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Mississippi Adolescents and the State-of-the-
Art Treatment for Substance Abuse
Disorders

Purpose of This Report

The purpose of this report is to provide a description of the system of publicly-
funded treatment for Mississippi adolescents with substance abuse disorders.
Three approaches are included. First, a thorough description of the system is
provided. Second, the system as it is currently operating is contrasted with the
system as designed according to state agencies. Third, the Mississippi system
of publicly-funded treatment for adolescents with substance abuse disorders is
critigued according to principles of state-of-the-art treatment.

This report was prepared as part of the IMPACT Study. The IMPACT Study was
funded by the United States Department of Health and Human Services,
Substance Abuse and Mental Health Services Administration as part of a
national study, including 13 states, examining the impact of Medicaid managed
care on vulnerable populations.> The Mississippi Medicaid program participated
in the IMPACT Study as a traditional fee-for-service program. The Center for
Mental Health Policy at Vanderbilt University’s Institute for Public Policy Studies,
under the direction of Dr. Craig Anne Heflinger, conducted an evaluation of the
Medicaid programs in Mississippi and Tennessee. This sub-study,? however,
was not limited to Mississippi Medicaid but included all publicly-funded treatment
resources for adolescents with substance abuse problems.

! URT7 T111304 from the Center for Substance Abuse Prevention and UR7 T111332 from the Center for Substance Abuse
Treatment (Principal Investigator: Craig Anne Heflinger). See www.hsri.org/coord.html for more information.

2 See Appendix 1 for a description of the overall IMPACT Study and other publications that are available or planned.
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Principles of Substance Abuse Treatment

The National Institute on Drug Abuse (NIDA) has recently published a research-
based guide on the principles of drug addiction treatment.®> This guide is prefaced
with 13 principles of effective drug abuse treatment that are listed below as they
appear in the NIDA guide and serve as a review of state-of-the art treatment:

No single treatment is appropriate for all individuals.
Treatment needs to be readily available.

Effective treatment attends to multiple needs of the individual, not just
his or her drug use.

An individual's treatment and services plan must be assessed
continually and modified as necessary to ensure that the plan meets
the person’s changing needs.

Remaining in treatment for an adequate period of time is critical for
treatment effectiveness.

Counseling and other behavioral therapies are critical components of
effective treatment for addiction.

Medications are an important element of treatment for many patients,
especially when combined with counseling and other behavioral
therapies.

Addicted or drug abusing individuals with coexisting mental disorders
should have both disorders treated in an integrated way.

Medical detoxification is only the first stage of addiction treatment and
by itself does little to change long-term drug use.

Treatment 1D -TD () T2dxvolung cessarb a re
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Report Structure

This report will revisit these principles of drug addiction treatment after describing
the current system of substance abuse services for publicly funded adolescents in
the state of Mississippi. Chapter 2 reviews the methods used to examine the
existing service system. Chapter 3 includes a structural description of the system as
it was designed with information on funding streams, state level departmental
involvement, and types of treatment for publicly-funded adolescents. Chapter 4
details the system as it was operating at the time of this report and provides
contrasts with the system as it was designed, addressing the following questions:

Who are the adolescents who are served in this system and how are
services accessed,;

What are the services available and how are they utilized;

Who are the organizations responsible for implementing the system across
the state;

What types of relationships exist between the different organizations involved
in the system; and

What are the broader societal issues that affect the adolescent substance
abuse treatment system?

Chapter 5 describes the Mississippi system of publicly-funded treatment for
adolescents with substance abuse disorders using the above principles of treatment
and discusses current service system strengths and challenges.
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Methods

How Was the Study Conducted?

A case study approach® was taken to describe the structure and processes of the
adolescent substance abuse treatment system in Mississippi for publicly-funded
clients during 1999. The emphasis was limited to substance abuse treatment
services and does not discuss prevention or early intervention activities in detail.
This case study approach incorporated multiple sources of information.

Case Study Framework

The framework developed by H. Chen for theory-driven evaluation studies was
adopted for this study. This framework contrasts the program-as-intended with the
program-as-implemented as an evaluation strategy. “Program” in this report refers
to the publicly-funded adolescent substance abuse treatment system in Mississippi.
The program-as-intended, or as it was designed by Mississippi state agencies, is
outlined in Chapter 3 and the program-as-implemented is compared to the program-
as-intended in Chapter 4, by examining performance within several dimensions:

program participants: Who are the adolescents who are served in this
system and how are services accessed?

mode of service delivery: What are the services available and how are they
utilized?

organizational structure: Who are the organizations responsible for
implementing the system across the state?

interorganizational context: What types of relationships exist between the
different organizations involved in the system?

broader issues: What other issues in Mississippi or nationally have
impacted adolescent substance abuse treatment?

* Yin, 1984, 1993.
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Overview of Publicly-funded Substance
Abuse Treatment System for Adolescents in
Mississippi

This chapter describes the system for publicly-funded treatment for adolescents
with substance abuse problems as it was designed (or the program-as-intended)
in Mississippi, based on review of documents and interviews with stakeholders.
Chapter 4 compares the program-as-intended with the program-as-
implemented.

State and Federal Funding and Administrative Agencies

The figure below describes the system for publicly-funded treatment for
adolescents with substance abuse problems, based on the funding
mechanisms, the state agency recipients, and the types of treatment funded by
each agency. Detailed descriptions of all follow.

USDHHS:

USDHHS: Mississippi . > USDHHS: USDHHS: Mississippi
FUNDING Vedicaid State Children’s Social Services Substance State
SOURCES €aical General Health Block Grant | \Abuse Prevention Alcohol
e Insurance Block Grant Tax
Plan
[~—
(@] (@]
I <
T vl
; \ 4 A 4
MS MS Department of Mental
igéLECIES MS Division of Department of Health
Medicaid . o
S"'“ma“ Children Division of
ervices & Youth Alcohol and
L——» Services Drug Abuse
. * * v v VY
Hospitals EPSDT CMHCs State -ARK RTCs
TREATMENT  -Baptist Providers ~groups Hospital o SilEREr
SOURCES

-etc.

-Marion Hill

-10P

-Aftercare

Landing

-Cart House
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Funding

Funding for alcohol and drug abuse prevention and treatment services came from
both state and federal sources (see Table 3-1 on page 9).

State sources of funding included the Three Percent Alcohol Tax and State General
Funds. The Alcohol Tax funds provided detoxification, primary and transitional
residential treatment, aftercare, vocational rehabilitation services, inpatient treatment
at Mississippi State hospital and an alcohol and drug treatment program at the state
penitentiary. As is shown in the figure on page 6, the Alcohol Tax funds flowed
through the Mississippi Department of Mental Health’s Division of Drug and Alcohol
Abuse (DADA) to the service providers. State General Funds supported community
based residential treatment services and inpatient chemical dependence treatment
at the two state psychiatric facilities.

Federal funds included: 1) the Substance Abuse Prevention and Treatment (SAPT)
Block Grant from the United States Health and Human Services, Substance Abuse
Mental Health Services Administration; 2) the Social Services Block Grant (SSBG)
from the United States Health and Human Services, Administration for Children and
Families; 3) Medicaid; and 4) the Children’s Health Insurance Plan.

The SAPT Block Grant funded the following: general outpatient, intensive outpatient
programs, residential treatment, transitional residential treatment, outreach/aftercare
services, prevention services, community-based residential substance abuse
treatment for adolescents, special women’s services, education and referrals for
individuals in treatment who were at high risk for HIV, and treatment for individuals
with co-occurring substance use and psychological disorders. The SAPT block grant
also allocated Purchase of Service (POS) dollars to each region across the state.
The POS dollars were allocated into two “pots”, one for services for individuals with
substance abuse only and one for services for individuals with dual diagnosis.
These dollars could be allocated to any service in the above continuum, and it was
at the discretion of each region to determine how the dollars would be allocated and
then inform DADA.

The second federal funding stream was the Social Services Block Grant (SSBG).
SSBG funds administered by the Mississippi Department of Human Services were
directed to the Department of Mental Health for multiple services including foster
care, case management, child care for developmentally disabled, halfway houses,
and residential treatment for chemically dependent adolescents.

In addition, the DADA also received a special grant in Fiscal Year 1995 from
SAMHSA's Center for Substance Abuse Treatment (CSAT) to conduct a formal
statewide needs assessment. A number of studies have emerged including an adult
population household study, study of public high school students, study of women
and children, substance abuse and treatment needs and a social indicator study and
analysis of the demand for substance abuse treatment in Mississippi. The DADA
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also disseminated the Alcohol and Drug Abuse and Prevention Resource Directory.
Originally created in 1997-1998, a revised version was created in 1999-2000.

Medicaid funds for adolescent services included both federal and state dollars. In
Mississippi, the match rate, which is determined by the state’s per capita income,
was 77.22% in Fiscal Year 1997.1° In other words, for each state dollar invested,
the federal government matched $3.39. For hospital services and outpatient
behavioral health services provided through the Medicaid Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) program, the state match dollars
flow through the Mississippi Governor’s Office, Division of Medicaid. For behavioral
health services provided through the community mental health centers, the state
match flowed through the Mississippi Department of Mental Health.

Medicaid funded “medically necessary” treatment services. For substance abuse
diagnoses in adolescents, this was intended to be limited to inpatient detoxification.
However, if the substance abuse diagnosis was secondary to a psychiatric
diagnosis, a spectrum of inpatient and outpatient services may be funded.
Mississippi Medicaid funded these services through a fee-for-service mechanism to
approved providers.

Also funded by the federal government was Mississippi’s recently implemented
Children’s Health Insurance Plan (CHIP). The services covered by CHIP are to
include inpatient and outpatient substance abuse treatment.** In Phase I,
implemented by the Division of Medicaid in July 1998, all uninsured youth ages 15
through 18 (and with family income up to 100% of poverty) were eligible for CHIP.
Phase | was expected to provide 15,000 Mississippi uninsured children with health
insurance. The current phase, Phase Il (CHIP II), anticipated providing insurance to
an additional 85,000 youth from birth to 19 years with a gross family income within
200% of poverty. Phase Il is coordinated by the Mississippi Department of Human
Services. The Department of Human Services was responsible for determining the
eligibility and enrolling youth in CHIP. Many other agencies around the state were
working with DHS to perform outreach to youth who may have been eligible. Youth
who qualified for CHIP program (CHIP 1) under Phase Il were eligible for the same
benefits as the state employees under Blue Cross Blue Shield (BCBS). The benefit
package included medically necessary inpatient stabilization, medically necessary
intensified outpatient in a hospital, and outpatient substance abuse treatment.
Benefits for inpatient and outpatient substance abuse treatment were limited to
$8,000 per benefit period and a lifetime maximum of $16,000 per individual.

The state agencies that administer these funds are described in the next section.

10 \ississippi Division of Medicaid Annual Report, FY 1997, p.6.

1 hitp:/Avww. mschip.com - website describing Children’s Health Benefits in Mississippi.
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Table 3-1

Publicly-Funded Treatment for Mississippi Adolescents with Substance

Abuse Problems

Funding
Stream

Recipient
Agency

Total $

$ for AOD

$ for

Adolescent
AOD

Substance Abuse
Treatment
Funded

SAPT Block
Grant
(federal)

DMH — DADA

$14,971,770

$14,971,770

$1,838,357

residential substance
abuse treatment for
adolescents (CART
House & Sunflower
Landing), IOP, and
aftercare

SSBG™
(federal)

DMH though
DHS

$1,138,918

$851,780

$339,857

adolescent residential
treatment services for
substance abuse
(ARK)

Medicaid
(federal)

Division of
Medicaid

Not
available

Not
available

Not available

“medically necessary
treatment services for
adolescents — inpatient
hospital detoxification
(Marion Hill, Baptist,
hospitals); other
inpatient and
outpatient if secondary
to a psychiatric
disorder

CHIP
(federal)

Division of
Medicaid/
Department of
Human Services

$6,225,004

Not
available

Not available

Inpatient and
outpatient substance
abuse treatment for
adolescents

3% Alcohol
Tax
(state)

DMH — DADA

$1,528,308

$1,528,308

detoxification,
residential treatment,
aftercare, inpatient
treatment (none
adolescent specific)

General
Funds
(state)

DMH — DADA

Not
available

$399,428

residential treatment
services and inpatient
chemical dependence
services at the two
state psychiatric
facilities (East MS
State Hospital —
adolescent dual
diagnosis unit)

12 Funding amounts for SAPT, 3% alcohol tax, and General state funds were based on FY1997 Division of Alcohol and Drug
Abuse Budget figures.

13 Funding amount is for FY1999.

 Dollars spent from July, 1998 — June, 1999.
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Agencies Administering Funds for Adolescent Substance Abuse
Treatment Services

A number of Mississippi state agencies were involved with the provision or funding
of alcohol and drug abuse treatment to youth, including the Mississippi Governor’s
Office, Division of Medicaid; Department of Mental Health, Division of Child and
Youth Services, and Division of Alcohol and Drug Abuse Services; and the
Mississippi Department of Human Resources, Division of Child and Family Services.

Mississippi Governor's Office, Division of Medicaid (DOM).*® The Division of
Medicaid’s mission,*® as pertaining to adolescents, according to the 1997 annual
report was “to provide all medically necessary services to children living below
specified levels of poverty (well above the thresholds for AFDC and SSI).” The
Division of Medicaid funded inpatient treatment services for youth with a primary
diagnosis of alcohol or drug abuse when the service was “medically necessary.”

For behavioral health services that were covered by Mississippi Medicaid, the state
of Mississippi employed a traditional indemnity model of insurance for substance
abuse and mental health services with some limited utilization management. The
state contracted with a third-party administrator to handle claims and eligibility
processing and pre-authorization. The fiscal agent routinized much of its utilization
control in the data processing system. In place of financial incentives, the state used
formal service limitations to control the volume of services used and aggregate
costs. Apart from standard HCFA-required reports, the state did not evaluate or
report on substance abuse service use of teens for management purposes.

The Medicaid program for physical health care services in Mississippi was provided
to some but not all Medicaid beneficiaries®’ through Medicaid Managed Access to
Care and Services (HealthMacs). Individuals select a primary care physician to
provide case management and coordination with other needed services. All
behavioral health services were excluded from HealthMacs.

Mississippi Department of Mental Health, Division of Child and Youth Services.®
The Division of Child and Youth Services was responsible for determining the
mental health service needs for children and youth in Mississippi and planning and
developing programs to meet those identified needs. Community mental health
services for children were provided through community mental health centers across
the state and a number of other nonprofit agencies funded through the department.
The goal of the Division was to develop an array of community-based services for
children and adolescents to emphasize family inclusion and recognize that children

1% See www.dom.state.ms.us.

18 \ississippi Division of Medicaid Annual Report, FY 1997.

7 HealthMacs covers beneficiaries who qualify for Medicaid through the Pregnant Women and Children and AFDC/TANF
categories, but not SSI.

18 See www.dmh.state.ms.us.
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with mental health problems have multiple needs. For this reason the
comprehensive system of care also involved access and coordination of services
provided through other child and family service agencies,'® and that the Division
funded community-based residential treatment services for adolescents with
substance abuse issues or co-occurring substance use and mental disorders.

Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse
(DADA). DADA was the agency “...responsible for establishing, maintaining,
monitoring and evaluating a statewide system of alcohol and drug abuse services,
including prevention, treatment and rehabilitation.”® DADA’s goal was to “...provide
a continuum of community-based primary residential and transitional residential
treatment, inpatient and aftercare services.”

Mississippi Department of Human Services (DHS).?> DHS had a number of divisions

to aid youth and families. For youth, the emphasis of the department was on child
protective services, economic assistance, and supporting youth involved with the
court system. In all of these areas, if parents or children had substance abuse
problems, then DHS was intended to connect them with services. Youth could be
committed to the custody of DHS in cases of child abuse or if ordered by a judge. A
youth in custody could remain in custody until age 20 years or, with a Chancery
Court Order, until age 21.

Treatment Types Funded

The Mississippi Comprehensive Alcohol and Drug Abuse Service System? was
promoted by DADA. This comprehensive system design included prevention
services, outpatient treatment (including Intensive Outpatient Programs (IOP)),
primary residential treatment, transitional residential treatment, outreach and
aftercare services, specialized services for special populations, inpatient treatment,
and vocational services. However, only some of these levels of service were
available to publicly-funded adolescents in Mississippi and types of treatment were
linked to specific funding streams.

19 \Vississippi Department of Mental Health Annual Report, FY 1998, p. 67.

% Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse Services, State Plan for Alcohol and Drug Abuse
Services, FY 1999, p.13.

2 Mississippi Department of Mental Health Annual Report, FY 1998.

2 see www.mdhs.state.ms.us.

% Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse Services, State Plan for Alcohol and Drug Abuse
Services, FY 1999.
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Inpatient Treatment

The State funded an adolescent psychiatric and chemical dependency service at
East Mississippi State Hospital. This program provided short term psychiatric and
substance abuse treatment intervention for adolescents ages 12 to 17.

Medicaid funded inpatient treatment through two mechanisms. Inpatient
detoxification for substance abuse or dependence was funded as a medically
necessary service and pre-authorization was required. During detoxification,
Medicaid required there to be brief therapy and education, coping and refusal skills
training, and recreation. After 14 days, youth were to be discharged to aftercare that
consisted of a 12-step program and, when available, a sponsor. Inpatient services
were also funded for youth with co-occurring disorders, if the substance abuse
disorder was secondary to a psychiatric disorder. Medicaid inpatient services were
subject to preauthorization.

CHIP funded inpatient stabilization and residential substance abuse treatment for
youth. Preauthorization to certify medical necessity was required by the Plan’s
Utilization Review program prior to admission.

Residential Treatment

Residential treatment was intended to be funded only through the SAPT and SSBG
block grants. Residential treatment centers for adolescents with substance abuse
problems provided treatment services requiring intense intervention. These
programs were designed to include individual counseling, psychotherapeutic group
counseling, self-help groups, family counseling, educational services focused on
substance abuse and addiction, educational programs, vocational counseling, and
recreational and social activities.>* Residential treatment programs for adolescents
that were funded through the SAPT block grant included the CART House
(Starkville), and Sunflower Landing (Clarksdale). An additional residential treatment
facility for adolescents with substance abuse disorders (the ARK in Jackson) was
funded through the SSBG. A total of 60 residential beds for adolescents with
substance abuse or co-occurring substance use and psychiatric disorders were
funded (see Table 3-2).

Table 3-2
Residential Treatment Funds from Block Grants FY1998
Agency SAPT $ SSBG $ # Beds funded
ARK $0 $339,857~ 24*
CART House $338,138 12
Sunflower $487,689 24
Landing

* the SSBG supports 20 beds, whereas the Annual Report notes the availability of 24 beds

2 Mississippi Department of Mental Health Annual Report (1998f), p. 107.

% Contract between the Mississippi Department of Mental Health and the Mississippi Department of Human Services, dated
10/1/98.
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Intensive Qutpatient

The types of intermediate treatment that have been emphasized in Mississippi are
intensive outpatient programs (IOP). IOP was designed as a time-limited program,
approximately 12 weeks. The programs were designed to range in their schedule
from 3 times per week for 3 hours per day, to 5 days for 2 hours per day. While
there were programs funded in most regions that focused on young adults, two
programs specifically focused on adolescents. The ARK ($72,000 from SAPT)%*
and Region XI mental health center ($78,806 from SAPT) both were adolescent
specific IOP programs.

CHIP funds could also potentially be used to provide intensive outpatient substance
abuse treatment services. Benefits covered “...medical expenses for medically
necessary Intensified Outpatient Programs in a hospital, an approved licensed
alcohol abuse or chemical dependency facility, or an approved drug abuse
treatment facility.” >’ However, at the date of the report, there appeared to be no
implementation of this level of service through CHIP funds.

Community Mental Health Centers & Outpatient Treatment

The primary source of other outpatient treatment services for adolescents with
substance abuse problems was community mental health centers. As described by
the Mississippi Department of Mental Health, “the community mental health/mental
retardation centers (CMHCs) are the foundation of the alcohol and drug abuse
services delivery system.”® The CMHCs provided mental health, mental retardation
and substance abuse services and, thus, were the primary outpatient treatment
service accessible to publicly-funded youth across the state.

Medicaid funds could be used to provide individual, group, case management, and
day treatment services to youth if the substance use disorder was secondary to a
serious emotional disorder (SED). For youth with primary substance use disorders,
the Medicaid program was not designed to provide any outpatient services. Block
grant funds through SAPT were available to CMHCs to provide outpatient services
for individuals of all ages with primary substance use disorders. CHIP funds also
were designed to cover substance abuse treatment on an outpatient basis.

% Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse Services (1997a).

7 ppplication for the State Child Health Plan under Title XX of the Social Security Act — State Children’s Health Insurance
Program, 1997.

% Mississippi Department of Mental Health (1998f).
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Detailed Description of the Adolescent
Substance Abuse Treatment System

This chapter uses the conceptual framework described in Chapter 2 to examine
the program-as-intended and the program-as-implemented. The following
issues are discussed:

program participants: Who are the adolescents who are served in this
system and how are services accessed?

mode of service delivery: What are the services available and how are they
utilized?

organizational structure: Who are the organizations responsible for
implementing the system across the state?

interorganizational context: What type of relationships exist between the
different organizations involved in the system?

broader issues: What other issues in Mississippi and nationally have
impacted adolescent substance abuse treatment?

Program Participants: Who Are the Adolescents Who Are Served in

This System and How Are Services Accessed?

Who Are the Adolescents in Mississippi in Need of Treatment?

Several surveys of Mississippi youth were available to provide estimates of
adolescents in need of treatment for substance use disorders. A statewide
assessment of substance use among youth in Mississippi was conducted by the
Department of Education in 1993. Seventy-eight percent of the high school students
reported having used alcohol at least once, and 26.6% reported having 5 or more
drinks in a row.*

 Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse Services (1999).
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The Mississippi In-School Adolescents Survey*® in conjunction with an integrated
analysis of the demand for substance abuse treatment, estimated that the
prevalence rate for adolescents with alcohol dependence ranged from a
conservative estimate of 1.7% to 4.5%. Dependence on “gateway” drugs (inhalants,
steroids, or marijuana) ranged from 0.8% to 1.9%. Dependence on hard drugs (all
other drugs) ranged from 0.5% to 1.1%. Statewide, the conservative estimates
indicated that over 7,000 youth were in need of treatment (4,000 for alcohol, 2,000
for gateway drugs, and over 1,000 for hard drugs).3* The more liberal estimates
reported in the same study suggest that at least twice this many youth are in need of
treatment.

In another report issued by this IMPACT study of a stratified random sample of
children and adolescents who were eligible for Medicaid, over 2,300 Mississippi
Medicaid adolescents were projected to be in need of substance abuse assessment
and treatment. In addition, 600 of those youth were projected to need screening for
co-occurring mental disorders.* These projections were likely conservative
estimates since the project interviewed a disproportionate number of younger
adolescents, and youth may have been reluctant to disclose current use in a face-to-
face interview.

Who Are the Adolescents Eligible for Publicly-Funded Treatment?
Each public funding stream had unique requirements for eligibility.

SAPT and SSBG Block Grants

The Mississippi Division of Alcohol and Drug Abuse (DADA) was the agency
charged with the oversight of the community-based service system for individuals
with alcohol and/or drug abuse problems. DADA did not require any specific
admissions criteria for any of the alcohol or drug abuse programs. Programs were
required to delineate how they would assess and treat clients, then DADA decided
whether they approved the program. For this reason, assessments for adolescents
as they entered substance abuse treatment in Mississippi ranged from talking with
an intake counselor to conducting an Adolescent Substance Abuse Subtle
Screening Inventory (SASSI)*3. In some programs with more than one service, the
SASSI was used to determine the level of service in which to place the youth. For
example, one provider conducted assessments prior to the judges’ determination of
the disposition of a case. In these cases, the judge would often take into account
the indication of the SASSI to determine the placement of the youth.

% See Appendix 6 for a summary of the survey results.
* Howell, et al. (1998), An Integrated Analysis of the Demand for Substance Abuse Treatment in Mississippi.

%2 See Heflinger, et al., (2000). The Status of Mississippi Medicaid Children: Behavioral Health, Health, Service Use, and
Consumer Satisfaction. Available in Adobe Acrobat format at www.vanderbilt.edu/VIPPS/CMHP/pdfs/MSMed.pdf.

% SASSI — Adolescent Form, copyright May 1990 by Glen Miller.
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Although DADA did not specify eligibility criteria for the programs it funded, block
grant funds were considered “payers of last resort” and other funding sources such
as Medicaid or private insurance were to be billed if available.

Medicaid

Medicaid services were available to youth enrolled in the Medicaid program.
Categorical eligibility for Medicaid in Mississippi included those who qualified
through AFDC/TANF, SSI, family poverty, and foster care. As mentioned above,
there were publicly-funded placement slots available for youth unable to pay for
treatment, in residential treatment centers paid by the SAPT or SSBG block grants.
However, the number of slots available was quite limited.

The difficulty of youth having access to the Medicaid program as well as Medicaid
services was often discussed by those interviewed as being problematic. Several
issues led to concerns about whether all youth who were Medicaid-eligible were
actually enrolled in Medicaid at the time of the interviews. First, the TANF welfare-
to-work program in Mississippi disqualified a number of mothers for Medicaid
benefits. The federal regulations required that children remain eligible. However,
during implementation in Mississippi, both the mothers and the youth were
disenrolled and youth were then required to reapply to Medicaid. In this process, a
number of youth did not re-enroll in Medicaid. In the Spring of 1999, the Division of
Medicaid was working to get these youth back on Medicaid. A second issue was
that youth who qualified for federal Supplemental Security Income (SSI) should have
been eligible for Medicaid. However, federal regulations regarding disability were
interpreted by the Mississippi Division of Medicaid to mean that youth who had been
diagnosed with Attention Deficit Hyperactivity Disorder (ADHD) should not qualify as
disabled. The Division of Medicaid reviewed youth with ADHD to determine if a
disability definition was appropriate in each case and inappropriate cases were
being automatically disenrolled. A third concern about access to Medicaid was lack
of coverage for older adolescents. Medicaid covered all youth who were born in
1983 or after, who were aged 16 years or less during the interviews for this study.
Therefore, older adolescents, who were more likely to be in need of treatment for
substance use disorders, were omitted from Medicaid eligibility. However, since the
implementation of the Mississippi’s Children’s Health Insurance Plan (CHIP), this
concern has been addressed (described below).

Children’s Health Insurance Plan (CHIP)

A group of youth who had recently gained access to publicly-funded adolescent
substance abuse services included youth with access to the Children’s Health
Insurance Plan in Mississippi. In Phase I, implemented July 1998, all uninsured
youth ages 15 through 18 and up to 100% of poverty were eligible for CHIP. Phase
| was expected to provide 15,000 Mississippi uninsured children with health
insurance but during the quarter ending March 31, 2000, only 10,683 youth were
actually enrolled. In the first year, July, 1998 — June, 1999, $6,225,004 was
expended consisting of $5,214,090 in federal funds and $1,010,914 in state funds.
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From July 1999 through March 2000, an additional $10,605,867 had been spent on
the services. During the most recently reported quarter (January through March of
2000) 6,562 youth received services at a cost of $2,787,839.>* The current phase,
Phase Il (CHIP 1), anticipates providing insurance to an additional 85,000 youth
from birth to 19 years with a gross family income within 200% of poverty.

Who Are the Adolescents Who Actually Received Publicly-Funded
Treatment?

Information on adolescents who actually received publicly-funded treatment is not
collected centrally but by each funding source.

SAPT Block Grant

The information in Table 4-1 pertains to youth under 18 who were admitted to
alcohol or drug treatment through the SAPT block grant administered by DADA. *°
This included admission to residential treatment or to outpatient (outpatient,
intensive outpatient, and detoxification) treatment. The report specified alcohol
versus drug treatment, but did not include an unduplicated count of adolescents who
received treatment.

Table 4-1
Youth Admitted to Alcohol or Drug Treatment SAPT FY1997
Alcohol Treatment Drug Treatment
1996 1997 1996 1997
Male 601 721 353 396
Female 419 530 165 190
Total 1020 1251 518 586

SSBG did not report any information specific to adolescent substance abuse
treatment.

3 Memorandum from Kathy Watson, Programmer Analyst, Division of Medicaid to Betty Wiliams, Bureau Director, Division of
Medicaid. June 1, 2000.

® Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse Services (1996, 1997c),State Alcohol and Drug
Abuse Profiles for 1996 and 1997.
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Medicaid

Claims data showed the services for adolescents funded between 1994 and 1998.
As shown in Table 4-2, over four hundred youth per year received Medicaid services
with a primary substance use diagnosis — including those with only a diagnosis of
substance use, those with co-occurring mental health diagnoses, and those with co-
occurring medical diagnoses. Specific services provided through the Medicaid
program are described below.

Table 4-2
Number of Youth With a Medicaid Substance Abuse Service from July 1994 —
June, 1998

FY1995 FY1996 FY1997 FY1998
Unduplicated
Count of Youth 484 573 536 412
Served

Clearly, a large disparity existed between the number of youth in need of treatment
(7,000, discussed above) and the number who received treatment each year
through the Block Grant (Table 4-1) or Medicaid (Table 4-2).

CHIP

With its recent implementation, no information about adolescents served through the
CHIP program was available at the date of this report.

Special Populations and Issues Regarding Treatment

As part of the stakeholder interviews conducted statewide, the issue of co-occurring
substance use and psychiatric disorders was raised by multiple treatment providers.
Both psychiatric and substance abuse providers agreed that their populations
included many adolescents with co-occurring disorders. For the psychiatric inpatient
and residential providers interviewed, the estimate of clients with a primary mental
disorder who were being treated at their facility and also had serious substance
abuse problems ranged from 40% - 90%. The substance abuse residential
treatment providers, who admitted adolescents with a primary substance use
disorder, estimated that their youth had co-occurring mental disorders in a similar
range, from 40 to 96%.

