAs and
SMHAs should collaborate wittheir statg Medicaidauthorityin ensuring parity within
Medicaid programs.

SAMHSA encourages sttes to ke proadive steps to impove consuner knowledgeabout
paiity. As oneplan of adion, sttes can develop communcéaion plans to povide and address
key issLes.

Another keypart of integration will be defining performance and outcome measuies

Department oHealth and Human Servic@dHS) and partners have developed Megional

Quiality Strategywhich includes information and resources to help promote health, good
outcanes,and patient engagemer8 AMHS A’ s Nati onal Behavior al H €
Framework includes core measures that may be used by providers andpayers.

SAMHSA recognizes thatectain jurisdictions receiving blockant funds-including U.S
Territories tribal entities and thogarisdictionsthathave signed a Compact of Free
Association with the Unite8tatesand areuniquely impacted by certaMedicaidprovisions
or areineligible to participate in certain prografffsHowever, these jurisdictions aiid
collaborate with federal agencies and their governmental andowv@rnmental partnere t

42 Hoge, M.A,, Stuart, G.W., Morris, J., Flaherty, M.T., Paris, &Goplerud E Mental health and addiction workforce

development: Federal leadership is needed to address the growingHeiaith Affairs, 2013; 32 (11): 2068012; SAMHSA

Report to Congress on the Nation’s Substance Abuse and Ment a
http://store.samhsa.gov/shin/content/P ERIE-BHWORK/PEP13RTC-BHWORK.pdf. Annapolis Coalition, An Action Plan

for Behavioral Health Workforce Development, 200&p://annapoliscoalition.org/?portfolio=publicatii@®reating jobs by

addressing pmary care workforce needsttp://www.hhs.gov/healthcare/facts/factsheets/2013/06/jobs06212012.html

43 About the National Quality Strateglyttp://www.ahrg.gov/workingforquality/about.htivational Behavioral Health Quality

Framework, Draft, August 2013, httgdmhsa.gov/data/NBHQF

44 | etter to Governors on Information for Territesi Regarding thaffordable Care ActDecember 2012,
http://www.cms.gov/cciio/resources/letters/index.htAffordable Care Actindian Health Servicéttp://www.ihs.gov/ACA/
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expand access and coverage. Furthermore, the jurisdiction €msuice integration of
preventiontreatmentand recovery suppofor persons withor at riskof, mentaland
substance use disorders

Pleaserespond tdahe following itemdn order to provide description of thdealthcare system
and integratioractivities

1.

2)

3)

4)

Describe how the state integrates mental health and primeatthcare, includingservices for
individuals with ceoccurringmental and substance use disorders, in primary care settings or
arrangements to provide primary and specialty care services in comnlasigd mental and
substance use disorders settings.

. Describe howhe stateprovide services and suppottsvards integrated systems of care for

individuals and families with coccurring merdl and substance use disorders, including
management, funding, payment strategies that fosteccarring capability.

Is therea plan for monitoring whether individuals and families have access to M/SJD
sewvices dfered throughQHPs

a) [Jyes []No

and Medicad

b) []Yes [ ]No
Whois responsiblefor monitaing access to M/JD services by the QHPS?

Is the SSA/SMHAInvolved inanycoordinate care initiatives in the stéte
[ ]Yes[ ]No
Do the behavioral health providers screen afierrfor:
a) Prevention and wellness education
[ ]Yes[ ]No
b) Health risks such as
i) heart disease, [ |Yes [ |No
i) hypertension, [ ]Yes [ ]No
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i) high cholestrol [ ]Yes [ ] No
iv) diabetes [ Jyes [ ]No

c) Recoverysupports

[ ]Yes[ ]No

5) Is the SSA/SMHA involved in the development of alternative payment methodologies,
including riskbased contractuaglationships thaadvance coordination of care

[ ]Yes[ ]No

6) Isthe SSAand SMHA involvedn theimplementation and enforcement of parity protections
for mental and substance use disorder services

[ ]Yes[ ]No

7) What are the issues or problems that your state is facing related to the implementation and
enforcement of paty provision®

8) Does the state have any activities related to this section that you would like to highlight?

\Please indicate areas of technical assistance needed related to this section

2. Health Disparities - Requested

In acordance with theHHS Action Plan to Reduce Racial and Ethnic Health Dispar‘ifies

“5 http://www.minorityhealth.hhs.gov/npafiles/Plans/HHS/HHS _Plan complete.pdf
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HealthyPeople 2020°, National Stakeholder Strategy for Achieving He&ltuity'’, and other
HHS and federal policy recommendatip@8MHSA expeds block gantdollars to support
equity inaccess, ®vices provided, and kehavioral hedth outcomes among individuals of all
cultures sexual/gendaminorities orientation andtthnicities Accordingly, graitees should
colled and wse datato: (1) identify subpopudtions (i.e., radal, ethnic, limited English speaking,
tribal, sexual/gender minority groups,etc) vulnerable to hedth dispaiities and (2) implement
strategies todecreasethe disparities inaacess, 1vice use, and outcomes bothwithin those
subpopudtionsand incomparison to thegeneral popultion. One stategy for addressing health
dispanties is useof therecently revised National Standards for Cultally and Linguisticdly
Appropriate Sewvices in Health and Health Ca(€LAS).*®

TheAction Plan to Reduce Racial and Ethnic Health Disparitwagch theHHS Secretary
released iM\pril 2011, outlires goals and adions thet HHS agencies, including SAMHSA, will
take to reduce hedth dispanties amongracial and ethnic minaities. Agencies are required to
asess thampad of their policies and programs on lealth dispaiities.

TheHHS Secredary ’ tap priority in the Action Plan is to“[asessand heighten the impad of

all HHS polkcies, pograms, pocesses, and resource decisions toreduce health dispaiiti es.

HHS leadership will assue that program grantees, as applicable, will be required to submit
hedth disparity impad statementsas part of their grant applications Such sttementscan
inform future HHS investmentsand policy goals, andin some insdnces, could beused to score
grant applicaions if underlying program autharity permi t*% . "

Collecting appropriate data is a critical part of efforts to reduce health disparities and promote
equity. In October 2011, HHS isswed fina standards on thecolledion of race, ethnicity,

primary language, and disbility status®® This guidance conforms to theexisting Office of
Management and Budget (OMBiredive on radal/ethnic categories with theexpansion of
intra-group, detaileddata for the Latino and theAsian-American/Padfic Islander popuktions®*
In addition, SAMHSA and all other HHS agencies have updatetteir limited English
proficiency plansand, accordinglywill exped block gantdollars to suppd areduction in
dispaiities related to access,sewvice use, and outomes that are assaiated with limited English
proficiency. These three departmental initi atives, dong with SAMHSA s and HHS' s attention
to spedal service neadsand disparities withitribal populktions,LGBT popuktions,and
women and girls, providethefoundition for addressing health disparities in theservice

delivery system. States povide behavioral hedth sewices to theseindividuals with state block
grantdollars. While theblock gantgenerally requires the useof evidence-based and
promisingpradices, it is important to notéhat many of thesepradices have not been normed

on varnous diverseradal and ethnic popuktions States should strive to implement evidence
basedand promisingractices in ananner that meets the needs of the populations they. serve

In theblock gantapplication, sttes define the populations they intend to ®rve. Within these

46 http://www.healthypeople.gov/20/default.aspx

4 http://minorityhealth.hhs.gov/npaffiles/Plans/INSS/NSSExecSum. pdf

“8 http://www. ThinkCulturalHealth.hhgov

“9 http://www.minorityhealth.hhs.gov/npafiles/Plans/HHS/HHS _Plan complete.pdf
50 http://minorityhedth.hhs.gov/templ atesbrowse.agx 2 vi=2& Ivli d=208

5 hitp://www.whitehouse.gov/iomb/fedreq_raeibnicity
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popuktions offocusare subpopudtions thet may have disfarae access to, usef, or outcomes
from provided svices. Thesedisparities may be theresult of diff erences in insuance coverage,
language, beliefs, rorms, \alues, and/or s@ioeconomicfadors gedfic to that subpopudtion.
For instance, lack of Spanish primary care services may contributeh@ghtened risk for
metabolic disarders among Latino adults with SMandAmerican Indian/AlaskaNative youth
may have an increased incidence of underage binge drinking due to coping pattemsrelated to
histaricd traumawithin the American Indian/Alaska Native communty. While thesefactors
might not bepervasive among thegenera populktion sived by theblock gant they may be
predominant anong subpopuktions orgroupsvulnerable to disparities.

To addressand ultimately reduce dispatities, it is impatant for states to rave adetail ed
understanding of who isand is nobeing served within thecommunty, includingin what
languages, in ader to implement appropriate outreat and engagement stategies for diverse
popuktions Thetypes of seivices povided, retention in frvices, and outomes are critica
measures of quality and outomes of care for diversegroups For states toaddress the
potentially disparate impact of their block gantfunded efforts, they will addressaccess, us,
and outcomes for subpoputions.

Pleasserespondo thefollowing items:

1) Does the state track access or enrollment in services, typesvafes receivednd outcomes
of these services byace, ethicity, gender, LGBT, and age?

a) race [ ]Yes [ ]No
b) Ethnicity [ Jyes [ ]No
c) gender [ Jyes [ ]No
d) sexual orientation [ ]JYes [ ]No
e) gender idetity, [ Jyes [ ]No
f) Age? [ Jyes [ ]No

2) Does thestate have a daté#riven plan to address and reduce disparities in access, service use,

and outcomes for the above subpopulation
[ ]Yes[ ]No
3) Does the state have a plan to idgntaddressandmonitor linguisticdisparities/language
barriers?
[ ]Yes[ ]No
4) Does the state havensrkforcetrainingplan to build the capacity of behavioral health
providers to identy disparities in access, services received, and outcomes and provide
support for improved culturally and linguistically competent outreach, engagement,
preventiontreatmentand recovery sgices for diverse populations?
[ ]Yes[ ]No
5) If yes, does this plan include the Culturally and Linguistically Appropriate Services (CLAS)
Standards?
[ ]Yes[ ]No
6) Does the state have a budget item allocated to fgergiand remediating disparities in
behavioral health ca?
[ ]Yes[ ]No

7) Does the state have any activities related to this section that you would like to highlight?

44



Please indicate areas of technical assistance needed relatieid &ection

3. Innovation in Purchasing Dedsions- requested

While there are different ways to define vahesed purchasing, the purpose is to identi
services, payment arrangements, incentives, and players that can be inctlio=sdted
strategies using purchasing practices that are aimed at improving the value of health care
services In short, health care value is a function of both cost and quality:

Health Care Value = Quality + Cog¥/ = Q + C)

SAMHSA anticipates thahe movement toward value bagadchasingwill continue as

delivery system reforms continue to shape states sysfBmesidentification and replication of
such valuebased strategies and structures will be important to the development of behavioral
heath systems and services.

Thereis increased interest in having a better understandingof the evidence that suppats the
delivery of medicd and sgedalty care including M/SUD services. Over thepast ®verd years,
SAMHSA has collaboratedvith CMS, HRSA, SMAs, state kehaviora health autharities,
legislators, and ohers regarding the evidence of various mental and subsénce misuse

prevention, reatment, and recovery suypport services. States and other purchasers are

requesting information onevidence-based pradices or other procedures thet result in better

hedth outcomes for individuals and thegeneral popuktion. While the emphasis on evidence
based practices will continue, there is a need to develop and create new interventions and
technologies and iturn, to establish the evidencEAMHSA supports statesise of the

block gants for this purposeThe NQF and thelOM recommend that evidence play acriticd

rolein designing hedlth benefits for individuals enrolled in commercial insurance, Medicad,

and Medicare.

To respond to thseinquiries and recommendations, SAMHSA has uncertaken sveral

aaivities. NREPP assesses the research evaluating an intervention's impact on outcomes and
provides information on available resources to facilitate the effective dissemination and
implementation of the progranNREPP ratings take into account the methodological rod
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evaluation studies, the size of a program's impact on an outcome, the degree to which a program
was implemented as designed, and the strength of a program's conceptual frarkewedch
intervention reviewed, NREPP publishes a report called agmogrofile on this websiteYou

will find research on the effectiveness of programs as reviewed and rated by NREPP certified
reviewers Each profile contains easily understandable ratings for individual outcomes based on
solid evidence that indicates ather a program achieved its goaMREPP is nointended to

be an exhaustive listing of all evideAisased practices in existence.

SAMHSA reviewed and analyzedhe current evidence for awide range of interventionsfor
individuals with mental illnessand substnce use disoders, including youth and adultswith
chronic addiction disaders, adults with SMI, and children and youthwith SED. The evidence
builds on thesvidence and consensus sandards that have been developed in many national
reports over thelast decadeor more. Theseincludereports by the Surgeon General,>* The New
Freedom Commission on khtal Hedth,>*the|OM,>* and theNQF.>® Theactivity includeda
systematic assessnent of the current research fndings for the effectiveness ofthe services usng
astrict set of evidentiary standards This series of assessmenasp u bl i shed i n “Psyc
Online”*® SAMHSA and otter federd partners, theH H SAdministation for Children and
Families, Office for Civil Rights, and CMS have usd this irformation to sponsotechnicd
expert panels that provide specific recommendations to thebehaviora health field regarding
what the evidence indicates works and for whom, to identify specific strategies for embedding
thesepradices in grovider organizations,and to recommend additional service researd.

