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Act 50. Sec. E.300.1 Legislative Report
AGENCY OF HUMAN SERVICES PROGRAMS AND SUBSTANCE ABUSE CONTINUUM OF SERVICES;
REVIEW AND RECOMMENDATION
Legislative Charge
(a) To ensure Agency programs serve persons with substance abuse and persons with co-occurring
substance abuse, medical, and mental health conditions, the Secretary of Human Services shall
report on the capacity of the system, including outpatient, inpatient, residential treatment, and
recovery substance abuse, medical, and mental health services to address these needs. In
addition to the resources of the Agency, the Secretary may seek the advice and consultation of
independent persons with clinical case management and public policy expertise to assess
current policies and resources available within the Agency and make recommendations to
change current policies, change the allocations of resources, restructure payment systems, and
prioritize future additional resources. The Secretary of Education, the Commissioner of Labor,
the Administrative Judge in the Judiciary, and leaders in the State’s law enforcement agencies
are expected to be available as needed for consultation in this effort as well as the report on
opioid addiction required in H.522 of the 2013 legislative session. The Secretary of Human
Services shall report to the General Assembly with this assessment and recommendations by
January 15
INTRODUCTION
Historically, substance abuse treatment services have been funded through Federal grants and limited
allocations of Medicaid and other state funds. As Vermont implements the Affordable Care Act our
vision is to treat substance abuse disorders and co-occurring mental health disorders in the same way
we treat other chronic diseases. This implies developing provider networks that include a basic range of
services from prevention through recovery supports that are available statewide. We have started on
this path with the development of a system for delivering Medication-Assisted Treatment through a
partnership with the Blueprint for Health (hub and spoke system). These partnerships will be enhanced
to include links to other levels of care, outpatient through residential. Patient need for specialty
services will be determined through the use of evidence-based screening protocols. The concept is to
link primary care medical homes to specialty addiction and co-occurring mental health services. It is
with this vision in mind that the current system components are reviewed.

1

Context of Substance Abuse and Mental Health Disorders
Mental health and substance use disorders are common, recurrent, and often serious, but treatable.
Importantly, different disorders have different ages at which symptoms tend to occur, get worse, or get
better. Thus, understanding the onset, course, and prevalence of these disorders across the life span is
an essential step in preventing and treating addiction, and assisting in recovery. 1 Almost one in five
young people has one or more mental, behavioral, or emotional disorder, including substance abuse. 2
About 11 percent of 13- to 18-year-olds have met the criteria for a lifetime alcohol or illicit drug use
disorder. For adolescents, these disorders are most likely to appear around age 15. For adults, substance
use disorder onset is about 20 years of age. 3 Prevalence of substance use disorders increases during
adolescence. Between the ages of 13 and 14, approximately 4 percent of youth meet the criteria for a
substance use disorder. The rate increases to 12 percent for those aged 15 and 16 and then to 22
percent for those aged 17 and 18. 4 Until adults reach the age of 60, the prevalence of substance use
disorders remains relatively constant; approximately 17 percent of adults aged 18 to 29, 18 percent of
adults aged 30 to 44, and 15 percent of adults aged 45 to 59 meet the criteria. However, the prevalence
of substance use disorder drops to about 6 percent for adults aged 60 or older. Research has shown
that early initiation of substance use increases the risk for subsequent substance use disorder. 5
For mental health, certain disorders or classes of disorders are more likely to begin during particular
times in life and are thus more prevalent in certain age groups. Among adolescents between the ages of
13 and 18, lifetime anxiety disorders (e.g., generalized anxiety disorder, specific phobia) are the most
prevalent (31 percent) and have the earliest median age of first onset, usually around age 6. Behavior
disorders (e.g., attention-deficit/hyperactivity disorder [ADHD], conduct disorder, oppositional defiant
disorder) are present in approximately 19 percent of adolescents and are most likely to first appear
around age 11. Mood disorders (e.g., bipolar disorder, major depressive disorder) are experienced by
approximately 14 percent of adolescents and are most likely to first appear around age 13. 6
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Co-occurring mental health and substance use disorders can be quite complex to address. People with
co-occurring disorders are more difficult to treat, more likely to have treatment adherence problems,
and more likely to have poorer outcomes than those with only a mental health or substance use
disorder. 7, 8 The functional impairment associated with co-occurring mental health and substance use
disorders is often more pronounced than impairment associated with either a mental health disorder or
a substance use disorder alone.
Substance abuse and co-occurring mental health and substance use disorders are common in Vermont
and significantly impact the health care system. It is estimated that:
•
•
•
•