One large substance abuse residential provider indicated that in their population,
only 30% of youth at their facility came in with solely substance abuse issues. Of
the remaining 70% who came in with psychiatric concerns, 30% were pure
psychiatric issues and 40% had both substance abuse and psychiatric issues. In
this case, 70% of the adolescents had substance abuse issues to be addressed and
40% had co-occurring disorders. Due to the different methods of referring youth to

% Medicaid claims data provided by Mississippi Division of Medicaid in collaboration with the IMPACT project, years shown are
from July — June.
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programs, including court order, it was feasible that a youth admitted to a substance
abuse treatment program could have psychiatric issues alone.

Two other substance abuse residential and inpatient programs indicated that
between 80-96% of their youth in treatment had co-occurring substance use and
psychiatric disorders. With the various types of providers interviewed, from
outpatient to inpatient providers, all with a variety of program missions, it is not
surprising there was such a wide range of estimates concerning co-occurring
disorders. Regardless, this large proportion of youth with co-occurring disorders had
significant implications for the resources required and collaboration needed between
funding agencies and systems to address both needs concurrently.

How Do Youth Access Publicly-Funded Treatment?

Referral Sources

The juvenile courts are one of the primary referral sources to adolescent substance
abuse treatment programs. A study about adolescents, recruited as they entered
substance abuse treatment in neighboring Tennessee, found that almost two-thirds
(64%) of these youth had a court referral or a court order for treatment.>”

Table 4-3 presents information from the Mississippi Youth Courts on substance
abuse referrals for their population. These 1,964 substance-related dispositions
represent 9% of all youth court dispositions during that year.

Table 4-3
Youth Court Dispositions by Primary Reason for Referral
(Substance-related)®

Referral to: Transfer legal custody to:

Disposition Total AOP* | Public Private Other | Training | Public Private Other
Agency | Agency School | Agency | Agency

Drunkenness 151 1 4 1 1 7 2 1 0
Violation of 752 6 11 7 8 98 4 3 10
Drug Laws:
Narcotic
Violation of 649 9 5 9 25 45 3 0 19
Drug Laws:
Non-Narcotic
DUI 11 0 0 0 1 0 0 0 0
Possessing or 401 0 2 0 12 7 0 0 4
Drinking
Alcohol
Total 1964 16 22 17 47 157 9 4 33

*AOP = Adolescent Offender Program, described below.

%" Heflinger & Simpkins (2000).

% Mississippi Department of Human Services, Division of Youth Services (1998), Annual Statistical Report.
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In addition, for those youth whose primary reasons for referral related to substance
use or possession, many had substances affiliated with their case, but it was not the
primary reason for referral. There were also 877 youth cases involved with drugs or
possession of drugs where this was not the primary reason for referral. Additionally,
1,100 cases involved alcohol or possession of alcohol (but alcohol was not the
primary reason for referral) and 354 cases involving both alcohol and other drugs
without being involved in the primary reason for referral.

After an arrest, an adolescent was supposed to be interviewed by an intake person
at the court to determine whether to send the youth to court. If the youth was going
to court, the youth services counselor was to conduct a background assessment
and then make a recommendation to the judge. At that point, it was at the discretion
of the judge whether he or she chose to follow the recommendation or follow
another course. If the youth was adjudicated delinquent, the judge could place
him/her in custody and send him/her to training school or to a foster home. The
other option was for the judge to avoid placing the child in custody and send the
youth to treatment. In these situations, it was the responsibility of the Department of
Human Resources, Division of Youth Services to pay for the treatment. Many of the
adolescents with substance use disorders were placed at Marion Hill or Baptist
CDC, two inpatient units. Sometimes they met medical necessity criteria for the first
14 days and Medicaid was billed, but the balance of payment was the responsibility
of DHS.

Other referral sources included the many programs across the state that offered
behavioral health treatment for youth but did not integrate alcohol and drug abuse
treatment into their programs. These other referral sources included, for example,
the Adolescent Offender Programs (AOP) (operated primarily by Community Mental
Health Centers with funding from DHS), Catholic Charities programs like Hope
Haven, and other psychiatric treatment centers.

Treatment Program Exclusionary Criteria

Although all the providers had subtle differences in the age range they accepted into
their program, most had similar exclusionary criteria. The most common
exclusionary criterion was “diminished cognitive capacity, making it difficult to
understand the basic tenets of the program and the philosophy of abstinence and
recovery.” The second exclusionary criterion that was frequently mentioned was
excessive aggression or violence. Providers indicated that their programs were not
equipped to handle either excessively aggressive or violent youth. Other
exclusionary criteria mentioned included blindness or deafness, or organic
conditions. Youth who were sex offenders or were dually diagnosed with mental
health and mental retardation were also noted as being very difficult-to-treat
populations, with some currently being treated out of state.

Most providers indicated, however, that they were able to accept adolescent clients
with other co-existing conditions, such as mental health concerns or chronic health
concerns, as well as youth who were pregnant, delinquent, dependent and
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neglected, who were status offenders, or who were from difficult home
environments. Although these special populations might be accepted into existing
programs, programs designed specifically to meet their needs, for example those of
pregnant substance abusing teens, were not available.

Primary and Secondary Diagnoses

The accessibility of treatment services was influenced by the primary diagnosis of
the youth, as mentioned above. Medicaid policy was to reimburse for youth to
receive psychiatric treatment at the inpatient or outpatient level with a primary
mental health diagnosis, but it was acceptable to have a secondary alcohol or drug
diagnosis. In that case, the plan of care would need to indicate the two diagnoses
and provide an integrated treatment plan. Treatment would be paid for until the
psychiatric condition was no longer medically necessary. However, if the alcohol or
drug diagnosis was coded as primary, Medicaid officials indicated that it would not
pay for any inpatient or residential treatment other than inpatient detoxification.*
For this reason, the only way for some youth to access the system was to be treated
for a psychiatric condition and possibly receive some additional attention to their
alcohol and drug diagnosis, but this level of attention varied across providers.

Medicaid claims and associated diagnoses for youth between the ages of 4 and 17
were examined for the two-year period from July 1994 through June 1996. During
this time, there were 5,929 claims (out of a total of 545,111 claims) with an
associated primary substance use related diagnosis. This number of claims is 1%
of all the claims for youth. In addition, 5% (4,555) of all the claims with a secondary
diagnosis (90,429) specifically had a substance use related secondary diagnosis.

Commitment of Youth to State Custody

In response to limited access to Medicaid services for adolescents, it was reported
that adolescents who needed substance abuse treatment were sometimes placed
into state custody in order to qualify for Medicaid under foster care eligibility. When
youth came into the court system, the judge often inquired about whether the family
could pay for the treatment services the youth needed through private insurance or
personal resources. If the family could not pay, then the judge would ask whether
Medicaid would pay. If the youth did not have private insurance or Medicaid would
not pre-authorize the treatment, judges were reported to place youth into state
custody — DHS — for the purpose of treatment. In that situation, DHS was
responsible to arrange for the service. Once the youth was in DHS custody, the
youth qualified for Medicaid and, if criteria for medical necessity were met, could
receive inpatient detoxification for a short period of time. As mentioned earlier,
however, if pre-authorization was not approved or the youth stayed longer than was
authorized, DHS was responsible for payment.

% As seen below, however, and in Appendix 7, this policy did not necessarily reflect practice.
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Family Issues

Most providers recognized that families wanted their children to do well in the
programs. The difficult part was that often a large portion of the parents or
guardians -- estimated by providers to be between 40% and 80% -- had their own
substance abuse issues. This made family involvement, “a can of worms to open”
for the providers.

Another issue that posed a barrier to family involvement was transportation when
the adolescents were placed in inpatient or residential treatment programs that were
frequently far from home.

For those providers who were able and committed to involve family members in the
program, and for family members who had the motivation and transportation to
participate, family therapy was an option. However, as noted earlier, there were no
funding streams to support this extra effort.

What Changes Have There Been in the Youth in Need of Substance Abuse
Treatment and Access to Such Treatment?

Several changes during the 1995-2000 time period related to youth access to
treatment were discussed by the stakeholders interviewed.

Increase in Screening and ldentification

One positive change mentioned was an increase in the identification of alcohol and
drug problems. One large mental health provider indicated that five years earlier,
less than 10% of the youth were identified with substance abuse issues and now it is
80%. Others concurred with this increase in identification of substance abuse
problems by both referral sources and their own agency staff. In addition, substance
abuse issues were being addressed more frequently in treatment plans. In the past,
the adolescents who had severe psychiatric iliness were often given medication and
discharged. However, more recently, both psychiatric and substance abuse needs
were being identified for aftercare.

The increase in identification was thought to be due to two factors. First, providers
and referral sources were better informed about substance use issues and were
doing a better job of identification. In addition, most stakeholders were under the
impression that Mississippi adolescents, in general, were more likely to be using
alcohol and drugs, and using more often, than they were 5 years ago. This is
discussed below in Broader Issues (p. 39).
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Decrease in Number of Youth Accessing Medicaid Services with a Substance
Abuse Diagnosis

As shown in Table 4-2 above, fewer youth with substance abuse diagnoses
accessed Medicaid —funded services in FY1998, despite reports of increased
identification and knowledge that Medicaid would fund services for youth with co-
occurring substance use and mental health disorders.

Lack of System Change

Most respondents reported their perception that the system for treating adolescent
substance abuse in Mississippi had changed little in the last 5 — 10 years and that
this lack of progression was a source of frustration. There was a concern that
alcohol and drug use was growing in Mississippi — and that referral sources and
providers may be better identifying substance abuse issues as discussed above --
but there have not been any responsive changes in the treatment services available.
The same providers with equivalently the same number of beds appear to continue
to be funded.

Also, despite growing awareness of substance abuse issues, respondents raised
concerns that early intervention and community-based treatment was not readily
available, so that adolescents were not entering the treatment system until the
problem had “gotten out-of-hand.”

Mode of Service Delivery: What Are the Services Available and How

Are They Utilized?

Table 4-4 shows the different types of services available to publicly-funded youth,
the intended length of stay according to the funding source and the source of
funding for that service. Only services relevant to publicly-funded adolescents were
included.

Table 4-4

Intended Length of Stay in Adolescent Substance Abuse Treatment

Type of Service Intended Length of Funding Source
Stay

Inpatient Detox 14 days Medicaid (if youth eligible)
Residential Treatment 30 - 45 days™ SAPT Block Grant & SSBG
Intensive Outpatient 10-12 weeks SAPT Block Grant
Program
Individual, Group and Family | Not specified SAPT Block Grant

40 Representatives from DADA indicated these lengths of stay cited in the SAPT block grant plan were for adult programs, but no
other adolescent-specific information was available.
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Although DADA included estimates of the length of stay, different
programs/agencies followed their own program guidelines. For instance, Sunflower
Landing, a residential treatment facility with 24 beds for adolescents, often has youth
in the program for up to one year. Actual length of stay is not monitored or reported
by any of the funding streams.

Inpatient

Most inpatient facilities available to adolescents received Medicaid funding for
adolescents (with the exception of the state hospitals, funded through state dollars).
The pre-authorization guidelines indicated that youth were in the facility for up to 14
days.** The inpatient providers indicated that the length of stay funded through
Medicaid had been reduced from 28 days to 14 days during the past several years.
Providers expressed concern that “they took the rehab piece out and now it is just
inpatient detoxification treatment. For that piece of it the funding is okay, but detox
can be the only goal, no one can assume real rehabilitation is going on.” Beyond
the 14 days of inpatient detox, respondents reported a paucity of extended care
benefits for youth. Medicaid policy excluded step-down residential treatment*? and
youth were described as “falling through the cracks” due to their families’ inability to
pay the treatment bill out-of-pocket.

Table 4-5 shows inpatient hospital and inpatient detoxification paid by Medicaid for
Fiscal Year 1998 by type of diagnosis shown on the claim.

Table 4-5
Utilization of Medicaid Inpatient and Inpatient Detox FY199843

Type of Admissions with Admissions Total Number
Service SA and MH with Only SA of SA-Related
diagnoses Diagnoses Admissions
Inpatient 108 youth 10 youth 118 youth
1674 days 105 days 1779 days
ALOS* 15.5 days | ALOS 10.5days | ALOS 15.1 days
Inpatient 12 youth 91 youth 103 youth
Detox 172 days 1317 days 1489 days
ALOS 14.3 days | ALOS 14.5days | ALOS 14.5 days

*ALOS = average length of stay

Over 100 youth were served in each of inpatient hospitalization and inpatient
detoxification. For inpatient hospitalization, most but not all had co-occurring mental
health diagnoses. For inpatient detoxification, most but not all youth had only
substance abuse disorders diagnosed. Similar to stated preauthorization guidelines,
the average length of stay was in the 14-15 day range for both.

41 Actual length-of-stay information for Medicaid inpatient admissions will be available in the future from the IMPACT Study.
“2 And even though Medicaid paid for some residential treatment (see Table 4-7), it was for only a handful of youth statewide.

43 Actual utilization number derived from Medicaid data for July 1997 to June 1998 for any admission with a substance abuse
diagnosis. Almost all (92%) Medicaid inpatient admissions with a substance abuse diagnosis without a co-occurring mental
health diagnosis had only substance abuse listed as a diagnosis (i.e., there was no co-occurring medical diagnosis).
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Eastern Mississippi State Hospital operated an adolescent program funded with
state dollars with a special track for youth with co-occurring disorders as well.
During Fiscal Year 1998, 188 adolescents were served in the adolescent unit of
East Mississippi State Hospital. Of 160 adolescents admitted during the course of
the fiscal year, 158 were involuntarily admitted. The average daily census was 29,
with 50 licensed and approved beds. The average days of patient care was 65.**
Staff estimated that 70% of all adolescent admissions had substance abuse issues
to address.

Residential Treatment

As described earlier, there were three primary residential treatment facilities for
adolescents in Mississippi, all of which were funded at least partially through the
federal block grants: Sunflower Landing, CART House, and the ARK. These
residential treatment programs were not eligible for Medicaid reimbursement. The
Division of Alcohol and Drug Abuse indicated that residential programs were
intended to serve individuals from 30-45 days (see Table 4-4). In practice, however,
Sunflower Landing’s length of stay lasted for up to one year and the ARK ranged
from 3 %2 to 6 months. Sunflower Landing reported that they kept the adolescents
as long “as they need[ed] to stay.” They also had beds for adolescents who had
finished the primary program, but were not ready to return home. At the ARK, if they
did not have beds in the treatment program available, then they used IOP in the
interim until they could bring the youth into the residential program. Some youth
were reported to wait 1 - 2 months for a bed. Table 4-6 shows actual utilization of
residential treatment provided through the Block Grant for fiscal year 1998.

Table 4-6
Actual Utilization of Block Grant Residential Treatment FY199845
Agency Number | Expected Number* Number of
of Beds of Adolescents Adolescents
Served in 1 Year Served

ARK 24 192 71

CART House 12 96 68
Sunflower 24 192 65
Landing

Total 60 480 204

* Expected number = number of beds X 8 (where 8 = 365/45)

There is national debate about the use of lengthy residential treatment and whether
or not such treatment is effective. Longer admissions allow some youth to more
successfully meet treatment goals.*® However, the discrepancy between the

4 Mississippi Department of Mental Health (1998f), p. 126.
> Actual utilization number noted in Mississippi Department of Mental Health (1998f), Annual Report.