In addition toevidence-based practices, there are also manypromisingpractices in various
stages of developmenAnecdotal evidence argfogram data indicate effectiveness for these
services As these practices continue todaluatedthe evidence is collected to establish
their efficacy and to advance the knowledge of the field

SAMHSA s Treament Improvement Protocol Series (TIPS are best practice guidelines for
theSUDtreament. The CSAT draws on theexperience and knavledge of clinicd, research,
and administative expertsto produce the TIPS, which are distributed to agrowing number of
fadlities and individuals across thecounty. Theaudience for the TIPS is expandingbeyond
publicand private SUD treatment faciliti es as alcohol and other drug disarders are increasingly
recognized as amajor healthproblem.

SAMHSA 5 Evidence-Based Pradice Knowledge Informing Transformation (KI1T)*® was

%2 United States Public Hedth Service Office of the Surgeon General (1999). Mental Health: A Report of the Surgeon General.
Rockville, MD: Department of Hedth and Human Services U.S. Public Hedth Service

>3 The Presdent ’New Freedom Commission on Mental Hedth (July 2003. Achieving the Promise Transforming Mental
Health Carein Ameiica. Rockville, MD: Department of Hedth and Human Services Substance Abuse and Mental Hedth
Services Administration.

>* Intitute of Medicine Committee on Cross ng the Quality Chasm: Adaptation to Mental Hedth and Addictive Disorders
(2006). Improving the Quality of Health Care for Mental and Substance-Use Condtions: Quality Chasm Series
Wadhington, DC: National Academies Press

>> National Quality Forum (2007). National Voluntary Consensus Standards for the Treatment of Substance Use
Conditions: Evidence-Based Treatment Practices Washington, DC: National Quality Forum.
*http://psychiatryonline.org/

7 http://store.samhsa.gov

%8 http://store.samhsa.gov/shin/content/SMAGE7/HowtoUse EBPKITST C.pdf

46


http://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-Protocols-TIPS
http://store.samhsa.gov/
http://store.samhsa.gov/shin/content/SMA08-4367/HowtoUseEBPKITS-ITC.pdf

developed to help movethelatest information available on effedive behavioral hedth pradices
into communty-based service delivery. States,communites, administators, paditioners,
consungrs of mental hedth care and their family members can useKIT to design and
implement behavioral health pradices tat work. KIT, part of SAMHSA s priority initi ative on
Behavioral Hedth Workforcein Rimary and Sgedalty Care Settings, covers getting started,
building the program, training frontline staff, and evaluating the program. TheKITs contain
information steds, introductory videos, padice demonstation videos,and training manuals.
Ead KIT outlines theesential comporents ofthe evidence-based practice and provides
suggestionscolleaed from thosenvho have succesdully implemented them.

SAMHSA s interested in whether and how states are using evidence in their purchasing
dedsions,educating policymakers, orsupporting providers to dfer high quality services. In
addition, SAMHSA is concemed with what additional information is reeded by SMHAs and
SSAs in their efforts tocontinueto shapetheir and oher purchasers’ dedsionsregarding M/SUD
semvices.

Plesserespond tdhe following items:

1. Is information used regarding evideraased or promising practices in your purchasing or
policy decision8 [_]Yes [_]No

2. Which value based purchasing strategies do you use in your state (check all that apply):

a) [_] Leadership support, inclimly investment of human and financial resources.

b) [] Use of available and credible data to idgnitietter quality and monitored the impact
of quality improvement interventions.

c) [ ] Use of financial and nefinancial incentives for providers or consumers.

d) [_] Provider involvement in phning valuebased purchasing.

e) [ ] Use of accurate and reliable measures of quality in payment arrangements.

f) [_] Quality measures focus on consumer outcomes rather than care processes.

g) [] Involvement in CMS or commercial insurance value based purchasing programs
(health homes, ACO, all pay/global paymentgay for performanceP4P).

h) [ ] The state has an evaluation plan to assess the impact of its purchasing decisions.

3. Does the state have any activities related to this section that you would like to highlight

Pleasendicate areas of technical assistance needed related to this section.
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4. EvidenceBased Practices for Earlynterventions toAddress Early Serious Mental
lliness (ESMI)-10 percent set asideRequiredMHBG

Much of the mental health treatmemtd recovery are focused on the later stages of iliness,
intervening only when things have reached the level of a ciiglsle this kind of treatment is
critical, it is also costly in terms of increased financial burdens for public mental health systems,
lost economic productivity, and the toll taken on individuals and familiégre are growing
concerns among consumers and family members that the mental health system needs to do more
when people first experience these conditions to preventterngaderse consequencekarly
interventiort is critical to treating mental iliness before it can cause tragic results like serious
impairment, unemployment, homelessness, poverty, and suitideduration of untreated

mental illness, defined as the timeanal between the onset of a mental disorder and when an
individual gets into treatment, has been a predictor of outcome across different mental.illnesses
Evidence indicates that a prolonged duration of untreated mental illness may be viewed as a
negatie prognostic factor for those who are diagnosed with mental illiies$ier treatment ah
interventions not only redu@eute symptoms, but may also improve kegn prognosis.

States may implement modeteathave demonstrated efficacy, including the range of services
and principles identified by National Institute of Mental Health (NIMH) via its Recovery After
an Initial Schizophrenia EpisodBAISE) initiative. Utilizing these principles, regardless of the
amount of investment, and by leveraging funds through inclusion of services reimbursed by
Medicaid or private insurance, states should move their system to addresedb®n

individuals witha first episode of psychoqiEEP) NIMH sponsored a set of sli@sbeginning

in 2008, focusing on the early identification and provision of evidéased treatments to
persons experiemg FEP theRAISE mode). The NIMH RAISE tudies, as well as similar
early intervention programs tested worldwide, consist of multiple evieeseed treatment
components used in tandexrs part of a CSC model, and have been shtovimprove syrptoms,
reduce relapse, amehproved outcomes.

Stateshall expend not less than 10 percent of the amount the State receives for carrying out this
section for each fiscal year to support evidebased programs that address the needs of
individuals with early serious mental illness, including psychotic desst regardless of the age

of the individual at onsetln lieu of expending 10 percent of the amount the State receives under
this section for a fiscal year as requieeslate may elect to expend not less than 20 percent of
such amount by the end of $usucceeding fiscal year.

* MHBG funds cannot be used for primary prevention activities. States cannot use MHBG funds
for prodromal symptoms (specific group of symptoms that may precede the onsetgmogidia
of a mental illness) anal those who areat diagnosed with &MI.
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1. Does the state have policies for addressiady serious mentdlness (ESMIP

[ Jyes [ ] No

2. Has the state implemented awidencebasedoractices (EBB) for those withESMI
[ ]Yes[ ]No

If yes, please list the EBRnd provide a description of the programs that the state currently
funds to implement evidendmsed practices for those wESMI

3. How does the state promote the use of eviddrasedoracticedor individuals with ESMland
provide comprehensive individualizé@atment ointegrated mental and physical health
service®

4. Does the state coordinate across public and private sector entities to coordinate treatment and
recovery supports for those whFEPESMI?

[ ]Yes[ ]No

5. Does the state collect data specifically relatedE® ESMI?

[ ]Yes[ ]No
6. Does the state provide trainings to increase capacity of providers to deliver interventions
related to ESMI?

[ ]Yes[ ]No

7.Pl ease provide an updated descripti-asdeof t
for ESMI.

8Pl ease describe the planned acti viEBMIes f or
programsncluding psychosi3
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9Pl ease explain the state’s provision for col
of the 10percent seaside for ESMI.

10.Please list the diagnostic categories identified for gotira t e ’ psogr&mS M|

Please indicate area of technical assistance needed related to this section.

5. Person Centered Planning (PCRRequired(MHBG)

States must engagelults with a serious mental iliness or children with a serious emotional
disturbance and their caregivers where appropriate in making health care decisions, including
activities that enhance communication amortividuals, families, caregivers, and treatment

providers Personcentered planning is a process through which individuals develop their plan of
service ThePCP may include a representative who the person has freely chosen, and/or who is
authorized tanake personal or health decisions for the per3dre PCP may include family

members, legajuardians, friends, caregivaasd othershatthe person or his/her representative

wishes to include The PCP should involve the person receiving services applosts to the

maximum extent possible, even if the person has a legal representdter®CP approach
identifies the person’s strengt h.sThergeobsta®, pr e
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and agency workers (for example, options counsesongport brokers, social workers, peer

support workers, and others) in the PCP process is to enable and assist peoplétamndenti

access a unique mix of paid and udpservices to meet their neegisd provide support during

planning T h e p e raks anad praferegaes in areas such as recreation, transportation,

friendships, therapies, home, glmyment, familyrelationshipsand treatments are part of a
written plan that is consistent with the pers

1. Does your state have polisieelated to person centered planningPres [ ] No

2. If no, describe any action steps planned by the state in developing PCP initiatives in the
future

3. Describe how the state engages consumers and their caregivers in hegltihgare
decisions, and enhance communication.

4. Describe the persecentered planning process in your state.

6. Seli-Direction - Requested

In selfdirection- also known aselfdirected carea ser vi ce user or “parti
flexible budget, purchasing goods and services to achieve personal recovery goals developed
through a perseoentered planning procesg/hile this is not an allowable use of Block Grant
Funds, thepractice has shown to provide flexible suppbdrts r an i ndi Vihedela |
direction budget may comprise the service dollars that would have been used to reimburse an
individual’s traditional m e xed ambuntrlihatadppledmentsa r e ,
a mental health benefitn seltdirection, the participant allocates the budget in a manner of his

or her choosing within program guidelin€bBhe participant is encouraged to think creatively

about setting goals and is givarsignificant amount of freedom to work toward those goals
Purchasesanrange from computers and bicycles to dental care and outpatient mental health
treatment.

S S €

Typically, a specially trained coach or broker supports the participant tofydesgources, chart
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progress, and think creatively about the planning and budgeting proc€dtssa peer

specialist who has received additional training in-dekction performs the broker rol&he

broker or a separate agency assists the partiojginfinancial management details such as

budget tracking, holding and disbursing funds, and hiring and payroll logiStegdirection
arrangements take different forms throughout the United States and are housed and administered
in avariety of entites, including county andate behavioral health authorities, managed care
companies, social service agencies, and advocacy organizations.

Self-direction is based on the premise that people with disabilities can and should make their

own decisions abouhé supports and services they receidallmarks of seldirection include

voluntary participation, inglidual articulation of preferences and choices, and participant

responsibility In recent years, physical and mental health service systems hawt place

increasing emphasis on persoentered approaches to service delivery and organizdtdhis

context, seHdirection has emerged as a promising practice to support recovery atizbingl|

for persons with mental health conditions small but growiig evidence base has documented

selffdi recti on’s i mpact on quality of-bdng.f e, c¢omml

Pleasaespond tdhe following

1. Does your state have lpes related to seldlirection?

[ ]Yes[ ]No

2. Are there any concretely planned initiatives in your state specific talisedtior?
[ Jyes [ ] No

If yes, describe the current or planned initiati\e particular, please answer the
following questions:

a. How is the initiative financed?

b. What are the eligibilityriteria?

c. How are budgets set, and what is the scope of the budget?
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d. What role, if any, do peers with lived experience of the mental health system play in
the initiative?

e. What, if any, research and evaluation actividesconnected to thmitiative?

f. If no, describe any action steps planned by the state in devetgbiugredion
initiatives in the future.

7. Program Integrity - Required

SAMHSA has placeal astrongempheasis onensuingthat block gantfunds are expended in a
manner consisent with thestatutory and regulatory framework. Thisrequires that SAMHSA
and the statesave a strong approach to assuing program integrity. Currently, the primary
goas of SAMHSA program integrity eff orts are to promotethe proper expenditure of block
grantfunds,improveblock gantprogram compliance nationally, and demonstate the eff ective
useof block gantfunds.

While some states hauadicated an interest in using blockagt funds for individual cpays
deductiblesandother types of cansurance for behavioral health servicBAMHSA reminds
states of restrictions on the useb@idck gant funds outlined in 42 8.C. 88 300x5 and 300x
31, including cash payments to intended recipients of health seanidpsoviding financial
assistance to any entity other than a public or nonprofit private .ebhitgler 42 US.C. § 300%
55g), SAMHSA periodically conducts site visits to MHBG and SABG grantees to evaluate
program and fiscal managemei@tates will need to develgpecific policies and procedures for
assuring compliance with the funding requiremeBisce MHBG funds can only be used for
authorized servicamade availabléo adults with SMI and children with SED and SABG funds
can only le used for individuals whtor at risk for SUD.SAMHSA guidance on the us# block
grant funding for cepays, deductibles, and premiums can be found at:
http://www.samhsa.gov/sites/default/files/grants/guidgocédlock-grantfundsfor-cost
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sharingassstancefor-private healthinsurance.pdf States are encouraged to review the
guidance and request any needed technical assistance to assure the appropriate use of such funds.

TheMHBG and SABG resouces are to be usetb suppot, not suppnt, vices that will be
coverdal through the private and public insurancen addition, SAMHSA will work with CMS
and sttes toidentify strategies for sharing data, protocolsand information to asgst our
program integrity efforts. Data collectionanalysisand reporting will help to ensure that
MHBG and SABG funds are allocated to support evidérvased, culturally copetent
programs, substance ugisorder prevention, treatment and recoyaggramsand activities
for adults withSMI and children wittSED.

States traditionally have employed a variety of strategies to pocure and pay for behavioral
health services funded by theMHBG and SABG State systems for procurement, contract
management, financial reporting, and audit vary significantly. These strategies mainclude:
(1) appropriately direding complaints and appeds requests toensue that QHPsand Medicad
programsare including essential health benefiSHBS) as per the state benchmark plan (2)
ensuring that individuals are aware of the coveraed M/SUD benefits; (3) ensuring that
conaumers of M/SUD services have full confidence in theconfidentiality of their medicd
information; and (4) monitaring theuseof behavioral health benefits in light of utili zation
review, medica necessty, etc. Congquently, states may have to becomemaore proactive in
ensuing that state-funded providers are enrolled in the Medicad program and have the ability
to detemmineif clientsare enrolled or digible to enroll in Medicad. Additionally, compliance
review and audit protocols may need to berevised to povidefor increased tests ofclient
eligibili ty and enrollment.