Approximately 10% of the Vermont population age 12 and older can be diagnosed with alcohol
or drug dependence or abuse. 9
Approximately 20% of adult Vermonters had any mental illness in the last year. 10
Among those with a past year substance use disorder, 42.8 percent had a co-occurring mental
illness. 11
Of mental health patients treated in Vermont’s Designated Agencies, 19% also have a substance
use diagnosis 12

The majority of people nationwide with co-occurring disorders receive no treatment but those that do
receive care are significantly more likely to receive mental health care than substance abuse
treatment. 13
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Past Year Mental Health and Substance Abuse Care for
Adults with Co-Occurring Disorders 2011
Both Mental
Health and and
Substance
Abuse Care
7%

Substance
Abuse Only
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Mental Health
Care Only
32%

No Treatment
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Challenges within the Current Service System
Despite the number of people with substance use disorders, this condition is significantly under -treated
for many reasons. More people access the health care system though primary care than any other
access point but physicians receive very limited training to identify and treat substance use disorders,
often less than 12 hours 14, which may be compounded by negative attitudes about treating substance
abusers. People are also unlikely to seek help due a belief that their substance use is not an issue.
Nationally, 94.6% of those who needed but did not seek treatment for alcohol or illicit drug didn’t seek
treatment because they did not believe they needed it. 15 In addition, when a physician does identify
and refer a person to specialty treatment, there are constraints on sharing mental health and substance
use treatment information imposed by Federal medical records privacy laws, specifically the consent
and confidentiality requirements in 42 CFR Part 2, that make communications around substance abuse
treatment complex and different than referrals for other types of care 16. For instance, Vermont
Information Technology Leaders (VITL) has chosen to delay the inclusion of substance abuse specialty
treatment providers from VITL because they could not easily resolve issues around consent and
confidentiality.
An additional challenge in providing and managing co-occurring care is related to the Federal funding
sources that pay for care. There are different Federal funding standards and reporting requirements for
each mental health and substance abuse and both are separate from typical payment and reporting
14

