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EXECUTIVE SUMMARY

RCW 13.34.803 requires the Department of Social and Health Services (DSHS) and the
Department of Health (DOH) to design a comprehensive program for Medicaid-eligible women
who gave birth to a drug or alcohol exposed infant. That program is to be based on an inventory
of program services and gaps and a fiscal impact analysis. This report summarizes the results of
those reviews and analyses and presents the proposed program.

The Comprehensive Program

The comprehensive program seeks to improve the health and welfare of substance abusing
mothers and their children by early identification of pregnant substance abusers, improved access
to and coordination of health care services and chemical dependency treatment, and family-
oriented early intervention services for mothers and their children. This program, described in
detail on pages 33-43, involves expansion and coordination of the following six core services.

Targeted Intensive Case Management (TICM): This comprehensive plan is built around
intensive case management for these women and their families. Ideally this case management
would begin prenatally and continue until the child’s third birthday. The targeted intensive case
management team would: provide active outreach; develop and monitor the case plan; refer and
establish linkages to community; coordinate the professionals working with the family; screen
for delays in the children; provide early childhood development skill training for parents; offer
family planning education and referrals; provide behavioral health services and education to
families, and monitor or provide in-home child development activities.

Flexible Funding for Rural Areas: Ten percent of these mothers and children live in the 24
counties with fewer than 25 substance-using women and children per year. In these areas, it
would be extremely costly to provide the full team for Targeted Intensive Case Management.
However, under this section, these communities could apply for funds to train current Maternity
Case Management staff in child development/parenting techniques or to hire on a contract hourly
basis a behavioral health counselor to bring those component activities into rural communities.

Child Development Services: The period from birth through three years of age is critical for
brain development. Appropriate child development activities, coordinated by the case manager,
would delivered in child care centers or at home. The standards for the appropriate amount and
kind of child development activity would be the Early Head Start standards.

Family Planning Services: Family planning education and referral to appropriate services would
be part of intensive case management and chemical dependency treatment.

Enhanced Residential and Outpatient Chemical Dependency Treatment for Pregnant and
Parenting Women: Traditional chemical dependency treatment would be enhanced to include
on-site child development services and education, child care, family planning education, family
issues including domestic violence, and enhanced vocational services.

Transportation and Housing Funds: To support women and families as they transition from
residential to outpatient treatment modalities, transportation and housing funding would be
needed to decrease barriers to accessing services and provide housing supports necessary for
stability and maintenance of recovery programs for women and their children.

The plan also includes a central evaluation component, for monitoring and development and
implementation of a program evaluation.
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Inventory of Community-based Programs

A continuum of family-oriented services was identified. These include: chemical dependency
treatment; mental health services; housing; family planning; outreach; First Steps (Maternity
Support Services and Maternity Case Management; parenting education/parent support; Women,
Infants and Children (WIC); vocational programs or employment; financial support; medical
services; medical coverage for pregnant women in county jails; child care; early intervention
services for children at high risk for health, behavioral, and developmental problems; and child
welfare/child protective services. Most of these services are also utilized by families without
chemical dependency issues, but are especially critical for this vulnerable population.

Details on these community-based services and the gaps in their coverage may be found in
Appendix F. The most important gaps include: a shortage of residential and recovery beds for
pregnant and parenting women; no case management after age one; limited outreach or intensive
case management during pregnancy and the first year of life; no systematic developmental
screening or developmental planning for these children; limited child development training for
parents; limited mental health counseling or training dealing with family issues, and ongoing
problems with transportation and housing which foster treatment attrition.

Fiscal Impact Analysis and Literature Review

The studies reviewed indicate that the following characteristics of a comprehensive program are
most likely to yield successful outcomes:

»  Family-focused services that address the needs of both mother and child.

« A continuum of services from early pregnancy through childhood, with varying levels of
intensity appropriate to individual needs.

« Coordinated or, ideally, collocated services (such as health care, drug treatment, family
planning, parenting education, and early intervention).

«  Chemical dependency treatment tailored to the needs of women, with a continuum of care
including detoxification, intensive treatment (residential or outpatient), with aftercare and
follow-up outpatient care.

+ Parenting skills training and family relationship enhancement to promote continually-
improving parent-child relationships.

Nearly three hundred published reports were reviewed to determine (1) rates of use of publicly-
funded services (medical, juvenile justice, public assistance, and dependency) by substance-
abusing mothers and their children and (2) changes in the baseline service use rates that would
potentially result from a comprehensive plan. Actual data from Washington State were compiled
when available. (The literature is discussed on pages 5-12; the fiscal impacts on pages 13-29)

The fiscal impact analysis suggests potential long-term reductions in government expenditures
per 100 mothers and children fully served in a comprehensive program of $6.26 million ($3.5
million general fund state). These impacts were, as directed by the legislature, in the areas of
medical, juvenile and adult justice, public assistance, special education, and dependency systems.
They accrue gradually, between the birth and nineteenth birthday of the program child. Most
occur after the program child is six years old.
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Conclusions

Three-year new costs to implement the comprehensive program for each 100 mother-child pairs
were estimated at $3.4 million overall, $2.1 million general fund state. These costs include start-
up costs and initial administrative overhead. The costs for program services which the family
would already use (such as TANF childcare) were displayed in the budget spreadsheets, but were
subtracted from the overall program costs, since they were not new services. (These costs are
detailed for the average mother/child pair in the program in Table 3, page 51).

As Table 1 below shows, the difference between the estimated three-year new program costs,
and the fiscal impact over 18 years following program implementation indicates a potential
savings of $2.8 million, $1.4 million general fund state, for each 100 mother-child pairs fully
engaged in the program.

Table 1: Costs to Serve 100 Mother/Child Pairs in the Comprehensive Program,
Compared with Potential Fiscal Impacts (Savings) in Medical, Juvenile and Criminal Justice,
Public Assistance, Special Education, and Dependency Systems

Overall Potential State Share of Potential
Impact for 100 Impact for 100 Mother-
Mother-Child Pairs Child Pairs
Fiscal Impacts (Savings) while program $ 826,858 $ 330,611
child is under 6 years of age
Fiscal Impacts (Savings) while program $5,431,796 $ 3,170,759
child is between 6 and 19 years of age
Total Fiscal Impacts (Savings) through
program child’s 19" Birthday $ 6,258,654 $ 3,501,370
New Program Costs, delivered while ($ 3,427,000) ($ 2,104,000)
program child is under 3 years of age)
NET SAVINGS $ 2,831,700 $ 1,397,370

Despite these savings, the comprehensive program could be difficult to fund statewide.
Enrolling and serving all the 2,600 women and children eligible in one year would cost over $30
million each year ($14.4 million in general fund state). (For details, see spreadsheet page 55).

The recommended strategy for reducing implementation costs for this comprehensive program is
to identify a set of pilot sites to test three versions of this comprehensive plan. With a
preliminary evaluation at these initial sites, it could be determined whether outcomes change
more or less than predicted and whether efficiencies in program operations could be gained.
(Costs, pilots and other cost-reduction options are discussed on pages 45 through 58).

Decision-making around this program should recognize that limited program areas were
addressed by the fiscal impact analysis. The fiscal impacts do not represent all direct or indirect
potential savings that might result for the mother and her child, or to the state if such a
comprehensive program were implemented. A number of intangible benefits are likely to occur
in addition to those identified; these could include reduced mortality, reduced crime victim costs,
and improved self-esteem and life accomplishments for mothers and their children.
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PART 1: SCOPE OF THE PROBLEM
A. Overview

A 1997 report prepared by the Research and Data Analysis division of the Department of
Social and Health Services (Cawthon 1997) estimates that 8,000 to 10,000 Washington
infants each year are born to women who used alcohol or drugs during pregnancy. This
is about ten to twelve percent of the approximately 80,000 births each year to
Washington women. Infants born to these substance abusing women would be
considered drug-exposed. The number of infants with measurable effects which can be
attributed to substance use during pregnancy (drug-affected infants) is more difficult to
identify and much smaller (approximately 800 to 1000 per year, or about one percent of
Washington births).

Separating the effect of illicit drugs from the effects of alcohol is very difficult in this
literature and in the field. Most women who use illicit drugs also drink alcohol and
frequently are smokers as well. The number of affected children and difficulty in
identifying the drug(s) used by the women prevent us from reliably distinguishing
pregnancy outcomes for women who used alcohol only from those who exclusively used
other drugs. For those reasons, mothers described in this report used either illicit drugs or
alcohol or both, and often smoked cigarettes.

In most of the report, we call these women “substance abusing” or “drug and alcohol
using” rather than “chemically dependent.” Because these women used drugs and alcohol
and in so doing have endangered their children’s health, almost all would at least meet
clinical criteria for “abuse” of a substance. They might not all be diagnosed as
“dependent” on a substance (although many would be). However, we do refer to
treatment for those women as chemical dependency (CD) treatment.

RCW 13.34.803 requires the Department of Social and Health Services (DSHS) and the
Department of Health (DOH) to design a comprehensive program for Medicaid eligible
women who gave birth to a drug or alcohol exposed or affected infant. That program was
to be based on a literature review, a fiscal impact analysis, and an inventory of program
services and gaps. This report summarizes the results of those reviews and analyses and
presents the proposed program.

B. How many women and children would potentially be eligible for this program?

Two independent analyses suggest that there would be between 2,600 to 3,000 women
per year who would be potentially eligible for this program, which includes both drug-
exposed and drug-affected infants and their mothers. The larger estimate involves the
1993-94 household survey of Washington State residents, which indicates that 9.6
percent of low-income women of childbearing age are in need of CD treatment (Kabel et
al 1997). In 1996, there were 32,734 Medicaid-funded women who gave birth.
Therefore, we would expect that 3,142 (9.6 percent) might be in need of CD treatment.
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The second estimate, from the First Steps Database, used existing public agency records
(drawn from the birth certificates, the medical diagnoses on Medicaid claims, and
chemical dependency detoxification or treatment records) to identify the substance abuse
status for all Medicaid-eligible Washington State women who gave birth in 1992. These
records permitted identification of particular women as substance abusing during their
pregnancy or up to two years after their pregnancy. That process identified 2,598 women
in 1992 as substance abusing. This represents a rate of 9.3 percent of all Medicaid births
in 1992,

The women identified as substance abusing through the First Steps Database, and their
children, represent most of the women and children who would have been eligible for the
program proposed here, had that program been in effect in 1992. What has happened to
them since 1992 represents outcomes which should improve if the program proposed here
is implemented. Therefore, the First Steps Database staff developed tables of
characteristics and outcomes for these mothers and their children. These tables may be
seen in Appendix A and are used throughout this report, particularly in the analysis of
fiscal impacts.

These estimates suggest that improved screening and detection such as the system
recommendations identified in the RCW 70.83E.020 report will not greatly increase the
number of women eligible for this program. What it will more likely (and more
importantly) do is identify these women earlier in their baby’s life: ideally, as early as
possible during pregnancy.

In 1992, only 58 percent of the 2,598 low-income substance abusing mothers were
identified during their pregnancy (the first two groups from Table 1 of Appendix A).
Only 38 percent received chemical dependency treatment prior to the birth of their child.
Identification and treatment of chemical dependency as early as possible during
pregnancy increase the chances that a pregnant woman will abstain from substance use
and deliver a healthy and drug-free infant.

Treatment for chemical dependency during pregnancy is associated with a reduction of
about 20 percent in the rates of poor birth outcomes. Rates of low birth weight,
admission to neonatal intensive care units, Apgar scores, and prematurity are lower for
treated substance abusers compared to untreated women, but remain 1.4 to 1.9 times
greater than the rates for women with no diagnosed substance abuse (Deschamps et al.,
1997).

C. How do these women differ from other Medicaid women?

The First Steps Database tables show that in some ways, low-income substance-abusing
mothers are similar to other low-income mothers and to non-Medicaid mothers. The
three-year subsequent birth rates are almost identical. Neither group of low-income
mothers was more likely to have another baby between 1992 and 1995 than the group of
non-Medicaid mothers (Table 5 in Appendix A).
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There are two ways in which substance abusing, low-income mothers resemble all other
low-income mothers (Table 1 in Appendix A). When compared with non-Medicaid
mothers at delivery, both groups of low-income mothers:

» Are much less likely to have completed high school

» Have their babies at a younger age

However, Table 1 in Appendix A shows that during pregnancy, the low-income
substance abusing mothers differ from other low-income mothers in that they are:

*  Much more likely to smoke cigarettes

* Much less likely to be married

* Less likely to be Hispanic or Asian-American

» Somewhat more likely to have had prior children.

National research suggests other differences between women who use drugs and alcohol
while pregnant and other low-income women. The substance using women are:

e Much more likely to live in stressful environments which may include past and
present physical and sexual abuse (Scheckel, 1993)

» More likely to be depressed (Burns et al., 1985)

* More likely to have low self esteem, to be controlled by a significant other and to
receive little or no emotional support (Wetzel, 1991)

* More likely to have limited financial and social support from friends and family
(Scheckel, 1993)

D. How do these women and their children fare over time?

The subsequent outcomes for Washington State’s low-income substance abusing women
and their children reveal the impact of all these difficulties in family life:

» 57 percent of the children were investigated because of allegations of child abuse or
neglect sometime during the five years after their birth. That is over three times the
17 percent rate for other low-income children (Appendix A, Table 4).

o 28 percent of these children were removed from their homes by the Children’s
Administration during the five years after their birth. That is ten times the 2.7 percent
rate for other low-income children (Appendix A, Table 4)

» Poor birth outcomes for these children were generally about twice the rates for other
low-income mothers. These outcomes included infant mortality, low birthweight, and
small size at gestation (Appendix A, Table 3).

* Over 9 percent of these children were enrolled in the Infant Toddler Early
Intervention Program (ITEIP). That is three times the 3 percent rate for other low-
income children (Appendix A, Table 4).
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» These women remained eligible for grants and Medicaid about a year longer than the
other low-income mothers (Appendix A, Table 5).

E. Case History

One Washington woman’s story illustrates some of the difficulties faced by these women
and their children, and the complex problems they present to social service providers.

At 32, a Pierce County woman went to the local welfare office asking for help with her
alcohol addiction. She had been physically abused as a child and had endured years of
domestic violence as an adult. She had five children, four placed with relatives and one
in foster care. She was referred to and entered residential treatment in Spokane. She
struggled with domestic violence, the fear of trying to make it on her own, and the guilt
and shame that came with her substance abuse, especially as a mom. She explained the
pain of having her daughter ask her why she would choose alcohol over her own
daughter-- and not being able to explain to her daughter about the addiction.