Please respond to the following

1) Does the state have a specific policy and/or procedure for assuring that the federal program
requirementsre conveyed to intermediaries and provi@drsYes [ ] No

2) Does the statprovide technicaassisanceto providers in adopting practices that promote
compliance with program requirements, including quality and safety sta@dards

[ ]Yes[ ]No

3) Does the state have any activities related to this section that you would like to highlight?

Please indicate areas of technical assistance needed related to this .section
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8. Tribes- Requested

Thefederd government has auniqueobligation to help improvethe hedth of American
Indiansand Alaska Natives through the varnous realth and hunan s1vices programs
adminisered by HHS. Tredies, federal legislation, regulations, exeautive orders, and
Presidentid memorandasuppat and cefine therelationship ofthe federal govemment with
federally recognized tribes, which is cerived from thepoliticd and legal relationship that
Indian tribes have with thefederal govemment and is not lased uponrace. SAMHSA is
required by the 2009 Memorandumon Tribal Consulgtion®® to submit plans on howit will
engagein regular and meaningful consulgtion and collaboration with tribal officials in the
development of federd policies thet have tribal implications

Improving the hedth and well-being of tribal nations iscontingent upon understanding their
spedafic needs Tribal consulétion isan essentia tool in adhieving that understanding.
Consulgtion isan enhanced form of communcaion, which emphesizes trust, resped, and
shared responsibilty. It is an gpen and free exchangeof information and opinionamong
parties, which leads to mutal understanding and comprehension Consulgtion is integral to a
deliberaive processthatresults ineffedive collaboration and informed decision-making with
the ultimate goal of reaching consensus on issues

In the context of theblock gantfundsawarded totribes, SAMHSA views consul&tion as a
government-to-government interadion and shouldbedistinguished from input rovided by
individua tribal members orservices provided for tribal members whether on oroff triba
lands Therefore, theinteradion should besttended by elected dficias of thetribe ortheir
designees and by the highest possible state officidls sttes adminiser hedth and hunan
services programs tret are supported with federal funding, it is imperdive that they consultwith
tribes toensue the programs med the reads ofthetribes in thestate. In addition to general
stakeholder consulttion, sttes shouldestablish, implement, and daument aprocessfor
consul&tion with thefederally recognized tribal governments lacaed within or goveming tribal
landswithin their borders to solcit their input duing the block gantplanning process
Evidence thatthese adions have been performed by the state should beefleded throughout the
state S plan. Additionally, it is important to note thapproximately 70 percenf American
Indians and AlaskaNatives do not liveon tribal lands The SMHAs, SSAs,and tribes should
collaborate to ensure access and culturally competent care for all American Indians and Alaska
Natives in the state

States shell not require any tribe to waive its soveragn immunty in order to recave fundsor
for services to beprovided for tribal members on tibal lands If a state does nothave any
federally recognized tribal governmentsor tribal landswithin its baders, thestate should nake
adeclarative sitement to thet effect.

%9 http://www.whitehouse.gov/thpressoffice/memoranduntribal-consultatiorsignedpresident
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Pleaserespond tdhe following items:

1. How manyconsultation sessions hathe state conducted with federally recognized tribes?

2. What specificconcerns were raised during the adtegion session(s) noted abGve

Does the state have any activities related to this section that you would like to highlight?

Please indicate areas of technical assistance needed retatb section.

9. Primary Preventionrequired (SABG only)

SABG statute requires states to spend not less than 20 percent of their SABG allotment on
primary prevention strategies directed at individuals not identified to be in n&edtohent
While primay prevention seasde furds must be used to fund sagies that have positive
impact on the preventioof substance use, it is important to note thatymevidene-based
substace use disordeprevention stragies alschave apositiveimpact on other health and
social outcomes such as ecHiion, juvenile justice involvement, violenceguention, and mental
hedth.

The SABG statuterequires states to develop a comprehensive primary prevention program that
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includes activitiegnd services provided in a variety of settingihe program must target both
the general population and sghoups that are at high risk feubstance misus&he program
must include, but is not limited to, the following strategies:

1.

/nformation dissemination providing awarenessand knovledgeof the nature, extent, and
effects ofalcohol, tolacm, and dug use, abuse, and addiction on individuals families and
communites;

. Education aimed at affecting criticd life and said skills, swch as dedsion meking, refusal

skills, criticd analysis,and systematic judgment abiliti es;

Alternative programsthat providefor the participation of target popuktions inadiviti es
that excludealcohol, tokacco, and other drug use;

Problem identification and referral that aims at identificaion of thosenvho have indulged in
ill egal/ age inappropriate useof tobacco oralcohol, and thosendividuals who have indulged
in firstuseof illi cit drugs, in ader to assess ifthe behavior can bereversed by educdion to
prevent further use;

Community-based processes that include organizing, planning, and enhancing effectiveness
of program, policy, and pradice implementation, interagency collaboration, coalition
building, and retworking; and

Environmental strategies that establish or change written and urwritten communty
standards, codes, and attitudes, thereby influencing incidence and prevalence of the abuseof
alcohol, tolac® and otler drugs u®d in thegeneral populktion.

In implementing thecomprehensive primary prevention program, sttes should usavariety of
strategies that target popubtionswith different levels of risk, includingthe IOM classfied
universal, selective, and indicated strategies.

Please respond to the following questions:
Assessment

1.

2.

Does yourstate have an active State Epidemiologécadl Outcomes Workgroup (SEOW)?

a) []Yes[ |No

Does your state collect the following types of data as part of its primary prevention needs
assessment proc&sécheck all that apply):

a) [_] Data on consequences of substamsieg behaviors

b) [] Substanceising behaviors

c) [] Intervening variables (including risk and protective factors)
d) [] Other (pleasést :)
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3. Does your state collect needs assessmenthiwtanclude analysis of primary prevention
needs for the following population gro®pgcheck all that apply):
a) [_] Children (under age 12)
b) [] Youth (ages 1A7)
c) [] Young adults/college age (agesaf)
d) [] Adults (ages 2-54)
e) [_] Older adults (age 55 and above)
f) [] Cultural/ethnic minorities
g) [] Sexual/gender minorities

h) [_] Rural communities
i) [_] Other (pleastéist )

4. Does your state use data from the following sources in its primary prevention needs
assessmeft(check all that apply):
a) [] Archival indicators (Pleadist :)

b) [] National Survey on Drug Use and Health (NSDUH)
c) [_] Behavioral Risk Factor Surveillance System (BRFSS)
d) [] Youth Risk Behavior Surveillance System (YRBS)

e) [_] Monitoring the Future

f) [] Communities that Care

g) [] Statedeveloped survey instrumént

h) [] Other (pleaséist )
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5. Does your state use needs assessment data to make decisions about the allocation of SABG
primary prevention funds?

a) []Yes[ |No

i) If yes, (if yes, please explain

i) If no, please explaihow SABG funds are allocated:

Capacity Building

6. Does your state have a statewide licensing or certification program feuliksganceise
disorder preventioworkforce?
a) [] Yes (if yes, pleasdescribg

b) [ ]No

7. Does your state have a formal mechanism to provide training and technical assistance to the
substanceise disordeprevention workforce?
a) [] Yes (if yes, please describe mechanisad)

b) [ ]No

59



8. Does your state have a formal mechanism to assessiunity readiness toplement
prevention strategies?
a) [] Yes (if yes, please describe mechanisad )

b) [ ]No
Planning

9. Does your state have a strategic plan that addreabstanceise disordeprevention that
was develped within the last five years?
a) [_] Yes (If yes, please attach the plan in BGAS)

b) [ ]No

10.Does your state use the strategic plan to make decisions abouthsefary prevention
setaside of the SABG?
a) []Yes[ ]No
[] Not applicable (no prevention strategic plan)
11.Does your state’s preventi on osent® @heekgli c pl an
that apply):
a) [_] Based on needs assessments#gahe priorities that guide the allocation of
SABG primary prevention funds
b) [] Timelines
c) [] Roles and responsibilities
d) [_] Process indicators
e) [_] Outcome indicators
f) [] Cultural competence component
g) [] Sustainability component
h) [] Other (please lisx

i) [_] Not applicable/no prevention strategic plan

12.Does your state have an Advisory Council that provides input into decisions about the use of
SABG primary prevention funds?

a) []Yes[ ]No
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13.Does your state have an active EvideBesed Workgroup that makes decisions about
appropriate strategies to be implenashtvith SABG primary prevention funds?
a) []Yes[ |No
b) If yes, please describe the criteria the Evideldased Workgroup uses to determine
which programspolicies,and strategies are evidence ba&sed

Implementation
14. States distributSABG primary prevention funds in a variety of different wa$ease check

all that apply to your state:

a) [_] SSA staff directly implements primary prevention programs and strategies

b) []The SSA has statewide contracts (e.g. statewide needs assessment contract, statewide
workforce training contract, statewide media campaign contract).

c) [] The SSA funds regional entities that are autonomous in that they issue and manage
their own sukcontracts.

d) [] The SSA funds regional entities that pabitraining and technical assistance.

e) [_] The SSA funds regional entities to provide prevention services.

f) [] The SSA funds county, city, or tribal governments to provide prevention services.

g) [] The SSA funds community coalitions provide prevention services.

h) [] The SSA funds individual programs that are not part of a larger community effort.

i) [] The SSA directly funds other state agency prevention programs.

j) [] Other (please describe)

15.Please list the specific primary prevention prograpnacticesand strategies that are funded
with SABG primary prevention dollars in each of the six prevention stratelglease see
the introduction above for definitions of the six strategies:
a) Information Dissemination:

b) Education:




c) Alternatives:

d) Probke

e) CommunityBased Processes:

€) Environmental:

16.Does your state have a process in place to ensure that SABG dollars are used only to fund
primary prevention services not funded through other means?
a) [] Yes (if so, pleasdescribe)

b) [ ]No
Evaluation

17.Does your state have an evaluation plarstdrstanceise disordeprevention that was
develgped within the last five years?
a) [] Yes (If yes, please attach the plan in BGAS)

b) [ ]No
18Does your state’s prevent i ommmnreatd (chadkallon pl an
that apply):
a) [_] Establishes methods for monitoring progress towards outcomes, such as targeted
benchmarks
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b) [] Includes evaluation information from sukcipients

c) []Includes SAMHSA National Outcome Measurement (NOMSs) requirements

d) [] Establishes a process for providing timely evaluation information to stakeholders

e) [_] Formalizes processésr incorporating evaluation findings into resource allocation
and decisiormaking

f) [] Other (please descrif)e

g) [_] Not applicable/no prevention evaluation plan

19.Please check those process measures listed below that your state colle@#\B&ifsinded
prevention services:
a) [_] Numbers served
b) [] Implementation fidelity
c) [] Participant satisfaction
d) [_] Number of evidence based programs/practices/policies implemented
e) [] Attendance
f) [_] Demographic information
g) [_] Other (please desbe:)

20.Please check those outcome measures listed below that your state collects on its SABG
funded prevention services:
a) [|30day use of alcohol, tobacco, prescriptioc
b) []Heavy use
[ ] Binge use
[] Perception of harm
c) [_] Disapprovabf use
d) [] Consequences of substance use (e.g. alkrehaited motor vehicle crashes, drug
related mortality)
e) [_] Other (please descrif)e
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10. Statutory Criterion for MHBG (Required MHBG)

Criterion 1: Comprehensive CommunityBased Mental Health Service Systems

Provides for the establishment and implementation of an organized comibaséty systeraf

care for individuals with mental iliness, including thoséhweo-occurring mental and substance
use disorders. Describes available services and resources within a comprehensive system of
care, preided with federal, tate, and other public and privagsources, in order to enable such
individual to function outside of inpatient or residential institutions to the maximum extent of
their capabilities.

1. Describe available services and resources in order to enable individuals with mental iliness,
including those with cebccurringmental and substance use disorders to function outside of
inpatient or residential institutions to the maximum extent of their capabilities.

2. Does your site provide the following servicesdder comprehensive communityasednental
health service systems?
a) Physical health
[ ]Yes[ ]No
b) Mental Health
[ ]Yes[ ]No
c) Rehabilitation services

[ ]Yes[ ]No

d) Employment services

[ ]Yes[ ]No

e) Housing services

[ ]Yes[ ]No

f) Educational services

[ ]Yes[ ]No

g) Substance miseprevention and SUD treatmesgrvices

[ ]Yes[ ]No

h) Medical and dental services

[ ]Yes[ ]No

i) Support services

[ ]Yes[ ]No

J) Services provided by local school systems under the Individuals wstbiDiies
Education Act (IDEA)
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[ ]Yes[ ]No

k) Services for persons with @xcurringM/SUDs

[ ]Yes[ ]No

Please describe as needed (for example, best practices, service needs, eborerns,

3.Describe your s

tate’s case

management

4. Describe activities intended teduce hospitalizations and hospital stays.

Criterion 2: Mental Health System Data Epidemiology

Contains an estimate of the incidence and prevalence in the s&itd among adults an8ED
among children; and have quantitative targets tadhgeved in the implementation of the system

of care described under Criterion 1.

In order to complete columi of the table, pleasese the most recent SAMHSA prevalence
estimate oother federal/state data that deises the populations of focus.

