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CS FOR HOUSE BILL NO. 259( )
IN THE LEGISLATURE OF THE STATE OF ALASKA
TWENTY-SIXTH LEGISLATURE - SECOND SESSION
BY
Offered: *
Referred:
Sponsor(s): REPRESENTATIVES KELLER AND GATTO, Kelly
A BILL
FOR AN ACT ENTITLED
I [ "An Act relating to citizenship requirements and an alcoho! impairment and drug

2 || testing program for applicants for and recipients of specified cash assistance.”

3 | BEIT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

4 * Section I. AS 47.05 is amended by adding new sections to read:

5 Article 4. Alcohol and Drug Testing.

6 Sec. 47.05.400. Alcohol impairment and drug testing; legislative findings
7 and purpose. The legislature finds that a statewide threat to public safety exists with
8 regard to the use of cash assistance for the purchase of alcohol and illegal drugs. The
g purpose of the testing program established under AS 47.05.400 - 47.05.500 is to
10 reduce that risk and to protect the residents of the state.

11 Sec. 47.05.410. Alcohol impairment and drug ‘testing for eligibility;
12 regulations; immunity. (a) The department shall implement a program consistent
13 with AS 47.05.400 - 47.05.500 that provides for random and suspicion-based testing
14 of recipients of cash assistance for use of alcohol that impairs a recipient's ability to
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work or to seek work and of applicants for and recipients of cash assistance for the use
of illegal drugs. In this paragraph, a "recipient of cash assistance” does not include a
care provider or a third party recipient, as defined by the department in regulation.

(b) The department shall adopt regulations to implement this section. The
regulations must include testing policies consistent with AS 47.05.430 and specify the
type of testing to be conducted and the illegal drugs to be included in the testing
program. The drug tested must have a cutoff level that yields a positive test result

(1) for initial testing of urine, as follows:

CUTOFF CONCENTRATION
SUBSTANCE (nanograms in each milliliter)
Marijuana metabolites 50
Cocaine metabolites 300
Opiate metabolites 2,000
Phencyclidine 1,000
Amphetamines 1,000

(2) for confirmatory testing of urine, as follows:

CUTOFF CONCENTRATION
SUBSTANCE (nanograms in each milliliter)
Marijuana metabolite 15

(Delta-9-tetrahydrocannabinol-9-carboxylic acid)

Cocaine metabolite (Benzoylecgonine) 150
Opiates
Morphine 2,000
Codeine 2,000
6-Acetylmorphine 10

(when morphine concentration exceeds

2,000 nanograms in each milliliter)

Phencyclidine 25
Amphetamines
Amphetamine 500
Methamphetamine 500
CSHB 259( ) -2-
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(when amphetamine concentration is

greater than or equal to 200 nanograms

in each milliliter)

(3) for testing of alternative specimens that is consistent with the
mandatory guidelines for the federal workplace drug testing program adopted by the
United States Department of Health and Human Services.

(c) Unless the department or an agent or employee of the department knew or
should have known that the results of a test conducted under this section were false
and took action that affected a person's eligibility for cash assistance based on the false
test results, a person may not bring an action for damages against the department or an
agent or employee of the department for

(1) good faith actions taken to conduct, or as a result of, alcohol
impairment or drug testing under this section;

(2) failure to test for alcohol impairment or drugs or for a specific
drug;

(3) failure to test, or if the test was undetected, failure to detect a
specific drug or medical or psychological condition or disorder;

(4) termination or suspension of an alcohol or drug prevention or
testing program or policy.

(d) In a claim for damages based on false test results,

(1) arebuttable presumption exists that the test results were valid if the
department complied with this section and the regulations adopted under this section;
and

(2) the department may not be held liable for monetary damages for
good faith reliance and reasonable actions taken as a result of false test results.

(e) A person may not bring an action against the department based on the
failure of the department to establish a program or policy on substance abuse
prevention or to implement alcohol impairment or drug testing.

Sec. 47.05.420. Confidentiality; liability. (a) The results of a test conducted
under AS 47.05.410 are confidential, except that the results may be revealed to the

recipient of cash assistance who was tested and to agents and employees of the
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1 department as required to determine eligibility for cash assistance.
2 (b) A person may not bring an action for defamation of character or reputation
3 as a result of disclosure of the fesults of an alcohol impairment or drug test under the
4 alcohol impairment or drug testing program established under AS 47.05.410 unless
5 (1) the results were disclosed to a person, other than an agent or
6 employee of the department for the purpose of the testing program or under court or
7 administrative order;
8 (2) the information disclosed included false test results; |
9 (3) the information was negligently or intentionally disclosed; and
10 (4) the elements of the tort claim are met.
11 Sec, 47.05.430. Testing policies and procedures. (a) The department shall
12 adopt testing policies that include
13 (1) a list of substances tested;
14 (2) a description of the testing methods and collection procedures,
15 including on-site testing;
16 (3) aright to confirmatory testing and the procedures for confirmatory
17 testing;
18 (4) the consequences for refusal to test or retest that are consistent with
19 the provisions in AS 47.05.450;
20 (5) the right of an applicant for or recipient of cash assistance to
21 receive test results within five working days after the department receives the test
22 results or the written request, whichever is later, if a written request is made by the
23 applicant or recipient within six months afier the test;
24 (6) the right of an applicant and a recipient, on the applicant's or
25 recipient’s request, to receive, within 72 hours or before an adverse action is taken,
26 whichever occurs first, a confidential explanation of the applicant's or recipient's test
27 results;
28 (7) providing the department's confidentiality and testing policies to
29 applicants for and recipients of cash assistance not less than 30 days before initiating
30 testing on the applicant or recipient.
3] (b) The department shall pay the cost of testing and, if the testing is performed
CSHB 259( ) 4.
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at a location other than a location of the department, the cost of transportation to and
from the testing center.

(c) Sample collection and testing must

(1) comply with scientifically accepted methods and procedures;

(2) be performed at a location identified by the department and
analyzed by a laboratory approved or certified by the Substance Abuse and Mental
Health Services Administration or by the College of American Pathologists;

{3) be conducted under reasonable, sanitary, and private conditions
that are consistent with reliability;

(4) be properly controlled and samples must be properly labeled; and

(5) include relevant medical information.

(d) A positive drug test must be confirmed using a different analytical process
than was used in initial testing. A positive drug test must be reported as a negative
result if a licensed physician verifies that the test was affected by medication
prescribed for the applicant or recipient tested. '

() The department may not rely on a positive test result without confirmatory
testing.

Sec. 47.05.440. Training of test administrators. (a) The department shall
ensure that not less than one designated employee of the department receives not less
than one hour of training on alcohol abuse and an additional one hour of training on
the use of controlled substances for the purpose of finding reasonable suspicion for
testing under AS 47.05.400 - 47.05.500.

(b) If the department provides on-site testing for alcohol impairment or illegal
drug use under AS 47.05.410, the department shall employ on-site administrators who

(1) have received training in person and written certification of the
training by the test manufacturer's representative on the proper procedure for
administering the test and on accurate analysis of the on-site test results; the training
must include recognition of adulteration of a sample collected on-site; |

(2) agree in writing to maintain confidentiality under the testing
policies adopted by the department.

Sec. 47.05.450. Consequences of confirmatory positive testing. (a) Except as

-5 CSHB 259( )
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provided in (b) of this section, the department shall deny or suspend cash assistance to
an applicant for or recipient of the assistance who, under AS 47.05.400 - 47.05.500,
has

(1) been tested and received a confirmatory positive result for alcohol
impairment or use of illegal drugs and fails to comply with a treatment program
approved by the department; or

(2) refused alcohol impairment or drug testing required by the
department.

(b) The department may provide cash assistance on behalf of an eligible
recipient who is subject to denial or suspension under {a) of this section if the
department has in place an option for third-party receipt of the cash assistance for
which the recipient or the recipient’s family is otherwise eligible and the third party
provides care, shelter, or food to the recipient or the recipient’s dependent children.

Sec. 47.05.500. Definitions. In AS 47.05.400 - 47.05.500, "cash assistance"
means money received under Alaska Temporary Assistance under AS 47.27.010 -
47.27.085, Alaska Native Family Assistance under AS 47.27.200, and regional public
assistance programs under AS 47.27.300.