After her residential treatment, she moved into transitional housing while continuing
outpatient treatment. While living in transitional housing, her children came back to live
with her. She then moved into federally subsidized housing. Through a referral to
Project Self Sufficiency (which provided help on getting enrolled, applying for grants,
etc.), she started going to college and working part time. Her job became full time, and
she has been there the last two years. She is now supporting herself and her children on
her own income and child support. She just celebrated three years of being clean and
sober.
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PART 2: LITERATURE REVIEW

A. Program Design Issues

The literature review raised several issues that seemed important in the design of the
comprehensive program.

1. Comprehensive programs are felt to be the most successful.

“The best programs are the most comprehensive ones (Kumpfer 1994, 1997b). This
suggests that a comprehensive family support program or center that includes all the
needed basic services for drug-abusing mothers would be the most successful model
program.” (Kumpfer, 1998)

“A full continuum of care is needed that begins with prenatal care and extends though
childhood. Without collocation and redefinition of services, a therapeutic case
management approach currently appears to be the best solution to help mothers negotiate
the maze of diverse services required to meet their multiple needs ... The best solution
may be to redefine the categorical services system and collocate or integrate most basic
services into small personal agencies or walk-in centers.” (Kumpfer, 1998)

“Early therapeutic parenting supports by parent training and family skills training and
therapeutic child care are important prevention interventions for drug-exposed children.”
(Kumpfer, 1998)

2. Programs that address only the needs of mothers or only those of children just do
part of the job.

“The children of drug-using mothers may be most effectively served by the development
of available, efficacious, and welcoming services for women and families.” (Chavkin,
1991, cited in Paltrow, 1998)

Two major philosophical approaches suggest very different directions for program
development for interventions for mothers. The first approach is the traditional chemical
dependency treatment model: that abstinence from all drug and alcohol use is necessary
before the client can deal with other issues in her life. Chemical dependency treatment for
mothers may be a necessary component of a model program for drug-abusing mothers
and their children. However, it is plainly not sufficient.

For women unable or unwilling for whatever reason to complete chemical dependency
treatment successfully and maintain abstinence (become clean and sober), the harm
reduction model suggests that they can reduce harmful behaviors and exposures in their
lives (reduced frequency of drug use, substitution of a less harmful drug for a more
harmful drug, improved nutritional and health status, for example) that may improve
outcomes for themselves and their children. According to Rosenbaum and Irwin (1998),
those who subscribe to a harm reduction perspective deplore, yet accept, the inevitability
of drug use. They advocate working with users to minimize the harms brought about by
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abuse, even if the drug use cannot be stopped completely (Nadelmann et al., 1994).
Women who continue to use drugs and who participate in supportive programs that do
not judge clients harshly due to continuing drug use receive sufficient reinforcement from
changes in their lives (such as more successful parenting) that may allow them to reduce
significantly or discontinue their drug use. The Strengthening Families Program
(Kumpfer et al., 1989) found that improving maternal parenting skills reduces subsequent
behavioral and emotional problems of the children which leads to reduced drug use by
the mother, even if they are not in drug abuse treatment.

3. Early intervention programs provide a model of individualized, comprehensive
services.

One of the premises of early childhood intervention is that services are individualized:
the array of needed services for any individual child, taking into consideration child and
family needs and preferences, may be unique. Some authors describe early intervention
programs for drug-affected children as being very similar to those for the general
population of children with delaying or disabling conditions. This would suggest that
existing early intervention service providers represent one appropriate setting for
planning and delivering these services to drug-exposed children.

On the other hand, the goals and methods of child-focused interventions (cognitive-
behavioral skills training or therapy for school age children) are recognized as being
similar to the skills training approaches used to treat drug abusers. Programs that offer
chemical dependency treatment for mothers and early intervention services for children at
the same site are intuitively appealing and have some demonstrated improved outcomes.
Kumpfer (1998) suggests that “staff members trained in cognitive-behavioral methods of
structured interventions, interactive role-play, guided practice, homework, and rewards
for behavioral changes will be prepared to work in either the parent’s drug treatment
program or the children’s therapeutic child-care program.”

Kumpfer further summarizes a number of studies that indicate improved treatment
outcomes for mothers when preventive services for children are incorporated into the
chemical dependency treatment setting. Reduced parenting stress and depression
facilitates recovery and reduces frequency of relapse (Catalano 1996; Kumpfer et al
1996; and others). With children also receiving services, parents tend to stay in drug
treatment longer (Stevens at al., 1989). Finally, free child care services and
transportation were associated with greatly improved retention of mothers in treatment
(Lewis et al., 1996).

Characteristics of early intervention programs for drug-exposed children are described in
detail by Olson and Burgess (1997). Some key components identified by Olson and
Burgess and other authors include the following: long duration of care, stability and
consistency in care giver, opportunity for free-play (Howard 1989), language
development (Lester 1988) and parenting skills.
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“The most important process is to involve women in parenting skills training and family
relationship enhancement programs to promote a continually improving parent-child
relationship after treatment.” (Kumpfer, 1998)

Prevention components of comprehensive programs are described by Kumpfer (1998).
They include maternal education about harmful effects of drugs; pregnancy prevention
for drug-abusing women; incentives to increase recruitment of drug-abusing women and
their children (aggressive and culturally sensitive outreach); and recruitment of pregnant
drug-abusing women. According to Kumpfer, “few drug treatment agencies want to treat
pregnant women because of concerns about legal liabilities.”

4. Comprehensive program examples involve children and parents
In a qualitative study of clients’ self-perceived needs, Nelson-Zlupko (1996) reported:

+ Reproductive health and sexuality education, parenting education, help with obtaining
child care, and on-site child care were seen as the least available services.

« Services rated as most helpful included transportation assistance; help obtaining such
basic needs as food, clothing, and housing; recreational activities; on-site health care;
and 12-step meetings.

« Clients stated that the respect and genuine concern by their individual counselor was
the single most important factor affecting their decision to remain in treatment.

» Women indicated that when child care services were accessible, they were among the
most helpful services for improving attendance at drug treatment. Parenting skills
training was the most frequently identified need by study participants.

An example of a comprehensive program based in a residential chemical dependency
treatment program is described in the literature on PAR Village in St. Petersburg, Florida.
In a randomized clinical trial at the PAR Village therapeutic community, Coletti et al.
(1992) found that provision of specialized on-site child care services that permitted
women to keep their children with them while in treatment resulted in increased retention
in chemical dependency treatment. Over 80 percent of clients who had their children with
them were still active in treatment three months after intake, compared to 50 percent of
women who did not have their children with them.

Coletti describes the development of the program, its philosophy, and elements in a
subsequent paper (1995). PAR Village uses a social learning based model of care, in
which the program attempts to create and strengthen skill and families within a
supportive and nurturing environment. Successful completion of residential treatment
requires on average eighteen months to progress through six progressively less restrictive
levels of care. Life and family skills include parenting and child care skills (e.g., meal
preparation, education on normal child development); health care counseling (e.qg.,
prenatal care, nutritional counseling, health education for child care); psychosocial
interventions for coping skills enhancement; and vocational or on-the-job training.
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Children residing with their mothers at PAR Village receive day care and targeted health
and developmental interventions at a specialized on-site therapeutic nursery. Specialized
services include a pediatric exam and comprehensive psychological and developmental
assessment; consultative evaluations for special problems (e.g. speech, language, hearing
tests); age-appropriate developmental stimulation; and refusal skills and assertiveness
training for older children.

Another model program, the Mothers Project at Yale-New Haven Hospital, provides a
comprehensive, multidisciplinary, family-centered treatment approach for cocaine using
mothers and their children. The program emphasizes the developmental needs of the
mother and child and their dyadic relationship, a feature deemed to be essential in
designing services for substance-abusing pregnant women and mothers. Service elements
include: prenatal care; individual and group therapy focused on developing coping and
problem-solving skills; partners’ services; home and outreach services by family support
workers; and therapeutic day care services, with early intervention for such
developmental problems as expressive language delay, disorganized and aggressive
behavior, extreme passivity, and absence of expressed emotions.

B. Program outcomes for substance using women and their children

In the last decade, substance abuse policy and research has expanded more broadly to
include exposed infants and children (Olson and Burgess, 1997). It is generally agreed
that children born to substance-using women benefit from developmental and behavioral
assessment and educational programs designed to meet their individual needs, and that
interventions for the drug-exposed child need to be accompanied by intervention for the
mother. “Children have the best opportunity to recover from effects of prenatal drug
exposure when child development services are combined with drug treatment in a family
context.” (Zuckerman and Bresnahan, 1991)

Two-generation early intervention programs, designed to serve both children and parents
simultaneously, have served as models for programs for drug-abusing mothers and their
children. Research, although limited, indicates that family-focused treatment can help
alleviate physical and cognitive symptoms of drug-affected infants, increase the quality
of parent-child interactions, and increase the quality of the home environment. In
addition, women who are able to keep their children with them show better retention in
treatment (Coletti, 1992; Hughes et al., 1995; Stevens et al., 1989).

Twelve published studies were identified which described program outcomes for drug-
abusing mothers and their children. One study (Carten, 1996) used qualitative methods
only, and a second study (Peterson, Gable, and Saldana, 1996) described a conceptual
model of parenting with an emphasis on prevention of child maltreatment. These two
studies are not included in the following summary. The remaining ten studies were
assigned to one of the following six program focus areas. Washington’s Yakima First
Steps Community Mobilization Project, the HCFA demonstration project, is described
separately.
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Most of the studies which were reviewed explored outcomes for specific treatment
components, including home visits by a public nurse or paraprofessional, case
management and support services, and parenting training. Another study examined
outcomes related to infant massage. The effects of a comprehensive treatment program
were explored by only one study. In addition, Washington State was one of five states
which participated in the Demonstrations to Improve Access to Care for Pregnant
Substance Abusers, funded by the Health Care Financing Administration (HCFA).

Limitations present to varying degrees in the studies reviewed included small sample
size, attrition, self-report and observational bias, selection bias, lack of appropriate
comparison or control groups, and limited generalization potential. Since early
intervention programs serving drug-exposed children and their mothers were developed
in the late 1980s and early 1990s, only a few outcomes for children and mothers have
been studied, and the follow-up periods are typically short.

1. Home nurse visits

In a series of home visits, Butz et al. (1998) documented frequent health and social
problems and a lack of basic parenting information which the visiting nurse was able to
address specifically. Saylor et al. (1991) also explored growth and development in drug-
exposed infants visited by a public health nurse and concluded that early, intensive, basic
care strategies are effective in mediating these infants’ symptoms. In a randomized,
clinical trial, Black et al. (1994) examined the effects of adding 18 months of biweekly
public health nurse home visits to the existing multidisciplinary treatment. Mothers in the
intervention group showed marginally more responsible behavior in reducing drug abuse,
complying with primary care (although levels were still low, at 62 percent), and
providing a responsive and stimulating environment for their children. Children in the
intervention group achieved marginally better cognitive development during infancy,
although the differences did not persist.

2. Comprehensive case management added to residential program

Lanehart et al. (1996) compared women’s behavior before intervention to behavior
during/after treatment for women who received intensive case management and support
services during and after residential drug abuse treatment. The study group showed
improvements in:

« employment status (43 percent more likely to be employed and/or enrolled in
training).

+ likelihood of incarceration (6 times more likely to have been arrested before the
intervention than during/after, and 10 times more likely to have been incarcerated
before intervention than during/after).

+ likelihood of drug use (more likely to have been substance-free).

« social support outside of the program (1.6 times more likely to use an agency as a
source of social support at intake than at discharge, with the percent of women
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relying on personal sources of support increasing from 38 percent at intake to 49
percent at discharge).

In addition, women were more likely (by approximately 1.5 times) to deliver a low
birthweight infant before entering intervention than during/after.

3. Paraprofessional home visits to high-risk women and their children

Ernst et al. (1998) studied the effects of three years of home visits by a paraprofessional
to extremely high-risk women and their babies. In comparison to a drug-using control
group, these women showed:

+ greater success in achieving abstinence of one year or longer (67 percent of most
involved and 40 percent of the least involved, vs. 32 percent of the control group).

+ higher levels of regular birth control use (73 percent vs. 52 percent).
« more satisfactory connections with needed service providers.

Clients with the highest level of involvement were more likely than less involved clients
to complete drug and alcohol treatment (67 percent and 33 percent, respectively).

4. Parenting training as an added component of a treatment program

Camp and Finkelstein (1997) found that women who received parenting training as part
of a residential substance abuse treatment program demonstrated significant improvement
in parenting attitudes and knowledge, and dramatic improvements in self-esteem,
suggesting that women gained skills to raise children in a more nurturing environment.

5. Infant massage

Wheeden et al. (1993) found that when cocaine-exposed newborns who received 10 days
of massage therapy were compared to a drug-exposed control group, the intervention
group demonstrated fewer postnatal complications, more weight gain (28 percent) from
similar amounts of formula and calories, improved motor skills, improved orientation
behaviors, and fewer stress behaviors.

6. Comprehensive program

Field et al. (1998) compared young mothers who participated in an intervention program
with both a drug control and nondrug group. Participants in the four-month program
received drug and social rehabilitation, parenting and vocational classes, and relaxation
therapy. At 12 months the intervention mothers, when compared to the drug control
group, exhibited decreased levels of depression and stress; lower incidence of repeat
pregnancy and drug use; a higher percentage continuing school, obtaining a high school
diploma or GED; and higher job placement success. Their children, when compared to
controls, demonstrated significant advantages on the Early Social Communication scales
and the Bayley mental scale, although the nondrug group still scored higher. Intervention
infants also had significantly greater head circumference, and significantly fewer
pediatric complications, with scores similar to those of the nondrug group.

10
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C. Washington’s Yakima First Steps Community Mobilization Project for Pregnant
Substance Abusers (First Steps PLUS)

First Steps PLUS was a demonstration project which provided services in Yakima from
July 1993 through June 1996 funded by the Health Care Financing Administration. The
project’s goal was to improve health outcomes of pregnant, substance abusing women
and their infants by enhancing existing perinatal services provided through Washington’s
First Steps Maternity Care Program and by integrating and coordinating maternity care
services with comprehensive substance abuse intervention services.

Key program components of First Steps PLUS included outreach, training for prenatal
care providers, standard screening to identify pregnant substance abusers, parenting
education, case management, and substance abuse treatment in residential settings.

In general, the First Steps PLUS project succeeded in improving access and early
intervention to both diagnosed prenatal substance abusers and also women identified as
being at risk of substance abuse during pregnancy. Prenatal substance abusers received a
fuller continuum of care: the proportion of women who received both residential and
outpatient treatment for chemical dependency rose by 32 percent in Yakima while it
declined by 8 percent statewide. Comparison of free-standing versus hospital-based
medical stabilization programs revealed that Sundown M Ranch (a free-standing facility
offering chemical dependency treatment) was a safe and less costly alternative to the
hospital-based programs for chemical-using pregnant women which emphasizes medical
stabilization of the fetus. The First Steps PLUS screening tool successfully identified
many women at risk of substance abuse during pregnancy that might otherwise have gone
undetected, and its success is evident in the continued use of the First Steps PLUS
screening form in Yakima County today although project funding ended more than two
years ago.

