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CHAPTER ONE: INTROD UCTION

In March 2008, the Office of the Governtrrough the auspices of the Oregon Department
of Human Services (DHS) and the Oregon Department of Corrections (DOC), contracted with
Human Services Research Institute (HSRI) to conduct a brief and intensive assessment of the
current st at eheland rugQ¥&b)dreatmént an@d drevention system. The scope
of the study is limited to five state agencies: DHS and DOC are the most prominent players,
bearing responsibility for the broadest segments of the adult population in need of A&D services;
theOregon Youth Authority (OYA) and the Oregon Commission on Children and Families
(OCCF) carry primary responsibility for serving children and youth; and the Oregon Criminal
Justice Commission (CJC) has lead responsibility for drugeddSRI began by eluring the
nature of the service delivery systeaisach agencytheprograms and population mandates,
organizational structure, funding sources, regulations and legislative mandates. This provided a
foundation for the core study issues: understandiadetvel of need for prevention and treatment
services, the variety and volume of services each agency provides, the flow of A&D prevention
and treatment funds into and out of each agency, and the capacity of each agency to monitor and
evaluate performance.

Four separate but closely related studies comprise this project:

(1) The Gaps Analysis compares the need for A&D servieesing statewide estimated
prevalence figures for Oregonds popul ati on,
calculations where ailablei with the amount of service provided by each state agency. The
difference between the number of people needing services and the number who receive
services represents the fAgapdo or the extent
for anydiscussion about needed increases in A&D prevention and treatment services.

(2) The Investments Analysis examines changes in expenditure patterns over time. Using

data compiled by state agency staff, HSRI analyzed both the inflows and outflows of funds

for each state agency. Presenting investment figures for each of the past four biennia (2001 to

the present), we illuminate aggregate fluctuations in A&D spending which could be related to
shifts in population need and/or services provided over time. F@OB®E2007Biennium

we offer a more detailed analysis of funding flows and breakdowns among major spending
categories for each state agency. This analysis reveals the relative financial importance of

di fferent services anoderafl ADdysteng streams i n Or

(3) The Performance Analysis documents the policies and procedures in place in the state
agencies to assure that contractual agreements are met and that agencies are accountable for
what they spend and for how service initiatives imgéents. This assessment of the core
agencies6 performance and quality management
of the A&D system as a whole to be more efficient and effective.

(4) The Case Study Analysis profiles A&D treatment and préweslystems in four Oregon
localities (three counties and one tribe). The purpose of the case study analysis is to highlight
variation in service provision, funding sources and levels, contracting and allocation, and
performance measurement across thecssdecounties.

This study encompasses many but by no means every service activity that impacts alcohol
and drug abuse behavior. The five state agencies targeted for this analysis together provide
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virtually all the state funds that support local servicévdey. These resources are usually tied to
particular types of services and sometimes to specific program interventions. For this study,
HSRIhas focused on:

V AMH-funded treatment and prevention services classified under Service El¢BtEnts
60-71:

e SE60,SpecialProjects are services delivered on a demonstration or emergency basis
for a specific period of timghese projectiocus on higkrisk youth and families,
doing outreach and nemnaditional treatment.

e SE 61 and 71, Youth and Adult A&D Residentsrvices, include services that
support, stabilize, and rehabilitate individuals so they are able to return to their
community.

e SE66, Continuum of &e servicesdnclude case management, clinical care,
continuing care, outpatient, intensive outpatiend, morrmedical detoxification.

e SE 70, Prevention Services, include a variety of integrated strategies to prevent
substance abuse and associated effects; for example, the Strengthening Families
Program, a new evidendmsed prevention program for middle salso

V Oregon Health Plan (OHRhemical dependency services: OEIRjible individuals are
served through 12 contracteialth Plans around the statethrough fe€or-service
arrangements in somerall areas. Covered A&D services include assessmeticdly
appropriate treatment (outpatient), inpatient detox, and alternatives to inpatient detox
(e.g., medicallymonitored norhospital detox, to assure more continuity of community
treatment). OHP does not cover residential A&D treatment.

V ChildrenandFamés ( CAF) supportive services: CAFO
(ART) and Intensive Treatment & Recovery Services (ITRS) are available through the 16
regional CAF offices.

e Thelocal ART serves child welfare families with addiction neéu®ugha variety of
services including screenings, referrals, general support services, and random
urinalysis testingeachART consists of certified A&D counselor who screens and
does some counseling and an outreach worker (similar to a recovery coach) who
helps people geb treatmentWhen a family is identified as having an A&D need,
the caseworker will call ART who subsequently completes a screening and makes an
appropriate referral. ART refers to various local providers for both residential and
outpatient treatment

e ITRSis a new A&D service program for CAF parents who are not eligible for OHP.
ITRS includes 3 components(a) intensive outpatient treatment, (b) residential beds
for parents and residential beds for dependent children, agednt (c) housing for
parens actively in treatment or who participated in treatment previously and need
housing to avoid relapse.

V DOC treatment services: DOC provides residential A&D treatment for incarcerated
adults plus some outpatient services for people on parole, probationanrity jails.
Residential A&D treatment is provided in separate housing unifgjson treatment
programs are all provided by a few contractors who often have permanent st ion
the prison; and A&D treatment is provided in the community thragttractors.
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' T Al UOEO A&BTreabnkrg &ntl Brévention System

V OYA services for youth: OYA provides residential treatment for youth in close custody
or in community residential facilities. Once the youth is back in the community, Parole
and Probation divisions refer to private providers for A&D services.

V CJGfunded Drug Courts: Drug Courts integrate A&D treatment services with the
judicial case processing system, and serve adult, juvenile, and family dependency cases.
These courts have specialized dockets and work withviodent substance abusing
offenders to help them successfully obtain and complete treatment, and hopefully prevent
future criminal behavior. To create a radversarial approach, Drug@t Teams
include thdocal judge, court administratoBistrict Attorney,Public Defender sheriff,
community corrections, and treatment providers.

V OCCFfunded prevention programs: Various preventive activities are selected by the
local commissions. Typically, local CCRsrk collaboratively with local partnergho
serve children, youth or familie identify needs, mobilize the community, and
complete a Coprehensive Community Plan eaderinium.They may also offer
separate prevention activities directly related to youth development.

Outside the purview of this study are many other state agencyapregimed at preventing
alcohol or drug abuse. The most obvious omission is sd¢fas@d programs to teach children
and youth about the risks of alcohol and drug use and to nurture alternative behaviors. Local
communities also pursue a wide array of préeeninitiatives that can be understood to
influence alcohol and drug usdor example, Healthy Start and Head Start strive to intervene in
families early enough to alleviate some of the conditions which later give rise to addictive
behaviors. In additigrcertain populations are not systematically included in the study, e.g.
people who are homeless, seniors and people with disabilities; and certain addiction behaviors,
e.g. smoking and gambling, are outside the scope of work. Further, it was beyorsdtineas
of the project to examine population subgroufseakdowns by gender, race/ethnicity, or
geographic location (urban/rural). In short, the findings of this study do not constitute the full
force of the stateds eftftheydd lsighlighd theantbst direcsad s u b st
concentrated approaches of the five main state agencies to address A&D addiction statewide.

Al cohol and drug abuse is a pressing probl en
Alcohol and Drug Abuse Programs (GCAPAdocuments the interconnections between alcohol
and drug use and a wide range of community problems (GCADAP, 2006 & 2008), arguing that
declines in state spending for alcohol and dr
increased strains on pubhealth, law enforcement, public safety, and child protection systems,
as well as schools and workplaces. Other strong voices in Oregon, focusing on crime rates,
disagree that the solution to escalating community problems lies in increasing A&D services;
they argue that tougher law enforcement and sentencing will do more to promote community
safety and public health by removing criminals from the community and deterring further
criminal activity. I n the face adisseekimgéoe conf |
establish a baseline on current A&D service efforts, as a necessary foundation for subsequent
reform of what is widely acknowledged to be a complex collection of A&Bted activities and
funding streams.

Figure 1.1 distpdrmrdgisnd@HSRA dsheendersent A&D ser
identifies the major public entities being examined. To fully understand the impact of funding
shifts over time, it is essential to be cognizant of the web of connections among funding streams,
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state agencg and local service providers. Our primary focus is the five state agencies, but we
also look as closely as possible at the codengl jurisdictions and the private provider
community.

The next five chapters of this report document and synthesizethegs from intensive
interviews with state and local agency staff, supplemented by review of relevant written
materials. Chapter Two presents findings from the Gaps Analysis, linking prevalence of alcohol
and drug abuse problems to current levels ofisernChapter Three describes the results of the
Investments Analysis, offering both a broad look at overall A&D spending and detailed spending
figures and patterns for each of the five cor
capacity to marge performance, examining procedures for sending funds down to the local level
and maintaining accountability for both that spending as well as overall agency operations.
Chapter Five profiles several county A&D systems, providing glimpses of the impsatef
agency decisions on local service delivery practice. In Chapter Six, we reflect on the range of
findings and offer some recommendations related to policy, program and system infrastructure.
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Figure 1.1: Alcohol & Drug Treatment & Prevention Funding
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CHAPTER TWO: GAPS ANALYSIS

Crucial to understanding the current status
extent to which service needs are met. In the Gaps Analysis, HSRI examined the prevalence of
A&D needsamong various subgroups of the state population, and compared this needs profile to
information on numbers of people served

This chapter has six major sections. The first addresses the substance abuse treatment gap for
the overall Oregon population. Thext three sections provide a more detailed look at the
treatment gap for specific portions of the state population served by the CAF office in DHS,
DOC, and OYA. Each of these sections contains an explanation of the data sources and
methodology used to aallate the gap, presentation of findings, and discussion of caveats
associated with the estimated gap and recommended steps for further work. HSRI computed all
prevalence and treatment estimates using a combination of publicly available data sets and
information provided by agency staff. Wherever possible, the project team incorporated the most
recent data available, presenting more than one year for comparison purposes. However, data
system lags and reporting delays (particularly for national data seke)inthfficult to provide
accurate results into the current biennium. The fifth section presents brief findings on prevention
services, and the final section of the report offers conclusions and discusses next steps.

2.1 GENERAL POPULATION ESTIMATES

In developing the estimates of treatment gaps for the general Oregon population, HSRI
worked closely with staff in the division of Addictions and Mental Health (AMH) in DHS.
Because most Oregonians in need of publichyded treatment services are serveduglo
AMH, the estimate of the general population need is compared to total AMH service delivery.

Data Sourcesand Methods

In order to arrive at a general population substance abuse treatment gap for the state of
Oregon, HSRI used three main sources of mftron: population figures from Portland State
University (PSU), preval ence or Aneedo figure
Health (NSDUH), and treatment counts from the Client Process Monitoring System (CPMS).
These datasets are described bekwd are the basis for Figures 2.1 through 2.4.

Population estimatesThe PSU Population Research Center estimated the population of
Oregon on July 1, 2007, to be 3,745,555 (Oregon Population Report, 2007). This population is
defined as the population 2000 plus natural increase and net migration. Of this total
population, 3,173,450 individuals are ages 12 and older, the population examined for substance
abuse need. State, county, and city officials submit annual information to PSU, in turn reviewing
theUni versityés methods and estimates. The PSU
guarter facilities such as college dormitories, jails, and prisons. PSU does provide population
estimates for several age groups. However, these age rangeswteiothe age ranges from
the NSDUH (see next paragraph). Therefore, HSRI chose to compute age group totals for PSU
data that match the NSDUH groupings. Table 2.1 displays these estimates.

Prevalence estimate§he NSDUH is sponsored by the Substance AlmseMental Health
Services Administration (SAMHSA) and is the primary source of information about illicit drug,
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alcohol, and tobacco use in the United States population. Each year, approximately 70,000
individuals are interviewed at their place of resmierindividuals in nofinstitutionalized group
guarter residences, such as college dormitories, are included in the sample. Incarcerated and
homeless individuals are not included (SAMHSA, 2006). Although their numbers are relatively
small, high rates of &istance abuse within these populations make their absence worth noting.
SAMHSA publishes extensive state reports on the results of the NSDUH. For this gaps analysis,
the study team used 20@D06 rates of alcohol or illicit drug dependence or abuse fayddre

These rates (Table 2.2) are as follows: 8.22% for all ages 12 or older; 8.76% for-4ges 12
20.13% for ages 185; 6.19% for ages 26 and older. The 2006 rates are the latest results
available from the NSDUH.