* Sec. 2. AS 47.25.120 is amended by adding a new subsection to read:

(b) A persbn must be a citizen of the United States or a legal alien as described
in 8 U.S.C. 1181 - 1186 and not otherwise precluded from eligibility under state or
federal law to be eligible for assistance under AS 47.25.120 - 47.25.300.

CSHB 259( ) -6~
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DIVISION OF LEGAIL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182
Mail Stop 3101 Deliveries to: 129 6th St., Rm. 329
MEMORANDUM February 22, 2010
SUBJECT: Scctional Summary of CSHB 259( ),

(Work Order No. 26-LS81126\S)

TO: Representative Wes Keller
Chair of the House Health and Social Services Committee
Attn: Jim Pound

FROM: Jean M. Mischel
Legislative Counsel

You have requested a sectional summary of the above-described bill.

As a preliminary matter, note that a sectional summary of a bill should not be considered
an authoritative interpretation of the bill and the bill itself is the best statement of its
contents. If you would like an interpretation of the bill as it may apply to a particular set
of circumstances, please advise.

Section 1. Establishes a program within the Department of Health and Social Services
that provides for random and suspicion-based testing of recipients of cash assistance, as- .
defined, for use of alcohol that impairs a recipient's ability to work or to seek work and of
applicants for and recipients of cash assistance for the use of illegal drugs. Requires the
adoption of regulations to carry out the program and provides cutoff concentrations for
drug testing and for specified testing and retesting procedures. Provides for
confidentiality of test results and for limits on state liability.

Section 2. Requires a person to be a citizen of the United States or a legal alien to be
eligible for specified cash assistance.

JMM:med
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Phone (907) 373-1842
Fax: (907) 373-4729*

ALASKA STATE LEGISLATURE

Interim: Sesston:
600 East Railroad Avenue State Capitol Building
Wasilla, Alaska 99654 Juneau, Alaska 99801-1182

REPRESENTATIVE WES KELLER
DISTRICT 14

MEMO

To: Representative Wes Keller

wdt/

Fm: Jim for Representative Wes Keller
Cc: Representative Bob Herron
Date: January 19, 2010

Re: Request for hearing HB 259 (26-LS1126\R}

Please consider this as a request for you to schedule HB 259- “Adult Public Assistance
Eligibility” before the House Health and Social Services Committee. Ihave included a packet of
information and will be glad to provide your committee staff a .pdf version it they so desire.

HB 259 will establish certain requirements for individuals receiving public assistance.

The decisions on how to administer the requirements will be left to the experts in the
Department. This bill will give the Department a valuable tool to work with public assistance
recipients in returning to productive employed lives.

If you have any questions please feel free to contact my office.

The information contained in this memo is CONFIDENTIAL and/or privileged. This memo is intended to be reviewed initially by only
the individual named above. If the reader of this page is not the intended recipient or a representative of the intended recipient, you
are hereby notified that any review, dissemination, or copying of this memo or the information contained herein is prohibited. If you
have received this memo in error, please immediately notify the sender by telephone and return this memo to the sender at the
above address.

Thank you

E-Mail: Representative Wes Keller@legis.state.ak.us
Call Juneau Toll free: (800) 468-2186

Website: wuww.akrepublicans.org/keller/

Phone: (907) 465-2186
Fax: (907) 465-3818
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Fax: (907) 373-4729

ALASKA STATE LEGISLATURE

Interim: Session:
600 East Railroad Avenue State Capitol Building
Wasilla, Alaska 99654 Juneau, Alaska 99801-1182

REPRESENTATIVE WES KELLER
DISTRICT 14

Sponsor Statement
House Bill 259

“An Act relating to citizenship requirements and an alcohol
impairment and drug testing program for applicants for and
recipients of adult public assistance.”

The cost of substance abuse in Alaska is staggering. Crime, child abuse, broken homes,
domestic violence, cost of business, auto and industrial accidents, poor productivity, chronic
health problems all have a causal relationship with substance abuse. It is irrational to expect the
government to provide compassionate assistance without giving it the ability to identify
substance abuse problems.

When we apply for a job we must provide proof of citizenship and in some cases we may also be
required to submit to drug and alcohol testing. We comply because it is part of ensuring that we
are qualified to work and because it is part of the package that returns a paycheck.
Transportation, public safety, civil service, construction workers, and children who participate in
sports are regularly asked to submit to drug and alcohol testing. Arguments in the public square
against requirements for drug testing do not stand up to the arguments for the need to ensure
safety.

Our Department of Health and Social Services is mandated to provide public assistance to those
who need it. [t is not appropriate to simply provide assistance without knowing whether the
assistance will actually be fueling an addiction problem. HB 259 gives the department a tool
they need to determine if substance or alcohol abuse is part of the equation. HB 259 leaves the
initiative with the Department regarding how to specifically respond to a person requesting aid
according to best practices to restore them to a productive life in their community.

E-Mail: Representative Wes Keller@legis.state.ak.us
Call Juneau Toll free: (800) 468-2186

Website: www.akrepublicans.org/keller/

Phone: (907) 465-2186
Fax: (907) 465-3818
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HOUSE BILL NO. 259
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-SIXTH LEGISLATURE - SECOND SESSION

BY REPRESENTATIVE KELLER

Introduced: 1/8/10
Referred: Prefiled

A BILL
FOR AN ACT ENTITLED
"An Act relating to citizenship requirements and an alcohol impairment and drug

testing program for applicants for and recipients of adult public assistance."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 47.25.430(a) is amended to read:
{(a) Financial assistance shall be given under AS 47.25.430 - 47.25.615, so far

as practicable under appropriations made by law, to every aged, blind, or disabled
needy resident who has not made a voluntary assignment or transfer of property to
qualify for assistance. In this subsection, "resident” means a person who is

(1) _a citizen of the United States or a legal alien as described in 8

U.S.C. 1181 - 1186;
(2} living in the state voluntarily with the intention of making the state

the person's home; and
{3) [WHO IS] not living in the state for a temporary purpose.
* Sec. 2. AS 47.25.430(b) is amended to read:

HB025%a , -1- HB 259
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(b) The department shall determine the amount of assistance with regard to the

—_—

2 resources and needs of the person and the conditions existing in each case. Assistance

3 shall be in an amount that will provide the applicant with reasonable subsistence

4 compatible with kdecency and health tn accordance with standards established by the

5 department and with the standards established under 42 U.S.C. 1381 - 1383 (Title

6 XVI, Social Security Act Supplemental Security Income Program). Direct payments

7 for medical services and remedial care may not be considered in determining the |

8 maximum amount payable. When benefit amounts under 42 U.S.C. 1381 - 1383 are i
9 increased as a result of an increase in the cost of living, the state shall pass along the i
10 increase to recipients and, to the extent federal funds are provided for the federal

1 benefit, shall increase the amount of the state contribution to recipients, other than
12 those receiving a personal needs allowance, by a percentage of the state contribution
13 equal to the percentage increase in the benefit amounts under 42 U.S.C. 1381 - 1383 if
14 the legislature has appropriated money specifically for the purpose of increasing the
15 state contribution because of an increase in federal benefit amounts under 42 U.S.C.
16 1381 - 1383; this increase in the state contribution takes effect on the same day that
17 the corresponding federal increase in benefits under 42 U.S.C. 1381 - 1383 takes
18 effect.