6 See SAMHSA (1999).
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intended length of stay and the actual length of stay may skew DADA’s estimates
regarding how many youth may be served and how many treatment slots were
actually available in a given timeframe. This discrepancy is demonstrated in the
table below. Given the number of beds funded in each residential treatment facility
and an estimate of 45 days of treatment per client, the expected number of
adolescents to be served in a year’s time is shown. This can then be contrasted
with the actual number of adolescents served at each agency per year (see Table 4-
6). Less than half (204 of 480) of the expected number of adolescents to be served
were actually served, due to longer than expected lengths of stay.

A relatively few youth (10 to 24 per year) received residential treatment through
Medicaid for substance-abuse related diagnoses during Fiscal Years 1995-1998
(see Table 4-7). Although more youth each year were admitted for residential
treatment with co-occurring mental health diagnoses, there were 4 youth per year
with only substance abuse diagnoses during FY 1995-1997. The providers for
Medicaid-funded youth were varied, including: CARES, Charter Lakeside, Charter
Parkwood, DePaul Hospital, MillCreek Residential Treatment Center, Sand Hill
Hospital, Youth Villages, and others. Note that the residential provider with the most
days of service was Youth Villages, located in Tennessee.

Table 4-7
Utilization of Medicaid Residential Treatment FY1995-199847
Fiscal Year Admissions with Admissions Total Number
SA and MH with Only SA of SA-Related
diagnoses Diagnoses Admissions
FY1995 6 youth 4 youth 10 youth
557 days 191 days 748 days
ALOS* 93 days ALOS 48 days ALOS 75 days
FY1996 15 youth 4 youth 19 youth
957 days 439 days 1396 days
ALOS 64 days ALOS 110 days | ALOS 74 days
FY1997 20 youth 4 youth 24 youth
1615 days 304 days 1919 days
ALOS 81 days ALOS 76 days ALOS 80 days
FY1998 10 youth 0 youth 10 youth
993 days 0 days 993 days
ALOS 99 days ALOS 99 days

*ALOS = average length of stay

If inpatient and residential treatment are combined to examine patterns of residential
treatment for substance abuse in Mississippi, these data indicate that the
SAPT/SSBG block grants and the Medicaid program served a similar number of
youth over the past few years, each serving slightly over 200 youth. Youth in block

47 Actual utilization number derived from Medicaid data for July 1997 to June 1998 for any admission with a substance abuse
diagnosis.
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grant-funded treatment, however, had a much longer average length of stay since
they were served in residential treatment centers.

Intermediate Treatment Services

The only level of intermediate treatment that was available in through the SAPT
Block Grant in Mississippi was intensive outpatient programs (IOP). 10P was
designed as a time-limited program, approximately 12 weeks. The programs were
to have flexible schedules to accommodate school attendance. Although CMHCs
statewide have been funded for IOP programs (see Table 4-4), they primarily
established adult programs. Only three programs had been funded specifically to
provide IOP to the adolescent population, one in Jackson and two in Region 11
(southwestern Mississippi). However, the two programs in Region 11 experienced
difficulty finding staff, and neither program was operational at the time of the
interview. No information was available on the number of Mississippi youth served
through the IOPs.

Although Medicaid did not cover anything but inpatient detoxification for substance
abuse as a matter of policy, in fact, a range of other services were provided (see
Appendix 7) for a limited number of youth. This discrepancy between stated policy
and practice apparently resulted from Medicaid not monitoring the diagnosis
recorded on each outpatient claim. For this reason, if a Medicaid-approved provider
billed for a Medicaid-covered service with a primary diagnosis of substance abuse,
the claim was to be paid. Although Medicaid was thus available to reimburse for
day treatment for youth with only substance abuse diagnoses, and as part of mental
health services for youth with co-occurring SED, very few youth who received day
treatment were identified with substance abuse diagnoses (see Table 4-8).

Table 4-8

Utilization of Medicaid Day Treatment FY1995-199848

Fiscal Admissions with | Admissions with | Total Number of
Year SA and MH Only SA SA-Related
diagnoses Diagnoses Admissions
FY1995 1 youth 2 youth 3 youth
15 visits 21 visits 6 visits
Avg. # 15 visits Avg. # 10.5 visits Avg. # 12 visits
FY1996 5 youth 0 youth 5 youth
101 visits 0 visits 101 visits
Avg. # 20 visits Avg. # 20 visit
FY1997 7 youth 0 youth 7 youth
108 visits 0 visits 108 visits
Avg. # 15.4 visits Avg. # 15.4 visit
FY1998 4 youth 0 youth 4 youth
211 visits 0 visits 211 visits
Avg. # 52.7 visits Avg. # 52.7 visits

8 Actual utilization number derived from Medicaid data for July 1997 to June 1998 for any service with a substance abuse

diagnosis.
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In the most recent years, day treatment services were provided only to youth with
co-occurring substance abuse and mental health diagnoses, but only a handful of
youth across the state were so identified.

Case management services paid by Medicaid were provided to a few youth with
substance abuse diagnoses (see Table 4-9). From approximately 30 to 50 youth
each year were identified with a substance abuse diagnosis and provided case
management, although the average number of case management visits or contacts
ranged only from 4 to 8 per year for these youth. The case management services
were almost exclusively provided by regional community mental health centers, with
the two most active being Regions 8 and 12.

Table 4-9
Utilization of Case Management Services FY1995-19984¢

Type of CM Services CM Total Number
Service with SA and MH Serviceswith of SA-Related
diagnoses Only SA CM Services
Diagnoses
FY1995 15 youth 19 youth 34 youth
67 visits 86 visits 153 visits
Avg. # 4.5 visits Avg. # 4.5 visits Avg. # 4.5 visits
FY1996 33 youth 20 youth 53 youth
147 visits 75 visits 222 visits
Avg. # 4.5 visits Avg. # 3.7 visits Avg. # 4.2 visits
FY1997 34 youth 14 youth 48 youth
215 visits 59 visits 274 visits
Avg. # 6.3 visits Avg. # 4.2 visits Avg. # 5.7 visits
FY1998 32 youth 8youth 40 youth
286 visits 30 visits 316 visits
Avg. # 8.9 visits Avg. # 3.7 visits Avg. # 7.9 visits

Outpatient Individual, Group, and Family Therapy

Respondents overwhelmingly reported that no outpatient individual, group, or family
therapy resources that focused on adolescents with substance abuse problems
existed in Mississippi. Respondents said that youth may have had access to these
services through the CMHCs, but the funding was dependent on a primary
diagnosis of SED and the treatment plans almost exclusively dealt with mental
health issues. However, examination of Medicaid claims data shows that youth with
substance abuse diagnoses were receiving outpatient services (see Table 4-10).

Medicaid individual, family, and group outpatient services to youth with substance
abuse diagnoses were provided primarily through the regional community mental

49 Actual utilization number derived from Medicaid data for July 1997 to June 1998 for any service with a substance abuse
diagnosis.

SUBSTANCE ABUSE TREATMENT SERVICES FOR PUBLICLY-FUNDED ADOLESCENTS IN THE STATE OF MISSISSIPPI 28



health centers and more often to those with co-occurring mental health diagnoses.
However, over one third of these youth were identified as having only a substance
abuse diagnosis. Unspecified outpatient visits in the Medicaid claims data base
were more often provided by physicians. These services were apparently not used
for much treatment or aftercare, however, since the average number of visits per
youth ranged from 1 to 5.

Table 4-10
Utilization of Medicaid Outpatient Treatment FY1995-199850
Type of FY1995 FY1996 FY1997 FY1998
Service
Assessment/ 35 youth 25 youth 43 youth 38 youth
Evaluation 48 visits 34 visits 58 visits 48 visits
(1.4)* (1.4) (1.3 (1.3
Outpatient, 114 youth 129 youth 232 youth 91 youth
Unspecified 247 visits 374 visits 732 visits 294 visits
(2.2) (2.9 (3.2 (3.2
OP, individual 81 youth 91 youth 96 youth 87 youth
186 visits 235 visits 306 visits 310 visits
(2.3 (2.6) (3.2 (3.6)
OP, family 17 youth 40 youth 34 youth 27 youth
41 visits 77 visits 89 visits 97 visits
(2.9 (1.9 (2.6) (3.6)
OP, group 15 youth 31 youth 33 youth 20 youth
35 visits 101 visits 111 visits 97 visits
(2.3) (3.3) (3.4) 4.7
Med Mgmt 8 youth 3 youth 9 youth 7 youth
12 visits 7 visits 21 visits 11 visits
(1.5) (2.3) (2.3 (1.6)
Lab 76 youth 89 youth 77 youth 68 youth
78 visits 92 visits 81 visits 72 visits
(1.0) (1.0 (1.1 (1.1

*Average number of visits per youth for that year are shown in parentheses.

Although the SAPT block grant services were available, in principle, to these youth,
there was essentially no outpatient individual, group, or family therapy being
provided to adolescents, due to the use of Purchase of Service dollars for adults in
the CMHCs.

% Actual utilization number derived from Medicaid data for July 1997 to June 1998 for any service with a substance abuse
diagnosis.
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Aftercare

To summarize the comments of most respondents, “Treatment may be necessary
but it is not sufficient for successful return to community living.”* There was
widespread concern that aftercare, or community-based services in the home
community following residential or intensive outpatient treatment, was difficult to
arrange for most youth. Aftercare in Mississippi was described as taking many
forms, from formal individual or group therapy to informal support groups.

Several programs in Jackson specifically offered aftercare to youth discharged from
their more intensive treatment programs, up to two times per week for as long as the
youth wished to attend, at no charge to the youth. This was a good resource for
youth who lived in the Jackson community, however, was not accessible to those
youth who were from outside the urban area. For treatment programs outside
Jackson, the youth served often came from distant (rural) parts of the state, to which
they returned after treatment. Although the CMHCs were one possible resource for
those youth in rural areas of the state, as discussed earlier, Medicaid required a
primary psychiatric diagnosis for reimbursement and DADA POS dollars were
almost exclusively restricted to adults.

The majority of inpatient, residential treatment, and IOP programs indicated that
aftercare plans were heavily based on 12-step programs such as AA and NA and
sponsors in the youth’s home community. Unfortunately, not only were adolescent-
specific 12-step programs few and far between, but there were few adolescent-
specific AA or NA groups outside Jackson. Feedback from adolescents was that
they would not attend an adult group. “The kids complain that they are full of old
men.” In addition, the providers also reported that adult groups did not welcome the
adolescents and the link to an appropriate sponsor was very limited.

Are There Special Programs to Accommodate Youth with Special Needs?

As mentioned above, many specialized adolescent programs exist in Mississippi to
serve youth with SED, however, very few incorporated substance abuse treatment
into their program.

In addition to the CMHCs and psychiatric inpatient programs mentioned above, an
example of a specialized intensive program was the Adolescent Offender Program
(AOP), mentioned above, funded by Department of Human Services. This program
was targeted for youth from the juvenile courts with the goal to divert adolescents
from the training schools and youth correctional facilities. Although this program
focused on youth with serious emotional and behavioral problems, many of the
youth who entered the AOP had substance abuse concerns. AOP program staff
indicated that from 25% to 30% of the youth in their programs also had significant
substance use issues. At the date of the interviews, there were eight AOP programs

*! This is also supported by the American Association for Child and Adolescent Psychiatry (1998), National Insitute for Drug
Abuse (1999), and SAMHSA (1999).
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in operation, most of which were affiliated with a community mental health center. In
this program, adolescents were in day treatment, individual and family therapy, and
received case management. The youth attended public schools during the day.
The program was designed to last approximately 9 months. Despite the
acknowledgement that AOP youth had substance abuse issues, these programs did
not specifically address them. Youth entering AOP with substance abuse issues
had to be referred to another agency to address their substance abuse needs.
Referral and treatment at another agency was difficult given all the reasons
discussed above on accessing community-based substance abuse treatment. The
difficulty faced by the adolescent programs such as the Adolescent Offender
Programs or the many Catholic Charities programs was a lack of substance abuse
treatment options (due to wait lists or lack of resources) available for adolescents.

How Well Coordinated Are the Different Treatment Services?

Respondents unanimously described the system for adolescent substance abuse
treatment as uncoordinated, both at the individual youth level and at the system
level.

At the youth level, links between different levels of treatment were negotiated on an
individual basis. Transitioning out of an inpatient or residential treatment setting was
hampered by the limited availability of step-down services, whether to residential
treatment or to intensive outpatient services, with long waiting lists for those options
that were available. There were few extended care placements available after a 14-
day detoxification. If a youth was placed in residential treatment, with only three
facilities available statewide, most adolescents were sent a great distance from
home. Few treatment programs provided case management or other coordinating
services to interface between the youth’s home community and family and the
facility. Transportation of family members to the place of treatment, so they could be
involved in the adolescent’s treatment, was problematic. Families often reported
not only having difficulty with access to a car but also to being overwhelmed with
negotiating travel plans due to not having made many previous trips outside their
home communities.

Few providers in Mississippi had an array of treatment services available under one
agency for adolescents with alcohol and drug issues. In addition, the community-
based treatment services, whether step-down services or some other alternative to
more intensive treatment, were not typically available. In the urban areas, there
were many more options available, from inpatient facilities to weekly meetings of
adolescent-specific twelve-step programs such as Alcoholics Anonymous (AA) and
Narcotics Anonymous (NA). Respondents indicated that it was more difficult in the
rural areas to find follow-up aftercare services, local support groups and sponsors,
and also to locate recreation and alternative “hang outs.”

For youth with co-occurring disorders — both mental health and substance use
disorders — concerns were raised that treatment should address both needs
concurrently. The clash between mental health treatment and substance abuse
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treatment arose in many 12-step programs, whether treatment or support groups.
The 12-step programs typically promoted the avoidance of all substances and this
includes prescription medications for mental health issues. “These 12-step
programs are really anti psychotropic medications. They won't deal with them, don’t
realize that kids need them, and won’t work with kids to be sober AND take their
meds.” This made it very difficult for a youth to continue treatment for both
conditions simultaneously.

Some provider agencies had coordinated treatment services to help accommodate
the multiple needs of the adolescents. One example was the ARK that is affiliated
with CARES Behavioral Health System. CARES had psychiatric treatment for 7-17
year olds. Approximately 35-40% of the kids sent to CARES were reported to have
co-occurring substance use and psychiatric disorders/issues in which case the ARK
and CARES coordinated treatment services.

Coordination at the system level also appeared problematic. There were no state or
local activities identified that described efforts to coordinate substance abuse
treatment at the system level. This is discussed in more detail below, under
Interorganizational Relationships.

What Provider-Level Issues Impact Adolescent Substance Abuse
Treatment?