Treatment estimatesThe CPMS is th@rimary data collection portal for publicly funded
drug and alcohol treatment providers. CPMS ha
updated, although there is a three terainth lag for most data. CPMS provides estimates of
treatment numberfor clients who receive some public funds for treatment (who do not rely
entirely on seHpay and/or private insurance). In addition, all DUIl and methadone clients are
included, regardless of their payment method. CPMS treatment numbers are Calen@80Yea
counts for unique individuals who received any treatment, but who may or may not have
completed an entire treatment episode. Table 2.1 shows treatment counts by age group.

Table 2.1
Data used to calculate treatment gaps for Oregonians
Population NSDUH @ Ne CPMS Treatment Counts
All Ages 3,173,450 260,858(8.22%) 64,532
Ages 1217 305,540 26,765(8.76%) 4,603
Ages 1825 416,009 84,450(20.13%) 14,759
Agesid26 and 2,451,901 151,773(6.19%) 45,170
older

* All ages includes childreti2 and older.

Analytic Methods To arrive at the treatment gaps, the NSDUH percentage rates were
applied to the population figures. This resul
figures were then subtracted from the overall need for eachragp. The results are presented
as numbers of individuals as well as percentdgash figure is illustrated with three
configurationgFigures 2.12.4). the gap for all income levels, the gap ifadividualsbelow
200% of povertyand the gap fandividuals below 400% of poverti?overty statistics are
included in order to more accurately represent the need for pufilitded treatment, as the
NSDUH figures likely include some individuals who will splty for their treatment or will pay
with private hsuranceln 2006, thébelow200%of poverty level for Oregonians was 32.3%
(U.S. Census Bureau, 200@his figure was applied to all age grougs figures for different
ages were not availablEigures for théelow400%o0f poverty levelare available ypage group
and are as follows: 61.7% for all ages (applied to the all ages group-#ealfe group, and the
26+ group); 69.7% for agesly (applied to the 227 age group) (U.S. Census Bureau, 2006).
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Evidence from SAMHSA and other sources indicate¢ itindividuals with incomes up to 400% of
the poverty level require at least some of their treatment to be funded with public dollars.

Results

The following figures illustrate the gap between the need for substance abuse treatment
(prevalence) and theeatment rate#As shown, the gap for adults over age 26 is substantially
lower than the gaps for youth and young adults. For adults at less than 400% of the poverty level,
the treatment gap is 52%, compared to 75% for youth ag&g iiPthe same incontwacket.

Figure 2.1
Treatment Gap for All Ages
Need is 8.22% (260,858)

300,000 7 population needs, but does nc
receive tx
250,000
/ ® population needs and receive!
200,000 - tx

/ 196,32
150,000 -
/ 96,41
100,000 - =
yd GAP:
50,000 -

For all need =75%
0 . . . For <200% poverty = 23%
For <400% poverty = 60%

AllNSDUH  <200% poverty <400% poverty
need
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Figure 2.2
Treatment Gap for Youth ages 127
Need is 8.76% (26,765)
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Figure 2.3
Treatment Gap for Young Adults Ages 185
Need is 20.13%(84,45Q
90,000 ~ = population needs, but does no
80,000 - receive tx
70,000 - B population needs and receive:
60,000 - tx
50,000 -
40,000 -
30,000 -
20,000 - GAP:
10,000 - For all need = 82%
0 . . . : For <200% poverty = 45%
AINSDUH  <200%  <400% For <400% poverty = 71%

need poverty poverty

HSRI December, 2008 Chapter Two: Gaps Analysis Page9



' T Al UOEO A&BTreabnkrg &ntl Brévention System

Figure 2.4
Treatment Gap for Adults Ages 26+
Need is 6.19%(151,773

160,000 - population needs, but does no
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need

Discussion

As illustrated by the above figures and summarized in Table 2.2, the largest treatment gap
occurs for the 15 age group. For this group, the gap between need and treatment is 83% for all
income levels, 48% for less than 200% of poverty, and 76% fothass400% of poverty. This
age group also has the highest prevalence rates (20.13%). The gap for youthlagessatity
slightly lower. Adults ages 26 and over have the lowest gap, although the gap percentage for less
than 400% of poverty is stilloveehl f of t he fAneedod popul ation,

Table 2.2
Treatment Gaps Percentages
All <200% poverty <400% poverty
Ages 1217 83% 47% 75%
Ages 1825 82% 45% 71%
Ages 26 + 70% 8% 52%
All ages 5% 23% 60%

In examining the factors which contribute to these gaps in A&D services, it appears that, in
general, treatment gaps generally occur for two reasons: inadequate service availability or
incomplete identification of people in neédailability refers to valime of services that can be
produced this depends on funding levels, number of providers, capacity of providers,
availability and turnover of qualified staff, location of clients in relation to services, and other
variablesldentificationrefers to thenumber of substance abusers who are referred for treatment,
either through selfeferrals or through an organization (such as a public agency or a health plan).
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Youth are less likelytoself e f er f or treat ment , and obmeen don
into contact with a referral source. Both youth and adults, unfortunately, are more likely to be
identified as needing treatment if they make contact with the justice system or with child welfare.
Entrance into one of these systems usually triggeesaessment process, resulting in an
awareness of a clientdos treatment needs (alth
provided).

The OHP plays a critical role in identifying treatment ne&asce 2001, the decline in
spending by th©HP has beem significant contributor to gaps in treatment for substance abuse.
During the budget cuts of 20D03 mental health and addiction benefor norrcategorical
eligibles were initially eliminated. When theses benefits were restored, the number ofuativid
retaining eligibility in this categorwasreducedsubstantially Enroliment of new people was
closed This had the effect of both reducing the number of clients screened and identified for
treatment as well as reducing the number of clients receireagnent. Clients in need of
treatment had few optiosamong them were the corrections system and the limited amount of
public funding available through AMH. Providers were also affected. Although many of them
were able to increase their treatment ogitor clients who were still eligible, such as children,
adolescents referred through CAF, and people with disabilities, they were generally not able to
sustain their level of operatiorisnroliment in the OHP wasnly recently reopenedoy DHS
with the deelopment of a registration and random selection sysiéms process assurteat
enrollment of new people can be kept within the Legislatively Approved Bulgese shifts in
OHP eligible individuals are likely reflected in the AMH treatment groups shaivove.

Other Sources of Prevalence Data

While the NSDUH provides reliable estimates of A&D treatment needs in Oregon, it is
valuable to also consider otheurces of prevalence datAmong the most useful are the
Oregon Healthy Teensug/ey(OHTS), theMonitoring the Future Survey, and the Youth Risk
Behavior SurveyMultiple indicators of substance abuse prevalence, including these swareys,
included in theupcoming report by the State Epidemiological Outcomes Workgroup (SEOW,
2008). These data illuimate some interesting facts, for example, 31%'bgi@ders report
consuming at least one alcoholic drink in the last 30 days. This is compared to 18Yrad&s
across the United States. Statistics compiled by the SEOW are also referred to in other reports
covering various aspects of substance abuse prevention and treatment in Oregori[iseich as
Domino EffecandOregon Spekes

An additional source fgprevalence measures is the National Outcome Measures (NOMs)
State Summaries. These state summaries examine NOMs from the eight prevention domains,
reporting on withirstate trends and on state deviations from national means. Currently, the
NOMSs reports areroduced by HSRI, under contract to the Center for Substance Abuse
Prevention. Th&SDUH is the primary source of data for the NOMs reports. Tal#@resents
figures for Oregonés percent deviationitfrom t
drug use. These figures are for 2005/2006, the latest time period for which data is available.
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Table 2.3
Oregon NOMs Summaries for 2005/2006

% deviation from

Measure Age Cohort national mean
% using alcohol in past 30 days | Ages 1217 +14
Ages 18+ +5
% using marijuana in past 30 dayg Ages 1217 +33
Ages 18+ +43
% using illicit _(_Jlrugs other than Ages 1217 49
marijuana
Ages 18+ -3

2.2 CHILDREN AND FAMILIES

CAF is a division of the DHS, protecting children from abuse and neglect. Subabarseeis
highly prevalent among families engaged with the child welfare system; most families have a
parent or a child needing intervention. For many parents, participation in treatment is part of
their case plan and successful treatment is consideredaprr sor t o ter mi nati on
involvement with a family. CAF families are served in one of two ways: while their children
remain in the home, and while their children are placed in foster care {aaséd, group, or
residential). Although CAF does niypically pay for treatment directly, the division administers
over 40 contracts which support families receiving treatment. These supports consist of
transportation, housing, and other logistical or recovery services to assist families with children
in foster care or who are at risk of having children placed in care. Payment for treatment most
often occurs through AMH, OHP, or private funding.

Data Sources and Methods

An analysis of treatment gaps for CAF famileesisistof two approaches: a gaps analysis
for parents with children in foster care, and a gaps analysis for parents served while their
children remain at home. Data for the former analysis is available and is reported on yearly by
the CAF child welfare researcimit (CAF, 20002008) Data for the latter analysigas compiled
for this report

Results

Results for parents of youth in foster carEigure 2.5 illustrates three calendar years of data
on treatment gaps for parents with children in foster care. Datésifigure is at the child level:
the full height of the bar represents the number of children entering foster care; the middle and
top sections of each bar indicate the number of children entering foster care where the reason for
removal waparent drug duse the top part of each bar shows the number of childrenomi¢h
or more parents receivVving tmow tdosteecar¢TheNeftt hi n 90
hand bar shows that 2005 was a high point for the percentage of children entering fester ca
with parental drug abuse as a reason for remio@a855 children out of 6,178, or 62%; this has
since decreased to 55% (2007). However, this percentage is still considerably higher than the
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43% reported in 2000. Interestingly, the years 2000 and 2007aighly equal numbers of
children entering foster care overall; 4,675 and 4,626 respectively.

The gap numbers shown in Figure 2.5 indicate that over time, parents of foster care children
are more often receiving treatment for their substance abuseAtnedigh the actual number
treated has declined each year, those treated still represent a growing proportion of those with a
treatment need.

Figure 2.5
Treatment Gaps for Parents of Children in Foster Care

7000 1 ® population needs, but does no
receive tx

6000 - population needs and receives
5000 - ® population does not need 1
4000 -

/ 2054 2490 29271
3000 - GAP:

2005=47%

/ 2006 = 22%
2000 A 2007 = 11%
1000 -

O T T 1
2005 2006 2007

Results for families served thome In 2007, 3,753 childrédommeere ser\

casesOf these, 1,233 (33%) had drug or alcohol use as a family strédgbese children, 34%

had a parent who received treatment for a substance abuse issue. Although this percentage is
considerably lower thathe 89% of foster care youth whose parent(s) received treatment for their
need, the identification measures are differe
direct need for treatmpatentwhdlregfiabasen f mpl
is necessary for the child to return horhkerefore, although the foster care gap of 11% is much
smaller than the #mome gap of 66%, it is potentially more concerning and is the focus of our
discussion regardinGAF treatment gaps.

Discussion

The treatment gap for families with children in foster care has clearly diminished over the
three years presented in Figure 2.5. However, treatment capacity has changed very little; the gap
reduction is primarily a functioaf the changing demographics of the foster care population.

Fewer children are entering foster care resulting in fewer families presenting with substance
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abuse issues. Although the illustrated gap is small compared to overall population gaps discussed
abowe, each CAF family that does not receive treatment may represent a child who stays longer
in care than necessary or who returns to care at a later date.

2.3 DEPARTMENT OF CORRECTIONS

The Department of Corrections offers a variety of services to incarderatividuals,
including substance abuse treatment. Overall, 75% of incarcerated offenders are considered to be
in need of this service. Treatment is prioritized for clients who are considered to have a high or
medium risk of reoffending and who have @®@gs substance abuse issue (37% of the overall
population), although some treatment is available tepr@nitized offenders.

Currently, 406 treatment beds are available for men and 54 beds for women in Oregon.
Approximately 23% of these beds were adote®007. Treatment is generally provided in
housing units which are separate from the general population and are located d&twnly a
facilitiesaround the state. Treatment is prioritized for clients in the last six months of their prison
stay. All treaent offered is evidence (research) based.

Data Sources and Methods

Data for the DOC state facility gaps analysis was obtained from the DOC data system for the
years 2006 and 2007. Both analyses use an exit cohort of inmates released between January 1
andDecember 31 of each calendar year. In 2006, the exit cohort totaled 4,534. In 2007, the exit
cohort totaled 4,551. The numbers of inmates in need of treatment for each year were obtained
by applying the 75% prevalence figure to the total to createramll needand by applying the
37% figure to the total to create tpeoritized group The DOC treatment numbers were then
subtracted from the two fAineedodo groups to high
shown include offenders who received amgatment, not just those who completed treatment.