19 * Sec. 3. AS 47.25 is amended by adding new sections to read:
20 Sec. 47.25.461. Alcohol impairment and drug testing; legislative findings
21 and purpose. The legislature finds that a statewide threat to public safety exists with
22 regard to the use of adult public assistance for the purchase of alcohol and illegal
23 drugs. The purpose of the testing program established under AS 47.25.463 - 47.25.467
24 is to reduce that risk and to protect the residents of the state.
25 Sec. 47.25.463. Alcohol impairment and drug testing for eligibility;
26 regulations; immunity. (a) The department shall implement a program consistent
27 with AS 47.25.463 - 47.25.467 that provides for random and suspicion-based testing
28 of recipients of adult public assistance for use of alcohol that impairs a recipient's
29 ability to work or to seek work and of applicants for and recipients of adult public
30 assistance for the use of illegal drugs.
31 (b) The department shall adopt regulations to implement this section. The

»
HB 259 -2- HB0259a
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regulations must include testing policies consistent with AS 47.25.465 and specify the
type of testing to be conducted and the illegal drugs to be included in the testing
program. The drug tested must have a cutoff level that yields a positive test result
established, as of November I, 2004, by the United States Department of Health and
Human Services under 69 C.F.R. 19644,

(¢) Unless the department or an agent or employee of the department knew or
shouid have known that the results of a test conducted under this section were false
and took action that affected a person's eligibility for adult public assistance based on
the false test results, a person may not bring an action for damages against the
department or an agent or employee of the department for

(1) good faith actions taken to conduct, or as a result of, alcohol
impairment or drug testing under this section;

(2) failure to test for alcohol impairment or drugs or for a specific
drug;

(3) failure to test, or if the test was undetected, failure to detect a
specific drug or medical or psychological condition or disorder;

(4) termination or suspension of an alcohol or drug prevention or
testing program or policy.

(d) In a claim for damages based on false test results,

(1) arebuttable presumption exists that the test results were valid if the
department complied with this section and the regulations adopted under this section;
and

(2) the department may not be held liable for monetary damages for
good faith reliance and reasonable actions taken as a result of false test results.

(e) A person may not bring an action against the department based on the
failure of the department to establish a program or policy on substance abuse
prevention or to implement alcohol impairment or drug testing.

Sec. 47.25.464. Confidentiality; liability. (a) The results of a test conducted
under AS 47.25.463 are confidential, except that the results may be revealed to the
recipient of adult public assistance who was tested and to agents and employees of the

department as required to determine eligibility for adult public assistance.

HB025% -3- HB 259
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{b) A person may not bring an action for defamation of character or reputation
as a result of disclosure of the results of an alcohol impairment or drug test under the
alcohol impairment or drug testing program established under AS 47.25.463 unless

(1) the results were disclosed to a person, other than an agent or
employee of the department for the purpose of the testing program or under court or
administrative order;

(2) the information disclosed included false test results;

(3) the information was negligently or intentionally disclosed; and

(4) the elements of the tort claim are met.

Sec. 47.25.465. Testing policies and procedures. (a) The department shall
adopt testing policies that include

(1) a list of substances tested;

(2) a description of the testing methods and collection procedures,
including on-site testing;

(3) aright to confirmatory testing and the procedures for confirmatory
testing; _

(4) the consequences for refusal to test or retest;

(5) the right of an applicant for or recipient of adult public assistance
to receive test results within five working days after the department receives the test
results or the written fequest, whichever is later, if a written request is made by the
applicant or recipient within six months after the test;

(6) the right of an applicant and a recipient, on the applicant's or
recipient's request, to receive, within 72 hours or before an adverse action is taken,
whichever occurs first, a confidential explanation of the applicant's or recipient's test
results;

(7) providing the department's confidentiality and testing policies to
applicants for and recipients of adult public assistance not less than 30 days before
initiating testing on the applicant or recipient.

(b) The department shall pay the cost of testing and, if the testing is performed
at a location other than a location of the department, the cost of transportation to and

from the testing center.

-4 HB0259a
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(c¢) Sample collection and testing must

2 (1) comply with scientifically accepted methods and procedures;

3 (2) be performed at a location identified by the department and

4 analyzed by a laboratory approved or certified by the Substance Abuse and Mental

5 Health Services Administration or by the College of American Pathologists;

6 (3) be conducted under reasonable, sanitary, and private conditions

7 that are consistent with reliability;

8 (4) be properly controlled and samples must be properly labeled; and

9 (5) include relevant medical information.

10 (d) A positive drug test must be confirmed using a different analytical process
11 than was used in initial testing. A positive drug test must be reported as a negative
12 result if a licensed physician verifies that the test was affected by medication
13 prescribed for the applicant or recipient tested.

14 (e) The department may not rely on a positive test result without confirmatory
15 testing.

16 Sec. 47.25.466. Training of test administrators. (a) The department shalil
17 ensure that not less than one designated employee of the department receives not less
18 | than one hour of training on alcohol abuse and an additional one hour of training on
19 the use of controlled substances for the purpose of finding reasonable suspicion for
20 testing under AS 47.25.463 - 47.25.466.
21 (b) If the department provides on-site testing for alcohol impairment or illegal
22 drug use under AS 47.25.463, the department shall employ on-site administrators who
23 (1) have received training in person and written certification of the
24 training by the test manufacturer's representative on the proper procedure for
25 administering the test and on accurate analysis of the on-site test results; the training
26 must include recognition of adulteration of a sample collected on-site;
27 (2) agree in writing to maintain confidentiality under the testing
28 policies adopted by the department.
29 Sec. 47.25.467. Consequences of confirmatory positive testing. The
30 department may deny or suspend adult public assistance to an applicant for or
31 recipient of the assistance who, under AS 47.25.463 - 47.25.467, has

HB0259%a -5 HB 259
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1 (1) been tested and received a confirmatory positive result for alcohol
impairment or use of illegal drugs; or

(2) refused alcohol impairment or drug testing required by the

L E SRS o |

department.

HB 259 -6- HB0259a
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Prevalence of Binge Drinking {Percent of peputation) 17.6 7 18.3 &4 9.0
Community & Environment
Ccrupational Fatalities {Deaths per 100,000 workers) 13.0 50 9.9 46 31
Infectious Disease (Cases per 100,000 population) 15.8 30 14.9 e 2.4
Air Pollution {Micrograms of fine particies per cubic meter) 6.9 S 1.2 5 4.8
Chikiren in Poverty {Percent of persons under age 18) 9.6 3 8.5 2 8.6
Viotent Crime (Offanses per 100,000 population) 651 44 661 43 117
Public & Heaith Policles
Lack of Health Insurance (Percent of population) 19.0 46 17.4 9 5.4
immunization Coverage {Percent of children ages 19 to 35 months) 75.2 a2 78.6 5 B85.0
Pubiic Heath Funding {Doliars per person) 3170 3 $175 2 3220
Ciinical Care
Prenztal Care (Percent of pregnant women) 55.8 48 59.1 “ 86.1
http://www.americashealthrankings.org/yearcompare/2008/2009/AK .aspx 11/17/2009
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Praventable Hospitalizations {Number per 1,000 Medicare enroliees) 62.4 14 5B8.2 ;] 29.3
Primary Care Physicians (Number per 100,000 population) 112.3 28 114.1 6 190.0
Health Qutcomes

Premature Death {Years iost per 100,000 population} 7898 32 7617 26 5595
Poor Physical Health Days (Days in the previous 30 days) 1.4 21 a.5 23 2.7
Infant Mortality {Deaths per 1,000 live births) 6.4 20 5.1 17 48
Poor Mental Health Days (Days in the previous 30 days) 3.2 19 3.2 16 2.2
Geographic Disparity (Relative standard deviation) 19.4 48 17.1 43 4.3
Cancer Deaths {Deaths per 100,000 poputation) 185.7 17 188.2 16 144.7
Cardigvascutar Deaths {Deaths per 100,000 population) 235.8 5 248.5 6 212.6
Summation

All Determinants -0.130 34 0079 34 0.827
All Dutcomes 0.039 28 0.074 26 0.348
Overail -0.091 34 -0.00% 3z 1.064