Column C requires that the state indicate the expected incidence rate of individuals with
SMI/SED who may require services in the a lbelaviaral health system

ser vi

MHBG Estimate of statewide prevalence and incidence rates of individuals with SMI/SED

Target Population (A)

Statewide prevalence (B)

Statewide incidence (C)

1. Adults with SMI
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2. Children with SED | | |

Describethe process by which your state calculates prevalence and incidence rates and provide
an explanation as to how this information is used for planning purptsesur state does not
calculate these rates, but obtains them from another source, pleaggedd$gour state does

not use prevalence and incidence rates for planning purposes, indicate how system planning
occurs in their absence.

Criterion 3: Childrenbdés Services
Provides for a system of integrated services in order for children to receive care for their multiple
needs.Doesyour state integrate the following services into a comprehensive system of care?

a) SocialServices

[ ]Yes[ ]No

b) Educationakervices, includig services provided under IDE

[ ]Yes[ ]No

c¢) Juvenilgjustice services

[ ]Yes[ ]No

d) Substancenisuseprevention and SUD treatmesgrvices

[ ]Yes[ ]No

e) Healthand mental health services

[ ]Yes[ ]No

f) Establisheslefined geographic area for the provisiorite services of such system

[ ]Yes[ ]No

Criterion 4: Targeted Services to Rural and Homeless Populations and to Older Adults

Provides outreach tand services for individuals who experience homelessness; community
based services to individuals in rural areas; and commbaggd services to older adults.

Describe your state’'s targeted services to
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Criterion 5: Management Systems

States describe their financial resources, staffing, and training for mental health services
providers necessary for the plan; provides for training of providers of emergency health services
regarding SMI and SEand how the state intends to expend this dgarthe fiscal years

involved.

Describe your state’s management systems.

11. Substance Use Disorder TreatmenRequired SABG

Criterion 1: Prevention and Treatment Services Improving A ccessand Maintaining a
Continuum of Services to Meet State Beds.

Improving access to treatment services
1. Does your state provide:

a) A full continuum of services:
i) Screening

[ ]Yes[ ]No

i) Education

[ ]Yes[ ]No

iii) Brief intervention

[ ]Yes[ ]No

iv) Assessment

[ ]Yes[ ]No

v) Detox (inpatient/social)
[ ]Yes[ ]No

vi) Outpatient
[ ]Yes[ ]No

vii) Intensive outpatient
[ ]Yes[ ]No

viii)  Inpatient/reglential
[ ]1Yed ]No

ix) Aftercare; recovergupport

[ ]Yes[ ]No
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b) Are you considering any of the following:

Targeted services for veterans

[ ]Yes[ ]No

c) Expansion of services for:

(1) Adolescents
(a) [ ] Yes[ ] No

(2) Older adults
(@) [] Yes[ ] No

(3) MedicationAssisted Treatment (MAT)
(@) [] Yes[ _]No

Criterion2: Improving Access and Addressing Primary Reventioni see Section 8

Criterion_3: Pregnant Women and Women with Dependent Children (PWWDC)

1.

Doesyour stataneet the performance requirement to establish and or maintain new
programs oexpand programs to ensure treatment availability?
a) []Yes[ ]No
Either directly or through an arrangement with public or private nonprofit entities make
prenatal care available to PWWDC receiving services?
a) []Yes[ |No
Have an agreement to ensure pregnant women are given preference in admission to treatment
facilities or make available interim services withinhturs, including prenatal care?
a) []Yes[ ]No
Does your state have an arrangement for ensuring the provision of required supportive
services?
a) []Yes[ |No
Are you considering any of the following:
a) Open assessment and intake scheduling
[ ]Yes[ ]No
b) Establishment of an electronic system to idgrdvailable treatment slots
[ ]Yes[ ]No
c) Expandeccommunity network for supportive services and healthcare
[ ]Yes[ ]No

d) Inclusionof recovery support services
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[ ]Yes[ ]No
e) Healthnavigators to assist clients with community linkages
[ ]Yed ]No
f) Expandedcapability for family services, relationship restoration, custoslyds
[ ]Yed ]No
g) Providingemployment assistance
[ ]Yes[ ]No
h) Providingtransportation to and from services
[ ]Yes[ ]No
i) Educationabssistance
[ ]Yes[ ]No
States are required to monitor program compliance related to activities and services for
PWWNDC. Please provide a detailed description of the specific strategies used by the state to
identify compliance issues and corrective actions required to address identified problems.

Criterion 4, 5 and 6: Persons Who Inject Dugs (PWID), Tuberculosis (TB), Human

Immunodeficiency Virus (HIV ), Hypodermic Needle Pohibition, and Syringe Services

Program

2.

Persons Who Inject Drugs PWID)
Does your state fulfill the

a) 90 percentapacity reporting requirement

[ ]Yes[ ]No

b) 14-120 day performance requirement with provision of interim services

[ ]Yes[ ]No

c) Outreach activities

[ ]Yes[ ]No

d) Syringe services programs

[ ]Yes[ ]No
e) Monitoring requirements as outlined in the authorizingustaéind implementing
regulation

[ ]Yes[ ]No

Are you considering any of the following:
a) Electronic system with alewhen 90 percent capacity is reached

[ ]Yes[ ]No

b) Automatic reminder system associated with1P9 day performance requireniten
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[ ]Yes[ ]No
c) Use of peer recovery supports to maintain contact and support
[ ]Yes[ ]No
d) Service expansion to specific populationslitary families,veterans, adolescents, older
adults)

[ ]Yes[ ]No

. States are required to monitor program compliance related to activities and services for
PWID. Please provide a detailed description of the specific strategies used by the state to
identify canpliance issues and corrective actions required to address identified problems.

Tuberculosis (TB)

. Does your state currently maintain an agreement, either directly or through arrangements
with other public and nonprofit private entities to make available tuberculosis services to
individuals receivingsUD treatmenand b monitor the service delivery?
a) []Yes[ |No
. Are you considering any of the following:
a) Business agreement/MOU with primary healthcare providers
[ ]Yes[ ]No
b) Cooperative agreement/MOU with public healttity for testing and treatmén
[ ]Yed ]No
c) Established cdocated SUD professionals within FQHCs

[ ]Yes[ ]No

. States are required to monitor program cbamge related touberculosis servicanade
availableto individuals receivingUD treatment Please provide a detailed description of

the specificstrategies used by the state to identify compliance issues and corrective actions
required to address identified problems.
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2)

3)

Early Intervention ServicesforHIV ( For @A Desi gnated Stateso

Does your state current have an agreement to préngdement for persons with substance
use disorders with an emphasis on making available within existing programs early
intervention services for HIV in areas that have the greatest need for such services and
monitoring such service delivery?
[ ]Yes[ ]No
Are you considering any of the following:
a) Establishment of EIHIV service hubs in rural areas
[ ]Yes[ ]No
b) Establishment or expansion of tdlealth and social media support services
[ ]Yes[ ]No
c) Business agreement/MOU with established community ag®&lecganizations serving
persors with HIV/AIDS

[ ]Yes[ ]No

Syringe Service Programs

Does your state have in place an agreement to ensure that SABG funds are NOT expended to

provide individuals with hypodermic needles or syringesy42 C.8 300x31(a)(1)F)?
[ ]Yes[ ]No

Do any of the programs serving PWID have an existing relationship with a Sgengees
(Needle Exchange) Program

[ ]Yes[ ]No
Do any of your programs use SABG funds to support elements of a Syringe Services
Program

a) [_Jyes[ ] No

b) If yes, please provide a brief description of the elements and the arrangement

Criterion 8, 9 and 10 Service System Needs, Service Coordination, Charitable Choice,

Referrals, PatientRecords, and Independent Peer 8view

1. Does your state have in place an agreement to etiaurtéhe state has conducted a statewide

Service System Needs

assessment ofeed, which defines preventiamd treatment authorized services available,

identified gaps in service, and outlines
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[ ]Yes[ ]No

2. Are you considering any of the following:

a)

b)

f)

Workforce development efforts to expand service access

[ ]Yes[ ]No
Establishment of a statewide council to address gaps and formulate a strategic plan to
coordinate services

[ ]Yes[ ]No
Establish a peer recovery support network to assist in filling the gaps

[ ]Yes[ ]No
Incorporate input from special populatiomsilitary families, service membergeterans,
tribal entities, older adultsexual and gender minoritjes

[ ]Yes[ ]No
Formulate formal business agreements with other involved entities to coordinate services
to fill gaps in the sgtem, i.e. primary healthcare, public health, VA, community
organizations

[ ]Yes[ ]No
Explore expansion of services for:
i) MAT

(1) ] Yes[_INo
i) Tele-health

(1) ] Yes[_INo

iii) Social media outreach

(1) [] Yes[ ] No

Service Coordination

1. Does your state have a current system of coordination and collaboration related to the
provision of persoftentered and persatirected care?

[ ]Yes[ ]No

2. Are you considering any of the following:

a)

b)

Identify MOUs/Business Agreements related to coordinate fta persons receiving
SUD treatment and/or recovesgrvices

[ ]Yes[ ]No

Establish a program to provide trawinérmed care

[ ]Yes[ ]No
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c) ldentify current and perspective partners to be included in building a system af.gare
FQHCs, primary healthcare, recovery community organizatjowenile justice system,
adult criminaljustice systemandeducation

[ ]Yes[ ]No

Charitable Choice

. Does your state have in place an agreenteansure the system can comply with the
services providedybnongovernment organizatior®(U.S.C.800x65, 42 CHPart 54
(854.8(b) and 854.8(c)(43nd 68 FR 564366449)

[ ]Yes[ ]No

. Are you onsidering any of the following:
a) Notice to Program Beneficiaries

[ ]Yes[ ]No

b) Develop an organized referral system to idgrdlternative providers

[ ]Yes[ ]No

c) Develop a system to maintain a list of referrasde by religious organizations

[ ]Yes[ ]No

Referrals

. Does your state have an agreement to improve the process for referring individuals to the

treatmenimodality that is most appropriate for their needs

[ ]Yes[ ]No
. Are you considering any of the following:
a) Review and update of screening and assessment instruments

[ ]Yes[ ]No

b) Review of current levels of care determine changes or additions

[ ]Yes[ ]No

c) ldentify workforce needs to expand service capabilities

[ ]Yes[ ]No
d) Conduct cultural awareness training to ensure staff sensitivity to client cultural
orientation, environment, and background

[ ]Yes[ ]No
Patient Records

. Does your statbavean agreement to ensure the protection of client records

a) []Yes[ |No
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. Are you considering any of the following:

a) Training staff and community partners on confidentiality requirements
[ ]Yes[ ]No

b) Training on responding to requests asking for acknowledgement of the presence of clients
[ ]Yes[ ]No

c) Updating written procedures which regeland control access to records
[ ]Yes[ ]No

d) Review and update of the procedure by which clients are notified of the confidentiality of
their records include the exceptions for disclosure

[ ]Yes[ ]No

Independent Peer Review

. Does your state have an agreement to assess and improve, through independent peer review,
the quality andhppropriateness of treatment services delivered by providers

a) []Yes[ ]No

. Section 1943(a) of Title XIX, Part B, Subpart Il of the Public Health Service Act (42

U.S.C.8 30062(a))and45 § CFR 96.136requirestatego conduct independent peer review

of not fewer than 5 percent of theock grant sukrecipientsproviding services under the

program involved.

a) Please provide an estimate of the number of block grantemifients identified to
undergo such a review during the fiscal year(s) involved

. Are you considering any of the following:
a) Development of a quality improvement plan
[ ]Yes[ ]No
b) Establishment of policies and procedures related to independent peer review
[ ]Yes[ ]No
c) Develop longterm planning for service revision and expansion to meet the needs of
specific populations

[ ]Yes[ ]No

. Does you state require a block grant stdcipient to apply for and receive accreditation
from an independeraccreditation organization, e.g.ommission on the Accreditation of
Rehabilitation Facilities (CARE)'he Joint Commissiorgr similar organization as an
eligibility criterion for block grant funds?

a) []Yes[ ]No

b) If Yes, please identy the accreditation organization(s)
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i) [] Commission on the Accreditation of Rehabilitation Facilities
i) [_] The Joint Commission
i) [_] Other (please spdy)

Criterion 7 and 11 Group Homesfor Persons In Recoveryand Professional Development

Group Homes

1. Does your state have an agreement to provide foeaoourage the development of gpo
homes for persons in recovery through a revolving loan prdgram

[ ]Yes[ ]No

2. Are you considering any of the following:
a) Implementing or expanding the revolving loan fund to support recovery home
development as part of the expamsad recovery support service
[ ]Yes[ ]No
b) Implementing MOUSs to facilitate communication between block grant service providers
and grouphomes to assist in placing clients in need of housing

[ ]Yes[ ]No
Professional Development

1. Does your state have an agreememrisure that prevention, treatment and recovery
personnel operating in the state’s substance
systems have an opportunity to receive training on an ongoing basis, concerning:

a) Recent trends in substance use disorders in the state

[ ]Yes[ ]No
b) Improved methods and eviderbased practices for providing substance use disorder
prevention and treatment services

[ ]Yes[ ]No

c) Performancéased accountability

[ ]Yes[ ]No

d) Data collection and reporting requirements

[ ]Yes[ ]No

2. Are you considering any of the following:
a) A comprehensive review of the current training scheduledardification of additional
training needs

[ ]Yes[ ]No
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b) Addition of training sessions designedriorease employee understanding of recovery
support services

[ ]Yes[ ]No
c) Coll aborative training sessions for empl oy
coordinate and increase integrated services
[ ]Yes[ ]No

d) Stae office staff training acrosegartments andivisions to increasstaff knowledgeof
programsand initiatives which contribute to increased collaboration ardréased
duplication of effort

[ ]Yes[ ]No

Waivers

Upon the request of a state, the Secretary may waive the requirements of all or part of the
sections 1922(c),923, 1924 and 1928 (42 U.S.C380x-32(f)).