! More information on treatment protocols for incarcerated clients can be found in Chapter 4, Performance
Management.
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Results

The following figures illustrate the treatment gaps for all offenders (Figure 2.6) and just for
the prioritized group (Figure 2.7). Although the total numbers of clients exiting corrections is
roucghly equal across the two years, the gap has increased by 15%. This pattern also holds for the
prioritized group: total numbers of prioritized clients are nearly identical in the two years but the
gap has increased by 15%.

Figure 2.6
DOC Treatment Gaps for all Offenders
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3000 - receive treatment
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Figure 2.7
DOC Treatment Gaps for Prioritized Offenders
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Discussion

As illustrated by Figures 2.6 and 2.7, the gap between the number of incarcerated offenders
who are in need of substance abuse treatamahthe number who received treatment in 2007
was 80% for all offenders, and 74% for prioritized offenders. These figures represent an increase
since 2006, despite the addition of 105 treatment beds in the latter half of 2007. DOC staff report
that more dents are completing treatment, resulting in fewer slots becoming available for
waiting offenders.

Current funding and capacity levels only allow a fraction of Oregon inmates to receive
evidencebased, segregated treatment for their substance abuse Adthmsgh offenders are
required to have a transition plan that includes an appointment with a community provider, data
on follow-up care for previously incarcerated clients released under supervision is not available
for all counties. Most counties do rfeave specific programs for prison inmates exiting into their
county, let alone for offenders exiting jail or those who are sentenced to probation. Both treated
and untreated offenders generally exit into the same community treatment settings that serve
non-offending clients.

2.4 OREGON YOUTH AUTHORITY

Treatment for substance abuse issues for youth in custody of OYA is provided by OYA staff
using evidencévased practices assigned by client risk level and gender. Currently, 73% of all
OYA youth in facility and community settings have histories of drug and/or alcohol usage. Of
that group, 29% are diagnosed as fAabusiveo an
assessed at entry into the system with amisds assessment (RNA). The RNA identifies youth
who have a need for a comprehensive drug and alcohol (AOD) evaluation and who are likely to
need treatment. Youth who use drugs and/or alcohol, but are not identified as abusive or
dependent, are targeted by OYA facility prevention and education progpareted by the
Department of EducationAl t hough referred youth are not ne
into treatmento, their participation is gener
well as through parole and probation agreetsie

Data Sources and Methods

All data obtained for the OYA gaps analysis was provided by OYA and obtained from the
Juvenile Justice Information System (JJIS). OYA research staff selectechardix facility exit
cohort consisting of 178 youth who exiteetween July 1 and December 31, 2007. Quantitative
information extracted from JJIS for this sample was supplemented by electronic case notes
pulled by OYA staff. For example, in some instances, case notes recorded that a youth
participated in treatmentipr to release, yet the service was not entered into JJIS. A few of these
youth may have had treatment that was not entered into either JJIS or into case notes; evidence
of treatment for these youth would have to come from paper files (not obtained fanahysis).

2 The Department of Education was not an agency selected for this analysis.
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Results
Figure 2.8 illustrates the treatment gap for OYA clients.

Figure 2.8
Treatment Gap for Oregon Youth Authority Clients

E Clients need, but do not receive
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n=178 clients with a valid risk/needs assessment

Of this sample, 78 youth, or 44%, scored high enough on the RNA to be referred for a full
AOD evaluation and, most likely, treatment. JJIS data and electronic case notes show that 65 of
these clients received treatment and 13 did not. Given these figures, the OYA treatment gap is
17% for this sample. Generally, youth committed to OYA receive tedtihthey need it. The
most common reasons for a youth not to receive treatment are:

e Some youth are not in close custody long enough for treatment to commence; shortly
after intake these youth exit to a community setting where treatment may occur.

e Somewu h ar e fcapp eidkyauth fron theif couaty rreedg tb leer
committed

e Some youth refuse to participate in treatment

Discussion

The above information is presented for youth within OYA facilities. For these youth, most of
whom enter with gubstance abuse issue, treatment is consistently available. Data is less readily
available on treatment gaps for youth committed to community settings. These youth are served
by individual providers, some of whom may be under contract to OYA to servigladitaid
eligible youth.

2.5 PREVENTION GAPS

Calculating the gap for prevention services is more complicated than for treatment services.
The complications arise from both parts of the calculation: it is difficult to identifyneleds
preventive serviceds it just those who have never abused alcohol or used/abused drugs?), and it
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is very hard to specify whi@ceivesa prevention activity, especially when it takes the form of a
public service announcement, a school assembly, or the like. The discuedsiorofiers a fairly
broad look at prevention gaps, synthesizing what little quantitative data is available while
keeping in mind the imprecision of the counts.

HSRI relied on two primary data sources on the need for prevention: the NSDUH and the
OHTS. Asnoted above, the NSDUH estimates that 9% of youth agdd I2ed A&D
treatment this constitutes nearly 27,000 Oregon youth. Since this age cohort is aaghdol
population, one can assume that most school students are exposed to illejab dome
degree. A conservative approach would view the entire age c8086t6540 youthas needing
preventive services. OHTS data adds further support to this argument: 2007 summary statistics
indicate that 31% of'8graders reported using alcohol in the pashth and 13% reported at
least one occasion of binge drinking in the past month. In addition, the 2008 AMH strategic plan
reported that youth participating in focus gr
the need for their peers to accesseffei ve prevention and treat ment
5), pointing in particular to the need for prevention services to start at an earlier age.

To understand the service provision side of the gaps calculation, HSRI focused on two state
agencies thatupport substance abuse prevention services in Oregon: OCCF, which funds
prevention through the federal Juvenile Justice and Delinquency Prevention (JJDP) grant
program, and AMH, which funds prevention through the federal Substance Abuse Prevention
and Tratment (SAPT) block grant as well as other funding sources. Both agencies distribute
funding to counties, where it is allocated for prevention purposes. Measuring the number of
clients served through these activities is a challenging task. AMH measurestjme services
through the Minimum Data Set (MDS), a prevention database into which counties enter
information about their prevention services, subdividing services into IOM (Institute of
Medicine) categories. These categories separate preventionesinib three typeauniversal,
selected, omdicated Universal prevention activities, such as a media campaign, aim to serve an
overall population. Selected interventions serve a subset of individuals who are considered to be
at higher risk, and inditad prevention efforts serve a population showing early signs of
substance abuse. Unfortunately, aggregating data from MDS for comparison purposes across
counties is generally unreliable for the following reasons:

e |OM prevention categories are not consigty defined across counties, i.e., one county
may | abel an activity as fAselectedo whil e
At argetedo.

e There is a large lag time for data edtrgounties may be serving thousands of clients
through activities thatavenot yet been entered into tbatasystem.

¢ Numbers served vary widely, resulting in most counts appearing as statistical outliers,
and many interventions simply |list AO0O0 wund
served can vary widely ovéme -- for example, a large media campaign occurring
during one year can inflate the numbers served for that year by hundreds of thousands of
people.

e Numbers reported are not unduplicatetie data entered is aggregate numbers served
through each activity, not imnddual clientlevel information

5811l egal drugso here i ncégaltbreseganoutbindetagel8i nce possessio
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e Many counties are not entering information consistently; although sanctions are possible,
no county has had funding withheld due to4oompliance with data entry.

e ltis difficult to usethe available dattb determinethé ocati on of services,
basedo or -bfacscemdnmuni t vy

OCCF measures prevention through two linked databases: the comprehensive plans database
and the local resources database. In addition, OCCF uses the JCP databaséuiwlelCP
programs. Thdields in these databases list community issues, such as alcohol and drug abuse,
number of clients served, and amounts invested. At the time of this analysis, the OCCF database
was not complete. OCCF staff selected preventive activities that they difibedirug and/or
alcoholrelated. In 20022007, 13 counties reported to OCCF that they carried out one or more
activities related to substance use prevention.

Many individual prevention programs, suchSefe and Drug Free Schooland
Strengthening Families have ongoing, independent, evaluations available which address the
ways in which the intervention is meeting the needs of the community or communities.

A gaps analysis for prevention should analyze all available sources of prevention counts from
Oregon Counties (AMH and OCCEF) in order to gather information on areas most in need of
preventive efforts. Many counties keep tallies of prevention efforts outside of MiDS.
desired to categorize prevention efforts into IOM categories, standardidesimnd counting
practices by category should be applied since prevention counts are not, generally, unduplicated
individuals. In addition, a standard definition of substance abuse prevention should be utilized, as
many programs impact substance usenavieen not specifically targeted to do so. These
standardized and consistent counts may assist in identifying prevention gaps across the state.

2.6 GENERAL DISCUSSION AND NEXT STEPS

Treatment gaps in Oregon appear to be significant for the population as a whole, particularly
for young adults, and for DOC clients. Gaps appear to be less severe for CAF families with
children in care, possibly because foster children come dispropoelipfraim families who
have low incomes and thus are eligible for Medicaid. The gap is also smaller for youth residing
in OYA facilities.

It is important to reiterate that the gaps summarized in Table 2.2 above reflect much more
than the shortfall in AMHexvice delivery. AMHfunded A&D services are the safety net for all
Oregonians. For example, when eligibility for OHP is narrowed, families and individuals may
continue to go to the same A&D provider who was serving them undern dPnow the
provider wil have to find other funding sources for the needed treatment. Similarly, when adults
or youth exit correctional facilities, they turn to local A&D providers for treatment; when
funding is insufficient, those clients are counted as part of the genetallpapt i on wi t h Aur
needswt part of the correctional systemb6s gap.
for the general population ma@yeventsome individuals from ending up in the correctional
system. In some ways, therefore, AMH deals withvarse and constantly changing population
in need of A&D service$ not only changing in size but also varied in the type of intervention
needed and where the clients are located. Assuring an adequate A&D treatment capacity to
respond to unexpected fluetiions in need requires a level of effort statewide that is challenging
to sustain, both financially and structurally.
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Services Provided

The fluidity in the populations needing A&D treatment sets the stage for difficulties in
accurately tracking the amounttservice provided. Table 2.4 brings together all the service
delivery information presented earlier in this report. DHS divisions not surprisingly have been
the ones to serve most of the population in need; even though AMH shows a 75% gap between

ciens needing services and those receiving it,
Table 2.4
Number of People Receiving A&D Treatment, 2007
# Adults served | # Youth served

AMH (from CPMS) 59,959 4,603

CAF1 parents of foster children 2,271 N/A

OHPT quarterly average 6,097 1,160

CJCi Drug Courts 1,883 248

DOCi 1-year exit cohort 689 N/A
OYA 1 6-month exit cohort N/A 65

Table 2.4 requires additional explanation. The first point is that the numbers cannot simply
be aggregated to a total number receiving A&D services in the calendar year. Each agency
provided unduplicated numbers for its own clientele, but it is resent@esive to unduplicate
across agencies. For example, it is very likely that some of the people served by DOC were also
served during the same year by AMH, OHP and/or CAF. The CPMS provides the most
comprehensive source of service recipient counts, siceeA&D service providers enter
clientlevel information on all those served using public dollars; but to create aagessy
unduplicated tally would require matching cli
other hand, some of the coumisTable 2.4 may in fact bendercountsFor example, the CAF
figure is the count of children whose parents have a substance abuse issue that is serious enough
to have been the reason for the childds remov
treatment need; the CAF counts simply indicate that at least one parent received some amount of
treatment. The actual number of CAF adults receiving A&D treatment may be larger than the
figure in Table 2.4.

The second point to emphmentzé Oeeshabdbtihavei
meaning across agencies. A person may have attended one treatment session, or perhaps only
received an assessment; at the other extreme, the individual may have completed a full treatment
regimen? And, if an individualparticipated in several different cycles of treatment, he/she is
counted only once. This has direct ramifications for the size of the service gap: as DOC has
reported, when bed space is I|imited, keeping
reduces the agencyds capacity to serve greate

4 CPMStreatmentompletion rates for fiscal year 2007 are considered to be around 61%, however, many caveats
apply to this figure. For example, of the total number of clients in the system at that tirtleirdimave a
completion code of fAunknownod or are not closed out of |
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The third point to note regarding Table 2.4 is that some of the figures are cumulative for the
entire calendar year and others are not. For example, the OYA figure only reflects clieads serv
during the second half of 2007.