Alaska - Supplemental Measures

2009 2008 No. 1
Behaviors Vaiua Rank Value Rank State
Cholesterol Check (Percent of adult population) 71.2 43 71.2 43 84.6
Recent Dental Visit {Percent of adult population} 56.3 a3 656.9 37 80.2
Daily Vegetables and Fruit (Percent of pepulation) 24.2 26 247 26 3.0
Physical Activity (Percent of adult population) 75.9 21 80.0 13 BL9
Chronic Disaasa
Stroke (Percent of adult population) 20 3 1.9 s 1.8
High Cholesterod (Parcent of adult pepulation) 37.6 24 37.6 24 32.4
High Blood Pressure { Percent of adult population} 24.9 7 249 7 19.7
Heart Attack (Percent of adult population) ap 2 2.3 1 2.9
Cardiac Heart Disease (Percent of adult population) 3.0 2 2.5 2 2.7
Diabetes (Percent of aduft population) ) 6.6 7 6.1 4 5.9
Economic
Per Capita Personal Income {Dollars per person) £43321 7 $40042 15 $56248
Underemployment Rate (Percent) 12.0 45 1.2 49 5.7
Annual Unemployment Rate (Percent} 6.7 - 6.2 48 3.0
Median Household Income (Dollars per household) $63989 4 $65413 s $66176
August 2009 Unempioyment Rate (Percent) 8.3 23 6.7 41 4.3
Heslth Outcomes
Health Status (Percent report fair or poor health) 14.3 24 13.8 19 10.7
back [0 wp
=ahout the rackings »mMegia center =1€30urts conier »COMad us »5de map
‘g_ N Amenican Pusiic Fartnenship
Fino s ontne 3 D H ,‘,‘;‘;I § Heattn avsoctation - Wfor Prevention
= Sy Folias - gy Haus
© 2009 Copyright Unded Heatth F All Faghts Reserved. ":5’
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Influences on Substance Use in Alaska

Extensive national research spanning over fifty years' has demonstrated a strong association between specific social
conditions, personal experiences and the use of tobacco, alcohol and other drugs in adolescence. Most states track
substance use by monitoring data on tobacco, zlcohol and other drug consumption {e.g. 30 day use, binge use, ever
use) or the consequences of use (e.g. drinking driving crashes, hospital visits, school suspensions.) Instead of tracking
consumption and consequence data exclusively, Alaska must monitor research-based influences that impact substance
use, as well. The more protective factors are increased (and risk factors reduced} the more likely substance abuse
and suicide can be prevented. The priority influences on adolescent substance use are as follows (definitions and cita-

tions may be found on pages 4-6.)

Priority Factors

Alaska Data

Protective Factor Indicators

Protective Indicators with Baseline Data

Connection to Family

Developmental Indicator Stage |

Connection to School

33.4% of students agree that their school has a positive climate
9.5% of students are connected to their school 5¢°% 27

Positive Connection to Other Adulits

87% of students have a positive connection with at least one
other aduit outside of their home, YR®S 2007

Engagement in Meaningful Activities

51% of students are involved in volunteer and helping activities

one or more times per week. TRBS 2007

Social, Emotional and Employabmty
Skills

28.3% of students report they have social, emotional and
employability skills, 5°032%7

Cultural Identity

Developmental Indicator Stage |
( Loss of cultural identity can be a risk factor, see balow)

Risk Factor Indicators

Risk Indicators with Basaline Data

Experienced child abuse (neglect,
physical, sexual abuse)

Alaska children are abused or neglected at a substantnated rate
of 24.5 cases per 1,000 children, ages 0-17. OS5 rew dxahase 2007

Family violence rate: Developmental Indicator Stage Il

Early initiation of substances

20.4% of students have used alcohol before the age of 13. YRES 207

Death by suicide of a family
member

20.6 suicides were completed per 100,000 Alaskans =" ="

Death rate of family members by suicide: Developmental Stage Il

Availabiiity of alcohol and other
drugs

Developmental indicator Stage !l

Community norms and laws
related to alcohol, drug use

Developmental Indicator Stage Il

Loss of Cultural Identity

Developmental Indicator Stage |

Developmental stage I

Indicator needs to be defined and measurement system put into place

Developmental stage Il: Potential indicator in place, existing data system needs further support and refinement

Note: The risk and protective factor indicators are state and population-based; the data may not be available for individual communities.
Indicters may be modified for prevention programs and services, as performance measures.

Page 2
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Influences of Substance Abuse in Alaska

Scope of project

In 2006 a State Epidemiological Qutcomes Waorkgroup (SEOWV) was created to collect, analyze, and report sub-
stance use incidence, prevalence and other related data. An “influences subcommittee” was created to: |) identify
and prioritize the factors that influence substance use and abuse, and 2) identify existing and recommend new indica-

tors to monitor over time.

Process: The “influences subcommittee” began with the adolescent popuilation while recognizing the significant
need to look at younger and older populations as well. The risk and protective factor national research for adoles-
cent substance use (and other risk behaviors) provided the working foundation. Additional factors were considered
that had a strong research base of support. The priority factors were selected based on: |) strength of the research;
2) relevance to Alaska; and 3) ability of a community /state partnerships to change that factor. To assure a compre-
hensive review, we examined factors across the social domains (family, community, school, and individual.) The avail-
ability of the data did not exclude a factor if it was considered to be of major significance to the Alaska population.
For example, poverty is highly correlated with substance abuse, but not easily amenable to change.

Through this process five protective factors and five risk factors were prioritized. In addition, cultural identity or loss
of culture was selected as factor that has tremendous influence on one’s sense of self and subsequent behavior.
Next the group turned to identifying population-based indicators for each of the selected factors. This process was
divided into 1) factors with existing indicators and data; 2) factors with some indicators, but not reliable data at this
point data; 3) factors that remain of high significance without indicators or data, at this time.

The Influences on Substance Abuse in Alaska was further reviewed by the data analyst for the Division of Behavioral
Health as well as the full State Epidemiological Qutcomes Workgroup.

This report is comprised of baseline data for the priority factors and their indicators. Three factors (family violence,
availability of alcohol, community norms and laws) have indicators needing further refinement and/or support for data
collection. Two factors (connection to family, cultural identity) do not have indicators at this time. The subcommit-
tee urges the state to partner with interested organizations to further define indicators and develop accurate meas-
urement tools for both of these factors.

Although the indicators are population-based Alaska measures, they are not meant to take precedent cver commu-
hity or program-based measures. This is important to note so that community planning efforts to deliver programs
and services continue to be community-driven. The identified indicators reflect the need for a consistent source of
population-based data that can be monitored over time across Alaska. Other community and program-based indica-
tors continue to be developed and provide further support for advancing our efforts for data collection and evalua-

tion in Alaska.

As noted previously, while the risk and protective factors identified in this report are based on research for adoles-
cent substance use, many of the factors have implications for adult and clder populations as well. A review of the
literature was not conducted specifically for adults and may need additional scrutiny and peer review to determine
both the availability and reliability of the research. Research on loss of culture and cultural identity was more thor-
oughly reviewed to apply across the lifespan, to children, youth and adults, and is cited here. Unfortunately, indica-
tors in this area were difficult to locate, although promising as new measures are being developed.

In closing, two studies % found the presence of both protective factors: family support and school support in ado-
lascents who have been physically abused, will reduce the likelihood of suicide attempts more than the mere removal
of the risk factor of substance use (e.g. alcohol, drugs) regardless of gender. While communities must continue to
reduce the factors that put children at risk, these studies point to the powerful impact protective factors can play in
helping children cope with life experiences, they have no control wver,
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Risk and Protective Factor Definitions and their Indicators

The definition for each factor is derived from its research. Indicators are based on existing Alaska
data sources that best match the definition. Some indicators are in a “developmental” stage, they
have yet to be formalized. A brief summary of the developmental stage is offered.

Indicators of Protection

Connection to Family (bonding) - Family connectedness has several compenents. Connectedness refers to the feelings of
warmth, love and caring children get from their parents. Children who feel support and connection report a high degree of
closeness, feelings of being understood, loved, and wanted. A parental presence is related to connection; it refers to a parent
being present during key times: before school, after school, dinner, bedtime and doing activities together. A “positive parenting
style” involves high expectations, clear family rules, fair and consistent discipline practices and age appropriate supervision and
monitoring of behavior, friends and whereabouts. The Add-Mealth study found this to be one of the strongest protective factors
against all risk behaviors, 6878111521, 25

Indicator Developmental Stage I: Indicator needs to be defined and measurement system put into place.

Status: Alaska does not collect population-based dat related to parent/family connectedness. Indicators for this protective fac-
tor include: percent of families that - engage in regular routines (i.e. eating dinner together); participate in activities together;
discuss current events/activities; or monitor children’s behavior and set rules. Recommendation: The subcommittee urges the
state to partner with interested organizations to further define family connectedness and develop indicators and measurement
tools.