Prenatal substance abusers exhibited better birth outcomes over the course of the
demonstration project. Comparing pre-project (1991-92) and post-project (1994-95) time
periods:

« In Yakima County, premature births to pregnant substance abusers declined by 30
percent, compared to a 13 percent decline in the comparison counties and a 17
percent decline statewide.

« Low APGAR scores, indicating a newborn’s overall health, for infants of pregnant
substance abusers declined by 46 percent in Yakima County while they remained
fairly constant across the rest of the state.

»  Out-of-home (foster care) placements declined by 21 percent for children born to
pregnant substance abusers in Yakima County while they increased slightly
statewide.

Mathematica Policy Research, Inc., in its national evaluation of the five demonstration
programs concluded with a recommendation for a demonstration model based on the

1
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lessons from this evaluation (Howell et al., 1997). The model demonstration program
would include:

« Linkages between Medicaid, substance abuse, and health agencies at the state level,
and between prenatal care and substance abuse treatment at the local level.

+ Screening, based on a standardized protocol, and uniform training in how to screen,
within a variety of traditional and nontraditional providers and agencies.

+ Referral to on-call outreach workers trained in substance abuse counseling.

« A continuum of care, including prenatal care, detoxification, intensive substance
abuse treatment (either residential or outpatient), and follow-up outpatient care for at
least three months, with support services such as case management and child care to
increase retention.

Mathematica also recommended more rigorous studies to evaluate program impacts,
including an evaluation design with random assignment to either outpatient or residential
care after detoxification. The overall evaluation of these HCFA demonstration projects
focusing on short-term outcomes for pregnant substance abusers (i.e., birth outcomes)
revealed enormous complexity in both program administration and outcome evaluation.
Challenges in achieving unambiguous results and in generalizing the findings to other
settings underscore the challenges we faced in determining outcomes for programs
serving drug-abusing women and their children.

D. Conclusions

In conclusion, the literature and studies reviewed indicate that the following
characteristics of a comprehensive program are most likely to yield successful outcomes:

« Family-focused services that address the needs of both mother and child.
« A continuum of services from early pregnancy through childhood, beginning with
screening to identify women as early as possible, and with varying levels of

intensity appropriate to individual needs.

« Coordinated or, ideally, collocated services (such as health care, drug treatment,
family planning, parenting education, and early intervention).

« Chemical dependency treatment tailored to the needs of women, with a continuum
of care including detoxification, intensive treatment (residential or outpatient), with
aftercare and follow-up outpatient care.

+ Parenting skills training and family relationship enhancement to promote
continually-improving parent-child relationships.

12
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PART 3: FISCAL IMPACT ANALYSIS

A. Introduction and general issues

RCW 13.34.803(2) requires an analysis of the fiscal impact of the comprehensive plan by
calculating “the potential long-term savings to the state resulting from reduced use of the
medical, juvenile justice, public assistance, and dependency systems by children and
mothers receiving services under the plan.”

The fiscal impact calculations depend on determining the following variables:
+  The number of women and children served.
« The frequency and costs of their use of the specified services.

« The effectiveness of the program in reducing or eliminating their use of other services
or involvement in other systems, such as the criminal justice system.

In particular, it was necessary to identify the amount of the specified services which
substance-abusing women and their children would use without implementation of a
comprehensive plan and to estimate the change in service use that would occur with the
implementation of a comprehensive plan.

It was clear that we would need to use innovative strategies in this analysis, since no
readily available Washington State data and no published research studies directly
address the fiscal impact questions posed.

Our strategy led us to explore the following issues:

1. How effective are comprehensive programs serving substance-abusing mothers and
their children in changing measurable outcomes?

Twelve published studies were identified that evaluated programs for substance-abusing
mothers and their children. The studies are summarized in the following section, and in
more detail in Appendix C.

These studies provided very few answers to the specific questions for the fiscal impact
analysis. Only a few different outcomes for children and mothers were reported, and
these were generally not directly relevant to the services specified in RCW 13.34.803. In
addition, the length of follow-up in these studies is typically less than three years. This is
not unexpected because the first programs serving substance-abusing women and their
children were developed in the late 1980s and early 1990s. Not enough time has elapsed
since the programs were started for mothers and children to grow older, for data to be
collected and analyzed, and findings published.

Individual components of the programs were not systematically evaluated in these

studies, and the programs varied greatly in the relative emphasis on services for mothers
versus services for children, the timing and length of interventions, and the outcomes

13



Response to RCW 13.34.803

assessed. A number of these programs had their foundations in broader early intervention
services: substance-abusing mothers and their children represent a special group of at-risk
families who benefit from early intervention (EI) services. This observation suggested a
new avenue for exploration—program outcomes for early intervention programs in
general.

2. How effective are comprehensive early intervention programs serving high-risk
families in changing measurable outcomes?

More than forty published studies were identified which evaluated outcomes for early
intervention programs for high-risk families and their children. These studies are
summarized in detail in Appendix D. This review relied extensively on a recent
publication from the Rand Corporation, Investing in Our Children: What We Know and
Don’t Know About the Costs and Benefits of Early Childhood Interventions (1998).

These studies offered a broader array of measured outcomes of interest, and some high-
risk families who received early intervention services have been followed for more than
twenty years. Thus, we relied on the program impacts reported in these studies when no
other data were available. Although some of the mothers in these families were not
abusers of alcohol or other drugs (others were but their outcomes were not reported
separately), the families shared many risk factors which affect families with substance
abuse issues, including poverty, violence, and social disruption.

Two further questions were of particular concern in assessing the generalizability of these
early intervention outcomes to substance-abusing mothers and their children: (1) do
baseline rates for service use differ for substance-abusing mothers and their children, as
compared to those for high-risk families in general? and (2) do children exposed to
alcohol and other drugs in utero experience developmental delays or disabling conditions
that would predict significantly different needs and outcomes from the general population
of children receiving early intervention services?

3. What are the baseline rates for service use by substance-abusing mothers and their
children?

Some of the articles reviewed provided measures of use rates for the services of interest;
however, the subjects in many of the studies appeared not to be representative of
substance-abusing mothers and their children in Washington. We sought better estimates,
specific to substance-abusing mothers and their children in Washington State, whenever
possible.

For a number of services (medical, public assistance, and dependency), actual five-year
follow-up data for 1992 Washington births in the First Steps Database were used to
measure baseline use of services by substance-abusing mothers and their children. These
findings are presented in Tables 4 and 5 in Appendix A. While eligibility for certain
programs (for example, AFDC versus TANF) has changed between 1992 and the present
time, and more changes may occur in the future, the service use rates which were

14
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measured for substance-abusing women and their children provide the best available
estimates.

When actual data were not available, estimated service use rates were based on those
reported in published studies.

4. To what extent do children with in utero exposure to illicit drugs demonstrate
specific developmental delays or disabling conditions?

Sixteen published studies, with appropriate control groups, were reviewed to assess the
effects of substance abuse during pregnancy on the child’s subsequent development.
These studies are summarized in Appendix C. One hundred twenty-five articles were
screened to determine if they met the selection criteria for inclusion in the detailed
literature review.

Fetal Alcohol Syndrome (FAS), recognized for over twenty years, is the only well-
established birth defect due to in utero exposure to alcohol or drugs. Alcohol-Related
Neurological Deficits (previously known as Fetal Alcohol Effects) is a milder form of
FAS. Children with FAS and their families are eligible for early intervention services in
Washington through the Infant Toddler Early Intervention Program, which serves infants
and toddlers with developmental delays and disabilities from birth to age three.

Many research studies have examined the effects of use of drugs other than alcohol on
the unborn child; no studies have consistently shown that exposure to a specific drug
other than alcohol in utero leads to a specific developmental dysfunction (Zuckerman
and Bresnahan, 1991). The effects which have been described are either transient or
subtle in nature. Future studies or more sophisticated analyses may reveal effects that
have not yet been demonstrated. For example, a recent meta-analysis (Lester et al., 1998)
has shown that in utero exposure to cocaine is associated with reliable but subtle
decrements in cognitive development. The effects are subtle in that they are small in
magnitude (decrease in 1Q of less than four points) for global 1Q tests. Larger effects
were found in more subtle domains of function, specifically language abilities.

Certain program components, such as consistency in caregiver, opportunity for free-play,
and emphasis on language development, are felt to be important in early intervention
programs for drug-exposed children. No evidence was found to suggest that drug-
exposed children would benefit from early intervention in different ways from children
without in utero exposure to drugs.

Summary

In summary, nearly three hundred published reports were reviewed to determine (1) rates
of use of publicly-funded services (medical, juvenile justice, public assistance, and
dependency) by substance-abusing mothers and their children and (2) changes in the
baseline service use rates that would potentially result from a comprehensive plan. Actual
data from Washington State were compiled when available.

15
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B. Methods

The fiscal impact analysis assumed that mothers and children participate in a hypothetical
comprehensive program such as the one described on the following pages. This program
would offer comprehensive case management, needed social and health services,
substance abuse treatment opportunities, and parenting education to the mothers. The
child would experience developmentally appropriate learning experiences, either in an
enhanced center or at home, screening, and if necessary, therapeutic childcare. While
some of the individual program components (such as treatment for chemical dependency
or early childhood intervention) have been evaluated separately, no systematic evaluation
has been performed of the individual components in the context of a comprehensive
program. Therefore, it was not possible to estimate the fiscal impact of each component
individually.

The impact in each program area is measured as the change in rate of service use per 100
program participants who got an adequate “dose” of the program. Not all mothers who
are eligible would agree to begin such a program, and some who begin would drop out.
For the 100 mother-child pairs in the fiscal impact analysis, it was assumed that all
entered voluntarily, and all mothers and their children completed up to three years of
program services. For clarity, the tables depict baseline rates for service use for each
mother-child pair. Because of fixed costs that would occur in administering such a
program and delivering services, it is unlikely that savings could be realized at the level
of a single mother-child pair. Therefore, the fiscal impact is stated per 100 mother-child
pairs.

Four areas of program service use were specified by RCW 13.34.803: medical, juvenile
justice, public assistance, and dependency. Two additional program areas were added to
the analysis after discussion with legislative staff: criminal justice (to parallel juvenile
justice for the child) and special education. Since the extent of youth involvement with
juvenile justice typically peaks at age 17, it was clear that the analysis would need to
extend through the child’s school years.

Baseline rates for service use during the first five years after the child is born were known
with considerably more precision than service use rates after age 5. For this reason, the
analysis was separated into two periods:

Years 1 — 5: the first five years after the birth of the child; and
Years 6 — 19: the next fourteen years (for the child from age 5 through age 18).

Some of the program areas (medical and public assistance) are potentially used by both
the mother and her child; other programs serve one or the other. (For example, children
(youth) are clients of juvenile justice and mothers are clients of criminal justice; special
education serves children, not mothers). Clients of dependency system services were
assumed to include the mother and her child as a unit.
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The following example may assist in interpreting the data in the fiscal impact tables:

During the first five years after the birth of her child, the “average” substance-
abusing mother received medical coverage through Washington’s Medical
Assistance program for 40 months. With a comprehensive program of services, a
10 percent reduction in use of this service is anticipated; this is equal to four
months. With a unit cost of $155 per month (on average) for medical coverage,
the savings would be $620. Considering the state and federal shares of this service
(48 percent and 52 percent, respectively), the state’s potential savings would be
$260, or $2,600 for 100 mother-child pairs.

The detailed methods section, which follows the tables, describes the rationale for the
calculations, the specific sources of data, and assumptions that were made. Estimates for
the unit costs for each service area were provided by the DSHS Budget Division.

Limitations

The most important limitation of the fiscal impact analysis is that the program service
areas included are not comprehensive. The fiscal impacts do not represent all direct or
indirect potential savings that might result for the mother, for her child, or to the state if a
comprehensive program were implemented. A number of intangible benefits might occur
in addition to those identified; these could include reduced mortality (fewer deaths of
mothers and children), reduced victim costs (with reduction in criminal behavior by
mothers or their children), and improved self-esteem and life accomplishments for
mothers and their children.

Additional technical limitations apply to this fiscal impact analysis:

Studies Reflect Many Different Models: This analysis is hampered because studies
which focus on drug-using mothers (1) do not test all components of the ideal program
model and (2) were funded in the early 1990s and hence have not had time to analyze
longer-term outcomes. Therefore, the impact analysis also relied upon studies which
analyzed the impacts of enriched early intervention programs aimed at groups of low-
income, high-risk women and their children.

Study Populations are Not All Drug-Users: The mothers in the enriched early
intervention programs are not all drug-users. Therefore, they do not perfectly reflect the
drug using population defined in this legislation. Effects seen in these studies could either
be overstated or understated when compared with the same program’s impacts upon
drug-abusing mothers and children.

Study Populations are Different from Washington State Populations: The samples in
both the general and the drug-using early intervention studies differ from Washington
state’s drug-abusing mothers in several other ways. For example, many of these studies
involve mostly African-American mothers and children who live in inner city
neighborhoods. Most drug-abusing mothers in Washington state are Caucasian, and many
of them live in smaller cities or towns or in working-class suburbs of Seattle, Spokane, or
Tacoma. Many of the studies had very high proportions of women who grew up in
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welfare families and/or in foster care. It is not clear that the same is true for drug-abusing
mothers in Washington State, and it is not clear how these population differences might
affect the hypothesized fiscal impacts of the program.

Study Samples Are Small and Most Designs Are Quasi-Experimental: Most studies had
very small samples and probably had large confidence intervals around their point
estimates (often not reported). Random assignment was not usually the study design.
Instead, matched comparison groups were selected, or participants were compared with
similarly eligible groups who did not select into the programs. These designs tend to
overstate effects when compared with full population or random assignment studies, even
when appropriate statistical controls are used to partially correct for differences between
treatment and comparison groups.

Positive Effects for Program Participants Do Not Always Indicate Government
Savings.

Even when program participants change in ways which should cost state and local
governments less money, those government programs may not be able to “capture” those
savings. This can occur for three reasons. First, some “savings” actually flow to for-profit
and not-for-profit contractors (such as managed care providers). Some of these savings
could be “captured” eventually in reduced capitation rates based on history of costs, but
that requires negotiation as well as a savings history.

Second, some “savings” are consumed by the next person in line for a capped or lidded
service (as when the police begin to work on the backlog of unsolved crimes, or the child
abuse caseworker investigates another case). Of course, the program effects represent
real benefits to society: there is, overall, less child abuse and fewer arrests. But there may
not be less cost to government programs.