Different respondents had conflicting views about the changes that had occurred
over the past five years in the provider network available to treat adolescents with
substance abuse problems. Medicaid representatives reported that there were
more Medicaid-approved providers than ever before. Although many more
providers (e.g., physicians, surgeons, etc.) could be certified to accept Medicaid,
there did not appear to be an increase in the actual number of behavioral health
providers or in the number of providers who specifically provided treatment to
adolescents with substance abuse issues. Analysis of Medicaid claims data to
examine the number of unique vendors within each service type revealed that the
number remained stable or decreased from FY1995 to FY1998 (see Appendix 8).
The perspective of the agencies seeking treatment sources for their youth and of
providers of adolescent substance abuse treatment were quite different and can be
summarized as follows: “With money or with insurance, there is no limit to the
providers available, but the providers of Medicaid services have dwindled.”

Licensure and Provider Certification

There was significant concern about credentialing and certification for substance
abuse treatment providers. From the perspective of the Mississippi Association of
Alcohol and Drug Abuse Counselors (MAADAC), the organization responsible for
alcohol and other drug counselor certification in Mississippi, use of certified alcohol
and drug abuse counselors should be required. The MAADAC certification was
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described as competency-based.’> However, few of the residential treatment
facilities that served adolescents employed certified substance abuse counselors.
Facility administrators explained that certified counselors were difficult to find and
that their salary requirements exceeded agency resources. In addition, none of the
funding mechanisms required agencies to employ certified alcohol and drug abuse
counselors. Rather, some funding sources, such as Medicaid, had specific
licensure requirements. Medicaid required that behavioral health providers be either
a psychiatrist, a licensed psychologist or a licensed certified social worker,
regardless of MAADAC certification. Individuals with other training, including those
with MAADAC certification, were not eligible providers of Medicaid treatment
services. The largest provider group this affects in Mississippi was licensed
marriage and family therapists, who have not been able to obtain Medicaid provider
eligibility. However, licensed marriage and family therapists were more available
than many of the other Medicaid-eligible providers. One of the large facilities that
relied on Medicaid reimbursement indicated that the inability to hire licensed
marriage and family therapists made the agency’s ability to recruit and retain staff
more difficult.

Staff Training

In addition to concerns about licensure and certification, the availability of staff
training specific to adolescents was a priority for some respondents. In order to
provide appropriate services for adolescents with substance abuse disorders,
respondents posed that a provider should ideally not only be qualified to treat
substance use issues, but also must be able to address developmental issues of
adolescents. It was reported as quite difficult for agencies to find staff who were
able to “...handle the drug problems AND the family problems AND the behavior
problems...” with adolescents. Additionally, since many of the staff working in 12-
step programs were reported to be in recovery themselves, concern was raised that
staff have their own ideas — not necessarily informed by research or training - about
how to get and stay sober. Often these methods did not appear to work with
adolescents. Information about evidenced-based treatments was rarely provided to
these staff. Other training needs mentioned included cultural diversity and working
with youth and families in culturally competent ways.

%2 See www.maadac.com for more details on their certification. MAADAC adheres to the International Certification Reciprocity
Consortium (see www.icrcaoda.org/standardscounsel.htm).
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Who is Tracking Services or Service Effectiveness?

Tracking or monitoring was inquired about at the provider level and the client or
youth level.

At the provider level, the Department of Mental Health (DMH) had responsibility for
monitoring all community-based programs through the authority of the DMH. The
certification for substance abuse treatment programs was the same process as for
all other community programs, to determine compliance with the minimum
standards for Community Mental Health/ Mental Retardation services. All policies
and procedures were to be reviewed to determine the adequacy and
appropriateness of the program’s service delivery system. DHS licensed all facilities
except the residential treatment facility, which were licensed by the Department of
Health

In return for receipt of block grant funds, providers and agencies were required to
send in monthly reports about admissions and discharges to DADA so utilization
could be monitored. To improve efforts to monitor effectiveness, implementation of
statewide management information system is in progress.

At the client or youth level, respondents reported that it was often unclear at the end
of a program whether the treatment was really effective for a successful transition
back into the community. Only one residential treatment center for adolescents
reported that it was involved in tracking youth with a six-month post treatment follow-
up. This information was collected in conjunction with a research project at the
University of Mississippi.

Grievance and Appeals

Several mechanisms were in place for consumers to record their concerns about a
program or a course of action.

In terms of appeals and grievances, most agencies reported having individual
informal processes set up in which a client first addresses concerns to their therapist
and then to the clinical supervisor and up to the director. At a system level, the
Department of Mental Health had the Office of Constituency Services. Formal
appeals or grievances were rarely filed through this office. All clients were supposed
to have their rights explained to them at intake to services, signing a form
documenting they understood their rights. Existence of this form in charts was to be
monitored via site visits by the Department of Mental Health. A toll-free help line was
available to provide information and referrals, and to file grievances and complaints,
as well as to report and initiate action for serious incidents. Standards and
guidelines for each type of call were established with timeframes and
responsibilities.

%% Mississippi Department of Mental Health, Office of Constituency Services (1999), Policies and Procedures.
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For Medicaid clients, Medicaid had written policies on grievance and appeals.
Appeals were also written in state law. Clients and families had 30 days to file an
appeal a formal hearing was available. A hearing officer was to be appointed and
had a set number of days in which to review the information and render a decision.
The hearing officer was to inform the Medicaid Executive Director who then formally
rendered the decision. Medicaid staff reported that very infrequently did any
appeals ever get to the hearing stage. The psychiatric residential treatment facilities
were reported to be the source of the largest number of Medicaid appeals, typically
because more days were requested.

What Have Been the Changes and Barriers in Service Delivery?

In general, service delivery to publicly-funded adolescents with substance abuse
problems was described as inadequate and unchanging. Only one level of
adolescent substance abuse treatment was described as changing over the past
five years. Five years ago, only one adolescent Intensive Outpatient Treatment
(IOP) program was funded with the SAPT block grant and now there are three.
Otherwise, the levels of treatment available and the number of service providers
were described as relatively unchanged since 1995.

The Medicaid program had two changes over the past several years affecting youth
with substance abuse problems. One was the reduction in preauthorization of
inpatient detoxification services from a typical 28-day stay to 14 days. Another
observed reduction was the number of youth with substance abuse diagnoses
served through Medicaid-funded programs. The FY1998 total of 412 youth was
down by over 100 youth (20%) from the numbers served in the two previous years.
This trend was seen in all levels of service except inpatient detoxification (see
Appendix 7).

A primary barrier to service delivery cited was the lack of information in the field
about substance abuse treatment resources available for adolescents.
Respondents felt resource lists could make a significant difference. As previously
mentioned, however, DADA created a statewide resource document called Alcohol
and Drug Treatment and Prevention Resources. This was originally created in
1997-1998 and revised in 1999-2000. This resource list was also available on the
internet at http://msdmh.teracommerce.com/ with a number of other evaluation
reports on the status of substance abuse in Mississippi. However, this information
appears to not be widely disseminated. It is noteworthy that not one interviewee
outside of DADA mentioned this as an information resource.

Many barriers to treatment services due to financial aspects were discussed, as
mentioned above.

Access to services in rural areas was another frequently mentioned barrier to
service delivery. Urban areas had more treatment resources. Even so, the urban
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areas had to “finagle” to get treatment services for youth. If a youth did not have
Medicaid, then there were basically no treatment services available outside of the
few residential treatment slots funded by the block grants. Even if youth had access
to Medicaid, in the rural areas, there were few if any local treatment providers.

On a related resource issue, there were many problems reported with staff turnover
as a barrier to service delivery. With high turnover rates, it was reported to be a
constant struggle to have well qualified staff to work with a population with multiple
needs. Thus, even the treatment services that were available “can’'t keep good
people.”

Organizational Structure: Who Are the Organizations Responsible for

Implementing the System Across the State?

Chapter 3 summarized the state agencies that were responsible for
administering the system of publicly-funded treatment for adolescents with
substance abuse problems across the state of Mississippi. Please refer to that
chapter for an in-depth description of the system as it was designed to operate.
This section describes other issues raised about organizational structure and
implementation.

Who is Responsible for Implementing a Statewide System?

No one agency had the responsibility for statewide planning for all funding streams
for Mississippi youth with substance abuse problems. As discussed above,
treatment funds flowed into the Division of Medicaid, two divisions of the Department
of Mental Health, and the Department of Human Services. Additional prevention
and early intervention funds flowed through the Department of Education. However,
there were few reports of joint endeavors to define system treatment needs or
develop plans.

The Division of Alcohol and Drug Abuse (DADA) in the Department of Mental Health
oversaw the SAPT block grant funds, as described in Chapter 3 above and shown in
Figure 3-1. Coordination within the Department typically occured with the Division of
Children and Youth.

Although DADA promoted a comprehensive treatment model in its Annual Block
Grant Plan, this model was developed for adults. A model for adolescent-specific
programs for alcohol and drug abuse treatment had not been addressed in block
grant plans. Three residential treatment programs for adolescents were funded and
funds had been made available for adolescent-specific intensive outpatient
programs (though this program was not operational at the time of interviews).

DADA suggested that adolescents could access any adult programs that were in
operation through the CMHCs and some women'’s programs for pregnant women or
women with children. While the adult services may be designed to serve as a safety
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net (provided the programs accept adolescents — many do not), adolescents have
different developmental needs from adults.>* In addition, the motivation to come to
treatment with “...a bunch of old men” can seriously hamper commitment to
treatment.

The Department of Mental Health, Division of Children and Youth, had been
proactive in establishing a position focused on Dual Diagnosis issues of co-occurring
mental health and substance abuse disorders among adolescents. This effort was
viewed as a beginning, “taking baby steps to address these issues.” The staff
person in this position had been sharing information with community providers about
ways in which mental health and substance abuse services could be coordinated
and how funding from the state could be used to promote dual diagnosis treatment
services. This staff person had been working to coordinate funding between two
divisions within the Department of Mental Health to allow concurrent treatment. In
addition, contract language for the CMHC standards® had been amended to include
that co-occurring substance use disorders must be identified and addressed.

What Other Funding Issues Affected Treatment?

The sources of funding for youth alcohol and drug abuse treatment were detailed in
Chapter 3 describing the intended funding streams. Multiple issues regarding the
funding of substance abuse treatment for adolescents have been described earlier
in this chapter. Other funding issues are discussed in this section.

Within the Department of Mental Health, there were different perceptions on what
resources were potentially available. The intent at the Division of Children and
Youth level was for POS funds to be used to supplement other resources to expand
the services provided to this population through the CMHCs. DMH staff designated
to coordinate dual diagnosis services went to all the CMHCs in 1998 and discussed
how to access these POS dollars, showing the intake workers and children and
youth treatment providers how to fill out their intake and DADA forms and how to
conduct substance abuse groups for adolescents. However, when the children and
youth staff in the CMHC approached the alcohol and drug abuse staff (adult
oriented) in the CMHC, the alcohol and drug abuse staff indicated that these POS
dollars were gone in the first 3 months of each year and unavailable for developing
additional adolescent services. However, the Division of Alcohol and Drug Abuse
showed that all of the CMHCs still had dollars left. It is not clear where the funds
were obligated, but it appears that the CMHCs had informally designated all of the
money for adults. The DADA also indicated that if the CMHCs would present written
needs about their youth population, the agency would be willing to work with them to
get more block grant money for youth. However, this had apparently not been

% Attention to developmental needs of consumers of substance abuse services is a goal of practice guidelines (American
Psychiatric Association, 1995; SAMHSA, 1999).

*® Mississippi Department of Mental Health (1998e), Minimum Standards for Community Mental Health/ Mental Retardation
Services.
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communicated to the children and youth staff at the CMHCs. No specific requests
had been submitted at the date of these interviews.

Due to the fragmented payment structure available to fund substance abuse
treatment services for youth, providers or agencies that had a youth with substance
abuse treatment needs reported having a difficult time procuring adequate
resources to provide such treatment. The majority of agencies who provided direct
treatment for adolescents with substance abuse disorders reported that they have
“patched together” funding for their program through a complex hodge-podge of
sources. This might include dollars from any of the following: SAPT block grant,
social services block grant, Department of Education, Title IV-e, Department of
Youth Services, mental health block grant, Medicaid, United Way, federal grants,
highway safety money, private and corporate donations, etc. However,
maintenance of the complex balance of all these funding sources was reported to be
extremely taxing on an agency in order to keep a program operational while meeting
the requirements of each funding source.

How Are Services Authorized?

Medicaid was the only funder of substance abuse services that required any form of
service authorization for treatment. Medicaid only required pre-authorization for
inpatient services, therefore, inpatient detoxification was the only service that
required pre-authorization. Health Systems of Mississippi (HSM) was under
contract to the Division of Medicaid to conduct the prior authorizations and
determine the number of days authorized. The Division of Medicaid indicated that
HSM routinely authorized seven days for inpatient and then as the youth neared the
7" day, the case was reviewed to determine if additional days were necessary,
based on clinical information from the provider. Longer pre-authorizations were
typically reported by inpatient providers. One inpatient provider indicated that
Medicaid had never denied up to 14 days. On the 13" day, they reported that they
submitted a progress report and sometimes up to 21 days had been authorized for
inpatient detoxification.

Have There Been Any Changes or Barriers Around System Structure or
Funding of Substance Abuse Treatment for Adolescents?

The distribution of SAPT block grant dollars and the agency recipients had not been
altered for years. See figure on page 6 and Tables 3-1 and 3-2 for additional
information about the funding for services under the SAPT block grant. CMHCs,
residential treatment providers, and other providers who received block grant funds
recommended that funding levels be increased as the level of substance abuse
problems among adolescents had increased in Mississippi.

Decrease in the overall number of Medicaid services funded is discussed above
(seee Table 4-2 and Appendix 7).
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Interorganizational Context: What Type of Relationships Exist

Between the Different Organizations Involved in the System?

What Are the Ways Different Agencies Work Together to Plan for Youth
With Substance Abuse Issues?

There was no indication, either from the interviews or from the documents reviewed,
that efforts had been made to coordinate substance abuse treatment services
among programs or agencies at the system level.

However, in recent years, a number of initiatives had begun the process of working
across systems and agencies to meet the needs of Mississippi children and
adolescents. These efforts were not specific to adolescents with substance abuse
issues, but many included youth with multiple needs, including substance abuse
problems. These efforts included the State Level Case Review Teams, local MAP
teams, the MS Connection project and most recently the Juvenile Health Recovery
Advisory Board. Descriptions of these efforts are included below.

The State Level Case Review Team included representatives of key child-serving
agencies or programs and families of children with serious emotional disturbance.
The team met regularly to review cases and/or discuss other issues relevant to
children’s mental health treatment services.”® Cases were reviewed that were
referred by local MAP teams (discussed below). Many of the cases reviewed in the
past year were youth in DHS custody who had been in multiple placements and had
comprehensive treatment needs. The team reviewed approximately forty cases per
year. Members suggested that approximately 60-75% of the cases reviewed had
substance abuse issues, both at the youth and family level. In such cases, however,
most often substance abuse issues were never noted or addressed, just
occasionally mentioned.