Isaacson JH, Fleming M, Kraus M, et al. A national survey of training in substance use disorders in residency programs. J Stud
Alcohol. 2000;61:912–915.[PubMed]
15
http://www.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/NSDUHresults2012.htm#ch7.3
16
http://www.ncbi.nlm.nih.gov/books/NBK19829/
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structures for physical health care. This can make new initiatives challenging to implement. While
parity is required per the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA), there are
still significant challenges to overcome in making care more accessible to clients.
In Vermont, there are additional systems challenges. The majority of the Vermont Division of Alcohol
and Drug Abuse Program’s (ADAP) resources are allocated to the highest levels of care, residential
treatment and Medication -Assisted Therapy (MAT). This means that there are fewer resources for
prevention and early intervention which means that people do not receive services until the problem is
severe. Resources are currently allocated based on demand for services, but demand which does not
necessarily conform to evidence-based treatment guidelines. Research shows that outcomes for
outpatient and residential treatment are similar 17 but residential care costs are nearly five times as
much as outpatient care.
There are also challenges associated with attracting and retaining qualified individuals to the field of
substance abuse treatment and prevention. There are insufficient training opportunities, no
opportunities for private practitioner Licensed Alcohol and Drug Counselors (LADC) to receive payment
for providing services to Medicaid eligible patients and low wages for LADCs working in community
provider settings.
It is difficult to coordinate substance abuse care, such as between a physician and a substance abuse
treatment provider, between providers of different levels of care such as between outpatient and
residential care, and between the formal treatment system and the support services such as housing
and employment. This often causes patients to leave care before they have completed their course of
treatment.
SUBSTANCE ABUSE AND CO-OCCURRING TREATMENT CAPACITY BY LEVELS OF CARE
According to the National Coordination Replication Survey (NCS-R), adults with mental health disorders
who receive treatment average about four visits to treatment per year. Those who receive treatment in
specialized mental health care settings (e.g., from a psychologist) generally have more visits than those
treated in general medical settings (e.g., from a primary care doctor) 18 . People treated for substance
use disorders average six visits per year, with those receiving care in a specialty setting (e.g., substance
abuse treatment center) averaging more visits per year than those receiving care in a general medical
setting (e.g., primary care practice).
The national data suggest that most mental health or substance abuse treatment does not meet
guidelines to be minimally adequate. 19 Adequate treatment in the NCS-R is defined as receiving certain
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Hayashida M, Alterman AI, et al. Comparative Effectiveness and Costs of Inpatient and Outpatient Detoxification of Patients
with Mild-to-Moderate Alcohol Withdrawal Syndrome. NE J of Medicine. 1989; Vol 320 Number 6: 358-365.
18
Wang et al., 2005b
19
The NCS-R defined minimally adequate treatment as receiving either pharmacotherapy (≥2 months of an appropriate
medication for the mental health disorder plus >4 visits to any type of physician) or psychotherapy (≥8 visits with any health
care or human services professional lasting an average of ≥30 minutes), based on available evidence-based guidelines from
organizations such as the American Psychiatric Association (1998, 2000, 2002, 2004), the Agency for Healthcare Research and
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amounts of medication or treatment according to accepted guidelines. Rates of minimally adequate
treatment are highest in the specialty mental health sector and lowest in the general medical care
sector.
While all ADAP Preferred Providers are required to have the expertise to treat people with co-occurring
disorders, the level of expertise varies by provider and level of care. See Appendix I for a description of
the Preferred Provider system and locations.
Outpatient/Intensive Outpatient
Outpatient services are the backbone of the treatment system, the equivalent of primary care in the
physical health arena. All ADAP Preferred Providers are required to have the capability to identify and
treat co-occurring disorders using evidence-based screening and assessment tools. Patients are
assessed within the outpatient system to determine the care necessary to address substance abuse and
mental health issues; the majority of substance abuse treatment patients may be helped with
outpatient behavioral health care alone if he or she has a stable living situation. Outpatient treatment
consists of group, individual, family treatment and case management services (up to eight hours of
service). Patients with higher needs may receive intensive outpatient services, which is nine to 19 hours
of outpatient services per week until the patient can decrease treatment intensity to regular outpatient
care. When needed, outpatient providers refer to higher levels of care such as residential or medication
assisted therapy (MAT). All client service needs are determined by using the American Society for
Addiction Medicine Patient Placement Criteria (ASAM PPC-2R). This is a framework for determining the
most appropriate clinical treatment setting based upon an assessment of the patient’s functioning in key
life areas. Behavioral health counseling is a component of all levels of care. In SFY12, 7193 people
received outpatient care in Vermont’s Preferred Provider system. The average SFY2013 Medicaid
cost/client for outpatient/intensive outpatient care was $1,028, which reflects the cost of an assessment
and approximately eight hours of outpatient care
Residential
The purpose of residential treatment is to stabilize patients though the detoxification process, begin the
behavior modification process, and prepare patients to step down to outpatient care. Clients may
receive up to 15 days of residential care; for those needing extended residential care, ADAP/DVHA has
implemented a Utilization Review Process to approve additional medically necessary services. There are
three providers of this service: Maple Leaf Farm, Serenity House, and Valley Vista. Valley Vista provides
medically managed detoxification and has extensive co-occurring capabilities to serve very complex
patients; Serenity House and Maple Leaf Farm provide social detoxification services and co-occurring
care to moderately complex patients.