1. Is your stateonsidering requesting a waiver of any requirements related to:
a) Allocations Regarshg Women

[ ]JYes|[ ]No

2. Requirements Regardirigiberculosis ServicendHuman Immunodeficiency Virus
a) Tuberculosis

[ ]Yes|[ ]No

b) Early Intervention Services Regarding HIV

[ ]Yes[ ] No

3. Additional Agreements
a) Improvement of Process for Appropriate Referrals for Treatment

[ ]Yes|[ ]No

b) Professional Development

[ ]Yes[ ]No

c) Coordination of Various Activities and Services

[ ]Yes[ ]No

Please provide a link to the state administrative regulationsvhich govern the Mental
Health and Substance Use Disorder Programs.
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12. Quality Improvement Plan requested

In previousblock gantapplications, SAMHSA asked stites to kasetheir administative
operaionsand rvice delivery on principles of ContinuouQuality Improvement/Total Quality
Management (CQI/TQM). TheseCQI processs should iéntify and trad criticd outcomes and
performance measures, kased on \alid and reli able data, consistent with thBIBHQF, which will
describe thehedth and functioning othe mental hedth and addiction systems The CQI
processes shold continuousy measure the effediveness ofservices and suppas and ensue that
they ontinueto refect thisevidence of effectiveness Thestate's QQI process shouldilso tradk
programmatic improvements usingstakeholder input, including the general population and
individuals in treatment ancevery and their families. In addition, theCQI plan should
include adescription of the processfor respondingio emergencies, criti cal incidents,complaints,
and gievances.

1. Has your stie modified its CQI plan frorkFY 2016FFY 2017?
a) [ ]Yes[ ]No

Please indicate areas of technical assistance needed related to this .section

13.  Trauma -requested

Traum&°is a widespreadharmful,and costly public health problentt occursbecausef

violence, abuse, neglect, loss, disaster, war and other emotionally hanaior life threatening
experiences Trauma has no boundaries with regard to age, gender, socioeconomic status, race,
ethnicity, geographyor sexual orientatianlt is an almost universal experience of people with
mental and substance use difficulti@$he need to address trauma is @agingly viewed as an
important component of effective behavioral health service delivedgitionally, it has become
evident that addressing trauma requires a rpuithged, multagency public health approach
inclusive of public education and awarengsgvention and early identification, and effective
traumaspecific assessment and treatmeft maximize the impact of these efforts, they need to
be provided in an organizational or community context that is tranfoamed

Individuals with experieces of trauma are found in multiple service sectors, not just in
behavioral healthPeople in the juvenile and criminal justice system have high rates of mental
illnessand substance use disorders and personal histories of tr&@mtdren and familieg the

80 Definition of Traumaindividual trauma results from agvent, series of events, or set of circumstances that is experienced by
an individual as physically or emotionally harmful or life threatening and that has lasting adverse effects on the iddévidual
functioning and mental, physical, social, emotionalsiritual welkbeing.
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child welfare system similarly experience high rates of trauma and associated behavioral health
problems Many patients in primaryspecialty, emergency and rehabilitative heeaitre

similarly have significant traum@aistorieswhich has an impact on their health and their
responsiveness to health interventioBshools are now recognizing that the impact of exposure

to trauma and violence among their students makes it difficult to learn and meet academic goals
Communities ad neighborhoodsxperience trauma and violendeor some these arerea

events and for othetbese are daily eventisat children and families aferced to live with.

These children and families remain especially vulnerable to trael@i@d problemsften are in
resource poor areas, and rarely seek or receive behavioral health care. States should work with
these communities tdentify interventionghat best meet the needs of these residents.

In addition, the public institutions and service systdhat are intended to provide services and

supports for individuals are oftenter aumat i zi ng, making it necessséa
as usual .” These public institutiona and ser
informed approachA traumainformed approach is distinct from traurspecific assessments

and treatments. Rather, travinformed refers to creating an organizational culture or climate

that realizes the widespread impact of trauma, recognizes the signs and symptaoreafrt

clients and staff, responds by integrating knowledge about trauma into policies and procedures,

and seeks to actively resistraumatizing cliets and staff. This approachgsided by key

principles that promote safety, trustworthiness anasprarency, peer support, empowerment,
collaboration, and sensitivity to cultural and gender issAesaumainformed approach may

incorporate traumapecific screening, assessment, treatment, and recovery practices or refer
individuals to these approptéservices.

l't i s suggested that states refer 4dnmrm&AMHSA’ s
approach discussed in the Concept of Tralmpaper.

Pleseconsi der the following items as a gui de whe
system:

1. Doesthe state have a plan or policy for behavioral hgaitividers that guidaow they will
address individuals with traurralated issues| JYes [ | No

2. Does the state provide information on trauspacific assessment tools and interventions fo
behavioral healtiproviders?

[ Jyes [ ] No

3. Does the state have a plan to build the capa¢ibehaviorahealth provides and
organizations to implement a traainformed approach to care?
[ ]Yes[ ]No
4. Does the state encourage employment of peers with lived experience of trauma in developing
traumainformed organizatiors

[ ]Yes[ ]No

5) Doesthe state have any activities related to this section that you would lkghiaght.

%1 | bid
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Please indicate areas of technical assistance negslated to this sectian

14.  Criminal and Juvenile Justice Requested

Morethanhalf of all prison andjail inmatesmeet criteriafor having mentalhealth problems, six
in tenmeetcriteria for asubstance use problem, and mae than onethird meetcriteria for having
co-occurringmental andsubstance use problems Y outh inthejuvenile justice system dften
display avarnety of high-risk characteristics thet include inadequate family suppat, school
failure, negative pee asciations,and insuficient use ocommunty-basedservices. Most
adjudicated youthreleased from seaure detention do not lave communty follow-up or
supervision; therefore, risk factors remain uneddressed.®?

Successful diversioaf adults and youtfrom incarceratioror reentering the community from
detentionis often dependent on engaging in appropfiéd8UD treatment Some states have
implemented such efforts as mental heatdteran and drug courtsri€is Intervention
Training (CIT) andre-entryprograns to help reduce arrestsnprisonmentnd recidivisnf*

A diversion program placesyouth in an alternative program, rather than processing them in the
juvenile justice system. &esshould pace an emphasis on sreaning, assessnent, and

sevices provided prior to adjudication and/or sentencing to divert personswith M/SUD from
correctional settings. Sates shouldalso examine spedfic barriers sich as aladk of

identification needed for enrollment Medicaid and/or Marketplacéoss ofeligibili ty for
Medicaidresultingfrom incarceraion; and care coordination for individuals with chronic

hedth conditions, housingnstability, and employment challenges. Seaure custaly rates

decline when communty agencies are present to advocate for altematives to detention.

TheMHBG and SABGmay be especially valuable in suppating care coordination to promote
pre-adjudication or pre-sentencing diversion, poviding care during gaps inenrollment after

62 Journal oResearcfin Crime and Delinquencydentifying HighRisk Youth: Prevalence and Patterns of Adolesbeag)
Victims, Judges, and Juven@®urt Reform Through Restorative Justideryfoos Joy G 1990,Rottman David, and Pamela
Casey, McNiel, Dale E., and Renée Binder. OJJDP Model Programs Guide

8 http://csgjusticecenter.org/mentagalth/
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incarceration, and suppaing other efforts related to enrollment.

Pleaserespond tdhe following items:

1. Does the state (SMHA and SSA) have a plan for coordinating with the criminal and juvenile

justice systemsn diversiornof individuals with mental and/or substance use disorders from
incarceration to community treatment, and for those incarcerated, a plarefaryénto the
community that includes connecting to behavioral health sef/ices
[ ]Yes[ ]No
2. Does the state have a plan for working with law enforcement to deploy emerging strategies
(e.g. civil citations, mobilerisis intervention, behavioral health provider radeng CIT,

linkage with treatment services, etc.) to reduce the number of individuals with mental and/or

substance use problenmsjails and emergency rooms?
[ ]Yes[ ]No
3. Does the state provide cresainings for behavioral health providers and criminal/juvenile
justice personnel to increase capacityforking with individuals with behavioral health
issues involved in the justice system
[ ]Yes[ ]No
4. Does the state have an itegency coordinating committee or advisory board that addresses
criminal and juvenile justice issues and that includes the SMHA, SSA, and other
governmental and negovernmental entities to address behavioral health and othetialssen
domains such as employmeatlucationand finance?
[ ]Yes[ ]No

5. Does the state have any activities related to this section that you would like to highlight?

Pleaseindicate areas of technical assistance needed related to this section

15. Medication Assisted TreatmenrtRequested

There is a voluminous literature on the efficacy of medicadgsisted treatment (MAT)he use

of FDA approved medication; counseling; behavioral therapy; and social support sentices, in
treatment of substance use disordétswever, many treatment programs in the U.S. offer only
abstinencébased treatment for these conditiofiie evdence base faviAT for SUDs is
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described in SAMHSA TIPs 40[1], 43[2], 45[3], and 49[4].

SAMHSA strongly encourages that the states require treatment facilities providing clinical care
to those with substance use disorders demonstrate thdidtielzavehe capacity andtaff

expertise to use MAT or have collaborative relationships with other providers that can provide
the appropriate MAT servicedinically needed.

Individuals with substance use disorders who have a disorder for which there is an FDA
approved medication treatment should have access to those treatments based upon each
individual patient’s needs.

In addition, SAMHSA also encourages states to require the use of MAT for substance use
disorders for opioid use, alcohol use, and tobacealisorders where clinically appropriate.

SAMHSA i s asking for input from states to inf
Please respond to the following:

1. Has the state implemented a plan to educate and raise awarenesSuiimneatment
programs regarding MAfor substance use disorders

[ ]Yes[ ]No

2. Has the state implemented a plan to educate and raise awareness of thdAiBevahin
special target audiences, particularly pregnant w@men

[ ]Yes[ ]No

3. Does the state purchase any of the following medication with block grant funds?
a) [_] Methadone
b) [] BuprenorphineBuprenorphine/naloxone
c) [] Disulfiram
d) [_] Acamprosate
e) [_] Naltrexone (oral, IM)
f) [] Naloxone

4 Does the state have an implemented education oityjaaBurance program to asstirat
evidencebased MAT with the use of FDApproved medications for treatment of substance
use disoders are used appropriate®*

[ ]Yes [ ]No

5. Does the state have any activities related to this section that you would like to highlight?
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* Appropriate usés defined as use of medication for the treatment of a substance use disorder,
combining psychosocial treatments with approved medications, use of peer supports in the
recovery process, safeguards against misuse and/or diversion of edrgrdgistances used in
treatment of substance use disordemsladvocacy with state payers

16.  Crisis Services Requested

In the onrgoing development of efforts to build esbust system of evidendmsedare for
persons diagnosed wititv, SED and SUDand their families via a coordinated continuum of
treatments, services and supports, growing attention is being paid across the country to how
states and local communities idéyptand effectively respond t@revent, manage and help
individuals, familiesand communities recover frobehavioral health criseSAMHSA has
recently released a publicatid@risis Services Effectiveness, Cost Effectiveness and Funding
Strategieghat states may find helpfft. SAMHSA has taken a leadership ratedeepening the
understanding of what it means to be in crisis and how to resparatisis experienced by
people with behavioral health conditiogsd their families.

According to SAMHatke Guidgined CoreE@rhents faor Responding to
Mental Health Cris€®,

“Adul t s ,andomlddr &ddlts withraSMI or emotional disorder often lead
lives characterized by recurrent, significant crisesese crises are not the
inevitable consequences of mental disability, but rather represent the combined
impact of a host of additional factors, including laclaofess to essential services
and supports, poverty, unstable housing, coexisting substance use, other health
problemsdiscriminatonand vi cti mi zation. "’

A crisis response system will have the capacifyreventrecognizerespongde
escalate, and flaw-up fromcrises across a continuum, from crisis planning, to early
stages of support and respite, to crisis stabilization and intervention, torisastollow
up and support for the individual and their famiJAMHSA expects that states will
build on the emerging and growing body of evidence for effective commbaggd
crisis-prevention andesponse systemssiven the multisystem involvement of many
individuals with behavioral health issues, the crisis system approach provides the
infrastructureto improve care coordination and outcomes, magagts,and better invest
resources Thefollowing are ararray of services and supports used to address crisis
response Please check those that are used in your. state

1. Crisis Prevention and Early Biivention

54 http://store.samhsa.gov/product/CriSiervicesEffectivenessCostEffectivenessandFunding
Strateqgies/SMA14848

% PracticeGuidelines: Core Elements for Responding to Mental Health Cri$e$ Pub No. SMA-09-4427.
Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health Services Administration,
2009 http://store.samhsa.gov/product/Céilementsfor-Respondingo-MentalHealth Crises/SMA094427
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a) [_] Wellness Recovery Action Plan (WRAP) Crisis Planning
b) [] Psychiatric Advance Directives

c) []Family Engagement

d) [] Safety Planning

e) [_] PeerOperated Warm Lines

f) [] PeerRun Crisis Respite Programs

g) [] Suicide Prevention

. Crisis Intervention/Stabilization

a) [_] Assesment/Triage (Living Room Model)

b) [] Open Dialogue

c) [_] Crisis Residential/Respite

d) [] Crisis Intervention Team/ Law Enforcement

e) [_] Mobile Crisis Outreach

f) [] Collaboration with Hospital Emergency Departments and Urgent Care
Systems

. Post Crisis Intervention/Support

a) [ WRAP PostCrisis

b) [ ] Peer Support/Peer Bridgers

c) [_] Follow-Up Outreach and Support

d) [_] Family-to-Family engagement

e) [] Connection to care coordination and folloy clinical care for individuals in
crisis

f) [] Follow-up crisis engagement witamilies and involved community members

g) [_] Recovery community coaches/peer recovery coaches

h) [] Recovery comunity organization

4. Doeghe state have any activities related to this section that you would like to
highlight?

Please indicate areas of technical assistance needed related to this .section

Remvery - Required
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The implementation of recovery supports and services are imperative for providing comprehensive,

quality behavioral health care. The expansion in access to and coverage for health care compels

SAMHSA to promote the availability, quality, and financing of vital services and support systems that

facilitate recovery for individuals. Recovery encompasses the spectrum of individual needs related
to those with mental disorders and/or substance use disoRlecsvery is supported through

the key components dfiealth(access to quality healtma behavioral health treatmeriipme
(housing with needed supportpurpose(education, mployment, and other pursuitsid
communitypeer, family, and other social support$he principles of recovery guide the
approachd persorcentered care that is inclusive of shadedisionmaking The continuum of

care for these conditions includes psychiatric and psychosocial interventions to address acute
episodes or recurrence of symptrsobstaneesiseoci at ed
disorder Because mental and substance use disorders are chronic conditions, systems and
services are necessary to facilitate the initiation, stabilization, and managementtefiong
recovery.