Multidisciplinary, Assessment and Planning (MAP) teams were located at the local
level. The goal to have at least one MAP team in each of the 15 mental health
regions had been realized and many regions had more than one MAP team. The
focus was on youth with SED, but youth with co-occurring disorders appeared
regularly. The teams’ goal was to employ a wraparound approach to individualize
treatment services, to identify needs, and to emphasize strengths of the youth and
families. Participants in MAP teams indicated that school officials have been
hesitant about the responsibilities they may be requested to take on. However, there
was a positive example described on the Gulf Coast where the CMHCs and the
alternative school were coordinating treatment services for youth.

MS Connections was an interagency initiative in Hattiesburg, Forrest, and Clay
Counties to provide community-based services for children with SED in lieu of more

% Mississippi Department of Mental Health (1999b), State Community Mental Health Services Plan.
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restrictive or inappropriate out of home placements.>” This project pooled funds
from the major child/family service agencies (DHS, Education, and DMH). Over the
three years of project operation, there was a focus on younger children who rarely
had co-occurring substance abuse. To fund these projects, an application for a
Medicaid waiver was submitted but was not accepted.

The Juvenile Health Recovery Advisory Board was established by a senate bill in
1999 to create a board with the mission to study and make recommendations on the
need for a comprehensive system of a multidisciplinary continuum of care and
services for school age youth. This Board was being organized at the time of this
report. Although it did not specifically mention adolescent substance abuse
treatment, it allows for the opportunity to address this issue. Responsibilities
included long-term planning for a coordinated array of Juvenile Health Recovery
Programs and for the creation of five pilots, one in each of five yet-to-be-determined
congressional districts. The board was to consist of the Attorney General and
decision-making representatives from the following agencies: Division of Medicaid,
Division of Child and Family Services in the Department of Human Services,
Department of Mental Health, Associate State Superintendent of Education,
Mississippi Early Childhood Association, Mississippi Association of School
Superintendents, Public Education Forum of Mississippi, University Medical Center
Children’s Hospital, Mississippi Economic Council. Additionally up to six other
people with special expertise in working with children and youth with special needs
were to be appointed by the chairperson.®®

How Has Interagency Coordination Worked to Accommodate Multiple
Adolescent Needs?

As mentioned above, youth with co-occurring substance use and mental disorders
are those who were most likely to have the opportunity for interagency coordination,
since coordination activities focused on children with SED. Other interagency
coordination was reported as essentially non-existent for the population of
Mississippi adolescents with substance abuse problems.

Another barrier to coordination was the attitude of some of the judges in Mississippi.
Some Youth Court judges were emphasizing long-term mental health residential
placements, apparently with a goal to get the youth out of the community. Since the
judges were able to make decisions without any input, their rulings could limit or
mandate specific treatment services that may or may not be the most appropriate for
the child. However, there were examples given of specific juvenile court judges who
requested input from case managers, social workers, and service providers before
making a ruling.

*" Mississippi Department of Mental Health (1999b), State Community Mental Health Services Plan.

%8 Senate Bill 2893 in the 1999 Regular Session to Education and Juvenile Justice by Senator Ferris.
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Broader Issues Affecting Implementation: What Other Issues in

Mississippi or Nationally Have Impacted Adolescent Substance
Abuse Treatment?

Two broader issues, outside the adolescent substance abuse system, were
mentioned as impacting the Mississippi youth and the substance abuse treatment
system: 1) increased access to drugs, and 2) the adoption of the zero tolerance
policy by the school system.

There was concern that adolescent access to drugs was growing in Mississippi and
that, as a result, the increase in adolescent use was only beginning to be identified.
Providers reported that youth presenting for treatment recently were coming in with
“blatant” substance abuse, with more advanced use than youth presenting for
treatment in the past. In addition, the adolescents’ aggressive behavior related to
drug use was reported to be a much more significant issue than in the past.

A focus on building treatment resources is heeded, but it will be a futile effort if the
number of youth in need of treatment spirals upward. As one individual interviewed
said, it felt as though there was “...an attempt to patch the waterfall when damning
the creek would make more sense.... It is a mistake to say we need more treatment
options, when in tandem we need to limit the availability of drugs to adolescents.”

The youth court referrals related to alcohol and drugs are described in Table 4-11
below. When adjusted based on the population, it appears that drug related
referrals were climbing while alcohol related referrals were declining in Mississippi.

Table 4-11
Alcohol and Drug Related Court Referrals®®

1988 | 1989 | 1990 | 1991 | 1992 | 1993 | 1994 | 1995

Drug referrals 765 | 665 |666 [579 |708 |1016 | 1209 | 1663
Drug referralsper | 62.9 |50.6 |46.0 |427 |525 |76.7 |97.6 |1225
100,000 youth

Alcohol referrals 2034 | 1715 | 1779 | 1663 | 1400 | 1491 | 1418 | 1479

Alcohol referrals 206.8 | 1716 | 177.3 | 176.1 | 139.5 | 136.6 | 130.9 | 130.3
per 100,000 youth

The adoption of zero tolerance laws in the schools across Mississippi and the Nation
was perceived as a risk for youth with substance use problems to be abandoned by
their school system. The possession of any substance on school grounds was
grounds to expel a youth for up to one year. It was the discretion of each district
whether they choose to expel the youth or put him/her in an alternative educational
program. Some of the Mississippi school districts had chosen to use alternative

% Howell, Works, Wells, & Necaise (1998), Social Indicators.
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schools, and team with the community mental health centers to provide behavioral
health services for their youth. However, as discussed above, CMHCs focus was
on the mental health, not the substance abuse, needs of these youth. If CMHCs
provided in-school support, they often used Medicaid reimbursement for day
treatment, so the issues discussed above regarding Medicaid reimbursement issues
for outpatient services — and the requirement for a primary diagnosis of SED — were
applicable. Beyond the implementation of zero tolerance, some school districts in
Mississippi were described as distancing themselves from youth with alcohol or drug
issues. Ironically, this was reported as happening even when schools received
money from Safe & Drug Free Schools, a federally funded program designed to
support a range of violence prevention and substance abuse prevention activities.
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Assessing the Adolescent Treatment
System

Two approaches to assessing the substance abuse treatment service system for
publicly-funded adolescents in Mississippi are included in this chapter. First, the
reader is referred back to Chapter 1 and the NIDA goals of substance abuse
treatment. Second, service system strengths and challenges in Mississippi are
summarized.

NIDA Principles of Substance Abuse Treatment

Based on the information available about the implementation of the adolescent
substance abuse treatment system in Mississippi, it is feasible to assess the system
based on the goals for state-of-the-art treatment promoted by the National Institute
on Drug Abuse.?® After each goal, the strengths (.) and challenges (I ) for the
system will be discussed.

No single treatment is appropriate for all individuals.
This principle indicates that multiple levels of treatment should be available.

v" DADA promotes the Mississippi Comprehensive Alcohol and Drug Abuse
Service System.® This comprehensive system specifically mentions that the
following should be included: prevention services, outpatient treatment
(including Intensive Outpatient Program (IOP)), primary residential treatment,
transitional residential treatment, outreach and aftercare services, specialized
services for special populations, inpatient treatment, and vocational services.
This proposed comprehensive system can serve as a foundation on which to
build.

% See Chapter 1 for a discussion of the NIDA principles.

®! Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse Services (1999), FY1999 State Plan.
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Several levels of treatment are available to adolescents: Inpatient
detoxification, residential treatment, intensive outpatient.

Urban areas typically have multiple levels of service available for
adolescents.

Residential treatment beds are few and distant from many communities.

Intermediate services for adolescents such as intensive outpatient services
are needed statewide to strengthen the continuum.

Increased coordination and continuity between the levels of care is needed to
reduce fragmentation.

Outpatient services need to be available for adolescents that focus
specifically on substance abuse.

Non-profit groups that offer informal aftercare support groups need to be
encouraged to develop adolescent group statewide.

Rural areas of the state need community-based services developed.

Treatment needs to be readily available.

This principle promotes access for adolescents to those services that are available.

v’ Detoxification services are readily accessible for youth with Medicaid at any

hospital.

v Qutpatient services for youth are readily available at the community mental

health center through Medicaid if the youth has a co-occurring psychological
disorder.
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Effective treatment attends to multiple needs of the individual, not just his or
her drug use.

v

v

East Mississippi State Hospital has developed a program for adolescents
that addresses both mental health and substance abuse issues.

Youth with co-occurring substance use and mental disorders are being more
widely recognized, and Medicaid will pay for treatment if the mental disorder
is the primary diagnosis.

The Mississippi Department of Mental Health has recently added standards
that require identification of treatment needs related to substance use.

Individual treatment plans that assess multiple needs and coordinate
services across agencies to meet those needs would promote
comprehensive treatment. The current system discourages formal
recognition of substance abuse problems in most mental health settings.

Family services and supports need to be available to support the individual in
meeting treatment goals. Placement of youth in inpatient and residential
facilities that are far from home prevents active participation by families and
creates problems when transitioning back to the community.

Funding and training need to be available to meet the needs of those with co-
occurring disorders. Few programs are designed or funded to address co-
occurring disorders.

An individual’s treatment and services plan must be assessed continually
and modified as necessary to ensure that the plan meets the person’s
changing needs.

v

e

Within treatment agencies, treatment plans are reported as being assessed
and modified as needed.

Oversight across substance abuse treatment agencies would be beneficial to
monitor the quality of youth substance abuse treatment services across the
state. Currently client tracking is in place, however quality monitoring of
treatment is lacking.

Coordinated, multi-agency service plans for youth with substance abuse
issues need to be promoted and modeled after those for youth with Serious
Emotional Disorders.

Remaining in treatment for an adequate period of time is critical for
treatment effectiveness.

v

Residential treatment programs have flexibility around how long the youth
may stay in treatment based on how they manage their block grant dollars.

v’ Detoxification treatment is adequately funded by Medicaid to medically treat

the youth while he or she stops using drugs or alcohol.
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B Transition from inpatient or residential treatment to the community requires
development of statewide intermediate outpatient services and aftercare
support groups.

b+ An accessible continuum of substance abuse treatment services for youth
would allow continuity and appropriate levels of services for youth to remain
in continuous substance abuse treatment for an adequate length of time to
address the substance use problem and related environmental barriers to
meeting treatment goals.

Counseling and other behavioral therapies are critical components of
effective treatment for addiction.

v Since many outpatient services require a primary diagnosis of mental health
to be reimbursed, counseling and behavioral treatments are likely
emphasized in outpatient treatment.

v" One residential treatment provider has partnered with a group to provide
psychological services to youth in the treatment program. Additional
partnerships should be encouraged.

i As mentioned above, Medicaid policy for substance abuse treatment other
than inpatient detoxification should be revised. Funding of substance abuse
treatment services for adults may be optional according to the federal
Medicaid guidelines, however, EPSDT regulations®® appear to include the
diagnosis and treatment of substance abuse. Many other states have
implemented this service for children and adolescents.

b+ At the point of inpatient detoxification, treatment plans should include
preparing the youth for return to the community, including working with the
youth to articulate goals for the substance abuse treatment process and
developing transition and aftercare services. These goals should be
integrated into the multi-system individualized services plan for the youth.

Medications are an important element of treatment for many patients,
especially when combined with counseling and other behavioral therapies.

v' The inpatient, residential treatment facilities and outpatient services are
supportive of the use of psychotropic medications for appropriate youth.

b+ 12-step aftercare programs need education around the benefits of the use of
medication for some youth. Most 12-step programs promote living a
substance-free life that includes abstention from medications for any
purpose, not acknowledging the needs of some youth with co-occurring
mental health problems.

% See HCFA (1990a,b).
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Addicted or drug abusing individuals with coexisting mental disorders
should have both disorders treated in an integrated way.

v East Mississippi State Hospital has developed a program that addresses
both mental health and substance abuse issues.

v Youth with co-occurring substance use and mental disorders are being more
widely recognized, and Medicaid will pay for treatment if the mental disorder
is the primary diagnosis.

v One residential treatment provider has partnered with a group to provide
psychological services to youth in the treatment program. Additional
partnerships should be encouraged.

B Existing funding needs to be reassessed so programs may be funded to treat
both substance abuse and mental health issues concurrently. Programs
need the resources to be able to hire substance abuse and mental health
specialists and providers with experience in treating co-occurring disorders.

Medical detoxification is only the first stage of addiction treatment and by
itself does little to change long-term drug use.

v" Medical detoxification is funded by Medicaid for adolescents with substance
abuse or dependence.

b= Accessibility needs to be improved between inpatient medical detoxification
and transitions into other levels of service for intensive substance abuse
treatment (and mental health if appropriate). Wait lists often mean youth go
through detoxification and then go home with no supportive services while
awaiting a placement.

b+ The development of the full continuum of substance abuse treatment
services for adolescents would facilitate long-term recovery.

Treatment does not need to be voluntary to be effective.

v Youth court orders many youth into substance abuse treatment so that they
will participate in treatment.

b+ Youth court judges need to be responsive to comprehensive assessments to
determine the appropriate treatment for youth. Ordering youth into a specific
service may not produce the most effective results.

Possible drug use during treatment must be monitored continuously.

v" Many court-ordered youth have periodic drug screens to determine
compliance with their court order.

» Few community-based providers use drug screening for continuous
monitoring. Funding agencies need to allow funds to be directed toward drug
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screening to monitor drug use during treatment as a regular part of the
treatment program.

b+ Courts should coordinate probation and periodic drug screening with
community-based treatment programs.

Treatment programs should provide assessment for HIV/AIDS, Hepatitis
B and C, tuberculosis and other infectious diseases, and counseling to
help patients modify or change behaviors that place themselves or
others at risk of infection.

v Risk behaviors are assessed by many substance abuse treatment programs
and information is provided about related diseases.

i» Assessment for infectious diseases could be emphasized by funders along
with additional funding to ensure compliance.

b+ Statewide training programs could be developed to promote modification or
change of behaviors to reduce the risk of infection. While the DREAM
program, a prevention program, was funded at the time of this report, DADA
reports that requests for proposals are being modified to address
adolescents more systematically.

Recovery from drug addiction can be a long-term process and frequently
requires multiple episodes of treatment.

b+ Current treatment focuses on the youth only while enrolled in that specific
agency.

b+ The need for chronic service use by some clients must be acknowledged and
a system created for meeting ongoing needs in a responsive manner.
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System-Level Strengths & Challenges

Within the substance abuse treatment system for youth in Mississippi there are
many strengths that provide the foundation for a comprehensive treatment system.
With emphasis and investment in these strengths, the system for youth could be
dramatically improved.

v Dedicated alcohol and drug abuse treatment centers are available for
adolescents.

The treatment providers in Mississippi, in general, have put significant
investment in the youth and their recovery efforts. Building upon this
motivation with additional services such as early intervention services, family
support services, mental health and health services, and aftercare support
would address the multiple needs of youth who enter substance abuse
treatment.

v' The SAPT block grant allows significant flexibility.

Unlike the Medicaid funds, the SAPT block grant funds provide a significant
amount of flexibility in how they may be spent. This provides the opportunity
for innovation and adjustment of the system to meet the needs of individuals
with substance abuse treatment needs.

v' The Mississippi substance abuse service resource guide provides a survey
of statewide prevention and treatment services.