Quality (formerly known as the Agency for Health Care Policy and Research) (1993), and the National Committee for Quality
Assurance (1997).
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There is one long term residential treatment program run by Phoenix House in Dublin N.H. This
program provides up to six months of treatment. While in this program clients have access to
psychiatric care.
In addition, there is one short term social detoxification program, Howard’s Act One/Bridge program.
This program provides non-medical detoxification services in five or fewer days then refers the patient
to an appropriate level of outpatient, residential, or medication assisted treatment.
In SFY2012, 2084 people received residential care in the Preferred Provider system. Statewide SFY13
Medicaid average cost/client accessing residential care is $5,000 for approximately 20 days of care
Medication Assisted Therapy or Opiod Care Alliance(Hub and Spoke)
Medication Assisted Therapy (MAT) is an effective treatment for opioid addiction that involves
prescribing medication – methadone or buprenorphine – in combination with counseling. MAT in
Vermont is delivered through an integrated treatment model, called the Care Alliance for Opioid
Treatment (Hub and Spoke), which was co-developed with DVHA, and relies on the strengths of the
specialty methadone addiction treatment clinics, the physicians who prescribe buprenorphine in officebased settings, and the local Blueprint Community Health Teams and Medical Home infrastructure. This
model consists of “Hubs” and “Spokes” described below.
A “Hub” is a regional opioid treatment center responsible for coordinating the care and support
services for patients who have complex addictions and co-occurring substance abuse and
mental health conditions. Patients who need methadone must be treated here. Patients who
need buprenorphine may or may not be treated here. Hubs serve as the regional consultants
and subject matter experts on opioid dependence and treatment. Hubs are Health Home
providers that integrate and coordinate all primary, acute behavioral health, and long-term
services and supports to treat the whole person. By the end of SFY14, there will be five regional
hubs.
A “Spoke” is a “medical home” responsible for coordinating the care and support services for
patients with opioid addictions who have less complex medical needs, such as in a primary care
practice or health center. Only patients who are treated with buprenorphine receive treatment
in the spokes. Spokes are supported in providing individuals with substance abuse issues with
Health Home services through the Blueprint Community Health Teams.

DMH, VDH, and the Blueprint are in active conversations about the expansion of Health Homes beyond
Hub and Spoke. Analysis shows that a majority of Vermonters who suffer from one or more chronic
health condition also have some form of co-occurring Mental Health condition. DMH, ADAP, and the
Blueprint recognize the complexity of serving this population and have been coordinating to plan the
expansion of Health Homes in Vermont.
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Average cost/patient for Hub services: $5,920 (This rate includes methadone but excludes the cost of
Suboxone. Annual Suboxone costs are $5,220 per patient for those using Suboxone.) It is anticipated
that approximately 1800 individuals will receive Hub services in SFY14.
Additional Types of Services Funded Through ADAP’s Budget
In addition to the formal levels of treatment listed above, ADAP funds Public Inebriate Program (PIP)
services (see Public Inebriate Report to the Legislature submitted January 2008), as well as Halfway and
Transitional Housing services. PIP is designed to keep inebriated individuals out of protective custody
and provide screening and referral to treatment when needed. Halfway and transitional housing
programs support patients who may be homeless or who may benefit from a sober living environment.
These programs provide shelter and recovery support services; they do not provide formal treatment.
Patients needing behavioral or health treatment are referred to other providers for these services.
These services are not accessible statewide and would not be considered essential components of
health services. Unless additional funds become available there would not be a way to expand these
community services. It is also not feasible to envision these services being available in all communities
because they are only cost effective where there are larger populations.
Recovery Services
There are eleven state funded Recovery Centers in Vermont. These are community based support
programs and do not provide treatment but do collaborate with the Preferred Provider system.
Recovery Centers are available to all individuals seeking support on a drop in basis regardless of
treatment involvement. People with substance use disorders may participate only in activities at the
Recovery Centers, such as Alcoholics Anonymous or Narcotics Anonymous, rather than accessing formal
treatment elsewhere. This makes the Recovery Centers a very important component of the continuum
of care. The Recovery Center hours of operation are limited by funding, the vast majority of which is
state funding. Without state funding, Recovery Centers would not exist. Recovery centers are a
participant along with DVHA, DMH, and ADAP in a pilot initiative that has sought to increase referrals
between primary care providers and recovery supports. There are over 150,000 visits per year and 76%
of visitors report current or past participation in outpatient/inpatient mental health services.
Please see Appendix I for maps showing ADAP treatment, and recovery center locations.
Community and School Based Prevention Services
Prevention and health promotion strategies are designed to prevent disorders before they
occur. Evidenced-based prevention strategies are most effective when they are targeted at certain
developmental windows, such as early childhood and early adolescence and are multidisciplinary,
requiring coordination of multiple human services and education programs. ADAP funds
communitywide and school based prevention strategies. A combination of such strategies has
demonstrated reductions in substance abuse in Vermont. Currently 21 supervisory unions and 28
prevention programs and coalitions receive grants. However, there has been a variety of funding
reductions between 2011 and the present. Currently, prevention resources vary greatly from AHS region
8