Third, some of the positive outcomes for program participants are caused by screening
and referrals into other government-funded services which the participant might not have
used without the referral (sometimes called the “gatekeeper” effect). A good local
example is the Infant Toddler Early Intervention Program (ITEIP), which by screening
and referring clients with developmental delays to services, appears to have caused an
increase in the proportion of eligible people applying to become clients of the Division of
Developmental Disabilities (DDD). Society benefits from ITEIP because some ITEIP
clients improve and no longer are eligible for DDD services.

Because of all these factors, these fiscal impact estimates should be regarded as probable
rather than proven. These are the best fiscal impact estimates which can be drawn from
the existing literature and available data. They indicate program areas where potential
savings would be likely to occur but they are not certain.
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C. Fiscal Impact Analysis and Explanation of Table Format

The first column identifies the program service area and denotes whether the service was
used by mothers or their children.

Baseline Rates (the second column) shows the amount of service which the average
mother/child pair might use without a comprehensive program. In the first table, Years 1
to 5, the average substance-abusing mother would be expected to be eligible for Medical
Assistance (Medicaid) for 40 months over the first five years after the birth of her child.

Anticipated Outcomes (third and fourth columns, “Percent Change,” “Amount
Change”) estimate the anticipated change in the baseline rate for a mother/child pair that
successfully completes the program. Using the above example, we might expect to find a
10 percent reduction in the months this mother would be eligible for Medical Assistance,
or a 4-month decrease in the number of months.

Unit Cost refers to the average cost for the program service or event. The DSHS Budget
Division provided unit costs for this analysis. The average cost for each month (the unit
measure) a woman receives Medical Assistance is $155.

Potential Savings are based on the amount of anticipated change from baseline times the
unit cost. Potential savings are shown for each mother-child pair and per 100 mother-
child pairs. A 10 percent reduction (4 months) would equal $620 in potential overall
savings per each mother/child pair over the first five years, or $62,000 for 100 mother-
child pairs.

Federal and State Percentages of Savings describe the proportion of program funding
supplied by federal and state monies. For Medical Assistance, the federal match rate is
51.8 percent and the state’s share of the cost is 48.2 percent.

State’s Potential Savings shows the potential savings of state funds if the comprehensive
program serves 100 mother-child pairs. For maternal medical costs funded through
Medical Assistance, Washington State might expect $29,884 (48.2 percent) of the
$62,000 potential savings estimated for 100 mother/child pairs.

The detailed methods section provides additional detail on assumptions for each
calculation in the table.
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Assuming a Comprehensive Plan for Substance-Abusing Mothers and Their Children

Baseline Rates per

Anticipated Change

Years 1to 5

Percent Amount Unit Cost

Potential Savings

Federal

State

Per mother- Per 100 mother- Percentage Percentage

State's Potential
Savings per 100

Mother-Child Pair  Change Change ($) child pair child pairs of Savings of Savings mother-child pairs
Mother-Related Measures
Medical Assistance 40.00 months 10% 4.00 155 $620 $62,000 51.8% 48.2% $29,884
Public Assistance 32.00 months 15% 4.80 470 $2,256 $225,560 100.0% 0.0% $0
Subsequent Births 0.52 births 30% 0.16 9,710 $1,515 $151,476 57.1% 42.9% $64,983
Subsequent Births: Other Potential Savings $227 $22,669 $16,810
Avoided Births: Other Potential Savings $530 $53,024 $39,132
Criminal Justice* 0.45 months 50% 0.23 3,141 $713 $71,316 NA 77.0% $54,913
Dependency Systems
Child Protective Service Referrals 0.99 referrals 10% 0.10 460 $46 $4,554 33.0% 67.0% $3,051
Referrals with Dependency Court Hearings* 0.26 referrals 20% 0.05 524 $27 $2,683 0.0% 0.0% $0
Out-of-home Placements 6.88 months 20% 1.38 832 $1,145 $114,497 22.3% 77.7% $88,964
Child-Related Measures
Medical Assistance 44.00 months 10% 4.40 155 $682 $68,200 51.8% 48.2% $32,872
Public Assistance 32.00 months 15% 4.80 106 $509 $50,880 100.0% 0.0% $0
Births to teen females NA NA NA NA NA NA NA NA NA
Juvenile Justice NA NA NA NA NA NA NA NA NA
Special Education NA NA NA NA NA NA NA NA NA
TOTAL (NET) $8,269 $826,858 $330,611

*Costs to local systems are included in the overall Potential Savings and are not included in the State's Potential Savings.
Note: Columns may not add to totals due to rounding.
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Assuming a Comprehensive Plan for Substance-Abusing Mothers and Their Children

Baseline Rates per

Years 6 to 19

Anticipated Change

Percent Amount Unit Cost

Potential Savings

Federal

State

Per mother- Per 100 mother- Percentage Percentage

State's Potential
Savings per 100

Mother-Child Pair  Change Change $ child pair child pairs of Savings of Savings  mother-child pairs
Mother-Related Measures
Medical Assistance 112.00 months 10% 11.20 155 $1,736 $173,600 51.8% 48.2% $83,675
Public Assistance 28.00 months 15% 4.20 470 $1,974 $197,365 100.0% 0.0% $0
Subsequent Births 0.26 births 30% 0.08 24,125 $1,882 $188,175 53.9% 46.1% $86,749
Subsequent Births: Other Potential Savings $7,991 $799,090 $535,576
Avoided Births: Other Potential Savings $12,851 $1,285,099 $698,845
Criminal Justice (includes jail time)* 1.27 months 50% 0.64 3,141 $1,997 $199,685 NA 77.0% $153,757
Dependency Systems
Child Protective Service Referrals 0.90 referrals 20% 0.18 460 $83 $8,280 33.0% 67.0% $5,548
Referrals with Dependency Court Hearings* 0.29 referrals 20% 0.06 524 $30 $3,018 NA 0.0% $0
Out-of-home Placements 19.26 months 20% 3.85 832 $3,206 $320,591 22.3% 77.7% $249,100
Child-Related Measures
Medical Assistance 123.00 months 10% 12.30 155 $1,907 $190,650 51.8% 48.2% $91,893
Public Assistance 28.00 months 15% 4.20 106 $445 $44,520 100.0% 0.0% $0
Births to teen females 0.59 births 58% 0.34 24,125 $8,186 $818,561 53.9% 46.1% $377,357
Juvenile Justice* 1.44 months 50% 0.72 4,084 $2,940 $294,028 5.7% 93.7% $275,504
Special Education* 36.50 months 43% 15.70 579 $9,091 $909,133 9.1% 67.4% $612,756
TOTAL (NET) $54,318 $5,431,796 $3,170,759

*Costs to local systems are included in the overall Potential Savings and are not included in the State's Potential Savings.
Note: Columns may not add to totals due to rounding.
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Assuming a Comprehensive Plan for Substance-Abusing Mothers and Their Children

Potential Savings Associated with Subsequent Births (All Years)

Anticipated Change Potential Savings
State's Potential
[A] [B] Federal State  Savingsper 100
Subs. Subs. [C]=[A]+[B] Total Percent Amount Per mother- Per 100 mother- Percentage Percentage mother -child
Birth #1 Birth #2 Units Change  Change Unit Cost ($) child pair child pairs  of Savings  of Savings pairs
Years 1to 5
Dependency Systems
CPS Referrals 0.26 NA 0.26 referrals 10% 0.03 460 $12 $1,192 33.0% 67.0% $799
Referrals w/Dependency Court Hearings* 0.08 NA 0.08 referrals 20% 0.02 524 $9 $869 0.0% 0.0% $0
Out-of-home Placements 1.24 NA 1.24 months 20% 0.25 832 $206 $20,607 22.3% 77.7% $16,012
TOTAL FOR YEARS 1to 5 $227 $22,669 $16,810
Years 6 to 19
Medical and Public Assistance Costs
Medical Assistance 44.28 44.28 months 10% 4.43 155 $686 $68,634 NA NA NA
Public Assistance 10.08 10.08 months 15% 151 106 $160 $16,027 NA NA NA
Dependency Systems
CPS Referrals 0.33 0.17 0.50 referrals 20% 0.10 460 $46 $4,567 33.0% 67.0% $3,060
Referrals w/Dependency Court Hearings* 0.11 0.05 0.16 referrals 20% 0.03 524 $17 $1,665 0.0% 0.0% $0
Out-of-home Placements 6.93 3.47 10.40 months 20% 2.08 832 $1,731 $173,063 22.3% 77.7% $134,470
Child-Related Measures
Juvenile Justice* 0.47 0.18 0.64 months 50% 0.32 4,084 $1,311 $131,109 5.7% 93.7% $122,849
Special Education 11.83 4.40 16.23 months 43% 6.98 579 $4,040 $404,026 9.1% 67.4% $272,314
TOTAL FOR YEARS 6 to 19 $7,991 $799,090 $532,692
TOTAL (NET) $8,218 $821,759 $549,502

*Costs to local systems are included in the overall Potential Savings and are not included in the State's Potential Savings.

Note: Columns may not add to totals due to rounding.
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Assuming a Comprehensive Plan for Substance-Abusing Mothers and Their Children

Potential Savings Associated with Avoided Births (All Years)

Anticipated Change Potential Savings
State's Potential
[A] [B] Federal State  Savingsper 100
Subs. Subs. [C]=[A]+[B] Total Percent Amount Per mother- Per 100 mother- Percentage Percentage mother -child
Birth #1 Birth #2 Units Change Change Unit Cost ($) child pair child pairs _ of Savings _ of Savings pairs
Years 1to 5
Dependency Systems
CPS Referrals 0.12 NA 0.12 referrals 100% 0.12 460 $53 $5,299 33.0% 67.0% $3,550
Referrals w/Dependency Court Hearings* 0.04 NA 0.04 referrals 100% 0.04 524 $19 $1,932 0.0% 0.0% $0
Out-of-home Placements 0.55 NA 0.55 months 100% 0.55 832 $458 $45,793 22.3% 77.7% $35,581
TOTAL FOR YEARS 1to 5 $530 $53,024 $39,132
Years 6to 19
Medical and Public Assistance Costs
Medical Assistance 19.68 19.68 months 100% 19.68 155 $3,050 $305,040 NA NA NA
Public Assistance 4.48 4.48 months 100% 4.48 106 $475 $47,488 NA NA NA
Dependency Systems
CPS Referrals 0.15 0.07 0.22 referrals 100% 0.22 460 $101 $10,149 33.0% 67.0% $6,800
Referrals w/Dependency Court Hearings* 0.05 0.02 0.07 referrals 100% 0.07 524 $37 $3,699 0.0% 0.0% $0
Out-of-home Placements 3.08 1.54 4.62 months 100% 4.62 832 $3,846 $384,584 22.3% 77.7% $298,822
Child-Related Measures
Juvenile Justice* 0.21 0.08 0.29 months 100% 0.29 4,084 $1,165 $116,541 5.7% 93.7% $109,199
Special Education 5.26 1.96 7.21 months 100% 7.21 579 $4,176 $417,598 9.1% 67.4% $281,461
TOTAL FOR YEARS 6 to 19 $12,851 $1,285,099 $696,281
TOTAL (NET) $13,381  $1,338,123 $735,413

*Costs to local systems are included in the overall Potential Savings and are not included in the State's Potential Savings.

Note: Columns may not add to totals due to rounding.
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D. Fiscal Analysis: Detailed Methods

The fiscal impact is equal to the amount of change (per mother-child pair) multiplied by
the unit cost and the number of mother-child pairs served (100, in this exercise).

Maternal Medical Assistance: We assumed that all substance-abusing mothers served
through the comprehensive plan would be covered through Healthy Options, Medical
Assistance Administration’s managed care plan. With this assumption, the cost of
medical care is directly related to the duration of eligibility for Medicaid. The First Steps
Database was used to determine a baseline for the actual duration of eligibility for
Medicaid-covered Washington women who gave birth in 1992 and were identified as
substance abusers. The average duration of eligibility for the first five years was 40
months (see Appendix A, Table 5). This length of eligibility was assumed to apply to
years 6 to 19, resulting in an estimated 112 months (2/3 of 14 years) of Medicaid
coverage for those years.

A modest 10 percent change due to program effect was assumed. While Olds et al. (1997)
showed a 12 percent decrease in the number of months on Medicaid at fifteen-year
follow-up, this difference was not statistically significant. A significant decease in use of
welfare (Aid to Families with Dependent Children, AFDC) was found in this study.
Eligibility for Medicaid may extend beyond the time a woman is eligible to receive
welfare through Temporary Assistance to Needy Families (TANF), now limited to 5
years. A smaller change was predicted for medical coverage (10 percent) than for public
assistance (15 percent).

While it is well established that successful alcohol treatment results in lower medical care
expenses, this finding has not been duplicated for illicit drug abusers (Smart et al., 1997).
Additionally, because cost savings experienced by the managed care plans may not be
directly passed on to Medicaid under a capitated system, we estimated costs as directly
related to the monthly capitation fee of $155 per month.

Public Assistance: The First Steps Database was used to measure actual length of stay
on welfare (AFDC) for women who gave birth in 1992 and were identified as substance
abusers. The average length of stay on welfare for identified substance abusing women
during the five years following the birth of the child was 2.7 years, or 32 months (see
Appendix A, Table 5). Assuming a similar rate of use during years 6 to 19, most women
who remained on welfare would reach the five-year (60-month) limit for TANF. The time
on welfare during the 6 to 19 year follow-up period was estimated on average to be 28
months.

Very few studies have measured early intervention program effects on maternal welfare
stays over the long-term. One study, the Prenatal/Early Infancy Project in EImira, New
York, reported a 33 percent reduction in the number of months on AFDC at 15-year
follow-up (Olds et al., 1997). For this analysis, a smaller reduction of 15 percent in
welfare duration was assumed.
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The average cost of TANF grants for single parent families, provided by the DSHS
Budget Division, is $5,639 annually, or $470 per month.

Subsequent Births: The total number of subsequent births was estimated at 78 per 100
women over the entire follow-up period: 52 births per 100 women in the first five years
and 26 births per 100 in years 6 to 19. Based on previous analysis by the First Steps
Database of subsequent births to women who gave birth in 1990, approximately one-half
of women giving birth at any time in Washington are having their last child; however, a
small proportion of women may have a number of additional children. Most women have
their children in a short-time frame, about half within five years. Since some women have
a second or third additional birth within five years, a baseline rate of 52 births per 100
women in the first five years was assumed. The rate for years 6 to 19 was estimated to be
half that rate, or 26 births per 100 women.