Connection to School - Students feel “connected” (attached or bonded) to their school based on their feelings about the peo-
ple at school, both staff and other students. School connectedness is closely related to a caring positive school climate. School
connectedness protects adolescents against many health risks, including smoking, alcohol, drug use, and early sexual initiation.
Positive school climate and connectedness have been shown to contribute positively to academic achievement. 4810152226

Two Indicators: Percent of students agreeing that their school has a positive climate and percent of students that report being
connected to their school. Data source: School Climate and Connectedness Survey 2007, (AASB)

Positive Connection to Other Adults - This factor refers to the student's perception that they receive support and caring in
relationships with adults, other than family members i.e. neighbors, coaches, teachers, mentors or ministers. As children grow,

they become involved in an expanded network of significant relationships. This enlarged network includes many aduits who can
provide regular contact, mentoring, support, and guidance, 45310114, 225

Indicator:  Percent of students who have a positive connection with at least one other adult outside of their home.

Data source: Youth Risk Behavior Survey 2007 (DEED/DHSS)

Engagement in Meaningful Activities - This refers to activities involving volunteering and helping others in community or
peer-based programs, or service-learning projects. This protective factor is associated with the reduction of several risk-taking
behaviors (alcohol, tobacco or drug use, delinquency, anti-social behaviors, teen pregnancy, school suspensions or school drop-
out. Programs increase skills and positive development when youth are involved in all phases: planning, organizing, implementa-
tion and evaluation. 2,34,67.689.11,15 25. 28, 27,19

Indicator:  Percentage of students are involved in volunteer and helping activities one or more times per week.

Data source: Alaska Youth Risk Behavior Survey 2007 (DEED/DHSS)

Social, Emotional and Employability Skills - This refers to the abilities that equip young people to make positive choices,
maintain healthy relationships and succeed in life; the skills include: communication, conflict resolution, empathy, resistance,
problem solving/decision making and cultural competence, ***#*!!

Indicator: Percent of students who report they have social, emotional and employability skills.

Data source: School Climate and Connectedness Survey 2007 (AASB)

Indictors of Risk

Experienced Child Abuse (neglect, physical, sexual) or other family violence - Research suggests that children or
youth who have been physically abused or neglected are more likely than others to commit violent crimes and/or become preg-
nant. Exposure to high levels of marital and family discord or conflict also appears to increase risk, as does antisocial or delin-
quent behavior by siblings and peers, "&!"!7%

Child Abuse indicator Rate of substantiated child abuse and neglect per 1,000 children ages 0-17.

Page 4
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Definitions (continued)

Experienced Child Abuse (neglect, physical, sexual) or other family violence (continued)

Family Violence Indicator Developmental Stage |l; Existing measurement system needs further support and refinement.
Status: The reporting of interpersonal viclence remains incomplete. Victim services data, from the Council on Domestic Violence
and Sexual Assault (CDVSA), is not representative of all incidents of family violence--only those who seek services. The CDVSA
2006 Annual Report identifies victim services data by total number, type of services (including age, gender and incident types) and
by region. Recommendation: This indicator may become more representative if data collected from women’s shelters and crisis
centers are aggregated along with domestic viclence reports from police and law enforcement records. This would not account
for many rural and remote areas where there is no law enforcement ar no reporting methods designed to collect this informa-
tion, Furthermore, the addition of standardized questions about interpersonal violence to existing population-based surveys (e.g.
PRAMS, YRBS, BHRFS} will enhance the development of a reliable indicator.

Early Initiation of Substances - The earlier young people begin using drugs, committing crimes, engaging in violent activity,
dropping out of school and becoming sexually active, the greater the likelihood that they will have problems with these behaviors
later on. For example, research shows that young people who initiate drug use before the age of |5 are at twice the risk of having

drug problems as those who wait until after the age of 19. *%'
Indicator; Percent of students that have used alcohol before the age of 13. Data Source: Youth Risk Behavior Survey 2007(DHSS)

Availability of Alcohol and other Drugs - The more available alcohol and other drugs are in a community, the higher the risk
that young people will use and abuse these substances. The perceived availability of drugs is also associated with greater risk of
use. In schools where students believe drugs are more available, a higher rate of drug use occurs. *'**

Indicator Developmental Stage Ii: Existing measurement system needs further support and refinement.

Status: The Office of Public Safety, Alcoholic Beverage Control Board (ABC) conducts ongoing compliance checks (of sales to
minors) of package stores, bars, lounges and restaurants across Alaska. The ABC board also collects data related to failure rates,
but it has not consistently tracked this information until 2007. Recommendation: The data needs further analysis and the system
of compliance checks needs additional support. Other indicators related to access may need to be considered as well,

Family History of Suicide or Attempts — Youth who have a suicide among any family member in the past 12 months are at
greater risk for actempting suicide. """

Indicator: Completed suicide rate per 100,000 Alaskans (all ages) based on 2000-2004 dara.

Data Source: Alaska Bureau of Vil Statistics, February 2007 '

Death rate of family members by suicide [ndicator; Developmentai Stage Il. Vital Statistics is beginning to analyze mortality data
and familial relationships.

Community Norms and Laws related to Alcohol and Drug Use - Community norms (the attitudes and policies a commu-
nity holds about alcohol/drug use) are communicated in a variety of ways: through laws and written policies, informal social prac-
tices, and through the expectations parents and community members have of young people. {(e.g. alcohol taxes, local option or
drunk driving laws, perceptions of disapproval) ®'"'2'#

Indicator Developmental Stage Il: Existing measurement system needs further support and refinement.

Status: The Office of Public Safety, Alcoholic Beverage Contro! Board (ABC) has information on lacal alcohol laws and controls
{e.g. licenses, sales and local option restrictions). The current and available data on social norms and attitudes of drug and alcohol
use in Alaska, is collected through the Nationdl Surveys on Drug Use and Health. Recommendation: The statistics from the ABC
board needs to be reviewed to identify if there is encugh data to compile a statewide indicator related to alcohol control laws.
The data from the National Surveys on Drug Use & Health need to be reviewed for its strength as a population-based Alaska indi-

cator,

Loss of Cultural 1dentity (Protective Factor: Cultural ldentity) - Alaska Native and American Indian peopte may face ad-
ditional risks associated with alcohol and ather drug use. The increased vulnerability may be due to marginalization, stigmatiza-
tion, and loss or devaluation of language, culture, spiritual and traditional healing practices, and subsistence living. Another prob-
lem may be lack of access to culturally appropriate health care. Alaska Native and American Indian communities also experience
higher levels of stress due to historical trauma and rapid cultural change. Other ethnic persons or groups may experience similar
risk factors. '*!41%2!

Indicator: Developmental Stage I: Indicator needs to be defined and measurement system put into place.

Status: Information related to cultural identity such as percentage of Native language speakers and the number of rural house-
holds practicing subsistence lifestyles, exists primarily at the regionai or local level. There are several ongoing research projects
exploring the factors related to loss or preservation of cultural identity in Alaska. This research can assist in the development of
stronger measures that may form the basis for future population-based and prograrn-based indicators. Recommendation: The
current indicators will require further analysis and represent only two elements of preservation or loss of cultural identicy. The

subcommittee urges the state to partner with interested organizations to further define cultural identity and develop indicators
Page 5




Risk & Protective Factor/Indicator Citations

Resnick, M.D. et al. {1997). Protecting Adolescents from Harm: Findings from the National Longitudinal Study on Adolescent
Health. jeurnal of the American Medical Association, 278 (10}, 823-832; National Longitudinal Study of Adolescent Health (1995-2003)
Series of Monographs.

Child Trends. (2002). Building a better teenager: A summary of what works in adolescent development, Washington, D.C. Child Trends,
Rutter, M. (1985). Resilience in the face of adversity. British Journal of Psychiatry, 147, 598-611.

Werner, E. E., & Smith, R. 5. (1992). Overcoming the Qdds: High risk children from birth to aduithood. Ithaca, NY: Cornell University
Press.

Garmezy, N, (1985). Stress—resistant children: The search for protective factors in ). E. Stevenson (Ed.), Recent research in devel-
opmental psychopathology. journal of Child psychology and psychiatry book supplement no.4 (pp. 213-233). Oxford, England: Pergamon
Press.

Catalano, R. F. et. al. (1998). Positive youth development in the United States. Retrieved: http://aspe.hhs.govihsp/PositiveY outhDev99
Borowsky, L. et al. (1999). Suicide Attempts Among American Indian and Alaska Native Youth. Archives Pediatrics Adolescent Medicine
Vol 153. 573-580.