to AHS region so capacity to carry out evidence based interventions is limited and inconsistent around
the state. Examples of supported strategies include community education campaigns, support of
education on responsible beverage service, school curricula, training for school staff, educational
support groups for youth and parents, and screening and referral services.

ENHANCING CAPACITY TO ADDRESS SUBSTANCE ABUSE AND CO-OCCURRING DISORDERS
Current data suggests that Vermont can do better at identifying those at high risk for substance use and
mental disorders. When a physician identifies substance use as an issue, the likelihood that the patient
initiates treatment is less than 40% and the likelihood that the person continues treatment for 30 days,
or treatment engagement, is under 23%. 20
There are both new and existing efforts to improve screening. One of the existing initiatives is a
collaboration between VDH Maternal Child Health and ADAP to encourage pediatricians to screen for
substance abuse. The Blueprint has also identified substance abuse and mental health as some of the
chronic conditions for which expertise is necessary to be considered a National Committee for Quality
Assurance (NCQA) Designated Medical Home.
There are several new initiatives designed to address the connection between primary care and
behavioral health care that may help improve rates of initiation and engagement in treatment.
Screening, Brief Intervention, and Referral to Treatment (SBIRT)
In August 2013, ADAP received a SAMHSA grant of $10M over five years for a Screening, Brief
Intervention, and Referral to Treatment project. Grant funding will train health care professionals in
medical settings to screen for abuse of alcohol and illicit substances, depression, and tobacco use as well
as the use of intervention tools to employ for those screening positive. These health care professionals
will provide services to 95,000 Vermonters over the grant period. The overlapping coordination
between DMH and ADAP will occur once the referral is made. This grant extends Vermont’s progress
under the Blueprint for Health initiatives by further integrating behavioral health and physical health to
focus on substance use risk for all Vermonters. Since the prevalence of co-occurring mental health and
substance use disorders is so common it is essential to build strong referrals to both DMH and ADAP
supported services. This will increase awareness of substance use and mental health issues throughout
primary care on an ongoing basis. Funding will also be focused on the Vermont Health Information
Exchange (VHIE). Medical providers will be able to effectively deliver and share integrated electronic
health records decreasing provider and patient burden through new health information technology,
policies, and procedures. Building this infrastructure will streamline services, improve the standard of
coordinated care, and standardize evidence based substance use screenings as part of a visit to the
doctor.