A study of low-income first-time mothers in Elmira, New York, found that providing
prenatal and early childhood home visitation by nurses reduced subsequent births within
2 years by 29 percent and subsequent births within 15 years by 31 percent (Kitzman, et
al., 1997; Olds, et al., 1997). In another study of very high-risk substance abusing
mothers in Seattle, Ernst and colleagues (1998) found that home visits by a paraprofes-
sional advocate over a three-year period led to changes in effective family planning
methods. Nearly three-fourths (73 percent) of the clients were using birth control
regularly versus one half (52 percent) of those in the control group. We assumed a 30
percent reduction in subsequent births for the entire period, a rate comparable to that
reported in the Elmira study and somewhat lower than what would be predicted by the
increased use of birth control in the Seattle study.

The cost of each subsequent birth includes a one-time delivery cost ($4,000), capitation
fees ($155 per month) for the child’s Medical Assistance coverage, and the marginal cost
of the increased welfare grant to the mother for an additional child during the first five
years. Assuming the average subsequent birth occurred 2.5 years after the index birth, the
subsequent birth would incur medical assistance costs for the child for 2.5 years (30
months) and additional public assistance for 10 months following this birth. For
subsequent births within the first five years, a total unit cost of $9,710 was applied:
$4,000+30($155)+10($106).

During years 6 through 19, a total unit cost of $24,125 was applied:
$4000+123($155)+10($106), assuming the duration of medical assistance coverage was
the same for this child as for the index child. In addition, subsequent births during the
first five years would continue to incur costs for medical coverage for an additional 123
months on average.

Subsequent Births: Other Potential Savings: Approximately 36 births per 100 women
were estimated to occur in Years 1 to 5 and 18 births per 100 in Years 6 to 19 for women
who receive the comprehensive program. Subsequent births were assumed to occur
within 2.5 years (30 months) of the first child in Years 1 to 5 and in the beginning of
Years 6 to 19.
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Subsequent children born to women who complete the program were assumed to benefit
from the comprehensive program in ways similar to their siblings, offering potential
savings outside of the initial delivery charges, public and medical assistance explained in
"Subsequent Births.” Baseline rates were adjusted to account for the reduced number of
children born per mother-child pair and for the younger age of these children. (At the
end of the study period, subsequent children born in Years 1 to 5 would be around 16
years old; children born in Years 6 to 19 would be around 14 years old.)

Baseline use rates for CPS referrals, referrals with dependency court hearings and out-of-
home placements were additionally adjusted to account for differences in placement and
referrals due to the child’s age. For example, if the first subsequent birth occurs, on
average, 2.5 years after the original birth, for Years 1 to 5 this first subsequent child
would have a referral rate similar to that of children less than three years old (see
Appendix A, Table 4). For Years 6 to 19, the referral rate would be slightly lower until
the child reached 5 years old. The second subsequent child, born in Year 6, would have
the same rate as measured for the target child in the first five years, and then drop to the
lower baseline rate for later years.

Avoided Births: Other Potential Savings: The comprehensive program is expected to
result in a reduction of subsequent births (see Methods, Subsequent Births). In Years 1 to
5, 16 births per 100 women would be avoided; in Years 6 to 19, 8 births per 100 women
(.16 and .8 births per mother-child pair, respectively). All costs associated with
subsequent births would be avoided, thus providing a 100 percent reduction in all
associated baseline costs. A separate table details these costs.

Criminal Justice: We estimated the total number of female inmates in jails and prisons
that had recently given birth and needed substance abuse treatment. Since many
misdemeanors do not result in lengthy incarcerations, only felony data were included for
our calculations. Jail (1995) and prison (1998) data for admissions and average lengths of
stay were provided by the Washington Association of Sheriffs and Police Chiefs and the
Department of Corrections, respectively.

In 1995, 3,122 women were newly admitted to Washington jails, and 600 to state prisons
in 1998. The National Institute of Justice reported that in 1991 one in four female felony
inmates had a pregnancy during incarceration or in the previous year (Harlow, 1994).
We estimated that 1 in 8 (12.5 percent) female felony inmates gave birth since not all
pregnancies end in birth. For Washington, this would mean that approximately 390
women in jail and 75 women in prison had recently given birth [3,122*12.5
percent+600*12.5 percent].

A substance abuse treatment need of 60 percent and 55 percent for King and Yakima
counties was reported in The Arrestee Estimates of Substance Abuse Treatment Need
(Ryan, 1997). Assuming this rate, 234 newly incarcerated females in jail and 45 in prison
(279 total) who had recently given birth needed substance abuse treatment (390*60
percent; 75*60 percent). We assumed these women were likely to have been previously
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identified as Medicaid-eligible since low income and substance-abusing women are over-
represented in the criminal justice system.

The total length of time these women served in jails and prisons was divided equally
among the approximate 2,600 Medicaid-eligible identified substance-abusing women that
give birth annually to find an average length of time per identified substance abuser.
Recently released females had remained in jail an average of 34 days, or 1.1 months,
while the average length of stay for a female state prison inmate was 20.3 months. Over
266 months are estimated to have been served in jails (234*1.1 months), and 913 months
in prisons (45*20.3 months) by the target population, an average of approximately one-
half month for each person [(266+913) months /2600 person]. The average of months
would change only slightly to 0.4 months per each person if only prison data were used.

Average jail costs ($3122/month) were provided by the DSHS Budget Division. We
assumed only one incarceration period in the first five years and a similar rate in the next
fourteen years.

Program effects have been shown in limited studies to cause reductions in criminality as
high as 50 percent for chemical dependency treatment alone. Early intervention programs
have found reductions in the number of jail days as high as 96 percent at 15-year follow
up for high risk populations (Berrueta-Clement, 1984). One might expect similar results
with a successful comprehensive program incorporating both substance abuse treatment
and intervention programs; thus a conservative 50 percent reduction was used.

Dependency Systems: The number of accepted referrals for child abuse and neglect was
measured using the 1992 birth cohort from the First Steps Database with linkage to
CAMIS. In the first five years of life almost 60 percent of children born to substance-
abusing women had an accepted CPS referral. Many children had more than one referral,
yielding a rate of almost 100 (99.3) referrals per 100 children born to substance abusing
women. A similar referral rate was assumed for the baseline rate in years 6 to 19.

Baseline rates for referrals with dependency court hearings were estimated from a study
of children born in 1991 to 266 substance abusing women in Seattle (Pearson and
Thoennes, 1995). Pearson and Thoennes found that 80 percent of children had a Child
Protective Service case opened for at least 90 days and that 32 percent of those cases
resulted in a court dependency hearing. We applied the same rate of dependency hearings
(32 percent) to the referral rate measured for years 1 through 5.

Out-of-home placements were measured using the 1992 birth cohort from the First Steps
Database with linkage to CAMIS. Over the first five years of life, nearly 30 percent of the
2,634 children born to nearly 2600 identified substance abusers were or had been in
foster care placement. These children spent a total of 18,126 months in foster care
placement, for an average of 6.9 months (18,126/2634).

It is challenging to estimate program effects in this area. The study of low-income first-
time mothers in Elmira, New York, found that an intervention providing prenatal and
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early childhood home visitation by nurses reduced subsequent child abuse and neglect
through age 15 from 54 percent to 29 percent (Olds et al., 1997). Other studies in this
area have failed to find such high reductions, and it has been suggested that the studied
cohort of low-income first-time mothers, many of whom were teens, may have been
particularly impacted by an intervention program. The increased surveillance
accompanying involvement in a comprehensive program may well increase
identification. From birth to age five, the program effect was estimated at 10 percent for
referrals and 20 percent for court dependency hearings and out-of-home placements. The
longer term effects were all estimated at 20 percent.

Costs vary according to the type of foster care placement. DSHS Budget Division
estimates that, annually, placement in a group foster care home averages $38,712
($3,226/month) while family foster care placement averages $7,656 ($638/month).

Based on the RDA Needs Assessment Database DSHS County Data Report for FY94, we
estimate 92.5 percent of the out-of-home cases receive services in family foster care
compared to 7.5 percent placed in group homes. Using these data, the cost of out-of-
home placement averages $832 per month: (0.925*638)+ (0.075 *$3,226).

Child Medical Assistance: Children, like their mothers, were assumed to be covered by
managed care. For years one to five, actual eligibility data were obtained using the First
Steps Database for children born to substance abusing women in 1992. The average
duration of Medicaid eligibility for these children during their first five years of life was
3.7 years, or 44 months (see Appendix A, Table 4). A similar use rate for subsequent
years would result in 123 months (approximately ten years) in the remaining years 6 to
19. We assumed the children would experience similar reductions as their mothers due to
program effects. The unit cost is derived from the monthly capitation fee of $155 per
month.

Public Assistance: The child was assumed to remain eligible for welfare for the same
duration as the mother and to experience the same program effects due to intervention. A
unit cost of $106, the additional grant money provided to a family with one more child,
was estimated.

Births to teen female children: Early intervention programs (some continuing through
school age) have been shown to impact teen pregnancy rates significantly. At the Perry
Preschool Project in Ypsilanti, Michigan, the teen pregnancy rate for females was 117 per
100 in the control group and a 58 percent reduction in teen pregnancy rates was observed
with the early intervention program. Since not all pregnancies end in births, we assumed
a birth rate of 58.5 per 100. This birth rate is considerably higher than the birth rates we
have measured for children in AFDC families (4.6 births per 100 for 15-17 year olds, and
8.6 births per 100 for 18-19 year olds), but may approximate rates that would be
predicted for children in very high risk families where the mother is a substance abuser.

Juvenile Justice: Juvenile delinquency has been found to be strongly associated with

poverty, low parental educational attainment, and single-parent families (Huizinga,
1994). These risk factors occurred more frequently among identified substance abusers
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who gave birth in 1992, compared to other Medicaid women (see Appendix A, Table 1).
Based on their greater number of risk factors, children born to substance abusing women
were assumed to be overrepresented in juvenile facilities by five to one compared to the
general population: 5(2600):77,400. This is equivalent to saying 14.4% of the juvenile
population would be children born to substance abusing women: (5*2600) /
(5*%2600+77,400).

We compared this rate with that reported in a twelve-year follow-up study of maltreated
and at very high-risk children in Seattle: twenty to twenty-four percent of children in their
control group had been involved with juvenile justice systems (Moore, 1998). The lower
rate we estimated seems more appropriate for children born to substance abusing women,
who are generally not in such high-risk environments as those described by Moore.

The average placement was estimated to be 200 days with 1.5 placements per placed
child (DSHS EMIS Program Review, 1996). If 14.4 percent of children spend 300 days
in juvenile facilities, then, on average, each child spends 43.2 days or approximately 1.44
months in juvenile facility during their teenage years.

We assumed a 50 percent reduction based on findings from three early intervention
programs that described various outcome measures for juvenile crime. Findings from the
Perry Preschool Project included a 39 percent reduction in the proportion of youth ever
arrested by age 19, a 44 percent reduction in the number of lifetime arrests by age 19, and
a 50 percent reduction in petitions to juvenile courts (Schweinhart et al., 1993). Findings
from the Syracuse Family Development Research Program included a 70 percent
reduction in the proportion of youth referred to probation by age 15 (Lally et al., 1988).
The Prenatal/Early Infancy Project reported a 56 percent reduction in the incidence of
arrests through age 15 and an 81 percent reduction in the incidence of convictions and
probation violations through age 15 (Olds, 1997).

Special Education: Overall, 11.25 percent of Washington students (ages 3 to 21)
received special education services in 1995-96 (Office of the Superintendent of Public
Instruction, 1997). Baseline number of months in special education for children born to
substance abusers was estimated at 36.5 months from ages 6 through 19. In Washington,
children born to Medicaid mothers with diagnosed substance abuse were three times as
likely to be developmentally delayed than children to mothers without substance abuse
(Keenan, 1996). Since developmental delay is a key risk factor for enrollment in special
education, it was assumed that children born to substance-abusing mothers are three
times more likely to be enrolled in special education. Studies indicate that early
intervention can produce a 43 percent reduction in special education enrollment rates
(Karoly et al., 1998).
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PART 4: THE SERVICE INVENTORY

A. Overview and Summary

RCW 13.34.803 (2) requires an inventory of the community-based programs that may be
accessed to provide services to these mothers and their children. A workgroup with
representatives from the Department of Health; the Department of Social and Health
Services (including the administrations of Economic Services, Children’s, and Medical
Assistance, and the divisions of Alcohol and Substance Abuse, Research and Data
Analysis, and Budget); the Washington Council for the Prevention of Child Abuse and
Neglect; and the University of Washington came together to determine:

* necessary services for substance abusing pregnant and parenting women and their
children, and

» the availability of these services.

A continuum of family oriented services was identified. Most of the services in this
continuum also are used by families without chemical dependency issues, but are
especially critical for this highly vulnerable population. Services in this continuum
include, but are not limited to:

» Chemical dependency treatment
* Mental health services
» Transportation

* Housing
» Family planning
* Outreach

» First Steps Services (Maternity Support Services and Maternity Case Management)

» Parenting education/parent support

* Women, Infants, and Children (WIC) services

* Vocational programs/employment

» Financial support

* Medical services

* Medical coverage for pregnant women in county jails

» Childcare

» Early intervention services for children at high risk for health; behavioral, and
developmental problems

» Child welfare/child protective services

An inventory of current services and identified gaps is located in Appendix F. The

inventory represents services available in the state to serve this population, but may not
reflect all services provided in individual communities.
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The gaps described in Appendix F suggests that, statewide, certain key services which
would be important to this population are missing or in short supply. These include:

» Shortage of residential and recovery programs designed around the needs of pregnant
and parenting women (84.5 long-term residential slots and 7 recovery slots for
pregnant and parenting women statewide).

« No maternity case management after age one.

» Limited outreach or intensive case management during pregnancy and the first year of
life for this hard-to-serve group.

* No systematic developmental screening or developmental planning for these children.

» Limited mental health counseling dealing with family issues, or training in child
development for these parents.

» Ongoing problems with transportation and housing which foster treatment attrition
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PART 5: THE COMPREHENSIVE PROGRAM
A. Program Mission, Outcome Goals and Measures

RCW 13.34.803 (1) requires the Department of Social and Health Services and
Department of Health to develop a comprehensive plan for serving mothers who give
birth to alcohol or drug exposed or affected infants, through age three of the child’s life.
The two departments have prepared the comprehensive program proposed in this section.

This program seeks to improve the health and welfare of substance abusing mothers
and their children by early identification of pregnant substance abusers, improved
access to and coordination of health care services and chemical dependency
treatment, and family-oriented early intervention services for mothers and their
children.

The program would be designed to accomplish all of the following goals for these
chemically dependent women and their children. While most of these goals would be
monitored at a program level, it would not be economically feasible to evaluate the
program based on all of them. Therefore, these program goals have been divided into
three groups as follows:

* Program outcomes measured with public agency records: These program outcomes
would show change within five years after the program begins. Because they are
based on data from public records, they could be measured both for program
participants and comparison groups by a central evaluation staff. For this group of
outcomes, changes related to societal forces that affect all these women and children
could be separated from changes occurring only to the women and children who
participate in the program.