Hawkins ] D, et al. (1992). Risk and Protective Factors for Alcohol and Other Drug Problems in Adolescence and Early Adulthood:
Implications for Substance Abuse Prevention. Psychological Bufletin, 112(1), 64-105.

Scales, P.C. & Leffert, N. {1999). Developmental Assets: A Syathesis of the Scientific Research on Adolescent Development. Minneapolis:
Search Institute.

. Springer, F. (2001). EMT. National Cross-Site Evaluation of High Risk Youth Programs to Address Substance Abuse (CSAP).

. National Youth Violence Prevention Resource Center. Sponsored by US Department of Health and Human Services.
. Surgeon General’s Call to Action to Prevent Suicide ({999) Department of Health and Human Services.

14,

i3,
16.
17,

18,
19.

20.

21,
22,

23.

24.

25.

26.
27.

28.

29.

30.

J. Eccles & ). Goodman, eds. (2002). Community Programs to Promote Youth Development.

National Research Councii and Institute of Medicine. National Academy Press. a} Grossman & Tierney (1998) Big Brothers, Big Sis-
ters Evaluation 187-189; b) Catalano et. al. (1999) Positive Youth Development Programs in the US: Research Findings on Evalua-
tions of Positive Youth Development Programs.|75-177.

Segal, B, (1999) Alaska Natives combating substance abuse and related violence through self healing: a report for the people. A
report to the Alaska Federation of Natives. The Center for Alcohol and Addiction Studies. The institute of Circumpolar Health Studies.
University of Alaska Anchorage.

Bernard, B. (2004) Resiliency What We Have Learned.

Berry, J.W. (1985) Acculturation and mental health among circumpolar peoples. Circumpolar Health 84: 305-311

Boyer, D. & Fine, D., (1992) Sexual Abuse As a Factor Adolescent Pregnancy and Child Maltreatment. Family Planning Perspectives.
Vol 24; 1: 4-11.

Hawkins, D., et al. (1993) Communities That Care, curriculum. Developmental Research and Programs, Seattle, WA,

Wolsko, C (2007) Stress, coping, and the well being among the Yup'ik of the Yukon-Kuskokwim delta, the role of enculturation and
acculturation. International Journal of Circumpolar Health, 66 (I).

American Medical Association (1992). Family Violence: Adolescents as Victims and Perpetrators. Report | of the Councii on Sci-
entfic Affairs (A-92).

Mohatt, G.et.al. Tied together like a woven hat: Protective pathways to Alaska native sobriety. Harm Reduction Journal 2004,1:10.

McNeely, C. et al. (2002). Promoting School Connectedness: Evidence from the National Longitudinal Study of Adolescent Health,
Journal of School Health. Vol 72 no 4. 138-146.

Lonczack, H. et al. (2002). Effects of the Seattle Social Development Project on Sexual Behavior, Pregnancy and Birth and Sexually
Transmitted Disease Qutcomes by Age 21 Years. Archives Pediatrics and Adolescent Medicine, Vol. 156 No. 5.

Murphey, D. et al. (2004). Relationships of Brief Measure of Youth Assets to Health —Promoting and Risk Behaviors. fournal of
Adolescent Health (2004):34-184-191,

Oman, R. et al, (2004). The Potential Protective Effect of Youth Assets on Adolescent Aleohol and Drug Use. American Journal of
Public Heafth Vol 94. No 8. 1425-30.
Whitlock ). (2005} Places to Be Places to Belong. Cornell University

Perry, C. (1988) “Comparing Peer-Led to Teacher-Led Youth Alcohol Education in Four Countries.” Alcohol Health & Research
World. Vol. 2; 4. 322-326.

Rickert, V. et al. (1991} Effects of Peer-counseled AIDS Education Program on Knowledge, Artitudes, and Satisfaction of Adoles-
cents” fournal of Adalescent Health. Vol 12,: 38-43.

Slap, G.. et al. (1991) "Human Immunodeficiency Virus Peer Education Program for Adolescent Females.” Journal Adolescent Health.
Vol. 12. 434-442.

Coe, M. Suicide Attempts in Physically Abused Adolescents: Protective and Risk Factors Prevention Science Seminar 6.11.2003

Alaska Influence Indicator Data Sources

Child Abuse Rate 2007 — Calculated by the Office of Children’s Services, ORCA investigation for SFY07.

School Climate and Connectedness Survey 2007. Association of Alaska School Boards (AASB).

Suicide Rate (2000-2004 ) - Calculated by the Alaska Bureau of Vital Statstics (BVS), February 2007

Youth Risk Behavior Survey 2007. Department of Education and Early Childhood and Development (DEED) and Department
of Health and Saocial Services (DHSS).
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PRESS RELEASE - For Immediate Release
November 29, 2001

SUBSTANCE ABUSE COSTS ALASKA $614 MILLION A YEAR

New Study from McDowell Group Shows Economic Impacts

The negative economic impacts of alcohol and other drug abuse amount to about $614 million a
year in Alaska, according to a new study completed by the McDowell Group for the Governar's
Advisory Board on Alcoholism and Drug Abuse (ABADA).

"This is a staggering blow to Alaska's economy, communities and families,” said Advisory Board
chair Eric Tomasino of Palmer. "Year after year, substance abuse and chemical dependency drain
our human and economic resources.”

The study looked at five basic ways in which aicohol and other drug abuse cost money:
productivity losses, traffic crashes, criminal justice system and protective services, health care
and public assistance. Alcohol abuse costs accounted for $453 million per year, while other drug
abuse costs were estimated at $161 million annually.

"We have always known that alcohol and other drug abuse exacts a high human toll in Alaska,"
said Pam Watts, Executive Director of ABADA. "But until now, we had to rely on national studies
to estimate the economic costs to our state. This report gives us strong, Alaska-specific data to
use."

According to the study, tost worker productivity accounts for more than half of the annuai
economic impact, $319 miilion per year. These losses occur when alcohol and other drug abuse
resuits in premature death, reduced efficiency of workers through physical or mental
impairment, incarceration for a criminal offenses, or inpatient treatment or hospitalization.

Of the productivity losses, nearly half were due to premature death from alcohol and other drug
abuse. The economic loss for 1999 for this cause alone was $172 million, based on an annual
average number of deaths related to alcohol and other drug abuse. Between 1994 and 1998, this
was an average 224 deaths a year.

The Economic Costs of Alcohol and Other Drug Abuse in Alaska, Phase Two report was prepared
for ABADA by McDowell Group, a research-based consulting firm in Juneau and Anchorage, with
a grant from the Alaska Mental Health Trust Authority. The ABADA is appointed by the Governor
to advise the Administration and Legislature on substance abuse issues.
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Programs

Alaska Crash Qutcomes Pilot Project
Alaska Office of Rural Health
Alaska Primary Care Office
¢ Loan repayment programs
c CHC
o HPSA
o MUA
Certificate of Need

Community Health Aide Training and Supervision (CHATS) Grants
Comprehensive Integrated Mental Health Plan (Moving Forward)

Frontier Extended Stay Clinics (FESC)
Hospital Discharge Data System
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Small Hospital improvement

State Planning Grant
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Links and Resources
Publications

More Information
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Community Data and information
Community Health Centers
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Rural hospitals
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Comprehensive Integrated Mental Health Plam: 2006-2011

Figure 2
U.S. and Alaska Alcohol Consumption Comparisons
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Alcohol consumption rates reflect the prevalence and severity of alcohot refated problems. The alcohol
consumption rate in Alaska has been higher than the rate in the rest of the nation during each of the last 14
years, and is well above the Healthy Alaskans 2010 goal of 2.2 gallons or less per person per year.
Data from the National Institute on Alcohot Abuse and Alcoholism (NEAAA) indicates that Alaska remains in the
highest group for alcohol consumption in the naticn {per capita ethanol consumption per 10,000 people aged
14 and over). Consumption rates are calculated with in-state sales of alcoholic beverages and the state
population of persons 14 years and older.