20
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Initiation and Engagement in Treatment Performance Indicator Project (IET)
The Department of Vermont Health Access (DVHA) has received performance improvement funds from
the Center for Medicare and Medicaid Services (CMS) and has selected the initiation and engagement of
treatment for adults with alcohol diagnoses in Rutland County and surrounding area. This project will
provide three interventions: 1) add treatment resources by allowing private practitioner Licensed
Alcohol and Drug Counselors (LADC) to bill for services to Medicaid recipients, 2) notify physicians of the
additional capacity, and 3) pay LADCs based on performance.
Agency of Human Services Efforts to Address Substance Abuse and Co-Occurring Disorders
Department of Mental Health/Department for Children and Families
The Department of Mental Health has been addressing co-occurring disorders for several years. First,
funded by a five year infrastructure planning grant from SAMHSA, the Vermont Integrated Services
Initiative (VISI) provided training and technical assistance to a wide group of service providers to
increase their programmatic and clinical capacity to effectively treat clients with co-occurring disorders.
Twenty-six different service provider agencies participated in the project including community mental
health centers, federally qualified health centers, housing and homeless service providers, and specialty
residential providers. This grant ended in 2011.
DVHA, DMH and ADAP have been working to improve the capacity of patient-centered medical homes
statewide to provide mental health and substance abuse care to both individuals with mental health and
substance abuse needs who are served by primary care practices, and individuals who live with varying
substance abuse conditions.
DMH, VDH and the Blueprint are collaborating to examine a state wide expansion of bi-directional care
delivery. This means that primary care, mental health, and substance abuse supports will be provided in
both primary care and Community Mental Health Center settings. The model will work to foster an
environment where individuals can receive access to high-level evidence-based care wherever they feel
most comfortable accessing both primary and mental health care. While most Primary Care Medical
Home (PCMH) providers offer some existing level of mental health and substance abuse support inhouse or as a referral to the Community Health Team, clients of Community Mental Health Centers
often do not have a meaningful relationship with a primary care provider and often do not seek out
primary care for various reasons. Bringing primary care to Community Mental Health Centers will
improve access and unitization of primary care services by historically underserved individuals including
the Community Rehabilitation Treatment and Adult Outpatient Populations. This model is currently
being piloted by Clara Martin Center and Northwestern Counseling and Support Services.
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Department for Children and Families/Economic Services Division – Reach Up
Substance abuse and mental health conditions are leading barriers to employment for families on Reach
Up. To address this issue, three Agency of Human Services departments have partnered to provide
services to Reach Up participants with mental health or substance abuse conditions: the Department of
Mental Health (DMH), the Department for Children and Families Economic Services Division (ESD) and
ADAP. Funding provides systems improvements at Designated Agencies in four areas of the state:
Rutland Mental Health, Washington County Mental Health, and HowardCenter (serving both Chittenden
and Franklin Counties). The services provided under this contract integrate substance abuse and mental
health service planning and coordination, specialized support services, and clinical treatment services to
enhance access to care, increase duration of treatment and recovery services, increase family wellness
and stability, and contribute to participant’s transition to employment. The services being provided
include emergency services, individual, family, and group therapy, intensive outpatient treatment,
medication management, residential substance abuse treatment, and medication assisted therapy.
Integrated Family Services
DMH and VDH actively participate in the (AHS) Integrated Family Services (IFS) initiative, which includes
representatives from each of the AHS departments that serve children (0-22) and the Agency of
Education (AOE). This group is identifying and undertaking changes in policy and internal operations
(services, service design, grants, payment structures, etc.) that are needed to improve outcomes and
achieve integrated child and family-centered responses from the various AHS and AOE programs.
Currently there is one operational IFS pilot in Addison County with Franklin County coming online within
the next three months.
Rapid Arraignment and Early Referral
The Rapid Referral Program is a partnership between Spectrum Youth & Family Services and the
Chittenden County District Court to increase access to mental health and substance abuse assessment
services for individuals involved in the criminal justice system whose charge(s) are related to substance
use. The main objective of the program is to provide judges with a mechanism to rapidly refer
defendants for substance abuse screening and treatment rather than delaying services until the case is
disposed by the court. An evaluation has documented significant decreases in recidivism for
participants completing the program – fewer than 20% of participants had subsequent convictions
compared to nearly 85% of a control group.

Treatment Courts
Treatment Courts are available in Rutland, Chittenden and Washington Counties and are a coordinated
effort of the judiciary, prosecution, defense bar, probation, law enforcement, mental health and
substance abuse treatment to actively intervene and the break the cycle of substance abuse addiction
and crime.
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Eligible offenders are offered treatment in exchange for reduced or dismissed charges when they
successfully complete the program. Treatment Courts provide an intense regimen of substance abuse
and mental health treatment, links to health services, wrap around case management, drug testing,
regularly scheduled status hearings before a judge, links with job skills training and employment,
educational services, housing and other needed support. Treatment Courts promote positive community
trends, increase public safety, reduce recidivism rates, and are a less expensive alternative to
prisons. Recidivism rates for treatment court completers are lower than rates for those who do not
participate or complete the program. Treatment court graduates who do commit additional crimes
have significantly fewer felony convictions than those who do not complete the program.