SAMHSA has developethefollowing working definition of recovery from mental and/or
subsénce use disarders:

Recoveryis aprocess ofchangethrough which individuals improve treir hedth and wellness,
live asdlf-direded life, and stive to read their full potential.

In addition, SAMHSA identified 10guiding principles ofrecmvery:
* Remvery emergesfrom hoge;
* Reovery is persondriven;
* Remvery occursvia manypathwas;
* Reovery is holistk;
* Remvery is suppored bypeeas and alles;
* Reovery is suppored through elationshipand social networks;
* Reovery is culturally-based and irfluenced;
* Reovery is supportd byaddessing trama;
* Reovery involves indviduals, families community strengths, andespongbility;
* Reovery is baed on esped.

Pleasesee SAMHSA s Working Definition of Reavery from Mental Disorders and Subsince
UseDisorders.
States are strongly encouraged to consider ways to incorporate recovery support services,

including peerdelivered servicesnto their continuum of careExamples of evidenebkasedand
emergng practices in peer recovesypport services include, but aret limited to, the
following:

M Clubhouses Peefrun respite services Whole HealthAction
1 Drop-in centers 1 Peerrun crisis diversion ~Management (WHAM)
1 Recovery community services {1 Shared decision making
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centers 1 Telephone recovery 1 Persorcentered planning

1 Peer specialist checkups 1 Self-care and wellness

1 Peerrecovery coaching § Warm lines approaches

1 Peer wellness coaching § Selfdirected care 1 Peefrun Seeking Safety

1 Peer health navigators { Supportive housing model group$Wellnessbased

f Family navigators/parent  Evidenceebased supporter ~ community campaign
support partners/providers  employment 1 Room and board when

1 Peerdelivered T Wellness Recovery Action  receiving treatment
motivationalinterviewing Planning(WRAP)

SAMHSA stronglyencourages sttes to ke proadive steps to impement recovery suppat
services. Toacomplish thisgoal and suppat thewide-scale adoption ofrecmvery supports in
the areas of health, home, purpaael community, BMHSA has launched Bringing Remvery
Suppats to ale Tedhnicd Assistince Center Strategy (BRSSTACS). BRSSTACS assists
states and otlers to pomoteadoption ofrecvery-oriented suppats, fivices, and systemsfor
peoplein recmvery from subsaénce useand/ormental disorders.

Becauseamvery is based on theinvolvement of consuners/peess/people in recoveryheir
family members and caregiversSMHAs and S\ s can engage these individuals, families and
caregiversn developing recovergriented systems and servic&dates should also suppo
existing and create resources for nesnaumer, family, and youth networks; recovery
communityorganizations and peerun organizationsand advocacy organizations to ensure a
recovery orientation anekpand suppat networks and recovery services. States are strongly
encouragedo engageindividuals and families in developing, implementing and monitaing the
state M/SUD treament system.

Please rgpond to the following

1. Does the state suppagcoverythrough any of the following:
a) Training/education on recovery principles and recoxergnted practice and systems,
including the role of peers in c&e

[ ]Yes[ ]No
b) Requiredpeer acreditation or certification
[ ]Yes[ ]No
c) Block grant tinding of recovery suppaoservices
[ JYyes[ ] No
d) Involvement of persons in recovery/peers/family members in plannipiementation,
or evaluation of the inmpact of the state’
[ ]Yes[ ]No
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2. Does the state measure the impEgtour consumer and recovery communityreath
activity?

[ ]Yes[ ]No

3. Provide a description of recovery and recovery support services for adults with SMI and
children with SED in gur state.

4. Provide a description of recovery and recovery support services for individuals with
substance use disorders in your state.

5. Does the state have any activities that it would like to highlight?

Please indicate areas tdchnical assistanceeeded related to this section.

18. Community Living and thelmplementation of Olmstead- requested

Theintegration mandate in Title 11 of the Americanswith Disabiliti es Act (ADA) and the
SupemeCourt’s dedasion inOlmsteadv. L.C., 527U.S. 581(1999, providelegal
requirements tret are consisent with SAMHSA s misson toreduce the impact &fi/SUD on
Amer i ca’' s .dBeimgmauactivehambes of a communitg an important part of
recovery for persons with behavioral health conditiohifle 11 of the ADA and theregulations
promugated for its enforcement require that states provide services inthemost inegrated
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settingappropriate to the individualnd prohibit needless institutiomali zation and segregation in
work, living, and otler settings. In responseo thelOthanniversary of the Supeme Court’s
Olmstead deasion, theCoardinating Courtil on Communiy Living was createdt HHS.
SAMHSA has keen akey member of the counciland haes funded anumker of technicd
assstance oppatunities to pomote inegrated ivices for peoplewith behavioral health needs,
including apolicy academy to stare effective practices with states.

Communty living has been apriority across theederd government with recent changes to
sedion 811and other housingprograms operated by the Department of Housingand Urban
Development (HUD). HUD and HHS collaboraté¢o supporthousingoppatunities for persons
with disabilities,including persons with behavioral illness@&he Department of Justice (DOJ)
and the HHS Office for

(OCR) cooperate on enforcement and compliance meas®s and OCR have expressed
concern about some aspects afestnental hedth systemsincluding use ofraditional
institutionsand other settingsthat have institutional charaderistics toservepersons whose
needs could be better met in community settigere recently, there has beenliti gation
regarding certainevidenceebased supported employmestvices such asheltered workshops
States should ensubéock gantfunds are allocated to suppprevention, treatmenpand
recovery services community settings whenever feasible and remain committed, as
SAMHSA is, to ensuring services are implemented in accordance with Olmsteadlandofi
the ADA.

It is requested that the state submit their Olmstead Plan as a part of this application, or address
the following when describing community liviregnd implementation of Olmstead:

1. Doest he st ate’ s Oé:mstead plan includ
housingservices provided [ lyes [ ]No
home and community based services [ ]Yes [_] No
peer support seices [ Jyes [ ]No
employment services [ Jyes [ ]No

Does the state have a plan to transitiatividuals fromhospital to community settings?

D Yes[ ] No

3. What efforts are occurring in the state or being planned to address the ADA community
integration mandate regad by the Olmstead Decision of 1999?

Please indicate areas of technical assistance needed related to this .section

19. Children and Adolescents Behavioral Health Servicesirequired MHBG, requested
SABG

MHBG funds are intended to support programs and activities for children and adolescents with
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SED, and SABG funds are available for prevention, treatment, and recovery services for youth
and young adults with substance use disordersh Y&ar, an estimated 20 percent of children in
theU.S. have adiagnasable mental hedth conditionand onein 10 sdfers from a serious

emotional disturbance @hcontributes to subsintial impairment in theirfunctioning at hone, at
school, orin thecommunty.®® Most mental disorders have their roots in childhood,with about

50 percent of affeded adults menifestingsuchdisarders by age 14, and 75 percent by age 2457

For youth between the ages of 10 and 24, suicide is the third leading cause of death and for
childrenbetween 12 and 17, the second leading cause of ¥eath.

It is also important to note thafl percent of high school students have a diagnosaitisance
use diseder involving nicotine, alcoholor illi cit drugs, and nine out of 18dults who meet
clinical criteria for a substance use disorder started smoking, drinking, or using illicit drugs
before the age of 180f peoplewho strted usingbefore the age of 18, onein four will
develop an addiction compared to onein twenty-five who strted using subsices after age
21.%° Mental and subsance usedisarders in children and adolescents are complex, typically
involving multiplechallenges These children and youth are frequently involved in more than
onespedalized system, including mental hedth, subsance abuse, primary hedth, education,
childcare child welfarg or juvenile justice This multisystem involvement dften results in
fragmented and inadequate care, leaving families overwhelmed and children’s neads unmet.
For youth and young adults who are transitioning into adult responsibilities, negotiating
between the childand adukserving systems becomes even harder address theneed for
additional coordination, SAMHSA is encouraging states to designata point personfor
children toassist schools inassuing identified children are conneded with avail able mental
health and/or subséince abuse screeningtreatment and recovery support services.

Since 1993, AMHSA has funded theChildren’s Mental Hedth Initiative (CMHI) to build the
system of care approach in setes and communities around thecountry. This hes keen an
ongoing program with 173 grantsawarded to sttes and communities, and every state has
recaved at least oneCMHI grant. Since then SAMHSA & awarded planning and
implementation grants to states for adolescent anditi@n age youth SUBreatment and
infrastructure developmeni hiswork has included docus onfinancing, workforce
development and implementing evidendmsed treatments.

For the past 25years, thesystem of care approach has been themajor framework for improving
delivery systems, ®wvices, and outomes for children, youth, and young adultaith mental
and/or SUD and co-occurring M/SUD and their families This approad is comprised of a
spedrum of effective, communty-based services and suppas thet are organized into a
coordinated network. This approach dips build meaningful partnershipsacross systenand

% Centers for Disease Control and Prevention, (20083ntal Health Surveillance among @hien— United States, 2008011
MMWR 62(2).

57 Kessler, R.C., Berglund, P., Demler, O., Jin, R., Merikangas, K.R., & Walters(¥DH5) Lifetime prevalence and ags-
onset distributions of DSMV disorders in the National Comorbidity Survey Replicatiéwchives of General Psychiatry, 62(6),
593-602.

% Centers for Disease Control and Preventif#010) National Center for Injury Prevention@@ontrol Web-based Injury
Statistics Query and Reporting System (WISQARS) [onlii2D10) Availablefrom www.cdc.gov/injury/wisgars/index.html.

% The National Center on Addiction and Substance Abuse at Columbia Univédsie, 2011) AdolescenSubstance Abuse:
America’'s #1 Public Health Probl em.
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addresses cultural and linguisticneads whileimprovingthe child, youthand young adult
functioningin home, school, and communty. The system of care approach provides
individuali zed svices, is family drivenyouth guided ad culturally competengnd builds on
the stengths ofthe child, youth or young adulind theirfamily to promote recovery and
resilience Services aredlivered in theleastrestrictive environment possibleuseevidence-
based pradices, and createffedive crosssystem collaboration including integrated
management of service delivery and costs’®

According to data from th2015 Report to Congreson systems of careservices

reach many children and youth typically underserved by the mental health system;
improve emotional and behavioral outcomes for children and youth;

enhance fanty outcomes, such as decreased caregiver stress;

decrease suicidal ideation and gestures;

expand the availability of effective supports and services; and

save money by reducing costs in high cost services such as residential settings,
inpatient hospitalsand juvenile justice settings.

O U WNPE

SAMHSA expeds that states will build on thewell-documented, effective system of care
approad to serving children and youthwith serious kehavioral hedth needs Given themulti-
system involvement of thesechildren and youth, thesystem of care approach provides the
infrastructure to improve care coordination and autcomes, manage costs and better invest
resouces. Thearray of services and suppas in thesystem of care approach includes:

1 nonresidential sewvices (e.g.wraparound €1vice planning, intensive case management,
outpetient thergy, intensive home-based services, SUDintensiveoutpetient sivices,
continuing care and mobilecrisis respanse);

1 suppative sewvices, (e.g.,pee youth suppd, family peer support, respiteservices,
mental hedth consulttion, and suppaed educaion and employment); and

1 residential sewices (e.g.like thergpeutic fosker care crisis stbili zation svices, and
inpatient medicd detoxification).

Pleaserespond tahefollowing:

1. Doesthestate utilize a system of care approach to suport:
a) Theremvery and resilience of children and youthwith SED?

[ ]Yes[ ]No

b) The recovery and resilience of children and yowitin SUD?

[ ]Yes[ ]No

o Department of Mental Health Servicg2011) The Comprehensive Community Mental Health Services for Children and
Their Families Program: Evaluation Findingsnnual Report to Congres#vailable fran
http://store.samhsa.gov/product/Comprehen§isenmunityMentalHealth- Servicesfor-Childrenrand Their-FamiliesProgram
EvaluationFindings/PEP12ZMHI2010.

! http://www.samhsa.gov/sites/default/files/programs_campaigns/h15reportto-congress.pdf
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2. Does thestate have arestablished collaboration plan to workwith other child- and youth
serving agencies in thestate to address kehavioral hedth needs
a) Child welfare?
[ ]Yes[ ]No
b) Juvenilgjustice?
[ ]Yed ]No
c) Educatior?