All of these issues combine to make it very difficult to judge the extent to which a particular
agencyb6s target population is underserved. |t
tracking methods vary bggency and community. For example, some counties track clients who
are referred to community treatment by DOC and some do not.

Next Steps

To develop a comprehensive understanding of treatment gaps in Oregon, further work needs
to be doneintermsofbotap pl v and demand. HSRI 6s work poin
further studyfFirst, data needs to be gathered on the following populations:

¢ Homeless individuals

¢ Community corrections clients, including those who are released from a state facility,
thoseexiting from jail, and those committed to probatiand

e OYA youth served in the community

Secondgaps in infrastructure also exist. Gaps in staffing and capacity within the provider
network make it difficult for clients, particularly in some areas mdd@n, to obtain treatment on
demand. There are also gaps in transitional and recovery housing. These kinds of gaps should be
explored in greater detail.

Third, a prevention gaps analysis should be conducted using the methodology described
above As mentimed, it will be important to standardize categories of prevention so that need
figures can be appropriately matched to numbers served through each type of prevention activity.
Such an approach could also lay the foundation for more systematic examihatipac.

Fourth, more process work should be done to examine théng#igt issue. Because Oregon
does not have a universal waitlist, it is difficult to determine if waiting periods are a significant
contributor to treatment gaps the county case dies, HSRI begins to address the dimensions
of the population awaiting service, as part of learning how all aspects of the Oregon A&D
system interface at the local service delivery level.

Finally, longterm attention should be given to developing an ampré@ estimating an
overallsystemgapor Or egonds A&D population. As noted
is not currently possible to compute an unduplicated count of people served across the five main
state agencies without integrating data systemmatching client lists. These tasks have been
approached at various levels, primarily within DHS, but have not been comprehensive. For
example, CAF clients who are captured in CPMS are matched for the foster care gaps analysis
discussed above, but DAL OYA clients have not been matched. Some database integration is
currently being developed within DHS, but is not yet complete. A systematic approach to client
matching would assist in developing an unduplicated, inclusive, baseline gap for Oregon. This
gap could then be revaluated subsequent to changes in investments.
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CHAPTER THREE: PUBLIC INVESTMENT

The Investments Analysis is a crucial counterpart to the Gaps Analgsiamining changes
in expenditure patterns over time. Using data compiled by state agency staff, HSRI analyzes both
the inflows and outflows of funder each state agency. By presenting investment figures for
each of the past four biennia (2001 to the present), we describe aggregate fluctuations in A&D
spending which may be related to shifts in population need and/or services provided over time,
or maysimply reflect a shift in available resources. For the ZB0®/ Biennium, we offer more
detailed analysis of funding flows and breakdowns among major spending categories for each
state agency. This analysis reveals the relative financial importandéeoét agencies and
funding streams in the overall Oregon A&D system.

This chapter begins by describing HSRI&s app
overall A&D spending. The next five sections provide a more detailed look at spendingspattern
for each of the five core state agencies. We then briefly examine the role of the Oregon Liquor
Control Commission because of its integral role in funding A&D services. The next section
includessome initial insights intthow resources are received afidaated at the local level
presenting findings from HSRIO®&Gs surveys of th
and private A&D service providerdVe then provide a brief description of efforts to explore
expenditure patterns in other states with Eintharacteristics to Oregon. The final section of
this chapter offersonclusions anduggests some avenues for further study.

3.1 APPROACH AND OVERALL INVESTMENTS

Working closely with fiscal and program staff in each of the five state agencies hdSRI
developed a rough portrait of Oregon public sector investments on addiction services over the
past eight years. We chose to study four bierr2901-2003 through the current 20@D09
periodi in order to capture the major recent ebbs and flowsaistite budget. Actual
expenditures were obtained wherever possible. When actual expenditures were not available,
legislatively adopted budgets (LABs) were used. As in the Gaps Analysis, we separately
examine treatment and prevention funding, where p@sdilik important to note that not all five
of the state agencies provide both types of servicasdy DHS and OYA offer both A&D
prevention and treatment, while DOC and CJC provide only treatment and OCCF provides only
prevention.

To make this analysimore meaningful, we report not only thetual dollars budgeted or
spenteach year (Anominal dol | arso) but-adubtedo adj u
dol | ar s 0) , -2003Bienngimds the baselih® ahd adjusting in accordancetivgh
Consumer Price IndéxTable 3.1 shows the inflation factor for each of the four biennia and how
that translates into current purchasing power. For example, $1 million of spending {2QED7
is equivalent to having only $828,400 in 2e®003 termsin all subsequent tables showing
investments over time, both nominal and inflatajusted figures are provided.

5 Using the consumer price index (CP!) is a standard means to account for the impact of inflation when comparing spending over
multiple time periods. By determining the level of the CPI at the time an expenditure is made, one can readily calailage the

of that expenditure in terms of what a dollar will buy today. A higher CPI compared with an earlier period indicateskésat it

more dollars now to buy something than during the earlier period.
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Table 3.1

Calculating Inflation Adjustments

Biennium Inflation factor Inflation adjusted value of
Adjustment $1 million spent in Biennium
20012003 100.00% $1,000,000
20032005 95.15% $951,500
20052007 88.11% $881,100
20072009 82.84% $828,400

Table3.2presens total drug and alcohol expenditures over the four selected biennia. The
listed totals include budget amounts from fiblklowing agencies:

e Prevention: DHS (including Addictions and Mental Health, Children and Families, and

the Temporary Assistance to Needy Families program), OYA and &CCF
e Treatment: DHS (including AMH, CAF, and the Oregon Health Plan), CJC, DOC,

and OYA
Table 3.2
Overall Drug and Alcohol Expenditures by Biennium
($ Millions)
Biennium Total Prevention Treatment
Nominal | Inf-Adj Rate of Nominal Inf-Adj Nominal Inf-Adj
Change
01-03 $191.3 $191.3 $19.9 $19.9 $171.4 $171.4
03-05 $143.8 $136.8 -28.5% $17.7 $16.8 $126.1 $120.0
05-07 $163.8 $1443 5.5% $21.4 $18.8 $142.4 $125.5
07-09 $200.3 $166.9 15.0% $28.5 $23.6 $171.8 $142.3
50cCCE spending on preventigrasonly availablefor the kst two biennia.
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Figure 3.1 shows the trend in total expenditures over time, illustrating the significant dip in
20032005 and the lack of recovery up to therent biennium. linflation-adjusted dollars, the
total amount of 20009 projected spending on A&D preventiamdareatmenis $16.9 million,
compared with actual expenditures in 2@&Lof $191.3 million. Figure 3.1 makes clear that,
across the five major Oregon state agencies providing A&D services, the system has not yet
recovered from the severe losses in26@832005Bienniunt in inflation-adjusted terms, in
20072009 Oregon expects spend B% lessthan it did in 20042003.

Figure 3.1
Drug and Alcohol Expenditure Trends by Biennium
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The following sections disaggregate these total figures into profiles of spending by each of
the five state agencies. Focus is plasedhe 200582007 Biennium and, to the extent possible,
we provide a more detailed look at components of the total spending, such as direct service
spending versus administrative costs and contracting versus ggenaed services. The 2005
2007Biennium was selectetlecausét is the most recent period for which there are actual
expenditurdigures-- the current biennium is still underway so its data represents budgeted
amounts (LAB) rather than actual spending.

3.2 DEPARTMENT OF HUMAN SERVICES INVES TMENTS

Within DHS, the divisions responsible for providing A&D prevention and treatment services
include AMH, CAF andhe Division of Medical Assistance Programs/Oregon Health Plan
(DMAP/OHP).In the analysis below, we discuss each of these arenas iatdrsupplement
the picture with a brief look at the Temporary Assistance for Needy Families (TANF) program.
However, it is important to note that many other offices in DHS may provide some prevention,
treatment and/or recovery services that are essentigbhlements to the core A&D activities,
and, indeed, often serve as the fAglueo that
maintain their involvement as long as necessary. For examplegweidentified that some
investments in A&D servicegre made under the auspices of the Oregon Vocational
Rehabilitation Services (OVRS), which is housed in the Seniors and People with Desabilit
Division (SPD) of DHS This and other similar activities are outside the scope of the current
analysis

HSR| December 2008 Chapter Three: Public Investment Page24



' T Al UOEO A&BTreabnkrg &ntl Brévention System

To fully understand the measurements used in the following analysis, it is important to know
the role played by each of the key DHS offices and divisions.

e AMH is the most significant division both in its focus on issues relating tb A&d in

the size of its investment in both treatment and prevention services. It provides the
majority of fundingto CMHPs for service®r individuals not eligible for OHP funding.

e DMAP/OHP provides significant investment in A&D treatment services fiyilde
populations with a majority of expenditures/serviagsproximately 70%) delivered
through managed care plans and the balastey feefor-service arrangements

o CAF provides specific A&Dinvestments in it€hild Protection (Safety and Permanence
for Children) areaScreening and assessment services are providegioe prompt,
par eand s 0
supportive services such as transportation are oftertatilitate parental use of séres
needed to address these problems

effective

i denti fi

cati on

of

e TANF (located in theself-Sufficiency Progranarea in CAFpffersnontreatment
services such as screening for indicatdraddiction information and referral, case
management triage and staff trainnetated toA& D issues

Overall DHS Spending

Table 3.3 presents A&D expenditures by biennium for the abstesl subagencies within
DHS; Figure3.2 providesadditionaldetail for 200507, separating prevention and treatment
dollars and adjusting for inflation. It offea graphic view of the relative size of these
investments by DHS division.

Table 3.3
DHS A&D Spending by Program Area

. AMH CAF TANF OHP _Total
Biennium TX. & Total inflation -
Tx & Prev. Prev. Prev. Treatment adjusted
01-03 $109.6 M $5.6 M $19M $51.9M $169.0 M | $169.0 M
03-05 $81.2 M $5.6 M $2.6 M $40.3 M | $129.7M | $123.4 M
05-07 $88.9 M $5.6 M $2.4 M $46.5M | $143.4M | $126.3 M
07-09 $114.8 M $5.8 M $2.7M $41.0M | $164.3 M | $136.1 M
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Figure 3.2
A&D Treatment and Prevention Investments by DHS
2005- 2007 by Division
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DHS total spending, even withoadjusting for inflation, is still lower in the current
biennium than it was in 208Q3. Table 3.3 makes clear that this is due largely to reduced
funding for A&D treatment within the Oregon Health Plan. As discussed in the Gaps Analysis
(Chapter Two), cutsn OHP have had a dual effect: they reduced the number of citizens
identified as needing treatment (the Health Plans ceased screening OHP Standard participants for
A&D issues, since A&D services were no longer a covered service); and they reduced
reimburgments for clients attempting to access and complete treatment.

Two additional patterns in DHS spending are worth noting. First, CAF spending is virtually
level over the four biennia, declining only due to inflation. This suggests that policy makers
acknowedge that the CAF A&D initiatives are an ongoing and necessary expenditure. Despite
declining numbers of children placed in -@ithome care (see Gaps AnalysiShapter Two),
these A&D resources are a core support for families who become involved svithvéon child
welfare system. Second, A&D prevention spending for the TANF population has remained fairly
steady. It dipped somewhat in one biennium but has grown recently, witFO20&stimates
exceeding the 2002003 baseline level. This increase mayécome in response to the
increasing frequency of A&D needs among TANF applicants; those joining the rolls tend to be
those with the most need for A&D screening, case management, and support services.

One further point should be made with respect to Ok$H-igure 3.3llustrates, OHP funds
come primarily from the federal Medicaid Program (Title XIX) and the required state match. The
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proportions shown in the pie chart therefore remain fairly steady regardless of changes in the
total size of the pie oveinte. The sharp decline in OHP revenues in 2P035 resulted from

the loss in availablstate general fundollars, causing an automatic loss in federal Medicaid
dollars.

Figure 3.3

Oregon Health Plan: Funding Sources

for Chemical Dependency Treatment, 2082007
Total Expenditures = $46,463,796

General Funds
Title XXI -Match
$229,369
1%

General Funds

Title XIX-Match

$17,639,893
38%

Federal Funds

Title XIX
Feg-e ral Fund $27,976,587
itle XXI 60%
$617,948 °
1%
B Federal Fundditle XIX Federal Fundgitle XXI
B General Fundgitle XIX-Match B General Fundditle XXI -Match

AMH Investments Over Time

Because AMH investments constitute well over half of DHS funding, this section offers
greater detail on spending patterns. We discuss changes in A&D investments over time,
examning differing allocations for prevention and treatment as well as fluctuations in amounts
coming from various funding sources. We also explore more deeply the way dollars are
distributed from the state to the local level.