The Division of Alcohol and Substance Abuse Services has created an
excellent resource that has recently been revised (2000) to include all the
programs in Mississippi that provide substance abuse treatment. This
resource guide provides valuable information to system planners, providers,
and consumers.

v" Model interagency coordination and monitoring for youth with mental health
issues provides a guide for developing similar monitoring for youth with
substance abuse problems.

Many activities to encourage interagency coordination and multi-agency
planning have been conducted to improve services for youth with mental
health concerns. Many of these same activities could be used to promote
planning, awareness and coordination for youth with substance use issues.
Since many of the same agencies and people will be involved, building upon
the existing efforts could be accomplished efficiently.
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In every system there are many challenges that are obstacles to provision of
services in an ideal manner. Some of the challenges specific to the substance
abuse treatment system for youth as well as directions for improvement are
described below.

I+ The continuum of services available specifically to adolescents is limited.

As discussed earlier, while some key services in the treatment continuum are
available (outpatient, residential, and detoxification). Additional services
could be strengthened that would promote a more continuous treatment
experience for the youth. This may include intensive outpatient, day
treatment and aftercare services.

b+ Little monitoring of quality of treatment (outcomes) is conducted.

Currently there is no state-level oversight of the effectiveness of substance
abuse treatment provided across the state. The implementation of basic
standardized assessments and building on existing reporting requirements
could improve the ability of a state-level assessment of quality.

b+ There is no one overseer of substance abuse treatment for all publicly funded
youth.

Multiple agencies make referrals, supply funding and provide services for
youth with substance abuse treatment issues. While many agencies have a
stake in the system, there is not one agency that has oversight responsibility
for the needs of the population being served. If one agency or a consortium
took oversight responsibility then information about treatment needs,
population changes, quality of treatment available, network of providers,
credentialing, and dissemination of information could flow through that
agency.

b+ Medicaid funding is generally not available to youth with a primary substance
abuse diagnosis for many types of treatment.

Medicaid and the state need to explore the feasibility of adopting some of the
optional services that could be funded through Medicaid and expanding
services available through EPSDT. In particular, they need to address
funding of adolescent substance abuse treatment services, such that a youth
could receive treatment with a primary diagnosis of substance abuse. This
would ensure that youth would be getting substance abuse treatment directly
rather than having to work substance abuse treatment in around a mental
health concern.
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B | ack of coordination between services prevents effective care.

Different levels of service are not coordinating to get youth transitioned
between services. Detoxification services often cannot transition a youth
directly into residential services when needed due to waiting lists.
Additionally, residential services often do not have feasible community
options available when a youth is transitioning back to his or her community.
All the services in the substance abuse treatment continuum need to work
together to plan for the long-term treatment of a youth.

b+ There is a lack of appropriate aftercare and family support services for
adolescents.

Significant community-based service development needs to be undertaken to
adapt services that are adult focused to be developmentally appropriate.
Additionally, communities need to plan for the support of the families of youth
with substance abuse treatment issues. Some families may need substance
abuse treatment, others may need support services to be able to aid the
youth in maintaining treatment goals while at home and in his or her
community.

In summary, this report has described the substance abuse treatment system for
publicly-funded youth in Mississippi. There are many strengths and challenges
within the existing system. By reinforcing the strengths and addressing some of the
challenges, the substance abuse treatment services for youth can be enhanced
which in turn would benefit the entire community within Mississippi.
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Appendix 1: Background Information on the IMPACT Study

The IMPACT Study was conducted at Vanderbilt University’s Institute for Public
Policy Studies (Principal Investigator : Dr. Craig Anne Heflinger). The IMPACT
Study was funded 1996-2001 by the United States Department of Health and
Human Services, Substance Abuse and Mental Health Services Administration
(SAMHSA) as part of a national study of the impact of managed care on vulnerable
populations.®* As part of their Cooperative Agreements for Managed Care, an
evaluation of the Medicaid program in Tennessee is being conducted. In addition,
all publicly-funded treatment programs for adolescents with substance abuse
problems are included.

This project was part of a national study that included 13 states and examines four
population groups: children with serious emotional disorders, adolescents with
substance abuse problems, adults with serious mental illness, and adults with
chemical dependence. Information on the national study is available at
www.hsri.org/coord.html.

To meet the overarching goals, this project was organized into three related components:

1) The Interview component is a prospective study based on the national common
protocol. This component follows two groups: a) a sample of publicly funded
adolescents entering treatment for substance abuse problems (n=262 in
Tennessee), and b) a representative sample of the school-aged Medicaid
population in Tennessee (TennCare, n=473) and Mississippi (h=490).
Interviews were held with adolescents (youth age 11 thru 17), and/or their
parents (or the designated most knowledgeable caregiver) at three points in
time, six months apart over the course of a year.

The interviews conducted at 6-month intervals were structured interviews that
contain information on demographics, health, mental health, educational, and
legal status of the youth. In addition, there are questions on use of services and
satisfaction with services.

An in-depth case review was an addendum to the standardized interview data
and was collected at 6 months after the baseline interview for a subsample of
children and adolescents. For these children, the standardized interview was
enhanced by a series of professional treatment-related interviews and record

% UR7 T111304 from the Center for Substance Abuse Prevention and UR7 T111332 from the Center for
Substance Abuse Treatment (Principal Investigator: Craig Anne Heflinger

SUBSTANCE ABUSE TREATMENT SERVICES FOR PUBLICLY-FUNDED ADOLESCENTS IN THE STATE OF MISSISSIPPI 52



reviews to provide a comprehensive description of their experiences during the
past six months.

2) The Implementation Study component was a case study of publicly-funded
treatment services in Tennessee and Mississippi for adolescents with substance
abuse problems. Built on data from stakeholder interviews (with state agency
officials, advocates, and providers across the state) and document reviews (of
contracts, block grant plans, reports, etc.), this study provided information on the
experiences of these stakeholders in trying to arrange for or provide services for
the adolescent population.

3) The Administrative Data component relied on TennCare and Medicaid
enrollment and claims data and management information system from the
Tennessee Department of Health Bureau of Alcohol and Drug Abuse
Services about services funded through the Substance Abuse Prevention and
Treatment Block Grant (from SAMHSA), both statewide and for a subsample
of children and adolescents that participate in the standardized interview
component.

The IMPACT Study was a collaboration between academic, government, providers, and
consumer and advocacy groups in the states of Tennessee and Mississippi. The VIPPS
Center for Mental Health Policy has collaborated with:

m State agencies that provided data and other support for the project: the
Departments of Mental Health in Tennessee and Mississippi; the substance
abuse block grant agencies in both states (Tennessee Department of Health,
Bureau of Alcohol and Drug Abuse Services, and Mississippi Department of
Mental Health, Division of Alcohol and Drug Abuse Serivces); Tennessee
Department of Children’s Services, which is responsible for children in state
custody; the Tennessee Commission on Children and Youth, which collected
interview and in-depth case review data for the project; and the Medicaid
agencies in both states (TennCare Bureau and Mississippi Governor’s Office,
Division of Medicaid).

m Advocacy agencies and provider groups: the Tennessee Voices for Children and
Mississippi Families as Allies, which also collected interview data using the
standardized interview protocol; the Alcohol and Drug Council of Middle
Tennessee; and a network of mental health and substance abuse providers
across both states.

For more detailed information, please refer to reports available on the IMPACT Study,
available at: www.vanderbilt.edu/VIPPS/CMHP/publications.htmi#impact
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Appendix 2: Documents Reviewed and Other References

Mississippi Documents Reviewed

Department of Human Services, Division of Youth Services (1998). Annual
Statistical Report. Jackson, MS: Mississippi Department of Human Services,
Division of Youth Services.

Department of Human Services (1999). Fiscal Year 1999 Department of Mental
Health Social Services Block Grant Allocation Plan. Jackson, MS: Mississippi
Department of Human Services.

Department of Mental Health (1998a). Fiscal Year 1998 State Plan Implementation
Report. Jackson, MS: Mississippi Department of Mental Health.

Department of Mental Health (Brenda Scafidi, Theresa Smith & Larry Swearengen)
(1998b). Fiscal Year 1999 Mississippi Department of Mental Health State
Plan for Community Mental Health Services. Jackson, MS: Mississippi
Department of Mental Health.

Department of Mental Health (1998c). State of Mississippi Application for Fiscal
Year 1999 Community Mental Health Services Block Grant and Fiscal Year
1999 State Plan. Jackson, MS: Mississippi Department of Mental Health.

Department of Mental Health (1998d). State Plan for Community Mental Health
Services: Children with Serious Emotional Disturbance and Adults with
Serious Mental lliness, Fiscal Year 1998. Jackson, MS: Mississippi
Department of Mental Health.

Department of Mental Health (1998e). Minimum Standards for Community Mental
Health/ Mental Retardation Services, 1998 Revision. Jackson, MS:

Department of Mental Health (1998f). Mississippi Department of Mental Health
Annual Report, FY 1998. Jackson, MS: Mississippi Department of Mental
Health.

Department of Mental Health (1999a). About the Mississippi Department of Mental
Health. Jackson, MS: Mississippi Department of Mental Health.

Department of Mental Health (1999b). Fiscal Year 1999 State Community Mental
Health Services Plan. Jackson, MS: Mississippi Department of Mental
Health.

Department of Mental Health (1999c). Fiscal Year 2000 Budget Request. Jackson,
MS: Mississippi Department of Mental Health.

Department of Mental Health, Division of Alcohol and Drug Abuse Services (1996).
Mississippi State Alcohol and Drug Abuse Profile for 1996. Jackson, MS:
Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse
Services.
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Department of Mental Health, Division of Alcohol and Drug Abuse Services (1997a).
Fiscal Year 1997 Budget. Jackson, MS: Mississippi Department of Mental
Health, Division of Alcohol and Drug Abuse Services.

Department of Mental Health, Division of Alcohol and Drug Abuse Services (Herbert
Loving & Theresa Smith) (1997b). Fiscal Year 1998 State Plan for Alcohol
and Drug Abuse Services. Jackson, MS: Mississippi Department of Mental
Health, Division of Alcohol and Drug Abuse Services.

Department of Mental Health, Division of Alcohol and Drug Abuse Services (1997¢).
Mississippi State Alcohol and Drug Abuse Profile for 1997. Jackson, MS:
Mississippi Department of Mental Health, Division of Alcohol and Drug Abuse
Services.

Department of Mental Health, Division of Alcohol and Drug Abuse Services (1999).
Mississippi Department of Mental Health State Plan for Alcohol and Drug
Abuse Services Fiscal Year 1999. Jackson, MS: Mississippi Department of
Mental Health.

Department of Mental Health, Division of Planning/Public Information (Stephanie
Foster) (1998). Mississippi Department of Mental Health Annual Report
Fiscal Year 1998. Jackson, MS: Mississippi Department of Mental Health.

Department of Mental Health, Office of Constituency Services (1999). Draft
Complaint/Grievance Procedures. Jackson, MS: Mississippi Department of
Mental Health, Office of Constituency Services.

Division of Economic Assistance (August 1, 1998). Medicaid Programs Children,
Families and Pregnant Women. Jackson, MS: Mississippi Department of
Human Services.

Division of Medicaid (1993). Community Mental Health Center Manual (1993-94).
Jackson, MS: Mississippi Division of Medicaid.

Division of Medicaid (1997). Mississippi Division of Medicaid Annual Report 1997.
Jackson, MS: Mississippi Division of Medicaid.

Division of Medicaid (1996). Mississippi Division of Medicaid Annual Report 1995-
96. Jackson, MS: Mississippi Division of Medicaid.

Division of Medicaid (1997). Annual Report 1997. Jackson, MS: Mississippi
Division of Medicaid.

Division of Medicaid (1999). Budget Analysis: 1999-2000. Jackson, MS:
Mississippi Division of Medicaid.

Division of Medicaid (June, 2000). Memorandum to Betty Williams, Bureau Director,
from Kathy Watson, Programmer Analyst Il regarding Revised CHIP stats —
guarter ending 12/31/99. Jackson, MS: Mississippi Division of Medicaid.

Equal Opportunity In Employment/Services (1998). Eligibility Levels for 1998.
Jackson, MS: Mississippi Department of Health.

Mississippi Division of Medicaid HMO's.

SUBSTANCE ABUSE TREATMENT SERVICES FOR PUBLICLY-FUNDED ADOLESCENTS IN THE STATE OF MISSISSIPPI 55



Mississippi Division of Medicaid Regional Offices.
Mississippi Mental Health Resources Web Site: http://www.msresource.com/

Mississippi Legislature (1997). Amendment Proposed to Senate Bill No. 2855 By
Committee. Jackson, MS.

Mississippi Legislature (1999). Senate Bill 2143: Technical Amendment Bill to
Update Medicaid (Vetoed by the Governor). Jackson, MS.

State Children’s Health Insurance Program(1997). Application for the State Child
Health Plan under Title XXI of the Social Security Act. Jackson, MS.

State of Mississippi, Official Web Site: http://www.state.ms.us/

Other References

American Association of Child and Adolescent Psychiatry (1998). Practice
parameters for the assessment and treatment of children and adolescents
with substance use disorders. Journal of the American Academy of Child
and Adolescent Psychiatry, 37, 122-126.

American Psychiatric Association (1995). Practice guidelines for treatment of
patients with substance use disorders: alcohol, cocaine, opioids. American
Journal of Psychiatry, 152 (11 Suppl), 1-59.

Chen, H. (1990). Theory-driven Evaluations. Newbury Park, CA: Sage
Publications.

HCFA (1990a). Medicare and Medicaid Guide: Section 5 EPSDT. Commercial
Clearing House, Inc.

HCFA (1990b, April). State Medicaid Manual (HCFA Publication 45-5, 85330,
Transmittal No. 3).

Heflinger, C.A., Simpkins, C.G., Northrup, D.A., Saunders, R.S., & Renfrew, W.
(2000, February). The Status of Mississippi Medicaid Children and
Adolescents: Behavioral Health, Health, Service Use, and Consumer
Satisfaction: The IMPACT Study Baseline Report on Interview Data.
Nashville, TN: Vanderbilt Institute for Public Policy Studies, Center for
Mental Health Policy.

Heflinger, C.A., & Simpkins, C.G. (2000). Tennessee’s adolescents in publicly-
funded treatment for substance abuse problems: Baseline interview findings
for TennCare beneficiaries. Nashville, Tennessee: Vanderbilt Center for
Mental Health Policy.

Howell, F.M., Works, G.A., Wells, J.G., & Necaise, D. (1998). Social indicators of
substance abuse in Mississippi: Final Report. Starkville, MS: Mississippi
State University, Social Science Research Center.

Howell, F.M., Johnson, D.G., Works, G.A., & Wells, J.G., (1998). An integrated
analysis of the demand for substance abuse treatment in Mississippi: Final
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Report. Starkville, MS: Mississippi State University, Social Science
Research Center.

Miller, G. (1990). SASSI — Adolescent Form. Copyright May,1990.

NASADAD (1996). State Alcohol and Drug Abuse Profile (SADAP) For Fiscal Year
1996. Washington, D.C.

NASADAD (1997). State Alcohol and Drug Abuse Profile (SADAP) For Fiscal Year
1997. Washington, D.C.