» Program outcomes measured by program staff: These program outcomes would be
measured by program staff for program mothers and children (usually before and
after the participant experiences some part of the program). They would tell the staff
whether the particular service is achieving desired changes in the woman or her
children.

» Longer-term outcomes: This program is designed to break a cycle for these families
and children, by intervening at critical points in family and child development, for a
very high risk group of mothers and children. Some goals for these families could
not be evaluated for at least seven years after the inception of the program. Other
goals, for the children, would need to wait until those children were adolescents or
young adults. For the field as a whole, it would be useful to examine some of these
long-term (prevention) outcomes. However, such an evaluation would be very costly
and would probably require federal or foundation funding.
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1. Program outcomes measured with public agency records (Goals and Measures)

» Reduce substance use as early as possible during the pregnancy, to reduce or prevent
problematic birth outcomes and increased medical costs. (Mother Measures: earlier
identification of these women, increased rate of CD treatment amongst these women
early in pregnancy. Child Measures: reductions in low-birthweight births and other
problem health outcomes for infants).

* Reduce or eliminate substance abuse among these women, to increase self-sufficiency
and prevent harm to their children. (Mother Measures: reductions in detoxifications
and alcohol or other drug arrests).

* Increase employment rates for these women and their partners, to encourage family
solidarity and self-sufficiency. (Mother Measures: employment data from the
Employment Security Department unemployment insurance files, TANF
participation).

* Reduce arrest rates and involvement with the criminal justice system for these
women. (Mother Measures: arrest rates from the Criminal History Database
maintained by Washington State Patrol; incarceration in State prisons from DOC).

* Reduce rates of child welfare services and out-of-home placement for the children.
(Child Measures: service use rates and placement rates from the Children’s
Administration database, CAMIS).

2. Program outcomes measured by program staff (Goals and Measures)

* Increase parenting skills and knowledge among these women and their partners, to
improve child development and family life. (Mother Measures: pre-post tests of
parenting skills administered by program staff).

* Provide appropriate developmental stimulation for the children, as early as possible,
to reduce preventable developmental delay. (Child Measures: reductions in the
developmental delays found in ITEIP screening or program administered screens).

» Protect the children from harm as their mothers struggle with their substance abuse.
(Child measures: Difficult. We could examine injury rates, but this outcome probably
needs a service measure such as ““appropriate placements.”)

* Improve school performance for these children. (Child Measures: Difficult to
measure because school data is hard to get. May be limited to ““in special
education.” Might explore getting standardized test scores for this group of
children, since all fourth graders in Washington State take standardized tests).
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3. Longer term outcomes (Goals Only)

* Reduce subsequent births and develop higher wages for these women, to encourage
self-sufficiency and less dependence on medical assistance.

* Reduce rates of substance abuse in these children as adolescents and young adults: in
other words, reduce intergenerational transmission of substance abuse.

* Reduce rates of delinquency and juvenile incarceration in these children as
adolescents.

B. Overview of Program Services

This comprehensive program involves the expansion of six core services. Given the
literature review, the inventory of services and gaps and the fiscal analysis, we believe
that the availability and coordination of these core services brings the greatest likelihood
of improved outcomes for substance abusing women and their children. These services
are described briefly below, and in more detail on the next pages.

Targeted Intensive Case Management (TICM): This comprehensive plan is built around
targeted intensive case management for these women and their families. Ideally, this
case management would begin prenatally, continue intensely until the child is 18 months
old and gradually decrease in intensity until the child’s third birthday. The targeted
intensive case management team would: provide active outreach; develop and monitor
the case plan; refer and establish linkages to community resources including those funded
under this plan; coordinate the professionals working with the family; screen for delays in
the children; train parents in early childhood development; offer family planning
education and referrals; provide behavioral health services and education to families, and
monitor or provide in-home child development activities.

Flexible Funding for Rural Areas: Ten percent of these mothers and children live in the
24 counties with fewer than 25 substance-using women and children per year. In these
areas, it would be extremely costly to provide the full team for Targeted Intensive Case
Management. However, under this section of the comprehensive plan, these communities
could apply for funds to train current Maternity Case Management staff in child
development/parenting techniques or to hire on a contract hourly basis a behavioral

health counselor to bring those component activities into rural communities.

Child Development Services, from birth through age three of the child: These services
would be either center or home-based, and would be coordinated by the case manager.
The standards for the appropriate amount and kind of child development activity would
be the Early Head Start standards. When the mother is living in the community, these
activities would be provided in the home by the case manager, through contracts
administered by the case manager, or through licensed child care centers. While the
mother is in residential treatment, her children would be with her, and they would be
getting these experiences in site-based therapeutic childcare.
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Family Planning Services: Family planning education, counseling, and referral to
appropriate services would be part of intensive case management and chemical
dependency treatment.

Expanded Residential and Outpatient Chemical Dependency Treatment Programs for
Pregnant and Parenting Women: A subset of these mothers need enhanced
opportunities to be in residential chemical dependency treatment with their children. To
serve this population well, the non-specialized residential chemical dependency treatment
must be enhanced to include the following services on site: child development, child care,
child development education, family planning, family issues including domestic violence,
and enhanced vocational services. The women’s progress through chemical dependency
would be coordinated and enhanced, and her family’s connections back into the
community would be eased by the availability of intensive case management.

Transportation and Housing Funds: To support women and families as they transition
from residential to outpatient treatment modalities, additional resources are needed to
decrease barriers to transportation and/or housing necessary for stability and maintenance
of recovery programs for women and their children. We suspect that for some areas
housing would be the major concern; in other areas (rural) the more pressing concern
would be transportation.

Evaluation: If funded, the comprehensive plan should include an evaluation designed to
analyze the impact of program services upon the program outcomes. The cost of that
evaluation does not depend upon program size, but it would vary with timelines,
reporting goals and the choice of comparison groups.

1. Targeted Intensive Case Management

Currently, as a part of First Steps, Maternity Case Management (MCM) is available to
women and their families who meet target criteria. Substance use by the woman or in her
environment is one of several target criteria. In FY97, each month an average of 1400
families met this target definition. While MCM is an important intervention in the lives
of these women, the population currently served is not comparable to the much smaller
and higher-risk population that is the focus of this comprehensive program. MCM is
reimbursed on a flat rate monthly basis and only if a face to face contact has been made.
An MCM client might not have more than one face-to-face contact per month with her
MCM provider. And, MCM is only available for one year after birth.

The current MCM service does not last long enough and is not nearly intensive enough
for the population to be served under RCW 13.34.803. To meet the needs of those
women and their children, a more narrowly targeted and much more intensive
intervention, Targeted Intensive Case Management, is recommended.

Targeted Intensive Case Management (TICM) is a staff model, team approach. Each

team would be made up of full time intensive case managers, a child
development/parenting specialist, a behavioral health counselor, and a supervisor.
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The intensive case manager ensures that a chemically dependent woman and her children
receive and appropriately utilize a variety of services needed for improved long-term
functioning. Targeted intensive case management incorporates active outreach to engage
the woman in services and advocacy to be sure needed services are accessed and used.
The women targeted for this service can be hard to find, difficult to engage in services,
and not trusting of government services. The intensive case manager must have the time
to focus on the needs of each woman and her family.

A vital function of TICM is to ensure that chemically using women receive and
appropriately use a variety of services necessary for improved functioning. TICM is
central to the success of the proposed comprehensive plan. TICM would be initiated
anytime up until the child’s third birthday. Ideally, it would begin prenatally, continue
intensely until the child is 18 months old and then gradually decrease in intensity until the
child’s third birthday.

TICM is a critical link between the needs of the woman and her family as well as the
chemical dependency treatment system. The intensive case manager would be provided
specialized training in how to work with these women, and would work in partnership
with the chemical dependency treatment system to ensure that the woman is engaged
appropriately in treatment.

Another vital function of TICM is to bring child development expertise into the family
home. Given the critical birth to three year period in the brain development of the child,
sustained environmental support for the enhancement of the child’s cognitive skills is
critical to improved child functioning. TICM staff would be trained in early childhood
development and bring this focus into the work with the woman and her family. An early
childhood development specialist would be a member of each TICM team. This
specialist would provide consultation to the intensive case managers and directly to the
family as needed.

An additional member of the team would be the behavioral health counselor. Many of
these women have counseling needs in addition to their need for chemical dependency
treatment. These counseling services are not generally available from the mental health
agencies. The counselor would work with the women individually or in groups.

Key functions of the intensive case manager are:

. Active outreach to engage the woman in services and treatment

. Development of an individualized family plan

. Referrals/linkage to community resources such as Early Head Start and Head Start,
ITEIP for children with developmental delays, WIC, safe housing, work training
and readiness (WorkFirst), transportation, childcare, family planning/unintended
pregnancy prevention services

. Regular consultation with other professionals working with the woman and her
family to ensure consistency and continuity

. Early childhood development skill training and support for parents
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. Involve early childhood development/parenting specialist and behavioral health
counselor as needed

. Monitor the women and children’s progress

. Follow-up as needed if appointments are missed

. Data collection for evaluation activities

. Regular reassessment of individualized case plan to modify as needs change

To accomplish these tasks and work intensively with each family, each intensive case
manager’s caseload should average between 15 — 25 families per month receiving
varying levels of intensity of service. With about 176 hours of work time available
monthly, the intensive case manager would have approximately 5-12 hours per month for
each family. Some families would need more service while others would need less. The
hours spent per woman/family would include face-to-face contact with the family,
linkage with needed additional services and providers, travel, case conferencing,
supervision, and data collection activities.

If TICM is not a statewide program, a federal Medicaid demonstration waiver would be
needed. Given the team approach of this intervention, only counties with larger
populations of chemically dependent pregnant women could support this staff model of
intensive intervention. According to First Steps Database, ninety percent of the 2,598
women live in fifteen counties. The geographic distribution of low-income, substance
abusing women giving birth in 1992 would suggest the following geographic distribution
of TICM teams.

. King (14),

. Pierce (7),

. Snohomish (6),
. Yakima (4),

. Spokane (3),

. Thurston (2)

. Clark and Cowlitz (3)

. Whatcom (2)

. Grays Harbor (1)

. Chelan and Douglas (1)
. Kitsap (1)

. Benton and Franklin (1)

This component of the comprehensive program would be administered by the DSHS
Medical Assistance Administration.

2. Flexible Case Management Enhancement for Rural Areas
About 10 percent of these 2,598 women identified in 1992 lived in counties in which the
total population of pregnant/parenting Medicaid women each year was less than 50.

These counties are too small to support a Targeted Intensive Case Management team.
Under this program component, counties could apply for funds to train current MCM
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staff in child development/parenting techniques or for funds to hire on a contract hourly
basis a behavior health counselor to bring those component activities into rural
communities.

This program would be administered through DSHS-Medical Assistance Administration
3. Child Development Services

The children living with drug and alcohol using mothers are at high risk of developmental
problems, both because they live in families stressed by continued drug and alcohol using
parents and because they have been exposed in utero to alcohol, other drugs, and tobacco.
It is critical to get these children screened early for developmental delays, and to prevent
delay and enhance brain development by reaching them with developmentally
appropriate activities from birth on.

Early Head Start is a federal program which provides enhanced child development and
family support activities to parents and children in low-income families. Early Head
Start has developed screening tools and standards for the amount and kind of child
development activities appropriate to low-income children generally, to improve their
cognitive performance. These activities can be provided through a child care center or at
home, by parents (once trained) or by child development professionals. The
comprehensive program proposed here would adopt those standards.

The needed child development activities would be part of the family plan developed by
the intensive case manager. We anticipate that for some families, particularly those with
newborns, the intensive case managers and the child development specialist would be
providing some of these activities, as well as teaching their parents to provide them. As
the children grow older, they would be expected to be in childcare part of the day, and
some of those activities could be provided on-site. While the children’s mothers were in
residential treatment, the children would be with them, and the child development
activities and education for the parents would be provided at the treatment site.

The community portions of this program component would be administered by the DSHS
Medical Assistance Administration through the intensive case manager. The residential
treatment portions would be administered by DSHS Division of Alcohol and Substance
Abuse.

4. Family Planning

Family planning and unintended pregnancy prevention education services would be
integrated into TICM and chemical dependency treatment services. Currently family
planning health care coverage is limited for low-income women. Only some low- income
women have family planning health care coverage. Women with Medical Assistance
Administration issued medical identification card, those able to access a Title X funded
family planning clinic or to a lesser extent those with Basic Health Plan have access to
birth control yearly exams and methods. Many other low-income women have no access
to this resource or do not have the funds to pay for this service. The state of Washington
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is currently developing a request for a federal Medicaid family planning waiver. If
approved, men and women with incomes at or below 200 percent of the federal poverty
level would become Medicaid eligible for family planning related services.

This component would be wrapped into both the TICM and the alcohol/drug treatment.

5. Expanded Residential and Outpatient Chemical Dependency Treatment Programs
for Pregnant and Parenting Women

In 1996, a total of 1,354 pregnant low-income women received publicly funded chemical
dependency treatment, mostly outpatient treatment. Based on the household survey, we
would have estimated that 9.6 percent or 3,142 low-income pregnant women actually
needed treatment during that year. Unmet need in this population was therefore 57
percent. Additionally, many of the 43 percent who got some treatment were underserved,
receiving only outpatient treatment because no residential treatment beds for pregnant
and parenting women were available.

If more women are to be treated early in their pregnancy, screening for drug and alcohol
problems among Medicaid women (such as those identified under RCW 70.83E.020)
needs to be enhanced. Even more importantly, residential treatment capacity for this
population needs to be increased. Outpatient treatment also needs to be expanded.
Therefore, this program would create new residential treatment capacity in small (sixteen
bed or less) residential treatment centers designed to serve pregnant and parenting
women. These small centers permit retaining Medicaid match, which larger centers
would not allow. Existing outpatient capacity could be easily expanded by simply
increasing funding, tied to this population.

To serve this population well, residential chemical dependency treatment must be
enhanced as well as expanded. The treatment centers for these pregnant and parenting
women would include the following services on site: child development, childcare,
family planning education, and counseling around family issues including domestic
violence. The centers would be staffed with a multidisciplinary treatment team
composed of chemical dependency counselors, an Advanced Registered Nurse
Practitioner (ARNP) with prescriptive authority; a child development specialist, and a
mental health professional to identify and respond to the special needs of women and
their children in recovery programs.