Expanding on the total AMH figes provided in Table 3.2&ljove),Table 3.4and Figure3.4
offer further data on A&D funding patterns for AMH. In inflatiaaljusted terms, current AMH
spending remains below 2008 levels. Table 3.4 breaks AMH funding into prevention and
treatment, as Wieas showing the impact of inflation on budget allocations. As shown, neither
nominal nor inflatioradjusted spending on treatment has yet returned to the levels experienced
in the 200103 Biennium, but spending on prevention has increased somewhatoWik o
prevention activity is responsible for the nominal AMH increase.
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Table 3.4
AMH Spending on A&D Prevention and Treatmentby Biennium
Total in
Inflation -
Biennium Treatment Prevention Tgtuarllcﬁ‘ﬁ‘D Adjusted gﬁ;‘i 03;
9 Dollars g
01-03 Actual $96.2 M $13.3 M $109.6 M $109.6 M --
03-05 Actual $71.1 M $10.1 M $81.2 M $77.3 M -29.5%
05-07 Actual $75.2 M $13.8 M $88.9 M $78.4 M +1.4%
07-09 LAB $95.6 M $19.2 M $114.8 M $95.1 M +21.3%
Figure 3.4
AMH Spending Trends on Drug and Alcohol Prevention and Treatment
by Biennium
140.0
120.0
@ 100.0 ~
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Figure3.4raises the question of what caused the decline in furidives it a particular
funding sourceFigure 3.5 displays the trend line for the three major AMH funding sources over
the fourbienniai federal funds, state generalfund and @ ot h e358hoWsuhedolar T a b |
amounts for the 20087 Biennium, for each funding stream and also separating prevention and
treatment funding. Overall, the federal fund contribution has stayed relatively flat over the four
biennia, while thestate general funconti but i on has fl uctuated sharpl
steadily decreased. We discuss below the latter two patterns.
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Figure 3.5

AMH Funding Sources for A&D Services
(Nominal dollars)
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Table 3.5
AMH 2005-2007A&D Investments by Funding Source (in $millions)
Funding Source Treatment Prevention Total % of Total
Federal Funds $40.0 M $12.0M $52.0 M 58.4%
State General Fund $24.1 M $0.5 M $24.6 M 27.7%
Other funds $11.1 M $1.3 M $12.4 M 13.9%
Total $75.2M $13.8M $88.9M 100%
% of total 84.5% 15.5% 100%

Table3.5helps to clarify the implications of the dramatic changestate general fund
revenues coming to AMH. By displayingespling amounts for the 20@y Biennium, the table
illustrates the differing effects on prevention versus treatmenst Bbf the impactf the state
general fundosses was felt in the treatment arena because, as the table shows, nearly 85% of
total A&D dollars go to treatment. Prevention, by contrast, receives nearly all its funds from
federal sources which have been relatively unchanged

Figure 3.5 above also highlights the steady
into the currentiennium. The steep increase in state general fewehues since 208 served
to somewhat compensat e f owhattciused theecontinuingdossesn fi ot
in other funds? Figure 3.6 offers some insight, indicating that the Beer and Wieptasents
the | argest portion of the fAother fundsodo cate
3.7 below the Privilegedx (which generates beer and wine revenues) has been unchanged since
1977, and, in recent biennia, the dollars coming to AMH have been fairly coridtardecline
in Aot her o f UObduw 20067 orceiresd in iBtEAGeBCY transfers, going from
$7.1Mto $ 0.2 M.A good portion of the earlier money was Medicaid matching funds from local
jurisdictions, especially Multnomah County.
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Figure 3.6
Componentso f i OAMHeFRurids 20052007

Other *
$1,395,00 Outpatient
11% DUl
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Total Prevention & Treatment
20052007= $12,359,998
Prevention total = $1,252,404

Beer and Wine Treatment Total $11,107,595

$9,486,738
7%

* Other income includes Synecti@ants (1%), IntraAgency Transfers (2%), Contract
Settlement Reimbursements (2%) and Miscellaneous (7%)

AMH Allocations 2005-2007

The full impact of AMH spending losses plays out at the local level. FRjdiadicates how
A MH 6 s - tufidimg was allocated. Over $84 million of its $89 million B&udget went
directly to local service delivery; only $4.8M or 5.4% was set aside for AMH program support

As the righthand boxes in Figure 3.7 show, the local dollars were distributed primarily to the
CMHPs, the official countyevel authority for a wie array of DHS functionis 76% of the $84.7
million actually expended locally in the biennium. Smaller shares went directly to tribal
governmentsand to individual A&D service providers. Further exploration of local spending
patterns is presented in Seat3.8 below

’ Additional program support funds come from outside the AMH budget, as part of overall DHS administration.
8 Tribal payments do not include one tribal government that is a CMHP. That allocation is included in the CMHP
figure.
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Figure 3.7
Flow of AMH A&D Investments for 2005-2007

Expenditures Allocations

CMHP
Tx: $55.2 M (86 %)

A&D to Local Prev: $9.1 M (14 %)
Tx: $71.9 M (85 %) Total: $64.3 M
Prev: $12.3 M (15 %)
Total: $84.2 M
AMH Total
Tx: $75.2 M (85 %) Providers

Prev: $13.8 M (16 %) Tx: $16.3 M (88 %)

Total: $89.0 M Prev: $2.2 M (12 %)
Total: $18.5 M
A&D Program
Support
Tx: $3.3 M (68 %) .
Prev: $1.5 M (31%) Tribes
Total: $4.8 M 20 TXx: $0.8 M (44%)
Prev: $1.0 M (56%)
Total: $1.8 M
Discussion

Across the DHS four service areas addressed in this report, A&D expenditures have
undergone substantial change over the past eight years. In th@2B&hnium nearly $170M
were availabldor addressing the A&D treatment and prevention needs of Oregonians; in the
current funding period, inflaticadjusted expenditures are 19% below that earlier level. At the
same time, th&aps AnalysigChapter Two)ndicates significant unmet AR need in the
Oregon population overall and in particular DHS service afi@as.rounds of cutbacks to OHP
clearly have had a major continuing impact, and AMH has not recovered from #2003
lossesAMH -funded treatment services have suffered much thare preventionargely due to
declining state general fumdvenues. These budget reductions pass directly to the local level,
with CMHPs receiving t h &ectoud.8kbelonlescAbldH6 s expend
expenditure at the local investments in madeéail.

° A slight discrepancy of $.5 M exists in the flow to locals; this represents a difference between the amount allocated
to local entities and actual expenses incurred in the biennium.

HSR| December 2008 Chapter Three: Public Investment Page3l




' T Al UOEO A&BTreabnkrg &ntl Brévention System

3.3 CRIMINAL JUSTICE COM MISSION DRUG COURT INVESTMENTS

In 1989, a national movement began to develop aeftesttive alternative to incarceration
for nonviolent offenders with drug abuse issues. According to the National Association of Drug
Court Professionals, the premise of drug courts is as follows (NADCP, 2008):

Drug courts represent the combined efforts of justice and treatment professionals
to actively intervene and break the cycle of substance abuse, addiction, crime,
delinquency, andhild maltreatment. These special dockets are given the
responsibility to handle cases involving addicted citizens under the adult,
juvenile, family, and tribal justice systems.

In this blending of justice, treatment, and social service systems, theadmig c

participant undergoes an intensive regimen of substance abuse treatment, case
management, drug testing, supervision and monitoring, and immediate sanctions

and incentives while reporting to regularly scheduled status hearings before a

judge with expdrse in the drug court model. In addition, drug courts increase

the probability of participantsO6 success
mental health treatment, trauma and family therapy, and job skills training

Following this premise, one of thiest drug courts in the country was established in
Multnomah County in 1991. Since then, over 30 additional drug courts have been developed in
Oregon, through collaborative planning processes with stakeholders from criminal justice,
treatment providersaw enforcement, child welfare, education, and other community
organizations. To fund these drug court initiatives, proponents have acquired financial resources
from a variety of sources, including foundation and grant programs (i.e. the Byrne Memorial
Grant Program, administered by the Oregon State Police) and local community contributions.
However, untilrecently, no funding from the state general fengported Oregon drug court
initiatives.

The funding picture changed in 2005 when the legislaturegéksise Bill 2485wvhich
gavethe Criminal Justice Commissig@JC)responsibilityof overseeing the statanded Dug
Court Grant Rogram This legislation made possililee expansion of existindrug courtsand
development of new drug coudsoundthe gate The 2005 allocation provided $2.5 million for
SFYO07 to support? drug court programs around the statigh allocations ranging from
$53,000 to $283,000n 2007, the legislature expanded the @¥Gg Court Grant Program
allocationto $6 million forthe 2007-09 Biennium; this funding continued to support the 17
original grantees, as well as provided funding to five additional drug court progcaoss the
state Table 3.6 presents allocations for the CJC Drug Court Grant Program since 2005 when the
CJC funding first became available; this table shows the amount distributed to local drug court
programs, as well as CJC administrative costs for each biennium. Allocations differ from
budgeted amounts because not all funds were distributed in the ggavere received.
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Table 3.6
CJC Drug Court Grant Program Allocation by Biennium
LAB for Drug Allocation to CcJC
Nominal Dollars Court General Local DC Administrative
Funds Programs Funds for DC
05-06 $0 $0
20052007 $112,705
Actual 0607 $2,500,000 $2,494,550
07-08 $3,000,000* $2,668,534
20072009 LAB $140,089
08-09 $3,000,000 $3,183,881

* An additional $55,000 wasallocatedn FY 07-09 to adjust forinflation.

Figure 3.8 shows inflaticadjusted allocations to the Gdnded drug court programs over
time, since inception in 2005.

Figure 3.8
CJC Drug Court Allocations
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It is important to note thawhile the CJC Drug CoufsrantProgram providga significant
amount of fundindo 22 of the 37 existingrdg courtan Oregonmost drug courts in the state
receive financial resources fronwéde variety of sourcedn addition to CJC Drug Court Grant
funding, he Oregon State Police distributed o$8million underthe Edward Byrne Memorial
Grant Program fothe 20052007 Biennium talrug courtsaround the state. Yaccording to
CJC staff CJC and Byrne fundintpgetheraccount for onlyaboutonethird of all funds
supporting Oregon drug courBach Oregon drug court hdsvelogdits own resource pool to
supportdrug court activities. In addition to CJC and Byrne funds, drug courts also receive
funding fromAMH, local countybudgets OHP, Asset Forfeiture, OLCC Beer and Wine ,Tax
and client feesUnfortunately, vhile it would beusefulto understand the compéeset of funding
streams that support Oregorud courts, there is currently mmprehensiveourcefor this
information.
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CJC Drug Court Expenditures for 20052007

For each biennial allodan received from the legislature, CJC posts an RFP to determine
how to distribute funds around the state. Local community stakeholders engage in a collaborative
process to develop a proposal, and CJC awards contracts based on submitted proposals. Funding
is then distributed to the local lead agency, most often the local CMHP or A&D treatment
provider. Figure 3.9 illusttas the flow of funds from the state general ftmthe local drug
court programs for SFYO07.

Figure 3.9
Flow of CJC Drug Court Expenditures (SFYQ07)

CJC DC Allocations CJC DC Expenditures Local DC Expenditures
State general func 40% TR
J [ Local Expenditures: $2,121,868 CM;82§5952'235)- ]
$25M ’
) A&D Providers
CJC Drug CourAdmin. (5 sites):
Expenses: $112,765 $468,989
CJCallocation to _
localdrug court Other** (7 sites)
$814,955
$2,494,550

* This figure includes admin costs for both FY06 and FY07. FY06 was an implementation year (i.e. hiring staff,
RFP process), biitinds were not distributed to local drug court programs during this first year.
** Other includes: County, DA, Community Justice, Community Corrections, Juvenile Dept, and Sheriff offices.

Figure 3.9 requires a few notes of explanation: First, SFYOGvpéenning year when no
funds were distributed to local programs; for this reason, Figure 3.9 only includes allocations and
expenditures for one fiscal year. Second, the CJC allocations to local drug court programs
($2,494,550) exceeded the actual expemeg of these programs for SFY07 ($2,121,868) and
the difference wareturned to thestate general fundrinally, the distribution of CJC funding
among different types of local organizations differs noticeably from the AMH distribution
pattern discussed abke: CJC gives CMHPs only 40% of its Drug Court funds, whereas CMHPs
receive 76% of AMH A&D funds (Figurd.7).