Department of Corrections System Capacity to Address Substance Abuse and Co-Occurring Disorders
Many inmates have substance abuse and mental health issues. In 2012, Vermont’s Department of
Corrections screened 7,779 individuals and transferred an additional 5,245 for external screening, for a
total of 13,024 screenings for substance abuse. Of these, 1560 individuals (12%) were subject to
detoxification protocols.
Some inmates are opioid addicted and others are receiving medication-assisted treatment (MAT)
immediately prior to incarceration. To address issues associated with these inmates, ADAP and the
Department of Corrections (DOC) convened a workgroup to assess current practices, review research
materials, and develop guidelines and procedures. Details of the recommendations are included in
legislative response to Act No. 67 (H.523), Sec. 11. This group has developed recommendations for
providing care when an inmate is in protective custody as well as how to coordinate care with Hubs and
Spokes in the community upon release. They propose a one year demonstration project to validate the
recommendations.
A recent initiative for the criminal justice population is the offender re-entry program. This supports
care coordination between treatment providers, DOC facilities, and probation officers for offenders with
moderate to high risk of recidivism. Prior to this initiative, there was no systematic coordination of care
between the treatment providers, correctional facilities, and community supervision officers. This
funding and technical assistance has increased the frequency of communication to between weekly and
monthly depending on the needs of the offender. Early review of data indicates that those with care
coordination appear to have decreased recidivism rates. Presently ADAP funds offender re-entry
initiatives in Chittenden and Franklin/Grand Isle counties via the HowardCenter; in Washington and
Windsor counties via Clara Martin Center; the Northeast Kingdom via Northeast Kingdom Human
Services, and Rutland county via Rutland Mental Health. Funds for these services were reallocated from
DOC to ADAP in the 2008 Justice Reinvestment Initiative.
While not funded by VDH/ADAP, ADAP maintains membership on the State Interagency Team (SIT) for
individuals labeled with Severe Functional Impairment (SFI) in the correctional facilities. The role of the
SIT is to provide resource knowledge and case conceptualization assistance to local communities
supporting individuals labeled SFI, who present complexities that may require supports or consultation
not currently available within all geographic regions of the state. Additionally the SIT has reviewed
12

funding requests for individual budget requests to assist in triaging those SFI labeled individuals who
may be exhibiting the most clinical need or criminogenic risk.

Agency of Human Services Recommendations for Addressing Substance Abuse and Co-occurring
Disorders - Substance Abuse Treatment Coordination (SATC) Initiative
While substance abuse has a significant impact on the health care system, it clearly impacts all areas of
the Agency of Human Services (AHS). In order to address this circumstance in a more organized way,
the Secretary of the AHS convened a working group of leaders from each Department to develop of a
set of actionable policies around the coordination of substance abuse treatment services within the
Agency. This initiative is known as Substance Abuse Treatment Coordination (SATC). Participation
includes members from AHS central office, DMH, DOC, DAIL, DCF, DVHA, and VDH. SATC reviewed each
Department’s involvement and funding of substance abuse treatment, and developed the
recommendations below. Timelines and implementation tasks associated with these recommendations
are being developed.
Recommended Policies
•

•
•
•

Screening: AHS will develop a policy for participants in identified AHS direct services and health
programs upon program entry and exit and when a client’s needs are assessed. Screening will
not impact access to AHS services; rather it will allow AHS to better serve clients.
Referral: Adopt a standardized mechanism for referring clients whose evidence-based screen
indicates a need for further assessment to the appropriate treatment services.
Case Management: AHS will adopt a standardized working definition of case management.
ADAP will develop “Substance Abuse 101” training sessions for staff on the implementation of
evidence-based screening tools, including motivational interviewing. This will allow state staff
to provide screening and early intervention services to those with risky substance use.

Recommended Regional Approach
•

Community Needs Assessment: ADAP will conduct regional/local community needs
assessments around substance abuse problems and resources. This process would involve
bringing in all those working with substance abuse issues, or with individuals who struggle with
substance abuse to discuss the strengths and gaps in each given community setting, including
working with schools and criminal justice partners.
The Partnership for Success (PFS) grant awarded to VDH by the Substance Abuse and Mental
Health Services Administration Center for Substance Abuse Prevention provided a model for
substance abuse prevention and strong guidance for a regional approach for services. ADAP
plans to use the PFS model to incorporate the full continuum of care, and begin with one initial
community to systematically evaluate use of all resources, from prevention through
intervention, treatment, and recovery in FY15.
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Through this approach access to evidence based prevention services could be expanded. The AHS
regional structure and district offices would serve as centers of local assessment and prevention
planning.
Recommended Restructured Payment Systems
•