[ ]Yes[ ]No

3. Does the state monitor its progress and effectiveness, around
a) Serviceutilization?
[ ]Yes[ ]No
b) Cost®
[ ]Yes[ ]No
c) Outcomedor children and youth services?

[ ]Yes[ |No

4. Does thestate provide training in evidence-based :
a) Substancenisuse pevention, SUD treatment and recovery services for

children/adolescents, and their families. ?
[ ]Yes[ ]No

b) Mentalhealth treatment and recovery services for childdeméscents and their families?
[ ]Yes[ ]No

5. Does the state have plans for transitioning children and youth receiving services
a) to theadult behavioral health system?

[ ]Yes[ ]No

b) for youth in foster care?

[ ]Yes[ ]No

6. Describe how the stapovide integrated services through the system of care (social
services, educational services, child welfare services, juvenile justice services, law
enforcement servieg substance use disorders, etc.)

7. Does the state have any activities related to this section that you would like to highlight?
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Please indicate areas of technical assistance needed related $&¢thisn

20. SuicidePreventioni (RequiredMHBG)

Suicide is a major public health concern, it is the 10th leading cause of death overall, with over
40,000 people dying by suicide each year in the United States. The causes of suicide are
complex and determined by multiplerabinations of factors, such as mental illness, substance
abuse, painful losses, exposure to violence, and social isolation. Mental illness and substance
abuse are possible factors in 90 percent of the deaths from suicide, and alcohol use is a factor in
approximately onehird of all suicides.Therefore, SAMHSA urges behavioral health agencies

to lead in ways that are suitable to this growing area of con&&MHSA is committed to

supporting states and territories in providing services to individughsSll/SED who are at

risk for suicide through the use MHBG funds to address these risk factors and prevent suicide
SAMHSA encourages the behavioral health agencies play a leadership role on suicide prevention
efforts, including shapingimplementingmonitoring, care, and recovery support services among
individuals with SMI/SED.

Please respond to the following

1. Have you updated your state’s suicide preyv

[ ]Yes[ ]No

2. Describe activities intended to reduce incidents of suicide in your state.

3. Have you incorporated arsyrategies supportive of Zero Suicide?

[ ]Yes[ ]No

4. Do you have any initiatives focused on improving ¢emasitions for suicidal patients
being discharged from inpatient units or emergency departments?

[ ]Yes[ ]No
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5. Have you begun any targeted tatswide initiatives since theFY 2016FFY 2017 plan
was submitted?

[ ]Yes[ ]No

If SO, please describe the population targeted?

Please indicate areas of technical assistameeded related to this section

21.  Support of State PartnersRequired MHBG

Thesuccess ofastate’ s MHBG and SABG programswill rely heavily on thestrategic
partnership thet SMHAsand S3\s have or will develop with other hedth, sacial services, and
education providers, aswell as other state, local, and tribal governmental entities. Examples of
partnerships may include:

1 The SMA agreeing to consult with the SMHA or the SSA in the development and/or
oversight of health homes for individualgth chronic health conditions or consultation
on the benefits available to any Medicaid populations;

1 The state justice system authorities working with the state, local, and tribal judicial
systems to develop policies and programs that address theaféadisiduals with
M/SUD who come in contact with the criminal and juvenile justice systems, promote
strategies for appropriate diversion and alternatives to incarceration, provide screening
and treatment, and implement transition services for thoseduodig reentering the
community, including efforts focused on enrollment;

1 The state education agency examining current regulations, policies, programs, and key
datapoints in local and tribal school districts to ensure that children are safe, supported in
their social/emotional development, exposed to initiatives that target risk and protective
factors for mental and substance use disorders, and, for those youth witiskooat
emotional behavioral an8UDs, to ensure that they have the services anpostgp
needed to succeed in school and improve their graduation rates and reelfedistuict
placements;

1 The state child welfare/human services department, in response to state child and family
services reviews, working with local and tribal child et agencies to address the
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trauma and mental and substance use disorders in children, youth, and family members
that often put children and youth gk for maltreatment and subsequentofshome
placement and involvement with the foster care systeciyding specific service issues,
such as the appropriate use of psychotropic medication for children and youth involved in
child welfare;

1 The state public housing agencies which can be critical for the implementation of
Olmstead;

1 The state public healdwthority that provides epidemiology data and/or provides or leads
prevention services and activities; and

T The state’s of fil/emergendy manageredntagedoy stleec ur i t y
partners actively collaborate with the SMHA/SSA in planning for enmeige that may
result in behavioral health needs and/or impact persons with behavioral health conditions
and their families and caregivers, provide
ability to provide behavioral health services to meetfadises of an emergency
(mitigation, preparedness, response and recovery) and including appropriate engagement
of volunteers with expertise and interest in behavioral health.

Pleaserespond to the following items:

1. Has your state added any new partnefsaomerships since the last planning period?

[ ]Yes[ ]No

2. Has your state identified the need to develeps partnershipthat you did not have in place?

[ ]Yes[ ]No

If yes, with whom?

3. Describe the manner in which your state and local entities will coordinate services to
maximize the efficiency, effectiveness, quality and -effdctiveness of services and
programs to produce the best possible outcomes with other agencies to enalnetesu
function outside of inpatient or residentimsétitutions,including services to be provided by
local school systems under the Individuals with Disabilities Education Act.
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Please indicate areas of technical assistance needed related sz tisn

22. State Behavioral Health Planning/Advisory @acil and Input on the Mental
Health/Substance AbuselBck Grant Applicationrequired MHBG

Ead stteis required to establish and nmeintain astate MentalHedth PlanningAdvisay
Courril for adultswith SMI or children withSED. To meet the needs of states that are
integratirg services supported by MHBG and SAB&AMHSA is recommending that states
expand their Mental Health AdvisoGouncil to include substance mgeprevention, SUD
treatmentand recovery representaticeferred to here as a Behavioral Health
Advisory/Planning Council (BHPC)SAMHSA encourages sttes toexpand their required
Council’ s comprehensiveapproach by designing and implementing regulany scheduled
collaborationswith an existing subsénce misuseprevention, SUDtreatment, and recovery
advisay courcil to ensure that thecourcil reviews issues and ivices for personswith, or at
risk, for subsénce misuseand SUDs. To assist with implementing a BHPC, SAMHSA has
createdBest Practices for State Behavioral Health Planning Councils: The Road to Planning
Council Integratior(?

Planning Councils are raged by statute to review state plans and implementation reports; and
submit any recommended modifications to the stBtanning councils monitor, review, and
evaluate, not less than once each year, the allocation and adequacyabheth services

within the g¢ate They also serve as an advocate for individuals with behavioral health problems
SAMHSA requests that any recommendations for modifications to the application or comments
to theimplementationmeport that were received from the Plann@muncil be submitted to
SAMHSA, regardless of whether thiate has accepted the recommendatidrse

documentation, preferabbjetter signed by the Chair of the Planning Council, should state that
the Planning Council reviewed the application anglementatiomeport and should be
transmittedas attachments by the state.

Pleseconsi der the following items as a gui de whe
system:

1. How was the Council involved in the development and review of the statampda®por?
Attach supporting documentation (e.g., meeting minutes, lettexgopbrt.etc.)
a) What medhanism does the state useto plan and implement subsénce misuseprevention,

72 http://beta.samhsa.gov/grants/bleglants/resources

94


http://www.samhsa.gov/grants/block-grants/resources
http://www.samhsa.gov/grants/block-grants/resources
http://beta.samhsa.gov/grants/block-grants/resources

SUD treatmentand recovergervices?

b) Has the Courtil succesdully integrated subsance misuseprevention and reament or
co-occurring disarder issues, concerns, and activiti es into its work?

[ ]JYes [ ]No

2. Is the membership representative of the service area popuktion (e.g., ethnic, cultural,
linguistic, rural, sububan, urban, older adults, families of youngchildren)?
[ ]Yes[ ]No

3. Pleasedescribe the duties and responsibilities of the Courril, including how it gathers
meaningful input from peoplein recovery, families, and other important skeholders, and
how it has advocated for individuals with SMI or SED.

Additionally, pleasecomplete the Behavioral Health Advisory Council Members @ahaviaral
Health Advisary Courcil Compostion byMember Type forms?

" There are stict state Council membershipguidelines. Setes must @monstate: (1) the involvement of people in recovery and their family
members; (2)heratio of parents ofchildren with SED to other Courtil members is sificient to provide adequate representation of that
constittency in delibergions on theCourtil; and (3) no éss than 50percent of the members of the Courtil are individuals who are not stte
employees orproviders of mental health services.
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Behavioral Health Advisory Council Members

Name

Type of
M embership*

Agency or
Organization
Represented*

Address
Phone &
Fax

Email
Address
(If
Available)

**State Mental
Health Agency

**State
Education
Agency

**State
Vocational
Rehabilitation
Agency

**State Criminal
Judice Agency

**State Housing
Agency

**State Sacial
Serices Agency

xSt ate
Medicad
Agency

%St ate
Marketplace
Agency

***St ate Child
Welfare Agency

***St ate Hedth
Agency

***St ate Agency
onAding

*Council members shouldbelisted only once by type of membership and Agency/organizatiomepresented.

** Required by Statute
*** Requested not required
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Behavioral Health Advisay Council Composition by Member Type

Type of Member ship

Number

Total Membership

Individualsin Remvery * (to include adultswith SMI
who arerecaving, or haverecaved, mental health
services

[Family Members of Indivi duals in Reovery *
(to include family members ofadultswith SM1)

|Parents of children with SED/'SUD *

Vacancies(individual & family members)

Others ( Advocates who are notState employees or
providers)

Total Individuals in Remvery, Family Members and
Others

State Employees

Providers

Vacancies

TOTAL State Employees & Providers

IndividualgFamily Members from Diverse Racial,
Ethnic, and LGBT Populations

Providers from Diverse Racial, Ethnic, and LGBT
Populations

TOTAL I ndividuals and Providers from Diver se
Racial, Ethnic, and LGBT Populations

Persons inrecovery fromor providing treatment for
or advocating for SUD services

Federally Recognized Trilal Representatives

Youth/adolescent representative (omember from an
organization serving young people).

Per centage
of Total
Membership

*States are encouraged to ®led theserepresentatives from stte Family/Consuner organizations or
include individuals with substance migeprevention, SUDreatmentand recovergxpertise in their

Councils.

97



23. Public Comment on the State Plarequired

Title XIX, Subg@rt 111, section 1941 ofthe PHS Act (42 U.S.C 8300x51) requires, asa
condition ofthefunding agreement for the grant, states will provide an oppatunity for the
publicto comment on thestate block grantplan States should rake the plan public in such
amanner as tofadlit ate comment from any person (including federal, tribal, or other public
agencies) both duing the development of the plan (including any revisions)and after the
submission othe plan to SAMHSA.

1. Did the state take any of the following steps to make the public aware of the plan and
allow for publiccomment?
a) Public meetings dnearings?
[ ]Yes[ ]No
b) Posting of the plan on the web for public comrf?ent
[ ]Yes[ ]No

Other?
if yes, provide URL

c) Other €.g. public service announcements, print media)

[ ] Yes[ ]No
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Acronyms

ACF Administration for Children and Families
ACL Administration for Communty Living

ACO Accouniable Care Organization

ACT Assertive Community Treatment

AHRQ Agency for Hedthcare Research and Quality
Al American Indian

AIDS Acquired Immune Deficiency Syndrome
AN Alaskan Native

AOT AssistedOutpatient Treatment

BHSIS Behavioral Hedth Serwvices Information System
CAP Consuner Assisence Programs

CBHSQ Center for Behavioral Health Statistics and Quality
CCBHC Certified Community Behavioral Health Center

CFR Codeof Federd Regulations

CHC Communty Hedth Center

CHIP Children’s Health Insurance Program

CLAS Culturally and Linguisticdly Appropriate Sewices

CMHC Commuity Mental Hedth Center
CMHS Center for Mental Hedth Services

CMS Centers for Medicare andMedicaid Services
CPT Current Procedural Teminology
CSAPCenter for Subsgance Abuse Prevention

CSAT Center for Subsance Abuse Treatment

CSC Coordinated Specialty Care

DSMV Diagnostic and Statistical Manual of Mental Disorder8hFi

Edition, Arlington, VA, American Psychiatric Association

EBP Evidence-Based Pradice

EHB Esential Health Benefit

EHR Eledronic Hedlth Record

EIS Early Intervention Services (association with Human
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ESMI
FFY
FMAP
FPL
FQHC
HCPCS
HHS
HIE
HIT
HIV

HRSA
ICD-10

ICT
IDU
IMD
IOM
KIT

LGBTQ
MAT

MCO
MHBG
MHPAEA
MOE
M/SUD
NBHQF
NHAS
NIAAA

Immunodeficiency Virus (HIV)

Early Serious Mental lliness

Federd Fiscd Year

Federd Medicd Assistnce Percentage

Federd Powerty Level

Federally-Qualified Hedth Center

Hedthcare Common Pocedure Coding System
Department of Health and Human Services

Hedth Information Exchange

Hedth Information Tedhnology

Human Immunodficiency Virus (associated with Early
Intervention Services)

Hedth Resouces and Services Administration
Thelnternational Statisttal Classification ofDiseases andRdated Health

Problens, 10th Revision
Interadive Comnunicaion Technology

IntravenousDrug User

Institutionsfor Mental Diseases

Instituteof Medicine

Knowledge Information Transformation (associated with
EBP implementation)

Lesbian, Gay, Bisexual, Transgender, and Questioning
Medication Assistedreatment

Managed Care Organization

Communty Mental Hedth Serwices Block Grant
Mental Hedth Parity and Addiction Equity Act
Maintenance offfort