Local Use of CJC Funds

In an effortto understand the use of CJC drug court funding at the local level, HSRI explored
the extent to whickocumentation is available on how drug courts dpbaresourceshey
received from CJC in 20087 Biennium Although local drug courts report this data in their
guarterly Requests for Reimbursement, the information is currently only available in hard cop
and has never been aggregated. HSRI did work with CJC to compile the expenditure reports, but
in the process learned that the reports did not always accurately reflect how drug courts are
spending he CJC resources. Wh i | accumate (@xpendituresgvera mo s
slightly less than or equal to CJC allocations) other programs showed significant discrepancies,
sometimes due to programmatic changes, but in other cases, simply because forms were not
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completed consistently. At this point, RBs unable to provide analysis of Cé&penditure
data athe locallevel.

In lieu of actual expenditures data on Gi@ded drug courts, HSRI examined the successful
Drug Court Implementation/Enhancement Grant proposals. In these 17 pribgsafiees
submitted a budget and budget justification. This information provides some sense of other
funding sources that support the Gili@ded drug courts and how the drug courts anticipated that
theresourcesvould be used. It is important to remember thatftures below are based on the
submitted proposals rather than actesienue and expenditure figures.

Figure 3.10 displays the distribution of drug court investments for the 1FUD3dEd drug
courts as a whole, indicating the expected level of reliand@JC fundingT he o6 ot her 6 cat
includes revenue from sources such as OHP, clientléees,Commissions on Children and
Families and other local matches. It is important to note that there was significant variation
among drug court programs withe#ach of these categories; Bxample, three drug courts
expected to be 100% supported by CJC funds while another program expected CJC funding to
account for only 20% of its entire drug court budget.

Figure 3.10
Source of Drug Court Revenue for CJC Funded Courts
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15%
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From the CJC proposals, HSRI also examinegtbposed level of spending by several key
categoriesAs Figure 3.11 indicates, significant variation exists in the total budget requested
from CJC, as well as in how each program proposed to speddGtsesources. The proportion
allocated to personnehmged from 0% to 96%, proportion on contracted services ranged from
0% to 92%, and percent allocated for administration costs rdragad% to 10%Some of this
variation is explained in the way each Grant recipient categorized expected expenses. For
example, CMHPs that contract with a local treatment provider would include a large proportion
of personnel expenses within the contractual servicegaagtevhereas a treatment provider
would list these as personnel expenses. Another example is administrative costs: while some
programs may have budgeted for administrative costs, other drugweuetable to obtain these

1% seventeenlrug courts were funded in FYO& he additionafive drug courts weréunded in the subsequent year.

HSR| December 2008 Chapter Three: Public Investment Page35




~

' T Al UOEO A&BTreabnkig anbl Br&vention System

services as Hkind contributiors from local agencies, which are not accounted for in these
figures.

Figure 3.11
Proposed Drug Court Budget, by Budget Category
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Discussion

Understandindnow CJC Drug Court resources are being used to paA&br services in 17
drug courts in Oregohas been relatively straightforward at the state level; le&abow
investments were allocated from state general flaveh to local program level to support drug
court initiatives. What isnuchmore difficult todocument, and beyond the scope of this project,
is thelarger picture of overall drug court expendésianchow theseare utilized at the local
level. CJC funds constitute only a portion of total drug court spending; without knowing the full
investment picture, it is more difficult to accurately judge the need for future changes in drug
court funding.
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34 DEPARTMENT OF CORRECTIONS INVESTMENTS

The Department of Corrections (DOC) offers a variety of services to incarcerated
individuals, including substance abuse treatment. Overall, 75% of incarcerated offenders are
considered to be in need of this serviteeatment is prioritized for clients who are considered to
have a high or medium risk of reoffending and who have a serious substance abuse issue (37% of
the overall population), although some treatment is available tpmaortized offenders.
Currently, 406 treatment beds are available for men and 54 beds for women. Approximately 23%
of these beds were added in 2007. Treatment units are housing units which are separate from the
general population and are located at orfigva facilitiesaround the stat Clients are generally
offered treatment during the last six months of their stay, at which point they may be moved to
one of these facilities. All treatment offered is evidebhased.

DOC Spending Over Time

Since the 2002003 Biennium, the overall DORudget and the amount allocated to A&D
treatment has fluctuated greatly (Table 3.7). In 208,1$20.9 million was spent on A&D
services (1.7% of the overall DOC budget). By 2083 DOC spending was down dramatically,
reflecting substantial budget cutbackcross state agencies; A&D felt the cuts particularly
severely, losing nearly 46% in inflatiadjusted dollars. A&D rebounded somewhat in the 2005
07 Biennium and jumped considerably for 200%8. A&D allocations are currently at $23.6
million (1.76% ofthe overall DOC budget). Although this is an increase in nominal dollars over
200103, the inflatioradjusted amount has not caught up to 20B1evels. Figure 3.12 shows
the trend line across the four biennia.

Table 3.7
DOC Spending on A&D Over 4 Bienna
5 :
Biennium Total A&D TOtzld}EQ,?é?n i A&R dlejﬂs?ggn i AffDTifaT/o /OI ri‘lr;atlig%\e-m

adjusted A&D
01-03 $1,229.5M| $20.9M $1,2295 M $20.9 M 1.70%
03-05 $1,078.3 M| $11.9M $1,026.0 M $11.3 M 1.10% -45.9%
0507 $1,0909 M| $13.1 M $961.2 M $11.5M 1.20% +1.8%
07-09 $1,3429 M| $23.6 M $1,1124 M $19.6 M 1.76% +70.4%

It is important to note the contrast in Table 3.7 between shifts in overall DOC spending over
time and simultaneous changes in B&llocations. Using the inflatieadjusted figures, we see
that total spending declined in 2608 and again in 20067, then rebounded somewhat in 2007
09. The pattern for DOC A&D spending is quite different: it declined in ZBOBut began to
reboundm the next period and then dramatically grew in 2007This suggests a growing
commitment to A&D treatment by DOC. It is important to note thairison substance abuse
and mental health services were restructured betweenZliBand 2002007. Priorto 2003
2005, the two types of services were combined. Therefore, there are some mental health and co
occurring service dollars included in the totals under the A&D costs. These cannot be
disaggregated. However, if it was possible to remove these castaildt only serve to further
highlight the increase in funds allocated to A&D in subsequent biennia.
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Figure 3.12
Department of Corrections Spending on A&D Over 4
Biennia
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DOC spending is subdivided into two categories: pHsased treatment and grantaid
(GIA) to county community corrections agencies for felony offenders. These two A&D service
arenas have faced very different funding situations over the past eightAskigure3.14
shows spending for prisothased treatment has increased over the four biennia from $6.6 M
(.64% of total prison spending) in 2003 to $12.1 M (1.08%) in 20639. By contrast, as
shown in Figure 3.15, community corrections treatmentdipgrhas decreased from $14.3 M
(7.72%) of total GIA allocations in 20813 to $11.5 M (5.11%) in 206091

Spending fluctuations gain greater meaning when they can be linked to numbers of clients
served, thus not only clarifying the perdemel impact é cuts or increases but also allowing
calculation of average pgerson treatment costs. For the 2@05Biennium, DOC estimates
that its $6.5 M of ifprison treatment funding reached 1,132 inmates, at an averatjegied
offender cosbf $5,754.00° Costper day for a residential treatment bed is $33.68 (treatment
costs only); cost for the Spaniinguage day treatment program is $15.80 per day.

To put into context the differing patterns ofprnison and community A&D spending, it is
important to recgnize the relative roles of the two arenas overall. As Table 3.7 (above) shows,
D OC6 s -02udgbt was over $1 billion; only 1.2% of this went to A&D treatment. Of that
$13.1M going to A&D, Figure 3.13 indicates that roughly equal shares wenrptsan
treatment and to communityased treatment: prisdrased A&D treatment spending was
somewhat higher $6.5M comparedo $6.3Mfor the community.

" Department of Corrections County by County Budget Summaries for 4 bienniaZ200}L

1220052007 inprison treatment allocation/total clients served for 2006 and 2007. If all clients completed 180 days
of treatment, theotal cost would be $6,062 per client. Listeepiison treatment budget does not include
administrative costs.
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Figure 3.13
Department of CorrectionsA&D Funding Streams
SFY 20051 2007 A&D Amounts
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Figure 3.14
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Figure 3.15
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In-prison and community AR spending have not always been at similar levels, as shown by
the differing patterns in Figures 3.14 and 3.15. Community corrections experienced a sharp drop
in 200305 while inprison treatment dollars increased slightly; the reverse occurred in the 2005
07 Biennium with a slight expenditure decline for prisbased treatment and an increase in
communitybased treatment. Only in the most recent biennium did both service arenas change in
the same direction. These contrasts are not surprising because funding dacésinade
differently for the two arenas. The state agency budgets specific amountpfizoim A&D
services, but DOC Grai-Aid allocations to the local level do not stipulate the proportion to be
spent for A&D treatment- each county corrections aggy decides how to distribute its funds.

This process varies somewhat by county and involves county commissioners and the Local
Public Safety Coordinating Councils (LPSCC). Each county submits a biennial plan to DOC
detailing the allocation categories ahé amounts in each category.

Using these plans, HSRI computed the amount spent on A&D services in each county, as a
percentage of e a-io-hidspemtomA&D GFryure 3dl6).arhe peraemtagds vary
considerably, an important fact that idden in the aggregate numbers used for Figure 3.15
Some counties allocate none of their DOC funds to treatment, while others allocate relatively
large percentages. This does not mean that some counties are not providing any treatment to
community offendesd the community corrections agency may be providing these clients with
A&D treatment which is funded by sourcether than DOC.

Figure 3.16
Percentages of DOC Granin-Aid to Counties Spent on Substance Abuse 2ry
Services (2008007 Biennium)
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Discussion

Drug and alcohol treatment within the corrections system suffered a setback 105 @33it
did in other public agencies. Within state prisons, DOC has made ateshetort to rebuild
and recommit to spending on A&D. This spending has taken the form of opening new treatment
beds, issuing new contracts, and committing to evideased practice and program review
protocols (these efforts are discussed further irp@n&our). Within community corrections,
the amount of DOC funding allocated to A&D has not returned to the-@B0dvels. However,
DOC grantin-aid provides only a portion of county funding used for A&D treatment. In looking
at patterns within communés, more variables come into play. Offenders treated while on
probation or posprison supervision may have their treatment funded by one or more other
sources. Finally, county budgets are susceptible to local funding fluctuations. Although exiting
offendes are required to have a transition plan that includes an appointment for A&D treatment
(if needed), the degree of folleup both in terms of treatment and data collection varies
considerably among counties.

3.5 OREGON YOUTH AUTHORITY INVESTMENTS

TheOregon Youth Authority (OYA) serves youth up to age 18 in residential and community
programs. For those with A&D needs, treatment for OYA clients housed in OYA facilities is
provided by licensed staff and is evideti@sed. OYA youth who are committed tmamunity
custody are treated in the community, which may mean outpatient services or residential
treatment- OYA has two shareflunding contracts with Morrison Rosemont and Morrison
Breakthrough to provide residential treatment services. In additiomiioggouth in OYA
custody, OYA passes through to counties its Juvenile Crime Prevention funds for prevention
efforts.

OYA Spending Over Time

Like the other state agencies discussed earlier in this report, OYA has experienced substantial
declines in funding during the past eight years. Table 3.8 shows total OYA expenditures and the
amount spent on AR services for each of the last four biennia. OYA not only faced sharp cuts
in 200305, falling to $227M in inflatioradjusted dollars, but subsequent years have not brought
spending back up to 20413 levels. By contrast, funding for OYA A&D has fared We&YA
spending on treatment has increased in each biennium, in both constant and-adlatsted

Table 3.8
Oregon Youth Authority Spending on A&D over 4 Biennia
Total A&D Rate of Percentage
Biennium Total A&D Inflation - | Inflation - Change of Total on
Adjusted | Adjusted g A&D
01-03 $270.1 M $1.5M $270.1 M $1.5M -- .55%
03-05 $238.5 M $2.1 M $226.9 M $2.0M 33.3% .89%
05-07 $2459 M $4.6 M $216.6 M $4.0M 100.0% 1.87%
07-09 $305.6 M $5.8 M $253.2 M $4.8 M 20.0% 1.91%
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terms. 200709 expenditures are $4.8 million in inflati@wljusted dollars, more than three times
the 200103 level. While the share of total OYA spendadtpcated to A&D services is small, it
has increased noticeably, from approximately a half percent in@®@d nearly two percent for
the current biennium. This suggests a growing commitment to A&D services relative to other
programs needed for youth@\YA custody. In addition, the percentage of A&D funding coming
from thestate general funkas increased from 91% in 20@003 to 98% for the current
biennium. OYA reports that no federal funds were directly attributed to A&D. The remaining
percentageof ndi ng i s | isted as Aot hero.