•

Health Reform Based Funding Method Changes -- Investigate funding methodology changes, in
combination with DVHA payment reform efforts associated with Vermont Health Care
Innovation Project (VHCIP), to better serve substance abuse and co-occurring patients. For
instance, it may be possible to move from the current fee for service funding mechanism to a
bundled rate. ADAP has discussed this concept with the Green Mountain Care board and will be
making an application for a payment reform pilot project related to the funding of the Hub and
Spoke Initiative. It is necessary for health insurers to use similar funding approaches to
Medicaid in order to achieve parity for addiction treatment services.
Capacity Funding -- Restructure grant funds to eliminate the concept of paying for the
“uninsured” patient. Current Federal Substance Abuse Prevention & Treatment Block Grant
funding could be used for capacity, uninsured patients, or additional services. This would
incentivize providers to collect insurance from a greater portion of patients to increase overall
revenues and flexibility in the use of funding.

Recommended Priorities for Supportive Resources
•

Housing: AHS, through the AHS Housing Task Force, is convening an interdepartmental Housing
Initiative committee to identify housing options and develop plans for more accessible housing
for persons in recovery, particularly those being released from residential treatment or DOC.

•

Workforce Development: Assess workforce needs, and increase training opportunities to make
it easier for the existing and entering workforce to obtain and maintain the necessary training
and education for licensure. Explore strategies to encourage and incentivize redistribution of
Licensed Alcohol and Drug Counselors to underserved areas.

Conclusion
Many Vermonters face challenges around substance use and mental health and people with cooccurring disorders are likely to intersect with AHS in many areas. As evidenced by the summary of
activities and initiatives listed above, AHS is supporting a number of activities to promote the
coordination and integration of Vermont’s mental health, health, and substance abuse services.
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Over the past two years, the number of projects, initiatives, activities, and planning focused on
health/mental health/substance abuse integration has continued to grow, and the number of public and
private stakeholders involved in that work has also expanded greatly. These developments represent a
significant improvement in the degree to which Vermont is focused on integration, and Vermont may
soon reach a point where integration and coordination of health, mental health and substance abuse
services is the norm. However, as the number of initiatives, activities and stakeholders increase, there is
an increased need for coordination to avoid fragmentation or duplication of efforts. As the Vermont
Blueprint for Health continues to expand, DMH and VDH will continue to use this initiative to provide an
organizing structure and vision for Vermont’s integration and coordination efforts. Going forward, it will
be imperative that the executive and legislative branches continue to support the inclusion of mental
health and substance abuse integration as a prime feature of health care reform both in Vermont and at
a national level. In addition, the focus of improvements in care across all of health care must be based
on a patient/consumer-driven philosophy, and the concepts of resiliency and recovery should be
cornerstones of all health care efforts.

15

Appendix I – ADAP Preferred Provider System
VDH/ADAP maintains a network of providers who meet the ADAP “Treatment Program Approval
Standards” http://healthvermont.gov/adap/grantees/documents/2002_FullProgramApprovalStanda
rds.pdf and are designated as Preferred Providers. Preferred Providers deliver outpatient, intensive
outpatient, Medication Assisted Treatment, residential, and halfway services. In addition to direct
treatment, ADAP funds emergency services through the public inebriate system, school health
services, and programs for special populations, such as the court population. Recovery services,
through a network of recovery centers, are also provided through the system of care.
Outpatient and intensive outpatient (OP/IOP) services are the most commonly used and lowest level
of care in the addictions treatment continuum. It is the most appropriate level of care for the
majority of people accessing the system. The OP/IOP service capacity is regional and often limited
by workforce shortages. For those requiring more intensive services, there are three residential
facilities that serve clients statewide. Methadone has been provided through the Preferred Provider
system and the methadone treatment facilities are being enhanced to provide more comprehensive
services.
Ideally, individuals in each area of the state have access to a full continuum of care such as the one
shown below.

A list of substance abuse treatment providers by county is located on the ADAP website
at http://healthvermont.gov/adap/treatment/treatment_county.aspx.
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Care Alliance for Opioid Treatment Locations
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