Source: Alaska Department of Revenue; Alaska DHSS Division of Behavioral Health; compiled by NCADD
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Alaska receives $10.7 million for substance abuse prevention

infrastructure

The Substance Abuse and Mental Health Services Administration (SAMHSA) awarded a five-year,
$10.7 million grant to DHSS, Division of Behavioral Health. The grant will focus on Alaska's ability
to de-velop and promote community health and wellness by building regional and community
prevention infra-structure and capacity, with a specific emphasis on prevention of substance use and
abuse.

The state is required to utilize the five steps of the Strategic Prevention Framework — assessment,
capacity building, planning, implementation and evaluation. The goal is to have the first three steps
com-pleted by June 2010. Once the state's implementation plan has been approved by SAMHSA's
Center for Substance Abuse Prevention, the state will solicit proposals from regional and/or
community coalitions to develop a prevention infrastructure and capacity at the local level. These
grant awards will not be for di-rect services, but for building sustainable infrastructure and capacity
to prevent the consequences of alco-hol and other drug use at the community and regional level.
Each sub-recipient will be required to also use the five steps of the SPF, and to develop strategies
based on what the assessment data tells them—a true data driven process. Proposals will be
accepted from regional/community coalitions with the ability to con-duct a thorough needs and
capacity assessment; drawing on the input and commitment of the region/community at-large.

While direct program services will not be funded through these grant awards, we will encourage
the utiliza-tion of environmental strategies that promote changing social and community norms,
practices and policies.

We are very excited about the SPF SIG and the prevention opportunities these funds will provide
to Alaska. Focusing on coalition building, community assessments, data-driven decision making,
infrastruc-ture, capacity and sustainable systems change will enhance our overall prevention efforts
and assist us in changing the trends of alcohol and drug use in Alaska and the devastating
consequences that occur.

Working through and with coalitions is how we envision the fu-ture for community-driven
prevention activities. The old way of doing business isn‘t getting us where we want to go—human

and dollar re-sources are not abundant enough to allow individual agencies to work in isolation on a

single issue. We know that social issues are intertwined, yet we continue to approach these
problems as independent silos of activity.... By putting our energy and emphasis on building and
sustaining community coalitions, the ability to promote healthy communities; to build strong
protective factors; and to reduce risk factors will be greatly increased and the outcomes more
positive and hopeful. We thank everyone who attended the training and look forward to following
up with future training to continue building a strong coalition framework for

Family Risk Factors

Family history of the problem behavior - If children are raised in a family with a history of
alcohol/ drug addiction, it increases the likelihood that children wilt also have alcohol and other
drug problems. If children are raised in a family with a history of criminat activity, the risk of
juvenile delinquency increases. Similarly, chiidren who are raised by a teenage mother are more
likely to become teen parents, and children of dropouts are more likely to drop out of school
themselves. 248118
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Family management problems - Poor family management practices include lack of clear
expectations for behavior, failure of parents to monitor their children - knowing where they are
and whom they are with, and excessively severe or inconsistent punishment. **2

Family violence and conflict - Persistent, serious conflict between primary caregivers or
between caregivers and children appears to increase children's risk for all of the problem
behaviors. Whether the family consists of two biological parents, a single parent, or some other
primary caregiver appears to matter less than whether the children experience much conflict in
their families. For example, domestic violence in a family increases the likelihood that young
people will engage in delinquent behaviors and substance abuse, as well as become pregnant
or drop out of school. ®'®

Parental attitudes favorable to substance use and other problem behavior - Parental
attitudes and behaviors toward drugs, crime, and violence influence the attitudes and behaviors
of their children. Parental approval of young people's moderate drinking, even under parental
supervision, increases the risk that the young person will use marijuana. Similarly, children of
parents who excuse them for breaking the law are more likely to develop problems with juvenile
delinquency. In families where parents display violent behavior, children are at greater risk of
becoming violent. &'

The Advisory Board on Alcoholism and Drug Abuse, through the Alaska
Department of Health and Social Services, contracted with McDowell Group in April
2005 to update a prior study on the economic costs of alcohol and other drug abuse
in Alaska.

Alcohol and other drug abuse impacts the economy in many ways. Public safety,
health care, and public assistance are among the areas impacted by alcohol and other
drug abuse. The extent of these impacts is evident in the level of alcohol and other
drug dependency and its associated cost on the Alaska economy. According to a
1998 study, 9.7 percent of Alaska’s population is dependent upon or abuses alcohol
(39,596 residents), while 1.5 percent is other drug dependent (14,238 residents). The
total cost of this dependence to the Alaska economy is estimated to be $738 miilion
during 2003. Alcohol abuse costs accounted for $525.5 million (71 percent). Other
drug abuse costs were estimated at $212.5 miltion (29 percent). Costs by category
include:

1 $367 million from productivity losses.

0 $154 million from criminal justice and protective services.

[0 $178 million from health care.

0 $35 million from traffic crashes.

U $4 million from public assistance.

Public Assistance and Social Services

A portion of public assistance expenditures can be attributed to alcohol and other
drug abuse. Alcohol and other drug-dependent persons may qualify for public
assistance because of reduced income, inability to hold a job, or disability caused by
substance abuse. Costs attributed to abuse (program administration costs only) were
an estimated $4.1 million in 2003.
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[ditarod to drug test on the trail BY TODD L. DISHER  Frontiersman

WASILLA — In a rule change that directly affects the event’s three-time reigning champion, the
governing body of the Iditarod Trail International Sled Dog Race will impose a strict drug testing
policy on mushers starting in 2010.

Rule 29 now allows race officials to test mushers with or without cause, individually or as a
group, and on a fixed or random schedule for the presence of prohibited drugs or alcohol.

The Iditarod Trail Committee Executive Director Stan Hooley said the rule change comes in
response to a request from mushers.

“(The Iditarod Official Finishers’ Club) said to us, ‘We want you to implement a drug testing
program to make sure no unfair advantage is gained. We are interested in the safety and the
integrity of everyone in the race,”” Hooley said.

But for Lance Mackey, the musher who has dominated the sport for the last three years, the rule
change is purely political.

“Some of the people who are pushing the issue are the people who can’t beat me on the trail, so
they are trying to beat me off it,” Mackey said.

Mackey survived a battle with throat cancer in 2001 and openly admits to using marijuana for
what he says are medicinal purposes and with a doctor’s approval.

“] have no taste buds and no real appetite,” Mackey said, as one of the purported benefits of
marijuana is to improve food consumption. “It also helps me pay attention and focus on what I'm
doing.”

It’s that last part that irks fellow musher Ken Anderson. Anderson said he understands if Mackey
uses marijuana to maintain his health, but if it really does help him stay focused, then it offers an
unfair advantage.

“[ guess that is a little bit troubling, that he was getting a leg up,” Anderson said. “And, that was
against race rules.”

Anderson is referring to the rule that has been in place banning substances like marijuana even
before the rule was recently changed. However, what the past rule lacked, Hooley said, was
enforcement.

“There wasn’t a protocol in place for (drug testing) that would stand up,” Hooley said. “You
need to have professionals in place to carry out a program like that.”

After the request from the IOFC, Hooley said the rule became formalized with an agreement
with WorkSafe Inc., a company that does drug testing for companies around the state. By
offering WorkSafe a race sponsorship, the committee was able to get a contract for the tests at a
reduced rate, he said.



The urine samples can be taken anywhere along the trail and flown to the testing facility in the
Lower 48. Hooley said the turnaround time from sample taken to results should be about 48
hours, and the results will indicate levels of both illegal drugs and performance-enhancing
substances.

As to why marijuana was included on the list of substances prohibited, Hooley said the _
committee was following federal guidelines. Alaska state law allows possession of up to 1 ounce .-
of marijuana, but “by federal standards, marijuana is still an illegal drug,” Hooley said. )

What’s more, marijuana is not eligible for the therapeutic exemption clause in the new rule.
Hooley said marijuana only requires a physician’s recommendation, not necessarily a
prescription. Also, there is no regulated dispensing system that controls the dose because the
federal government does not recognize marijuana as a medicine, Hooley said.

“Is marijuana considered performance-enhancing? I think most scientific folks would say no. |
But, it is an illegal drug that is not dispensed by the FDA through a prescription,” Hooley said.

For his part, Mackey said he would not seek the therapeutic exemption even if it was offered,
saying he does not want to use his medical marijuana card as a crutch. However, he said he still
does not understand the reasoning behind the ruling.