OYA uses its A&D funds to provide services in detention facilities and community
programs. Figure 3.17 shows the pathways that funds follow and the amount allocated for each
of the main OYA A&D activities.

Figure 3.17
Oregon Youth Authority A&D Funding Streams
Biennium 20051 2007 A&D Amounts

A&D OYA
Coordinator A&D =%$46 M
(program
support) \
JCP Basic } [ Diversion }

Facility |$3.7 M v3418,000

(close Community
custody) Commitments

$352,00(
A

y

$0
Individualized |$141,000 | $277,000 L

$0
Services c i [ Counties H CEOJJC ]
Therapy I;)mmum y
Contracts rograms

Youth are committed to OYA Youth are not committed to
on probation or are paroled OYA
from close custody
TREATMENT

For OYA committed youth, in 20067, detention facility treatment received the bulk of the

A& D funds, $3.7 M out of $4.6M total. Less than half a million dollars went to the community
for treatment services: $141,000 was allocated to Individualized Services Therapy Contracts
(ISTC) for youth not covered by Medicaid or private insurance; the rémgeh277,000 went to
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two residential programs to help pay for skillilding services. In addition, OYA distributed

prevention funds to the community through the Juvenile Crime Prevention (JCP) Basic and
Diversion programs. These funds are allocated toteesifor general prevention activities, and
counties decide individually how to use th&hin 20052007, only five counties reported using
their JCP funds for A&D prevention for a total of $352,000. OYA also allocated $100,000 in

20052007 for an A&D fadity program coordinator, the first biennium that this position was
listed. Certainly, there are other administrative costs involved with providing treatment which are
hard to disaggregate from other stafbvided program costs. Per client spending on Gr¥A
facility treatment will be calculated for the final draft of this report.

The

steady

gr owt h

i n

A&D

spending

has

di f f

community spheres. As Table 3.9 shows, A&D treatment in OYA facilities has grown over the
past fourbiennia, from $1.2M in 20003 to $3.2M in 20009 (adjusting for inflation). Unlike
other agencies discussed in this report, OYA did not lose A&D funding in@B0Both facility

and community A&D efforts increaseBut particularly notable is the sharp increase in facility
treatment spending, up 136%the 200507 Biennium.Growth in @mmunitybasedA&D

activitieshas been more modest. On treatment side; spending has fluctudtetl has grown

overall since 035. On the prevention side, there appears to be a sharp increase in the most
recent biennium; however, that shift arose from one decision by one cetuitnomah

County Corrections decided to use slightly over $1 million of its JCP diversion funding to

repdace other funds supporting the Multnomah County Residential Alcohol and Drug program
operated by the Morrison Center. In previous biennia, no diversion funds were reported as
having been allocated to A&D.

Table 3.9
OYA Funding in Facilities and Communities

Biennial Prevention: | Community
Biennium Facility Facility Rate of JCP Basic | Treatment

(Treatment) Infl -Ad] change & Diversion for OYA

g to Counties Youth*
01-03 $1,180,000 | $1,180,000 -- N/A $299,000
03-05 $1,441,000 | $1,371,112| +16.7% | $243,000 $439,000
05-07 $3,718,000 | $3,275,930| +135.7% | $352,000 $418,000
07-09 $3,847,000 | $3,186,855| -3.1% | $1,388,000| $476,000

*includes Individualized Services Therapy Contracts somieresidential treatment (shared funding with DHS)

Discussion

The Oregon Youth Authority has managed, despite an overall inflatjusted reduction in

budget, to increase spending for A&D treatment and prevention. A&D efforts have grown for

both the detention population and those in community custody. Althouglofrtbst A&D funds

13 Sixteen counties are members of the Central Eastern Oregon Juvenile Justice Consortium (CEOJJC) which

receives a block of OYA distributed JCihfls, makes decisions about spending, and makes allocations to member

counties.
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serve youth in OYA facilities, it is nonetheless significant that OYA has continued to expand its
community initiatives. OYA A&D efforts in the community, however, are subject to large
fluctuations based on the decisions of individualnti®s regarding the distribution of their JCP
Basic and Diversion funding.

3.6 OREGON COMMISSION ON CHILDREN AND FAMILIES INVESTMENTS

The Oregon Commission on Children and Families (OCCF) is responsible for distributing
funds to counties for prevention activities, addressing a wide array of issues affecting children,
youth and families. Decisions on how funds are spentnade by eacbdal Commissiommn
Children and Families (CCF) through a comprehensive coordinated planning process. Several
funding streams pass through OCCF. These includedtatin general fursdand federal funding
sources. Each funding stream has different targeipdlations and prevention goals. The most
common funding sources for A&D prevention activities are Youth Investment, Family
Preservation, Basic Capacity, and Juvenile Crime Prevention. As part of the comprehensive
planning process, counties arerequired ®| ect Af ocuso i ssues. Subst.
include:teen alcohol use, teen drug use, teen tobacco use, adult substance abuse, and substance
use during pregnancy.

Table 3.10 illustrates two biennia of spending on A&D prevention by G€BE shown
below, the percentage of county spending on A&D prevention activities is a tiny part of local
CCF efforts. However, it has more than doubled to $248,135 over these two biennia. It is
important to note that these figures represent planned or contractelchgpemd not actual
spending. In addition, because prevention is so broadly defined, a given CCF activity may have
more than one goal. Programs targeted to, for example, the reduction of juvenile delinquency or
the improvement of overall health, may alswé the effect of preventing youth substance abuse.
Thus, these figures are softer than other figures in this report.

Table 3.10
OCCF A&D Prevention Spending over Two Biennia
A&D as
County County -
o Total elEL County | 1O LAB 1 Ajiocation | A&D o @
Biennium Allocations A&D Inflation - Infl Infl Total
LAB | to Counties Adjusted s (Infl- mp)- County
Adj) Adj) S :
pending
$72.9
05-07 M $48.2M | $105,589| $64.2 M $42.4 M $93,034 0.22%
$88.1
07-09 M $64.0 M | $299,535| $73.0 M $53.0 M $248,135 0.47%

Substance abuse preventgpending by funding stream for the two biennia is illustrated in
Table 3.11. A&D investments were identified by OCCEF staff. As illustrated, only a small portion
of any funding stream is allocated to substance abuse prevention. For example, forthe 2007

1 Due to database development, only two biennia of county allocations were available for OCCF.
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2009 Biennium, just over 3% of the Children, Youth, and Families funding stream is allocated
for A&D. This is the largest percentage allocation to A&D of any funding stream.

Some examples of substance abuse prevention activities listed by counties include the
following:

Conduct video viewing and discussion sessions addressing alcohol, tobacco and other
drug prevention. This program is designed for aeangyouth, as identified by teachers
and/or school counselors.

The Drug Free Communities Coalition, whiclnks to change community norms related
to teen alcohol & drug use. Thsaccomplished through community meetings, a youth
initiative network,aresource websit@ndadrug education program.

Substance abuse treatment services for 45tsgmon-offender youth ages 1B7 with
risk factors inat least two of five domain&ervices include substance abuse assessments
and referral, participation in treatment, individual and group counseling.

Three multi disciplinary teams from three school dis¢rallocate funds to meet the
needs of students and famili@gproviding access to mental health and drug and alcohol
and other support services.

Peerled alcohol and drug prevention progam

Provide a universal, nestigmatizing approach to reduce risks of alcohol and drug use
via Life Skills training to all youth ages 11 to 13 transitioning framelementary school
environment to a middle school environment.
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Table 3.11
OCCF County Funding Streams Allocated to Substance Abuse Prevention
Fundin Total % funds # of Counties
Biennium Strearr? Allocation Total A&D allocated to allocating to
A&D A&D
20052007 $2,439,061 $0 0.00% 0
Great Start
2007-2009 $2,514,671 $4,822 0.19% 1
20052007 BasicCapacity $9,443,267 $0 0.00% 0
2007:2009 (GF) $12,736,008 $5,100 0.04% 1
20052007 Children, Youth,|  $2,521,844 $9,974 0.40% 4
2007:2009 and Families $2,600,021 $79,290 3.05% 4
20052007 Jcp Not allocated by OCCF
2007-2009 $7,401,643 $110,480 1.49%
20052007 $6,017,141 $94,699 1.57% 5
Youth
2007-2009 Investment $5,484,803 $84,906 1.55% 6
20052007 $689,915 $0 0.00% 0
Youth
2007-2009 Investment BC $689,918 $12,228 1.77% 1
20052007 . $2,100,854 $916 0.04% 1
Family
2007-2009 Preservation $1,776,714 $0 0.00% 0
20052007 . $152,852 $0 0.00% 0
Family
2007-2009 Preservation BC $152,852 $2,709 1.77% 1
Discussion

While OCCFplays a major role in supporting prevention activities in all Oregon counties, it
appears to have a very small profile in terms of A&D activities. Current estimates suggest that
less than ondalf of one percent of local CCF funds go to A&D preventionwehleer, the role of
local CCFs could be significant in planning: as the primary partner in the development of
comprehensive coordinated county plans to address the needs of children, youth and families,
CCF can bring attention to key A&D issues and encaunaigragency initiatives. Further
development of local CCF reporting and OCCF databases and analyses will be helpful in
developing an understanding in the future of how changes in A&D funding impact Oregon
communities.

3.7 OREGON LIQUOR CONTROL COMMISSI ON INVESTMENTS

The Oregon Liquor Control Commission (OLCC) was created in 1933 to ensure that only
gualified people and businesses are licensed to sell and serve alcoholic beverages, as well as to
control underage drinking and alcohol problems in Oreghbe.@LCC has three major revenue
streams: liquor sales, licensing revenues, and privilege tax revenues. The privilege tax, also
known as the Beer and Wine tax, is an assessment on the right to manufacture or import beer and
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wine in Oregon. This tax was eklizhed in 1975 as dedicated funding for alcohol and drug
services in the state, and is distributedkH , to the state general fun@nd to Oregon cities

and counties. Privilege tax revenues, along with all other OLCC revenues, are distributed among
thevarious jurisdictions ashownin Figure 3.18 Table3.12gives a detailed accounting of
allocations distributed to each jurisdiction over the last four biennia.

Figure 3.18
OLCC 2005-2007 Biennial Revenues*

Liquor Sales & License Fees Beer &Wine Tax
$728.4M $30.1M
50%
1 ; 50%
( $266.2M \
e 56% State general fund
" 14.8M
e 20% Oregon Cities $
e 14% City Revenue AMH Division
Sharing

\_
*Not included in this chart are two types of expenses: a portion of liquor saldicande fees is used for
OLCC operating expenses, and $.02 per gallon of all B&W Tax goes to the OR Wine Board.

10% Oregon Counties )

Table 3.12
OLCC Allocations by Biennium
General City Revenue
o Total Total Sharing & County AMH
Biennium . Fund ” : .
Revenue | Allocation* : Incorp. Cities | Allocation | Allocation
Allocation .
Allocation
01-03 $555.1 M| $215.6 M | $1149M $67.9 M $200M | $12.8M
03-05 $633.3 M| $242.7M | $128.4 M $77.7T M $229M | $13.6 M
05-07 $758.5M| $281.0M | $149.1 M $90.5 M $26.6 M | $14.8M
07-08** | $422.2M| $1555M | $82.7 M $50.2 M $14.8 M $7.9M

*Distribution to the OR Wine Board not included.

**No information for SFYQ09 revenues, and only estimates of SFY09 allocation.

One column in Tabl8.12merits further explanation. The AMH allocation shown here is
larger than that reported in Figuses above. The discrepancy is due to a practisgtuted in
1995,whereby40% of the OLCCAMH allocation is immediately transferred to counties and
thus de@s notappear in AMH spending figures.
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HSRI spoke with staff at OLCC, the Association of Oregon Counties, the League of Oregon
Cities, and several County Commissioners in order to get an understanding of what local
governments are spending on addictiovises funded by OLCC revenues. From these
conversations, two major poirgsnerged

1. By statute, the recipient entities are not required to spend their OLCC revenues on any
specific items, with the exception of tB8% portion of thdrivilege tax fundsvhich is
earmarked foA&D services. Although liquor revenues have increasé#very year,
there has not been any change in the privilege tax rate since 1977 ($2.60/barrel for beer;
$0.67 for wines under 14% alcohol, and $0.77 for wines over 14% alcoswlimg in
minimal increases in dedicated funds for A&D services over the last 30 years.