In this comprehensive program, each woman’s progress through chemical dependency
treatment would be coordinated and enhanced, so that she achieves a full continuum of
the treatment services she needs. For some women, this would involve a sequence such
as detoxification and/or fetal stabilization, residential treatment, transitional housing, and
gradually decreasing outpatient treatment. For others, the only chemical dependency
treatment needed would be safe and sober housing and intensive outpatient treatment.

Throughout treatment, child development, childcare, family planning education, and
counseling around family issues including domestic violence need to be “wrapped
around” the woman and her children. While in residential treatment, these services would
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be provided by the treatment provider. While in the community or in safe and sober
(transitional) housing, these services would be provided and coordinated through the
TICM team. Linkages to safe and affordable housing and transportation services would
always be coordinated through the TICM.

It would also be critical, in the later parts of chemical dependency treatment, to add
vocational programs to begin to prepare these women for self-sufficient lives. These
would be more intensive vocational services than would be available through Work First
program, and would be provided by contract with the DSHS Division of VVocational
Rehabilitation.

This program would be administered through the DSHS Division of Alcohol and
Substance Abuse.

6. Housing and Transportation RFP

In some areas, particularly crowded and rapidly growing cities, safe and affordable
housing is very difficult to find. In other areas, particularly sparsely populated rural
areas, transportation is difficult to find. In developing the inventory of services
(Appendix F), transportation and housing support came up over and over again as key
barriers to keeping women in treatment and keeping their families engaged in the
recovery process.

This component of the comprehensive program allows communities, through an RFP
process, to apply for transportation and/or housing funds to decrease barriers to
comprehensive program participation while the participants live in the community. This
money would be distributed through community RFP’s. It is presumed that for some
areas (urban) housing would be the major concern; in other areas (rural and suburban) the
primary concern would be transportation.

For some women and their children, this funding would be used to provide expanded
transitional (safe and sober) housing. The expansion of transitional housing would be
administered through DSHS Division of Alcohol and Substance Abuse. For women and
children living in their own housing in the community, this funding would be used to by
the TICM to provide housing and/or transportation assistance to the families.

C. How would these services be provided and coordinated in the community?

At the state level, the First Steps Work Group would provide policy oversight and
coordination for this comprehensive program. The group is an intra- and inter-agency
oversight and coordination work group for publicly funded maternity programs and
services related to the health and welfare of women and children. It includes
representatives from the Community and Family Health section of the Department of
Health; from three key DSHS administrations (Medical Assistance, Children’s, and
Economic Services); and from three key DSHS divisions (Alcohol and Substance Abuse,
Budget, and Research and Data Analysis).
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In Washington state, chemical dependency treatment, maternity case management, family
support services, and child development services are primarily provided by local not-for-
profit agencies. State and federal government fund some of the services provided by
these agencies (such as chemical dependency treatment and maternity case management).
Local governments and private citizens fund other services provided by these agencies
(such as housing, transportation, and youth service bureaus).

This plan would not replace those community providers with state staff. Instead, it would
both increase state funding for comprehensive program services aimed at substance
abusing mothers and their children under age three and enhance the coordination and
effectiveness of those services. It would fund intensive case management targeted to
these clients, expanded and enhanced residential and outpatient treatment, consistent
developmental activities for the child, and child development training for the parents.
These enhanced services would be provided under contracts by local providers, just as are
the current services. The local housing and transportation infrastructure that supports
each woman and her children within their community would be enhanced through an

RFP process.

Coordination of services would happen throughout, but the heart of the plan would be the
TICM team, because the intensive case manager would usually be in contact with the
mother before the child’s birth, and throughout the first three years of life. The intensive
case manager would be planning with the adults in the families, coordinating community-
based services, monitoring the child’s development, and ensuring that Early Head Start
standards for child development activities are part of the case plan and followed. The
intensive case manager would draw on the behavioral health and child development
specialists to help in the development of plans and parent teaching, and on the chemical
dependency treatment specialists once the woman enters treatment.

A second center of service coordination would be the residential treatment site for those
women who need residential treatment. Services to the mother and child would continue
in that treatment site. The sites would also have behavioral health and child development
specialists, and would be able to coordinate care for the mother and her children. The
treatment centers would include enhanced vocational services as part of the continuum of
care, to assist the mothers in moving towards self-sufficiency. The TICM would be part
of the treatment team so that the family plan continues during treatment.

D. What other alternatives were considered?
Other Services

The work group considered a number of other services and service models in designing
these programs. However, enhanced chemical dependency treatment, targeted intensive
case management, child development focus and family planning were core services
supported by the literature, which focuses on intense individualized programs designed
around each family’s strengths and needs. We considered not adding the wraparound
housing and transportation services, but decided we had heard too often that they were a
special problem for this group of women.
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Coordination through County RFPs

An alternative way to design this program would be to fund all the services through a
county RFP and require the counties to assess service needs and ensure service
coordination for this population. The primary advantage to this approach would be
county investment in the comprehensive program and population, because they would be
assessing the need and designing the program. A second advantage is that counties vary
in their local provider networks, and the needed services could be provided differently in
different places.

However, the county RFP approach was not recommended for the following reasons:

* Many counties do not have sufficient population to support their own residential
treatment for pregnant and parenting women. That treatment needs to be provided
and coordinated consistently across the served counties.

» The literature review and expert opinion suggested some key components which
needed to be enhanced in every location: intensive case management and child
development services. These services needed to be provided in a consistent, quality
manner in any part of the state with the population to support them. They were not
options to be administered in different ways in different places. This suggests a state-
administered program, delivered through contracted providers.

* A county-based program would be inefficient, because it would require substantial
administrative support in each county.

Coordination only through the Residential Treatment Centers

This program could also have been designed only as an enhanced residential treatment
program. Residential treatment could be used to create a therapeutic community in which
each component reinforces life changes around parenting and adult life. Indeed, the
enhanced residential treatment capacity proposed here was designed with those
components in place. Once the residential treatment was over, services could be wrapped
around transitional housing which was offered to every program participant.

However, concentrating only on enhancing residential treatment had several
disadvantages:

* It would not have helped women and children during the time they were not in
residential treatment. Some women do not need residential treatment at all, and they
would not have experienced the service coordination provided by the TICM.

» If residential providers were to be asked to keep in touch with the families when they
left the treatment center, we would have re-created targeted intensive case
management.

» Concentrating all program services in treatment sites would increase costs by
encouraging women to stay in treatment longer than necessary.
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PART 6: PROGRAM COSTS & TIMELINE
A. Average Costs and Savings per Woman/Child Pair

The average new funds required over three years to serve a single women and her
children who were fully engaged in treatment and intensive case management would be
$34,270 ($21,040 in state dollars). This calculation involves many assumptions which
are described in more detail on Table 3 on page 51. The most important assumptions are:

» Fully engaged women would receive both TICM and chemical dependency treatment,
and both services would be Medicaid-matchable.

» Some program services (such as child care and chemical dependency treatment)
would have already been provided to some of these women and children under
current policies. New program costs, then, are total program costs with the services
already provided subtracted.

The fiscal analysis suggests that implementing this program would reduce subsequent
expenditures on the average fully engaged program mother, her program child,
subsequent children born to her and children not born by $62,587 ($35,014 state).

Table 1 below combines program cost and fiscal impact estimates. Subtracting the new
program costs from savings identified in the fiscal analysis suggests that between the
pregnancy and the program child’s nineteenth birthday, federal, state and local
government would save over $28,000 for each woman and family who is fully
engaged in this program. The state savings would be almost $14,000 per woman.

Table 1: Costs per Mother/Child Pair to Implement a Comprehensive Program for Substance-
Abusing Mothers and their Children, Compared with Associated Fiscal Impacts (Savings)
through the Program Child’s Nineteenth Birthday

Total GFS-
Funds State
Average Program Costs for a program mother/child pair and her prior children
Total program costs, conception through age 3 of program child. | $50,251 | $24,563
(Cost of services already provided to mother and program child) | ($15,981) | ($3,526)
Total new program costs per woman,
from conception to age 3 of program child | $34,270 | $21,040

Average Program Savings for a program mother/child pair and her subseguent children

Program savings, conception to age 6 of program child $8,269 $3,306
Program savings from ages 6-19 of program child | $54,318 | $31,708
Total program savings per woman,
from conception to age 19 of program child | $62,587 | $35,014
Average Net Savings (Total savings minus new program costs) | $28,317 | $13,974
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Some additional savings would be likely to accrue to state, federal and local
governments, other than those estimated in the fiscal analysis, for the following reasons.

* In most cases, the fiscal analysts interpreted the literature conservatively.

* No literature was found which evaluated the effects of intervention programs such as
these upon the older siblings of the program child. Hence we assumed no savings to
government for those children. This is not realistic; there will probably be some
savings, but we had no guide as to how much savings might be found.

» Some areas of government savings, such as victim costs, were not investigated. (If,
for example, these women continue to abuse alcohol and other drugs, some will have
automobile accidents. Some of those accidents will injure other people, who may
then need government services).

» No assumptions were made about gains in tax revenues from the increased salaries
earned by these women, even though such gains would probably occur.

Intangible societal benefits were not measured. Some are benefits to people who would
otherwise become victims: decreases in crimes and accidents. Others are less easily
estimated, such as the benefit of having fewer children in classrooms who are difficult to
teach and disruptive. And clearly, with this program, the lives of these women and
children would be longer, healthier and more productive.

Table 2 below shows how quickly these costs and associated fiscal impacts (savings)
would grow, per 100 women and children served in the comprehensive program.

Table 2: Comprehensive Program Costs per 100 Mother/Child Pairs, Compared with
Associated Fiscal Impacts (Savings) in Medical, Juvenile and Criminal Justice, Public
Assistance, Special Education, and Dependency Systems

Overall Potential State Share Potential
Impact for 100 Impact for 100
Mother-Child Pairs | Mother-Child Pairs
Fiscal Impacts (Savings) while program $ 826,858 $ 330,611
child is under 6 years of age
Fiscal Impacts (Savings) while program $5,431,796 $ 3,170,759
child is between 6 and 19 years of age
Total Fiscal Impacts (Savings) through
program child’s 19" Birthday $ 6,258,654 $ 3,501,370
New Program Costs, delivered while ($ 3,427,000) ($ 2,104,000)
program child is under 3 years of age)
NET SAVINGS $2,831,700 $1,397,370
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Given the estimated savings outlined in the fiscal impacts, and the additional areas of
savings discussed above, why not implement this comprehensive program? Because, if
the state fully implemented the comprehensive program for all 2,600 women, the
estimated annual program cost would be almost $30.6 million dollars ($14.4 million
from the state general fund). (See the spreadsheet on page 52 for details). The savings
would also be considerable, of course, but they would be delayed.

This analysis led us to seek options for reducing program expenditures without
sacrificing outcomes.

B. Pilot studies could teach us how to scale down program costs somewhat

A number of questions about this comprehensive program cannot be answered without
some program experience. They include the following:

» What sorts of chemical dependency treatment would these women need clinically and
what sorts of treatment would they accept? Particularly, how many of these women
would need and accept residential treatment, and how much would they need?

» If these women get enhanced substance abuse treatment earlier in their child’s life,
could the case management costs be reduced because less intensive case management
will be needed than has been assumed in this design?

» If chemical dependency treatment options for pregnant and parenting women were
not increased at all, but targeted intensive case management was provided, what sorts
of program outcomes would occur?

* Would program outcomes be as expected?

Three pilot programs, implemented simultaneously in different areas of Washington state,
and coupled with intense program evaluation and monitoring activities, could answer
many of these questions and permit some program fine-tuning.

The three pilot programs defined below test the impact of various components and
intensities of program services. Each program would enroll and serve a full complement
of 100 women and children for two and a half years, and then stop enrolling new women
and spend the next three years serving the women already enrolled. Continued
monitoring of services and outcomes would help us learn how much we gain in outcomes
from each added component or intensity.

Pilot 1: The No Expanded Residential Treatment Model: No expansion or
enhancement of residential chemical dependency treatment programs. The pilot would
include TICM for the full three years, expanded outpatient capacity, expanded
transitional housing and transportation funds, and the child development activities. This
pilot would cost $8.7 million total funds ($5.4 million state if a Medicaid waiver were
obtained).
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Pilot 2: Expanded Residential Treatment, 3 month version: This plan would add
expanded and enhanced residential chemical dependency treatment for 38 percent of the
target women pregnant and parenting women to the services in Pilot 1. The average
length of stay in residential treatment would be 3 months. This pilot would cost $ 9.7
million over six years ($5.9 million in state dollars if a Medicaid waiver were obtained).

Pilot 3: Expanded Residential Treatment, 5 month version: This plan is the “full meal
deal” as described in the report. It adds expanded and enhanced residential chemical
dependency treatment for 38 percent of the pregnant and parenting women to the
services. The average length of stay in residential treatment of 5 months. This pilot
would cost almost $10.4 million total ($6.2 in state general fund dollars with a waiver).

Choice of Pilot Sites and Comparison Communities

As designed, these pilot programs would need to be implemented in some of the fifteen
counties or county pairs that contained at least 50 substance abusing women and their
infants in 1992. Only those counties could support TICM teams. Ninety percent of the
2,598 women and their children identified by the First Steps Database lived in those
counties or county pairs.

Those counties or county combinations with at least 50 substance abusing mothers and
children per year are listed below. Those with an asterisk all contain at least one existing
pregnant/parenting woman’s residential treatment center. These counties vary a good deal
in size and density. Judicious placement of pilots would allow these program
combinations to be tested and compared in a variety of geographic settings.

King * Spokane * Chelan and Douglas
Pierce * Clark and Cowlitz Kitsap

Snohomish * Whatcom Benton and Franklin
Yakima * Grays Harbor

Problems with Pilot Studies

The pilots waits seven years to begin delivering services statewide which would work
effectively and save money if begun today. Fine tuning could be done without a pilot, by
properly monitoring the program as it is implemented. And the cost differentials
evaluated by the pilot programs are not likely to change the fundamental political
problem with this program. It would save money in government services, and improve
the lives of both participants and community. However, most of those savings and
improvements occur over the long run, while all the program costs are concentrated in the
short run.

C. Other Options for Scaling Down Costs

There are other ways to scale down the cost of this program, discussed below. They are:
(1) remove the housing and transportation subsidy; (2) reduce the program years covered
to the child’s second birthday, and (3) limit enrollment in the program.
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1. Remove the Housing/Transportation Subsidy

Description: This option simply removes the housing and transportation subsidy from
the program, for women who are not living in transitional housing.

Benefits: This option saves $4,016 per woman over three years of program operation.
Those are all state funds, there was no identified federal match in this area.

Problems: Makes it more difficult to serve these women and children, particularly those
who do not enter residential treatment or live in transitional housing. It removes one
small incentive to treatment: assistance with housing and transportation (because that
money was tied to participating, at least in outpatient treatment. Both these changes may
reduce program outcomes by discouraging participation.