Mental and/or Subsénce UseDisorder

National Behavioral Hedth Quality Framework
National HIV/AIDS Stategy

National Instituteon Alcoholismand Alcohol Abuse

NIDANationa Instituteon Drug Abuse
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NIMH
NOMS
NQF
NQS
NREPP
OCR
OMB
PBHCI
PBR
PHS

PRV
PPWC
PWWDC
PWID
QHP
RAISE

RCO

RFP
SABG
SAMHSA
SBIRT
SED
SFY
SEOW
SMHA
SMI
SPA
SH-
SHA
SUD
TIP

Nationa Instituteon Mental Health

National OutcomeMeasues

National Quality Forum

National Quality Strategy

National Registry of Evidence-based Programsand Ractices
Office for Civil Rights

Office of Management and Budget

Primary and Behavioral Health Care Integration

Patient Bill of Rights

Pubic Hedth Service

Pregnant andParenting Women

Pregnant and Postpartum Women and Children
Pregnant Women and Women with Dependent Children
Persons Who Inject Drugs

Qualified Health Plan

RecoveryAfter an Initial Schizophrenia Episode

Recovery Community Organization

Request for Proposl

Subsénce Abuse Prevention and Treament Block Grant
Subsénce Abuseand Mental Hedth Services Administration
Screening, Brief Intervention, and Referral to Treament
SeriousEmotional Disturbance

State fiscal year

State Epidemiological OutcomeWorkgroup

State Mental Health Autharity

Serious Mental lliness

State Plan Amendment

Strategic Prevention Framework

Single State Agency

Subsénce UseDisader

Treament Improvement Protocol
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TLOA Tribal Law and Order Act
U.S.C. United States Code
VA Veterans Administration
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TOPIC

SAMHSA Block Grants

Resources

LINK

http://samhsa.gov/grants/blogkants

DESCRIPTION

Description of Block Grant, its purpose, deadlines, laws and
regulations and resources

Search SAMHSA's website for resources, information and updat

SAMHSA Topic Search http://www.samhsa.gov/topics topic or program
Search SAMHSA's store to dowr
SAMHSA Store http://store.samhsa.gov/ resources
RESOURCES IN ALPHABETICAL ORDER BY TOPIC/TITLE \
TOPIC LINK DESCRIPTION \

21% Century Cures Act

https://www.congress.gov/114/bills/hr34/BILL
-114hr34enr.pdf

Link to the 2% Century Cures Act, which includes the section on
Helping Families ilMMentalHedth Crisis Reform Act of 2016

Center for Integrated
Health Solutions

http://www.integration.samhsa.gov/

HRSA-SAMHSA Center for Integrated Health Solutions offers
resources, trainings, htapics, and webinars on primary and
behavioral health care integration

Characteristics of State
Mental Health Agency
Data Systems

http://store.samhsa.gov/product/Characteristi
of-StateMentalHealthAgencyData
Systems/SMAQ0&81361

Reviews current information technology (IT) systems and techng
implementation efforts in state mental health agendReports key
findings on IT andstructure, clientevel and claimsevel data,
linking to other state data, and electronic health records
(Downloadable report)

Children Mental Health

http://store.samhsa.qov/product/Comprehens

CommunityMentatHealth-Servicesfor-
Childrenrand Their-FamiliesProgram
EvaluationFindings/PEP1ZMHI2010

Presents program evaluation findings déderally fundednitiative
that supports systems of care for commubiged mental health
services for childrenyouth,and their families Reports orFFY2010
data that track service characteristics, use, and outcomes
(Downloadable report)

Co-Occurring Resources
and Models

http://www.samhsa.gov/eoccurring/

SAMHSA's webpage dedicateddo-occurringmodels and practice
Includes resources, webinars, public resource links and more.
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http://store.samhsa.gov/product/Characteristics-of-State-Mental-Health-Agency-Data-Systems/SMA08-4361
http://store.samhsa.gov/product/Characteristics-of-State-Mental-Health-Agency-Data-Systems/SMA08-4361
http://store.samhsa.gov/product/Comprehensive-Community-Mental-Health-Services-for-Children-and-Their-Families-Program-Evaluation-Findings/PEP12-CMHI2010
http://store.samhsa.gov/product/Comprehensive-Community-Mental-Health-Services-for-Children-and-Their-Families-Program-Evaluation-Findings/PEP12-CMHI2010
http://store.samhsa.gov/product/Comprehensive-Community-Mental-Health-Services-for-Children-and-Their-Families-Program-Evaluation-Findings/PEP12-CMHI2010
http://store.samhsa.gov/product/Comprehensive-Community-Mental-Health-Services-for-Children-and-Their-Families-Program-Evaluation-Findings/PEP12-CMHI2010
http://www.samhsa.gov/co-occurring/

http://www.samhsa.gov/healtarehealth

Overview of SAMHSA Health Care Integration initiatives and link

Health Care Integration systemsntegration to resources and information about health care integration
http://www.integration.samhsa.gov/integrate( SAMHSA's description of Health Homes and resources around H
Health Homes caremodels/healtthomes homes

Healthy People Initiative

http://www.healthypeople.qgov/2020/default.ag

Government website that reviews the goals of Hgdople 2020
and provides resources to help meet the goals

Health Financing

http://www.samhsa.gov/healfmancing

SAMHSA guides, trainings and technical assistance resources a
health reform implementation.

Integrated Treatment for
Co-Occurring Disorders
EvidenceBasedPractices
(EBP) KIT

http://store.samhsa.gov/product/SMAB867

Provides practice principles about integrated treatment for co
occurring disorders, an approach thapbegleople recover by
offering M/SUD services at the same time and in one settiDffers
suggestions from successful programs.

LGBT Populations

http://www.samhsa.gov/behavioslatalth
equity/Igbt

Resources on the LGBT population include national survey repo|
agency and federalitiatives, and related behavioral health
resources.

Medicaid Policy

http://www.medicaid.gov/Federfdolicy-

Searchable database of Medicaid Policy i d a; mcluglings peer
support services, affordable care act, health homes, prescription

Guidance guidance/federabolicy-guidance.html drugs, etc.
Medication Assisted http://www.samhsa.gov/medicati@ssisted
Treatment treatment SAMHSA's resources, guides and TIPs on MAT

Mental Health and
Substance Abuse Block
Grant Laws and
Regulations

http://www.samhsa.gov/grants/bleck
grants/lawsequlations

Links to the laws and regulations that govern the Mental Health ¢
Substance Abuse Block Grants
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http://www.medicaid.gov/Federal-Policy-guidance/federal-policy-guidance.html
http://www.medicaid.gov/Federal-Policy-guidance/federal-policy-guidance.html
http://www.samhsa.gov/medication-assisted-treatment
http://www.samhsa.gov/medication-assisted-treatment
http://www.samhsa.gov/grants/block-grants/laws-regulations
http://www.samhsa.gov/grants/block-grants/laws-regulations

Mental Health Crisis

http://store.samhsa.gov/product/Cétlements
for-Respondingo-MentatHealth
Crises/SMAQ94427

Presents guidelines to improve services for peafile serious
mental illness or emotional disordevho are in mental health crise;
Defines values, principles, and infrastructure to support appropri
responses to mental health crises in various situations.

National CLAS

The National Standards for Culturally and Linguistically Appropri
Services in Health and Health Care (the National CLAS Standar(
are intended to advance héadtquity, improve quality, and help
eliminate health care disparities by providing a blueprint for
individuals and health and health care organizations to implemel

Standards http://www.ThinkCulturalHealth.hhs.gov | culturally and linguistically appropriate services.
National HIV/AIDS
Strategy (NHAS) for the | http://www.whitehouse.gov/sites/default/files/{ July 2010 PDF of the National HIV/AIDS Strategy for theitdd

United States

loads/NHAS. pdf

States

National Partnership for
Action to End Health
Disparities

http://minorityhealth.hhs.gov/npa/

Offers an overview and resources to help end health disparities

National Registry of
EvidencedBased
Programs and Practices

http://www.nrepp.samhsa.gov/

NREPP is a searchable online registry¥/SUD interventions
NREPP was developed to help the public learn more about evidg
based intervemns that are available for implementation.

National Strategy for
Suicide Prevention

http://store.samhsa.gov/product/Natienal
Strateqyfor-SuicidePrevention2012Goals
andObijectivesfor-Action/PEP12NSSPGOALS

Outlines a national strategy to guide suicide prevention actions
Includes 13 goals and 60 objectives across four strategitiditec
wellness and empowerment; prevention services; treatment and
support services; and surveillance, research, and evaluation
(Downloadable report)

http://www.samhsa.gov/law®gulations

Links to theOlmstead decision document, as well as, a report tha
offers a basic primer on supportive housing, as well as a thoroug

Olmstead guidelines/civitrights-protections review of states’ current OIn
Letter from Medicaid on Application of the Mental Health Parity &
http://www.medicaid.gov/Federglolicy- Addiction Equity Act to Medtaid MCOs, CHIP, and Alternative
Parity Guidance/downloads/SHOB3-001. pdf Benefit (Benchmark) Plans
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http://store.samhsa.gov/product/Core-Elements-for-Responding-to-Mental-Health-Crises/SMA09-4427
http://store.samhsa.gov/product/Core-Elements-for-Responding-to-Mental-Health-Crises/SMA09-4427
http://store.samhsa.gov/product/Core-Elements-for-Responding-to-Mental-Health-Crises/SMA09-4427
http://www.thinkculturalhealth.hhs.gov/
http://www.whitehouse.gov/sites/default/files/uploads/NHAS.pdf
http://www.whitehouse.gov/sites/default/files/uploads/NHAS.pdf
http://minorityhealth.hhs.gov/npa/
http://www.nrepp.samhsa.gov/
http://store.samhsa.gov/product/National-Strategy-for-Suicide-Prevention-2012-Goals-and-Objectives-for-Action/PEP12-NSSPGOALS
http://store.samhsa.gov/product/National-Strategy-for-Suicide-Prevention-2012-Goals-and-Objectives-for-Action/PEP12-NSSPGOALS
http://store.samhsa.gov/product/National-Strategy-for-Suicide-Prevention-2012-Goals-and-Objectives-for-Action/PEP12-NSSPGOALS
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-001.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-001.pdf

Prevention of Underage
Drinking

http://www.ncbi.nlm.nih.gov/books/NBK4436(

The Surgeon General's Call to Action To Prevent and Reduce
Underage Drinking seeks to engage all levels of government as |
as individuals and private sector institutions and organizations in
coordinated, multifaceted effort to prevent and reduce underage
drinking and its adverse consequences.

Recovery

http://www.samhsa.gov/recovery/

SAMHSA's resources, guides and technical assistance on recov|

SAMHSA.gov Data
Resources

http://www.samhsa.gov/data/

Links to SAMHSAdata sets including: NSDUH, DAWN,
NSSATS/NMHSS, TEDS, Uniform Reporting System (URS),
National and State Barometers, etc.

SAMHSA's Evidenced
Based Practice
Knowledge Information
Transformation (KIT)

http://store.samhsa.gov/product/Asserive
CommunityTreatmeACT-EvidenceBased
PracticesEBP-KIT/SMAQ08-4345

SAMHSA’ s {Basa Bractice knowledge Informing

Transformation (KIT)[1] were developed to help move the latest
information available on effective behavioral health practices intd
communitybased service delivery.

Substance Abuse for
Women

http://www.samhsa.gov/womezhildren
families

Guidance on compents of quality SUD treatment services for
women, fatescan refer to the documents found at this link

Suicide Prevention

http://www.samhsa.gov/prevention/

Links to resources and guides around suicide prevention and ot
mental and substanog@suseprevention topics.

Synar Program

http://samhsa.qgov/synar

Description and overview of the SYNAR progranhich is a
requirement of the SABG.

Telehealth Policy
Resource

http://telehealthpolicy.us/medicaid

Telehealth Medicaid Policy sithat provides telehealth laws and
reimbursement by state, telehealth policy PDF and a review of
pending legislations

Trauma & Violence

http://www.samhsa.gov/traumaolence

Includes information arourndolence and trauma, including the
definition and review of trauma informed care.

Criminal & Juvenile
Justice

http://www.samhsa.gov/crimingdivenile-justice

Review of behavioral healgervices and resources in the criminal
justice and juvenile justice systems.

Tribal Consultation

http://www.whitehouse.gov/thpress
office/memoranduntribal-consultatiorsigned

president

The White House memorandum regarding the requirements rela
tribal consultation
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http://www.ncbi.nlm.nih.gov/books/NBK44360/
http://www.samhsa.gov/recovery/
http://www.samhsa.gov/data/
http://store.samhsa.gov/product/Assertive-Community-Treatment-ACT-Evidence-Based-Practices-EBP-KIT/SMA08-4345
http://store.samhsa.gov/product/Assertive-Community-Treatment-ACT-Evidence-Based-Practices-EBP-KIT/SMA08-4345
http://store.samhsa.gov/product/Assertive-Community-Treatment-ACT-Evidence-Based-Practices-EBP-KIT/SMA08-4345
http://www.samhsa.gov/women-children-families
http://www.samhsa.gov/women-children-families
http://www.samhsa.gov/prevention/
http://samhsa.gov/synar
http://telehealthpolicy.us/medicaid
http://www.samhsa.gov/trauma-violence
http://www.samhsa.gov/criminal-juvenile-justice
http://www.whitehouse.gov/the-press-office/memorandum-tribal-consultation-signed-president
http://www.whitehouse.gov/the-press-office/memorandum-tribal-consultation-signed-president
http://www.whitehouse.gov/the-press-office/memorandum-tribal-consultation-signed-president