National Institute on Drug Abuse (1999). Principles of Drug Addiction Treatment: A
Research-Based Guide (NIH Publication No. 99-4180). Available online at
http://165.112.78.61/PODAT/PODATIndex.html.

Office of Applied Studies, SAMHSA (April 1999). The Relationship Between Mental
Health and Substance Abuse Among Adolescents. Rockville, MD:
Department of Health and Human Services.

Scheirer, M.A. (1987). Program theory and implementation theory: Implications for
evaluators. In L. Bickman (Ed.), Using program theory in evaluation, (pp. 59-
76). San Francisco, CA: Jossey-Bass.

Substance Abuse and Mental Health Services Administration (1999). Treatment of
Adolescents with Substance Use Disorders (Treatment Improvement
Protocol Series, No. 32) (DHS Publication No. (SMA) 99-3283). Rockville,
MD: Author.

Yin, R.K. (1984). Case study research. Newbury Park, CA: Sage Publications.

Yin, R.K. (1993). Applications of case study research. Newbury Park, CA: Sage
Publications.
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Evaluation,76, 69-78.
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Appendix 3: Conceptual and Coding Framework

This case study framework formed the basis for a set of categories and subcategories into
which the study data were coded by the authors. Standard definitions for each category and
subcategory were developed and two raters independently coded the initial interviews to
come to consensus around definitions and coding issues. A software package developed for
analysis of qualitative data--Q.S.R. NUD*IST-- was used to categorize all the documentation
in addition to the interviews conducted. The software was used to organize and store the

data and generate sorted category lists to aid in the construction of this report.

Conceptual and Coding Framework of the Implementation Environment
(based on Chen, 1990)

Macro-Context

Implementing Implementor Delivery Mode Program Interorganizational
Organization 1,2) ,3) Participants Relationships (1,6)
(1,1) 14 (1,5)
Implementing Clinical Outpatient Services | Participants: Service Coordination Broader social
Organization Staff/Provider Descriptions at Community Level: issues that impact
(Program): Network/Agencies: (including cultural Case level (if program
Description and Description, diversity), Numbers | interorganizational); implementation
History, Mission Numbers, Types Community level
(112) (12.0) (13.) 1.41) (16.0)
(15.1)
Statutory and Contract Case Management Admission Coordination between | Broader political
Contractual Requirements and and Service Process: Eligibility behavioral and issues that
Responsibilities Methods of Coordination at the standards; physical health influence
Payment Case Level (if admission criteria, implementation
119 intraorganizational) assessment at (1,6,2)
(1,1,2) (1.2.2) Continuity entry (152)
1,3,2) 1,4,2) ”
Relationships with Qualifications of Intermediate Access Patterns Relationships among Broader economic
Provider Network Providers: Services (Day agencies/ programs issues that
Certification treatment, Intensive responsible for SA influence
Licensure Outpatient, etc) youth implementation
(1.1.3) 1.4.3)
1,2,3) 1,3,3) s (1,5,3) 1,6,3)
Program Funding Relationship RTC and Hospitals Participant Relationships with Broader cultural
Streams and Costs; between Providers Receptivity other community issues that
Other Resources and Participants (13.4) (1,4,4) agences(1,5,4) influence
1,1,4) 1,2,4) s implementation
(1,6,4)
Benefit package and Agency Mission Authorization/ Others’ views of Interorganizational Broader legal
limitations (1,2,5) Payment/Utilization access Contract issues that
(1,15) o (1,35) (1,4,5) Responsibilities or influence
working implementation
arrangements(1,5,5) (1,6,5)
Quality Assurance Aftercare and other | 1Ssues regarding System Capacity
Quality Assurance and other community services | SPecial populations,
L itori dual diagnosis,
and other monitoring monitoring
custody
(1,16
1,3,6
(1,26) (1.36) (146) (166)
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Macro-Context

Implementing Implementor Delivery Mode Program Interorganizational
Organization 1,2) ,3) Participants Relationships (1,6)
() 14 1.9)
Beneficiary/ Eligbility Prevention Referral sources Training and
1,1,7) and patterns Education
1,4,7) (1,6,7)
(1,3,7)
h. Philosophy of h. MHvs SA
Care (CASSP tension
principles?);
includes “rules”
(1,6,8)
(1398
Service-level
Effects
(1,3,9)
Changes since Change since Changes since Changes since Changes since Changes since
managed care managed care managed care managed care managed care managed care
(1,1,10 (1,2) (1,3,10) (1,4,10) (1,5,10) (1,6,10)
Barriers Barriers to service Barriers to Service Barriers to Barriers to (Good) Barriers
(1,1,11) delivery Delivery Participation Interorganizational
12) (1,3,.11) Relationships (1,6,11)
(1,4,11) (1.5.11)

Facilitating Factors
(1,1,12)

Facilitating Factors
(1,2,12)

Facilitating Factors
(1,3,12)

Facilitating Factors
(1,4,12)

Facilitating Factors
(1,5,12)

Facilitating Factors
(1,6,12)

Family Services

(1,3,13)

Family Issues
(1,4,13)

EPSDT
(1,3,14)

Wraparound

(1,3,15)

Service Authorization

(1,3,16)

Cultural Competence

(1,317)

Service “Fit”

(1,3,18)
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Appendix 4: List of Individuals Interviewed

Interviewee

Angela Robertson
Jerry Jackson
Marjorie Free
Edwina Williams
Laverne Bass
Steve Johnson
Darwin Stiles
Betty Street

J. B. Edwards

Patricia Colwell

Tom Kepner
Katherine Turcotte
Reims & Judy Barber

Tessie Schweitzer

Beejee Dixon
Neal Robinson
Melba Carr
Nancy Horton
Gail Young
Willie Blackmon
Brenda Scafidi
Melody Winston

Herb Loving

Agency

Social Science Research Center, MSU
The Ark

Baptist

Catholic Charities

Catholic Charities

Eastern Mississippi State Hospital
Region 11 MHC

Sunflower Landing

Marion Hill

Hinds Country Adolescent Offender Program

COPAC
COPAC
MS Advocates

MS Families as Allies

MS Maternal and Child Health

MS Dept of Education

MS Div of Medicaid

MS Div of Medicaid

MS DHS, Family and Children's Services
MS DHS, Division of Youth Services

MS Dept of Mental Health

MS Dept of Mental Health

MS Dept of Mental Health,
Div of Alcohol and Drug Services
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Appendix 5: Interview Guide

Respondent Agency Responsibilities and Funding

1. What is your agency’'s mission with respect to adolescents with substance use disorders?
2. What are your agency’s statutory (and/or contractual) responsibilities for adolescents?

3. Where does your funding for adolescent substance use services come from?
4

In addition to funding services, what responsibilities does this agency have for monitoring
care, quality assurance, regulation, etc.? What are the incentives/sanctions?

Covered Services

5. What adolescent substance use services do you fund, through which funding streams?

Limitations / Exceptions / Conditions on Services
6. Are there limits on types, amount, or duration for any of these services?

7. If there are limitations, how are additional longer-term (non-acute) services provided and
financed?

8. What services (e.g., wraparound, long term RTC) are left out of the service package for
adolescents with substance use disorders?

9. For which services is prior authorization required? How is prior authorization
implemented? How are medical necessity criteria applied?

10. Have level of care or patient placement criteria been developed that are specific to
adolescent substance use treatment? Explain the placement criteria. How is this
implemented?

11. Describe this agency'’s role in grievance and appeals processes for consumers, families,
and providers. How are these processes implemented?

Interagency Coordination

12. Do you have written memoranda of understanding or other formal interagency
agreements related to substance use services for adolescents?

13. How are services for individual adolescents coordinated across multiple agencies?

14. How are interagency treatment and service planning for adolescents with serious and
multiple needs conducted?

Providers

15. Which types of providers do you fund? Who is in your network for substance abuse
services?

16. How are the substance use services provided by school-based substance use providers
and programs integrated into the system?
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Types of Adolescents

17. Are there particular complications or challenges in assuring adequate services for Special
Populations? (e.g. coordinating funding across multiple agencies, determining for service
funding, coordination of care, service availability, etc.):

a. Adolescents who require inpatient or long term residential care?

b. Dual Diagnosis (substance use and mental health)

c. Dual Diagnosis (substance use and developmental disability)

d. Delinquent Adolescents (in and out of custody) who have substance use disorders

e. Adolescents with substance use disorders who have committed Status Offenses (in
and out of custody)

f. Adolescents with substance abuse disorders who are abused or neglected (in or out of
custody)

g. Pregnant Adolescents with substance use disorders

h. Adolescents with substance use disorders and other chronic illnesses or medical
conditions

i. Adolescents with substance use disorders who come from troubling environments
Service System Assessment

18. We would like to get your assessment of the status of the Mississippi service system for
adolescents with substance use disorders and whether or not (and why) there have been
any changes since 1993.

i Access to services for adolescents with substance use disorders...

i. Range and Amount of Services for adolescents with substance use
disorders......

. Continuity of Care for adolescents with substance use disorders....

iv. Service Coordination for adolescents with substance use disorders
V. Provider Network for adolescents with substance use disorders
Vi. The ability to meet the needs of adolescents with substance use disorders

from diverse cultural backgrounds...

Vii. The ability to meet the needs of special populations of adolescents with
substance use disorders

History of Other System Changes

19. Have there been any other major system changes that may have affected substance
abuse services for adolescents since the implementation of managed care (i.e. welfare
reform, CHIP, court decisions etc.)

Other

20. Is there anything else that was not covered in this interview that you feel is important to
add to get a complete picture of how services are delivered to adolescents in Mississippi?
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Appendix 6: Drug Use Prevalence in Mississippi

Drug Mississippi In-School
Adolescents Survey®
Lifetime | Past 12 Past
Use Months Month
Tobacco (all types) / / /
Cigarettes 44.4% 27.0% 23.8%
Smokeless tobacco 17.1% 9.5% 9.1%
OTC/Prescription drugs for / / /
non-medical purposes
Alcohol / / /
Beer 51.4% 39.7% 32.1%
Wine Coolers 52.7% 40.7% 33.4%
Wine 39.3% 30.6% 25.7%
Liquor 36.5% 27.3% 24.4%
Cannabis/Marijuana 18.5% 11.9% 12.7%
Cocaine/Crack / / /
Cocaine 1.3% 1.0% 1.0%
Crack 0.9% 0.7% 0.6%
Uppers (Amphetamines) 6.5% 4.6% 3.8%
Ice (crystal meth) 1.2% 0.8% 0.7%
Hallucinogens (LSD and 4.0% 2 304 2 304
others)
Ecstasy 1.1% 2.0% 0.8%
Downers
(Barbiturates/Sedatives) s - Lt
Roche 1.0% 0.8% 0.6%
Heroine/Methadone 0.7% 0.5% 0.3%
Inhalants 12.0% 8.1% 7.7%
Other / / /
Steroids 1.4% 1.1% 1.4%

Note that in this report Ecstasy is being classified as a hallucinogen because that is its classification in
the Impact Study; the Mississippi Survey, however, classified Ecstasy as a “Stimulant,” which most
closely corresponds to the Impact classification of Uppers/Amphetamines.

® See the “Final Report of the Mississippi In-School Adolescents Survey (1996-97 Academic Year)” (Bureau of Educational
Research and Evaluation, College of Education, Mississippi State University, March, 1998). This study was based on a total
valid sample size of 10,570 students in grades 6 through 12 across the state of Mississippi.
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Appendix 7: Medicaid Service Utilization FY1995-FY1998 for Youth

with Substance Abuse Diagnoses
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Service FY 94-95 kids/days FY 95-96 kids/days FY 96-97 kids/days FY 97-98 kids/days
Type SA MH/SA total k/d SA MH/SA total k/d SA MH/SA total k/d SA MH/SA total k/d
(mean (mean (mean (mean
dys/k) dys/k) dys/k) dys/k)
Assessment/ 24/34 11/14 35/48 9/10 16/24 25/34 19/25 24/33 43/58 18/18 20/30 38/48
Evaluation 1.4 1.4 1.3 (1.3)
oP 103/232 11/15 114/247 105/254 24/120 129/374 189/413 43/319 232/732 73/257 18/37 91/294
(2.2 (2.9) (3.2 (3.2
OP, individual 40/112 41/74 81/186 35/82 56/153 91/235 33/103 63/203 96/306 31/61 56/249 87/310
(2.3) (2.6) (3.2 (3.6)
OP, family 11/17 6/24 17/41 17/27 23/50 40/77 11/24 23/65 34/89 2/13 25/84 27/97
(2.4) (1.9) (2.6) (3.6)
OP, group 7/18 8/17 15/35 9/45 22/56 31/101 10/39 23/72 33/111 5/21 15/73 20/97
(2.3) (3.3) (3.4) (4.7)
OP, day Tx 2/21 1/15 3/36 0/0 5/101 5/101 0/0 7/108 7/108 0/0 4/211 4/211
(12) (20) (15.49) (52.7)
Med Mgmt - 8/12 8/12 0/0 317 37 7/19 2/3 9/21 6/10 11 7/11
(1.5) (2.3) (2.3) (1.6)
Lab 55/56 21/22 76/78 66/68 23/24 89/92 58/62 19/19 77/81 42/45 26/27 68/72
(1.0) (1.0) (1.2) (1.1
Case mgmt 19/86 15/67 34/153 20/75 33/147 53/222 14/59 34/215 48/274 8/30 32/286 40/316
(4.5) 4.2) (5.7) (7.9)
Crisis Services/ 61/66 5/5 66/71 69/70 9/10 78/80 60/67 8/8 68/75 36/37 10/12 46/49
ER (1.2) (1.0) (1.2) (1.2)
Nursing 6/16 22 8/18 1/13 2/6 3/19 22 4/13 6/15 0/0 7/11 7/18
(2.3) (6.3) (2.5) (2.6)
Residential 4/191 6/557 10/748 4/439 15/957 19/1396 4/304 20/1615 24/1919 0/0 10/993 10/993
(74.8) (73.5) (80.0) (99.3)
Detox 35/768 4/31 39/799 68/1235 5/44 73/1279 19/308 0/0 19/308 91/1317 12/172 103/1489
(20.5 (17.5) (16.2) (14.5)
P 96/2142 141/2682 237/4824 125/2568 128/2353 253/4921 62/1171 75/1329 137/2500 10/105 108/1674 118/1779
(20.49) (19.5) (18.2) (15.1)




Appendix 8: Number of Medicaid Vendors by Type of Service for

Adolescents with Substance Abuse Diagnoses

Service FY 94-95 FY 95-96 FY 96-97 FY 97-98
Type # Vendors | # Vendors # Vendors # Vendors
Assessment/ 15 16 26 20
Evaluation

OoP 40 53 44 37
OP, individual 18 27 29 22
OP, family 6 14 12 10
OP, group 5 10 10 10
OP, day Tx 3 2 2 3
Case mgmt 7 12 9 7
Crisis Services/ 37 35 44 32
ER

Nursing 3 3 3 3
Residential 6 3 10 7
Detox 7 15 5 9

IP 48 42 34 31

Information from Medicaid claims data.



