


Overview

There is a constellation of factors stemming
from Federal policy changes that will have
an impact on the SUD treatment field
nationally and in California.

— National Drug Control Strategy

— Parity

— Health Care Reform
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National Drug Control Strategy
for FFY 2011

e $26 Million to enhance SU care in Federal
Health Systems.

— First step in federal strategy for integration.

— Provides for expanding SUD workforce and
for training.

e $4.2 M for training and administrative
activities to expand use of SBIRT.

* $9.9 for Access to Recovery treatment
voucher program
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National Drug Control Strategy
for FFY 2011

e $15 Million for Drug Courts & Offender Reentry
Courts

e $15 Million for “Prevention Prepared
Communities”

e $32.6 Million for data systems to measure local
drug use impacts and emerging trends.
— Performance measurement

— State grants
* Block Grant remains at prior year level.
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Population Segments in National
Drug Control Strategy

In Treatment ~2.3 million

“Abuse/Dependence” ~23 million

“Unhealthy Use” ?? million

Little/No Substance Use
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Parity

e Applies to MC managed care plans.
= Does this include DMC in its present form?
= HR 3690 may be more relevant here.

e  With regard to parity in the private sector —
= Limited ability of most public sector SUD providers to participate/compete.
= Workforce issues are significant.

* Regulations dealing with Medicaid will probably not be issued in the
immediate future. Connections with HCR may slow things down further.

* Devil in the details
= Nonquantitative restrictions
= Medical management
= Benefits meet the letter of the law and not clinical needs.
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Health Care Reform

e SUD services a “Essential Health Benefit”

e (overage Expansion
133% FPL = an additional ~ 1,000,000 persons aged
18 — 64 in California

e State Option to Provide Health Care Homes for
Persons with Chronic Conditions (§2703)

e SUD staff considered a component of the
Health Care Workforce
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Health Care Reform

* Locus of SUD services moves from community
based programs to health system. Payment
shifts from Block Grant to insurance — both
private and Medicaid.

e SUD treatment does not have a medical
necessity threshold beyond DSM IV abuse and

dependence.

— Hence the distinction between specialty and ‘regular’ care has
not been clearly delineated in terms of treatment methods or
clinical presentation of the client.
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Confidentiality

* Under 42 CFR, Part 2 confidentiality has
been program-defined. Increasingly,
SUD services will be in the EMR and
accessible to all in the health system.

e SAMHSA is conducting a consensus
process to review protections for patient
confidentiality in the 21st century.

ADPI



Connections to Waiver Pilots

 Frequent Utilizers

— Coverage Expansion could pay for services
for the 40% of Frequent Utilizer population
that is uncovered.

— Health Care Home provisions.

e SBIRT
— Additional resources available to FQHC's.

— Needs to be a basic element of health
screening regardless.
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Waiver or No Waiver

e Over the next 5 years, in a very fluid
environment, how do all these factors
come together to make improvements in
the field and to further the integration of
SUD services into primary care.

* What steps does the field take to find its
way?
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Waiver or No Waiver

* Need to focus initially on populations or
services producing cost savings like
Frequent Utilizers or SBIRT.

* Most important thing is to move, to act
and to evaluate and never forget the real
reason for this advocacy.
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