2. Reduce the program years covered to the child’s second birthday.

Description: This approach would deliver the same services, but only until the target
child is two years of age.

Benefits: Reduces program costs. We did not create a budget for this option, because it
seemed too risky. It could reduce the program outcomes dramatically.

Problems: Probably also reduces program outcomes to a considerable degree, for two
reasons: some women will not complete chemical dependency treatment, and most
women who use residential treatment and then live in transitional housing will not be
working with the TICM team for very long when this program ends. These women
would be those who were more severely addicted and whose previous home, extended
family and peer groups did not support a non-using lifestyle. They are a very important
group for the TICM to work with, to maintain a strong family plan and make sure they
are linked with needed services and supports, once they are clean and sober.

3. Limit Participation

This approach simply caps the program. It is funded, but only to serve a limited number
of women and children.

Benefits: Reduces costs without reducing service for those who are served. So
presumably, the state would experience the full cost savings impacts of the program, for
those who gain access to it.

Problems: Neither the literature review nor clinical experience suggest what sorts of
women “should” be served in this comprehensive program, either because they would be
more likely to succeed or have higher “need.” So we would need to simply limit access
to the program based on first-come, first served. This approach would also require an
1115 waiver.

Costs: Doesn’t change the unit costs, simply changes the number served. Cost depends
on amount allocated.

49



Response to RCW 13.34.803

D. General Issues Around Scaling Down Costs

Several issues need to be discussed around the scaling down options, particularly with
regard to obtaining an 1115 Medicaid waiver.

* Timing: At best, a waiver will take a year. At worst, it will take two or even three
years. And implementation cannot begin until that waiver is approved.

* Need for a Medicaid match for full implementation: To fully implement the
program, Medicaid matching is essential. For full implementation, a waiver should
be relatively easy to obtain (although still required, because the TICM could not be
funded easily in the more rural counties, and that violates the *“statewidedness” rule
for Medicaid funding).

* Added cost and uncertainty with a waiver: Designing around Medicaid match adds
some state staff costs which loom large in relation to benefits for small pilot
programs. It is also difficult to count on obtaining a commitment from federal
agencies, even in principle, to a six year program budget.

* More federal involvement: A waiver includes a good deal of federal involvement,
which adds to the administrative overhead for DSHS.

» Added design constraints: Medicaid rules remove some flexibility. For example,
Medicaid does not pay for “advocacy” or “family counseling” services. So a partial
version of those services is built into the staffing levels, both with the treatment
centers and the TICM team. This approach may cost more in total program dollars,
but it costs less in state dollars.
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Table 3: Average Cost Per Woman of the 3-Year Comprehensive Plan

Total Program
Costs

Services Already
Provided

Net New Costs

Total State

Total State

Total State

Intensive Case Management

> Avg serv Ingth 36 mnth, 20% exit yrs 2 & 3.

> State contracts with provider fund a staff-model
rather than a fee-for-service model.

> Statewide TICM Medicaid-eligible w/ waiver
> Service already provided 5% of yr 1 & 2 cst.

$ 15,000 $ 7,233

$  (500) $ (241)

$ 14,500 $ 6,992

Residential Treatment

> Service already provided to 43% women @
40% cost.

>38%TX women use 5 mnths residential TX.
>Less than 16 beds facility=Medicaid match.
Comp: [$119*%(30.42 day*5 mnth)*38%]
>50% TX women use 18 mnth trans'l housing
>State only.
Comp:$22 * (30.42 days*18 mnth)* 50%

$ 6878 $ 3,317

$ 6,023 $ 6,023

$ (1,183) $ (571)

$ (1,036) $ (1,036)

$ 5695 $ 2,746

$ 4,987 $ 4,987

Outpatient Treatment
>1 year for all women in TX (except res TX).
>Services are eligible for Medicaid match.

> Service already provided, 43% women @ 40%
cost.
Comp'n: [$250 * (12 mnths - (1.9 for av'rge r|

$ 2,500 $ 1,206

$ (430) $ (207)

$ 2,070 $ 999

Child Development/Child Care

>Each woman has 1.5 children with her in TX
>Use therapeutic CC rate for res TX women

Iper day for women not in transitional housing
(called Regular here).

>Use statewide average cost $325 or $15 per
day for women not in residential or transitional.
>Therapeutic child care gets Medicaid match.

activities are part of TANF plan under Workfirst,
funded 90%.

> Services already provided are 43% of women
@ 40% of cost in residential treatment.

> Services already provided are full cost for
regular and developmental child care.

Computations:
Ther ($46*(30.42 day*5 mnth)*1.5 kids)*38%
Reg ($15*(21.67 day*18 mnth)*1.5 kids)*50%
Dev ($15*%(21.67 day*25.1 mnth)*1.5 kids

&

2,841 $
4,388
7,955

1,370
439
796

© &
© A

$  (489) $
(4,388) $
(7,955) $

(236)
(439)
(796)

© &

N
w
a1
N
©*

1,134

@ ¥
1

Vocational Services
>65% women use 6 weeks, $1,000/session.
>Services matched under Voc Rehab.

$ 650 $ 163

163

Transportation & Safe & Sober Housi

ng

> $200 per mnth per woman not in res TX or

Jtransit housing AND who comply with TX plan.

> 80% women in TICM comply with TX plan.
Comp: [$200*(25.1 mnt*80% participation)]

$ 4,016 $ 4,016

$ - $ -

$ 4,016 $ 4,016

TOTAL AVERAGE COST PER WOMAN

$ 50,251 $ 24,563

&

(15,981) $ (3,526)

$ 34,270 $ 21,037
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WORKSHEET TO ESTIMATE THE STATEWIDE COST FOR ALL WOMEN WHO NEED SERVICES

COSTS ASSUME STATEWIDE IMPLEMENTATION AT THE END OF YEAR 1

NOTE: This estimate does not factor program phase—in. All treatment costs assume 707% participation factor.
Date: 02/04/2000 16:18

Intensive Case Management
> 45 TICM teams statewide in more urban counties
> 260 Woman not in urban counties per year for 5 years with 70% participation

Residential Treatment
> 43% of women currently not in services with 38% of those using 5 months residential treatment
> 57% of women currnently in services receiving only 40% of level needed

ITransitional Housing

> 43% of women currently not in services with 50% of those using 18 months of transitional housing
> 57% of women currnently in services receiving only 40% of level needed

Qutpatient Treatment

> 437 of women currently not in services
> 57% of women current in services receiving only 40% of level needed

Child Development/Child Care

> 43% of women needing residential treatment not getting therapeutic child care

> 57% of women in residential treatment getting only 40% of therapeutic child care needed

> 43% of women needing transitional housing not getting reqular child care
> 57% of women in transitional housing getting only 40% of child care needed

> Women not in residential treatment or transitional housing need child development services

Vocational Services
> 65% of woman use 6 weeks @ $1,000 per session

Transportation & Safe & Sober Housing
> 80% of women in case management

Program Administration & Fvaulation

> 1.5 FTEs for MAA and 1.5 FTEs for DASA for contract management, program development, waivers & technical assistance

> Research & Evaluation

ESTIMATED ANNUAL COST STATEWIDE FOR FULL IMPLEMENTATION
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Unit of Cost NEW COST PER UNIT ANNUAL NEW COST
Unit Measure Total GF—State Total GF—State

45 Teams $ 500,000 § 241,100 ) 22,500,000 $ 10,849,500
546 Women $ 5000 § 2,411 § 2,730,000 $ 1,316,406
7297  Women } 18,100 % 8,728 § 5,375,700 § 2,092,216
394 Women $ 10,860 § 95,237 $ 4278840 § 2,063,378
391 Women § 2,576 § 2,376 $ 929,016 $ 929,016
519 Women { 1,426 § 1,426 ) 740,094 ¢ 740,094
783 Women $ 2,500 § 1,206 $ 1,957,500 §$ 944298
1,037 Women ) 1,500 § 723 $ 1,555,500 § 749,751
446  Children ) 6,997 $ 3,374 $ 3,120,662 §$ 1,504,804
591  Children $ 4,198 § 2,024 $ 2,481,018 § 1,196,184
587  Children § 1,923 § 192 $ 1,128,801 ¢ 112,704
779  Children § 1,154 § 115 $ 898,966 $ 89,585
2,129  Children § 2,508 § 231 $ 4913732 § 491,799
1,183 Women § 1,000 § 1,000 $ 1,183,000 $ 1,183,000
1,456 Women § 1,020 § 1,120 $ 1,630,720 $ 1,630,720
$ 184,000 § 92,000
$ 240,000 $ 120,000
$ 30617549 ¢$ 14,439,549




WORKSHEET TO ESTIMATE THE CGSTS TO IMPLEMENT ONE PILOT SITE FOR RCW 13.54.803 PLAN
PILOT MODEL IS BASED ON 100 WOMEN & THEIR CHILDREN WITH AN AVERAGE LENGTH OF STAY AS 36 MONTHS
PILOT # 1 — ASSUMES NO NEW RESIDENTIAL TREATMENT OR FOR WOMEN COMING INTO THE PROGRAM

Date: 02/04/2000 16:18
Bienmum 99-07 Bienmium 071-03 Bienmium 03-05
Monthly Year 1 - FYO1 Year 2 — FY02 Year 3 - FY03 Year 4 — FYO4 Year 5 — FY05
Cost Total $s Gf—State Total $s Gf—State Total $s Gf—State Total $s (Gf—State Total §s Gf—State
Intensive Case Management
Assumption:  Site based costs for a staffing model $ 500000 $ 241,100 $ 500,000 § 241,100 $ 500,000 $ 241,100 § 397,000 $ 191433 $ 345000 $ 166,359
Residential PPW Treatment
$ - $ -4 -4 -4 -4 -4 -4 -4 -4 -4 -
Transitional Housing
Assumption: 50% of Women with 18 months @ $22/Day $ 669 § 156546 § 156546 § 403,407 § 403407 § 433512 § 433512 § 433512 § 433512 § 433512 § 433,512
Qutpatient Treatment
Assumption: 100% of Women with 1 year of service except
when in residential PPW treatment @ $250/mo $ 20 ¢ 78000 $ 37612 § 143750 § 69,316 § 141,250 $ 63,111 ¢ 144000 ¢ 69437 § 144000 $ 69,437
Child Development
Assumption: 1.5 Children per Woman
Therapeutic CC in Residential PPW @ $46/Day $ 1,399 § 209850 $ 101,190 $ 253919 § 122440 $ 253919 ¢ 122440 § 251820 § 121428 § 251820 $ 121,428
Reqular CC in Transitional Housing @ $25/Day w/5 DayA $ 325  § 114075 § 11,408 § 293963 § 29396 $ 315900 § 31590 § 315900 § 152327 § 315900 § 152,327
Child Development in all non—residential
settings @ $15/Day — 5 Day/Week $ 325 0§ 354 14138 436,800 $ 43680 $ 760,013 § 76,001 § 889,200 § 88920 $ 807300 $ 80,730
Other Costs
Vocational Services
$1,000/Woman for 65% of Woman $ 33800 $ 10,140 § 87,750 § 26525 $ 126,100 § 378% § 140400 § 42,120 $ 131300 ¢ 39,390
Tramsportation & Safe and Sober Housing
$200/Month for Women in TICM & Treatment $ 46,400 $ 46,400 § 143360 $ 143360 § 249440 § 249440 ¢ 291840 § 291840 § 278560 $ 278,560
Program Management — 1.5 FTEs/Year $ 92,000 $ 46,000 § 92,000 § 46,000 § 92,000 $§ 46,000 § 92,000 § 46,000 § 92,000 § 46,000
Program Evaluation — Year 1 here includes start-up $ 360,000 $ 180,000 $ 240,000 $ 120,000 $ 240,000 $ 120,000 § 240,000 $ 120,000 $ 240000 $ 120,000
Staff Related Costs $ 29,000 $ 14500 § 9,000 ¢ 4500 ¢ 9,000 ¢ 4500 § 9,000 ¢ 4500 ¢ 9,000 ¢ 4,500
Provider Start-Up $ 50,000 $ 50,000 $ - 3 - 3 - 3 - - - 3 - 3 -
Fstimated Cost of Pilot $ 1,811,046 § 909,034 § 2603949 $ 1,249524 § 3121134 § 1430524 § 3204672 § 1561517 § 3048392 § 1,512,243
Cost Offsets
Case Management 5% — Yr 1 & 2 $ 25000 § 1205 § 25,000 § 12,055 §$ 25,000 § 12,055 § 19850 § 9572 ¢ 17250 § 8,318
Residential Treatment — 43% Women @ 40% $ - % B $ B $ B $ B $ - B $ B $ B $ B
Transitional Housing — 43% Women @ 55% $ 37023 ¢ 37023 § 95,406 § 95,406 $ 102526 § 102526 § 102526 $ 102526 $ 102526 § 102,526
Outpatient — 43% Women @ 40% $ 13,416 § 6,469 §$ 24,725 § 11,922 § 24295 § 1,715 § 24768 § 11943 § 24,768 § 11,943
Transitional CC — all covered $ 14075 $ 11,408 § 293963 § 29,596 $ 315900 § 31590 § 315900 § 152327 § 315900 § 152,327
Child Development — all cavered $ 41375 § 14138 ¢ 436,800 § 43680 § 760,013 § 76,001 § 889200 § 88920 § 807,300 § 80,730
Estimated Net New Costs $ 1,480,157 ¢ 827941 § 1728055 $ 1,057,065 § 1,893,400 § 1196637 § 1852428 § 1196229 § 1,780,648 § 1,156,399
Total 5-Year Cost $ 8,734,688 $ 5434271
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WORKSHEET TO ESTIMATE THE CGSTS TO IMPLEMENT ONE PILOT SITE FOR RCW 13.54.803 PLAN

PILOT MODEL IS BASED ON 100 WOMEN & THEIR CHILDREN WITH AN AVERAGE LENGTH OF STAY AS 36 MONTHS
PILOT #2 — ASSUMES NEW RESIDENTIAL TREATMENT WITH AN AVERAGE 3 MONTHS STAY FOR 38% OF WOMEN COMING INTO THE PROGRAM

Date: 02/04/2000 16:18
Brenmum 99-07 Bienmium 071-03 Biennium 03-05
Monthly Year 1 - FYO1 Year 2 — FY02 Year 3 - FY03 Year 4 — FY04 Year 5 — FY0S5
Cost Tatal $s Gf—State Total $s Gf—State Total $s Gf—State Total §s Gf—State Tatal §s Gf—State
Intensive Case Management
Assumption:  Site based costs for a staffing model $ 500,000 $ 241100 $ 500,000 § 241,100 § 500,000 § 241,100 § 397,000 $ 19143