2. OLCC provides aariablemonthly distribution to local governments that goes directly to
their general fund. It is at the discretion of each county to decide hagsentnate
those funds. In some counties, a portion of these revenues are allocated to the local
Community Mental Health Provider or individual providers in the county. However,
given the lack of requirements attached to OLCC funding, the nature of thielynon
distribution, and the fact that counties are pulling from a variety of sources to fund A&D
services in their counties, it is extremely difficult, if not impossible in some cases, to
know where local governments are spending OLCC revenues and hotivelyetat
funding works to provide A&D services.

3.8 LOCAL A&D SERVICE SYSTEMS

Vital to understanding the impact of state spending on population needs is examination of the
local A&D services situation. As the graphic at the beginning of this réjustrates, the core
state agencies allocate A&D funds to a variety of local entities. Most often the monies go to a
countylevel agency, such as the Community Mental Health Program (CMHP), the community
corrections agency, or the Juvenile Correctionsattepent. Some A&D funds go directly from a
state agency to private A&D service providers; those same service providers also contract with
the various countlevel agencies. Chapter Five of this report profiles four particular counties,
describing in someetail the way state funds and directives impact local service delivery
systems. While that information gives a clagelook at certain counties, the discussion here
reflects some modest efforts by HSRI to capture adiwskoard local spending patterns.

The biggest player in the local A&D arena is the CMHP. Each Ck#idBives an allocation
from AMH specifically forA&D servicesthe amounis based on population size and is defined
by service elements that specify where the fundsoabespent. The mostommonly used A&D
service elements include continuum of care services (outpatient services), prevention services,
andspecial projects® Each CMHP acts as the local authority in the county and either directly
provides services, subcontracts to local ptexs, or utilizes a combination of bo@MHPs
operate in aariety of organizational structureaspst often located withih he count yés
Department of Health and Human Servjdgassome locales, the CHMP function is contracted
out to the singl@on-profit A&D provider agency in that community

15 One other commonly used AMH service element is gambling prevention and treatment; in the current analysis,
HSRI did not include these dollars because they technically fall outside the scope of A&D expenditures.
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To begin to explore the patternsspending oA&D services at the local level, HSRI
designedh onepage survepf CMHPs togather the followingletailedinformationon A&D
investments durinthe 20052007 Biennium:

e Total spending on A&D prevention and treatment
Amount of A&D funds received from federal sourcesl
from the county general fund

e Amount of A&D funds spent on contracted serviees
ondirect service provision

¢ Amount of A&D funds spent on administration

With assistancé&om the Association of CMHPs (AOCMHP), HSRI distributed the survey to
all 36 counties and one Confederated Tribe (two CMHPs consist of more than one county, for a
total of 33 CMHPs in the state). The CMHPs were given one month to re¢usartiey, during
which time they received reminders from AOCMHP staff. Twenty surveys were returned to
HSRI, a 67% response rdfeThe data in each survey was examined for completeness and
consistency, and was compared to other datained by HSRI (e., AMH county allocation
totals).To clarify discrepanciedHHSRI conducted follovup phone calls with each county that
returned a surveyarticular attention was given to reconciling spending totals with
contractual/direct service/administration breakds.In addition, counties were asked for their
total agency budget for the time period. Together, the survey and the-tglloalls produced
enough data from 19 countigzg HSRIto be able to confidently report on théi&D
expendituresWe highlight béow some of the main findings. It is important to bear in mind that
these aggregate tables mask considenabiation among counties, both in their spending
patterns and in how they responded to the suiSegsequent detailed examination of a few
selectd counties may lead to a more complete understanding of the funding dynamics at the
local level.

Total CMHP Spending on A&D

The 19surveyedCMHPs reported spending a total of $87.2 N2095-07 on A&D services,
with a rangdérom $236,962 to $32.6M. AMH widedthe vast majority of this fundin§52.8M
or 61%of the total. Other sources of funding listed by CMHPs included federal grants and
dollars from the county general fun&fhile these two additional funding streams were the most
common supplements AMH investments, they were by no means universal: only eight
CMHPs reported receiving federal grant funds, and only nine get County General Fund revenues.
Another éght CMHPsreportedreceiving no federal or county general fund dollars, but did
receive fuling from other sources, including fees for service, insurance, the Beer and Wine tax,
and funding from contracts with the Department of Corrections, Juvenile Departments, and the
Criminal Justice Commission. In six counties, AMH dollars contributed 3&eptor less of
their total A&D funding.

Looking at A&D spending as a proportiofthe overallCMHP agency budgetye again
find considerable variation. Only 12 of the 19 CMHPs provided a total agency budget amount.
Those 12eported spending only a srhpercentage of their entire budgetA&D servicesOn
average, these 12 CMHPs spent seven percent of their total revenues ontA&yraone
agencyreportedsperding 28 percentThis variability is directly related to the breadth of

% 1n two counties, surveys were returnedthg local direct service provider instead of the CMHP.
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responsibility heldy a particular CMHP. Some CMH#udgetancludemental health,
developmental disabilities, public health, veteran, and emergency sefmheggroportion that
goes to A&D is partly fixed by the funding source and partly a flexible response to the
availablity of alternative funding sources for local A&D activities

CMHP Use of A&D Funding

Each CMHP was asked to break dotaspending between treatment and preventioml
also between contracting and direct service functiGmghe first point, CMHP dait roughly
mirror AMH figurespresented in Table 3.5 abovevhere we see that 84% of AMH A&D
investments goes to treatment; for the 19 surveyed CMHRs/ayage 83% of A&D spending
goes tareatmenservices. The range across the surveyed CMHPs is 268840T his variation
again speaks to the diversity of funding sources tapped by CMHPs and the differing levels of
commitment to treatment relative to prevention in particular communities.

In terms of the mechanism chosen for providing A&D services, thepeadvCMHPSs
generally hold a middle ground, providing some services directly and also making use of
contract providers. At the two extremes, otilgee CMHPs contract out 100% of their A&D
servicesandarotherthree CMHPs directly provide 100% of their A&d@rvices. The remaining
13 CMHPs spend an average of 54% providing direct service, and an average of 46% on
subcontracting to local A&D providers.

Even among the 13 CMHPs that do both direct service and contracting, the extent of reliance
on contractingor A&D servicesvaries greatlyThis variation is perhaps most evident when
distinguishing contracts for prevention from those for treatment activities. FigurdiSpl&ys
the proportions of total contracting investments that are for prevention conpareatment
The tot al height of the bar represents the po
out. Since treatment receives the bulk of funding, it is no surprise to see much greater contracting
for treatment than for prevention. What ismiging, however, is the varied patterns among the
CMHPs: for example, in two CMHPs, the entire contracting budget is spent on prevention
(signified by a fulllight gray bar).By contrast, several of the 13 agencies clearly spend most of
their contract fuds for treatment services.
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Figure 3.19
CMHP Spending on Subcontracted A&D Services (n=13)
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CMHP Administrative Costs

Administration costs are difficult to calculate and compare. Most of the CMHPs provide
other services in addition to A&D, making it challenging for agency staff to separdde A&
administrative costs from the total agency administrative budget. Some CMHPs reigakrly
administration costs for A&D, while othesgparated out these expensely at the request of
HSRI. In addition, surveyed agencies included a wide varietysi§ emder the administrative
category. Most commonly included items were: operating expenses (occupancy, supplies, phone,
and copy machine), MIS staff and equipment, personnel (supervision, management, and office
support), and Human Resources and accogiffiscal, legal, and personnel benefits). The
proportion ofeach of these categorigsmtwas allocated td&D services also differed across
counties Although HSRI sought clarificatiomdm the CMHR regarding their administrative
cost calculationssomeaspects still remain unclear and inconsistent. These limitations
notwithstandingtwo points are worthy of mention:

e Theamountspent on administratiomngedrom $24,057 to $3.8 Mhese dollar figures
represent aaverageof 13 percentof total agencyosts with a range of between two and
33 percentVirtually none of these dollars comes from the AMH allocation.

e AsTable3.13 suggestshe extent to which the CMHP relies on contracting appears to
impact administrative costs. Not surprisinglypseCMHPsthatcontract out all their
A&D funds have the lowest average administrative cost burden; and thode tiatuse
A&D contracts at all had the highest averpgecentagéor administratve wsts
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Table 3.13
CMHP Average Spending on Administration

Average % Spent on

Extent of CMHP Reliance on Adminisiration

Contracting

100% Direct Service (n=3) 20%
Both Contract & Direct Service (n=13 13%
100% Contract (n=3) 8%

Provider Survey

To supplement the local investment information gathered through the CMHP dd8RY,
distributed a short survey to privad&D providers regarding expenditures fo&D services.
This information is crucial to a thorough understanding of the impact o$ #hi$pending at the
state level. While most state agency funds flow down to ceerst agencies (see Figurel ht
the beginning of this document), some key grants and contracts go directly from a state agency to
a private service provider, bypassing the county government structure. Without knowing the
magnitude and nature of these activities, any profile of IA&&) investment is incomplete.

With the assistance of the Oregon Prevention Education & Recovery Association (OPERA),
HSRI distributedsurveysto the entire OPERA membershighich includes 40 providers that
serve 80% of the people receiving publicly fund&D treatment services in OregdhOPERA
sent several emails to its membensouragg themto respond. HSRI received four surveys (a
10% response rate), two of which were from the same county. With this small rate of return,
HSRIis not able to reporny aggregaténdings. However, because two of the surveys were
from Multhomah County, this information will be integrated into the case study analysis.

Discussion

Thus far in this study, HSRI hasiefly examinedCMHP spending patterns, focusing in
particular on dollars used for prevention versus treatment, and for direct service versus
contracting. Inconsistencies both within and between CMHPs in the figures they provided to
HSRI make it very difficult to summarize and interpret the spending pattermggii curther
insight into the local level A&D arena, HSRI has conducted four case studies; this information is
presented in Chapter Five. While the situation in a few counties cannot be generalized to all
Oregon counties, it can highlight practices tlstér a more systematic and comprehensive
response to A&D needs.

39COMPARI SON TO OTHER STATESS6 A&D SERVICE SYS-

To provide a | arger context f obDsewged, BRIt andi n
briefly explored expenditure patterns in a few states which share some relevant characteristics
with Oregon: they are similar in total population, relative size of the population in need of A&D
services, and/or urban/rural balance. In &ddj one state is known to HSRI as having an

17 personal communication with OPERA, 4/28/08
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unusually well managed substance abuse system, and another is commonly regarded as sharing
Oregonés program and policy culture. The foll
seven comparison stateggilighting some interesting spending patterns.

Table3.14illustrates the A&D treatment need among all eight states. The percentage of the
population in need of services in each state is similar to Oregon, helping to create a baseline of
comparison states

Table 3.14
State Comparisons
A&D Treatment Need*
Alcohol or lllicit | Alcohol or lllicit
Drug Drug

State Dependence or | Dependence or
Abuse (%) Abuse (n)
Colorado 10.99% 409,000
lowa 10.49% 258,000
Kentucky 8.43% 287,000
Louisiana 9.97% 362,000
New Mexico 11.68% 180,000
Oklahoma 9.28% 265,000
Oregon 9.82% 293,000
Washington 10.10% 515,000

*SAMHSA2003& 2004

For the primary state agency responsible for A&D servitables3.15showse ach st at ed s
expenditures foall A&D servicesand just fotreatmentand viewing treatment spending in
relation to the populationinneedr egonds total A&D spending r esé¢
states. However, both the percent spent on A&D treatment and treatment spending per capita for
those in need are abosgerage.

Table 3.15
Single State Agency Treatment Expenditures
FY 2003*
Percent Total Treatment
State TOSLA(;IF]Q?; Tsrgzggﬁg Spending on Spending Per
Treatment Capita: Need
Colorado $ 353M $ 29.0M 82% $ 70.81
lowa $ 457 M $ 37.2M 81% $ 144.04
Kentucky $ 365M $ 262M 72% $ 91.18
Louisiana $ 56.4M $ 499M 89% $ 138.00
New Mexico $ 351M $ 222M 63% $ 123.35
Oklahoma $ 439M $ 356M 81% $ 134.44
Oregon $ 464 M $ 404 M 87% $ 137.88
Washington $ 117.2M $ 1022M 87% $ 198.40

*ONDCP, 2006
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