“It’s a dog race. They are the ones performing to get us to Nome. It didn’t jeopardize their
performance last year,” Mackey said. “I finished with 15 of my 16 dogs and with a 12-hour lead
in the toughest conditions the Iditarod has ever seen. It didn’t do anything to hinder my
outcome.”

Asked if this means he used marijuana on the Iditarod trail last year, Mackey hesitated, but said
yes.

“I wasn’t dependent on it everyday. There was a little bit here and there. But it is irrelevant,” he
said.

What people don’t understand, he said, is the effect cancer and the following chemotherapy and
radiation treatment had on his body, and how marijuana alleviates this pain.

*I do not condone kids using pot. This is something | have had to deal with because of my
medical history,” Mackey said. “I don’t know how to explain this. It seems like it is one of the
reasons I'm still breathing.”

Looking forward, Mackey said he is going to run a clean race in 2010 and likes his chances of
becoming the first musher to win four Iditarod races in a row.

“I’'m pretty confident. If I come in 50th this year, of course people are going to start pointing
fingers,” Mackey said. “But if they think my success in the past has been based on my marijuana
use, they have more problems than me.”
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Social effects

The social problems arising from alcoholism can be massive and are caused in part due to the
serious pathological changes induced in the brain from prolonged alcohol misuse and partly
because of the intoxicating effects of alcohol.'122! Alcohol abuse is also associated with
increased risks of commiting criminal offences including child abuse, domestic violence, rapes,
burglaries and assaults.2®! Being drunk or hung over during work hours can result in loss of
employment, which can lead to financial problems including the loss of living quarters. Drinking
at inappropriate times, and behavior caused by reduced judgment, can lead to legal
consequences, such as criminal charges for drunk driving or pubtlic disorder, or civil penalties for
tortious behavior. An alcoholic's behavior and mental impairment while drunk can profoundly
impact surrounding family and friends, possibly leading to marital conflict and divorce, or
contributing to domestic violence. This can contribute to lasting damage to the emotional
development of the alcoholic's children, even after they reach adulthood. The alcoholic could
suffer from loss of respect from others who may see the problem as self-inflicted and easily
avoided.

Within the medical and scientific communities, there is broad consensus regarding alcoholism as
a disease state. For example, the American Medical Association considers alcohol a drug and
states that "drug addiction is a chronic, relapsing brain disease characterized by compulsive drug
seeking and use despite often devastating consequences. It results from a complex interplay of
biological vulnerability, environmental exposure, and developmental factors (e.g., stage of brain

maturity)."
Drug abuse

Further information: Drug abuse

Unemployment, underemployment, and distance from rural areas are where most drug abuse
occurs. Some results of drug abuse are stealing, killing, theft, assault, prostitution, poor grades in
school, and poor conduct at work. Some poverty is cause by people who have abused drugs and
have spent all of their money buying them. When they have no other way to support their
addiction, they result to other measures to obtain them. The urge for the drugs began to take over
their lives. People lose there their families, friends and homes leaving them alone and in poverty.

Neurobehavior Disinhibition in Childhood Predicts Substance Use Disorder in
Young Adulthood

The development of substance use disorder (SUD) was prospectively investigated in 66 boys
having fathers with SUD and 104 boys having fathers with no adult psychiatric disorder.
Evaluations were conducted to determine the context in which neurobehavior disinhibition in
relation to parental SUD, parental neglect of the child and child's social maladjustment
culminated in a DSM-11I-R diagnosis of SUD. A neurobehavior disinhibition latent trait
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reflecting prefrontal cortex disturbance was derived using indicators of behavior undercontrol,
affect dysregulation and executive cognitive functioning in the boys when they were 10-12 and
again at 16 years of age. The data were analyzed to determine whether the score on the
neurobehavior disinhibition construct mediates the association between father's and mother's
SUD and son's SUD. Several key results emerged. First, SUD in the mother and father predicted
neurobehavior disinhibition in the son. Second, the neurobehavior disinhibition score of the sons
at ages 10-12 predicted SUD at age 19. Third, neurobehavior disinhibition, in conjunction with
social maladjustment and drug use frequency, mediated the association between paternal and
maternal SUD and son's SUD. Fourth, neurobehavior disinhibition was unrelated to neglect of
the child by either the father or mother; however, paternal but not maternal neglect at age 10-12
predicted SUD at age 19. These findings suggest that prefrontal cortex dysfunction contributes to
SUD liability. Tarter R.E., Kirisci L., Habeych M., Reynolds M. and Vanyukov M.
Neurobehavior Disinhibition in Childhood Predisposes Boys to Substance Use Disorder by
Young Adulthood: Direct and Mediated Etiologic Pathways. Drug and Alcohol Dependence, 73,
pp. 121-132, 2004.

Testing the Effectiveness of a Public Health Approach to Treating Substance-Abusing
Women on Welfare
Jonathan Morgenstern, Ph.D.

Substance abuse (SA) among disadvantaged, parenting women has long been identified as a
major public health problem. However, as States move to implement weifare reform, efforts to
effectively address this problem take on greater urgency. This report describes preliminary
findings from a study currently in progress to test the effectiveness of a pubiic health approach
to intervening with this population. The report will {1) describe the study rationale, design, and
interventions, {2) compare baseline characteristics of substance-abusing women on welfare with
a nonaffected comparison group, and (3) report on SA treatment entry and retention data for an
fnitial cohort of participants. A standardized battery was administered to women (N=220)
recruited in a welfare setting who either met current DSM-IV substance-dependence criteria or
did not meet criteria for a substance use disorder in the prior 5 years. Substance-dependent
women had significantly greater employment, mental health, family, medical, and housing
problems, suggesting they would experience substantially greater barriers to employability.
Substance-dependent women were then randomly assigned to receive a referral either to SA
treatment or to an intensive case management intervention (ICM). Women assigned to ICM had
significantly higher rates of SA treatment entry and attendance. Overall, women who received a
referral only to SA treatment had low rates of treatment attendance. Findings are discussed in
the context of the current interface between substance abuse and welfare-to-work services.

National Institute on Drug Abuse
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Science of Addiction

Nora Volkow, M.D.
Director of the National Institute on Drug Abuse {(NIDA)
National Institutes of Health

When scientists first started to study drug abuse, people addicted to drugs were thought to be morally
flawed and lacking in willpower. This view has shaped society’s response to drug abuse, treating it as a
moral failing rather than a health problem, resulting in punitive rather than preventative and therapeutic
actions. Due to groundbreaking scientific discoveries, we now recognize drug addiction as a brain
disease that can be successfully prevented and treated.

What is Drug Addiction?

Drug addiction is a chronic, relapsing brain disease characterized by compuisive drug seeking and use
despite often devastating consequences. It results from a complex interplay of biological vulnerability,
environmental exposure, and developmental factors (e.g., stage of brain maturity).

As with many other diseases, vulnerability to addiction stems partly from a person's genetic makeup.
Scientists estimate that genetic factors account for 40-80 % of an individual's vulnerability to addiction,
with environmental and developmental variables influencing whether and how particular genes are
expressed. Additional factors, such as conditions at home, at school, or in the neighborhood, can
heighten addiction vulnerability. Research also shows that early drug use increases the likelihood of
addiction and that people with psychiatric disorders have a higher risk of drug abuse and addiction than
the general population.

Research has improved our understanding of the biological mechanisms underlying drug abuse and
addiction. All drugs of abuse directly or indirectly target the brain's reward system by flooding the circuit
with dopamine—the neurotransmitter that regulates feelings of pleasure, as well as movement, emation,
cognition, and motivation. Overstimulation of this system produces the euphoric effects sought by people
who abuse drugs and teaches them to repeat the behavior. Our brains are wired to repeat activities that
bring us pleasure or reward (e.g., eating or having sex) as a way of ensuring our survival. Because taking
drugs of abuse stimulates the same circuit, our brains urge repetition of the behavior, and thus people
“learn” to abuse drugs without thinking about it. These intense impulses can overcome a person’s willful
intent not to take drugs, despite catastrophic consequences—which is really the essence of drug

addiction.

Therefore, even though the initial decision to take drugs is mostly voluntary, once drugs take over, they
cause brain changes that acutely impair a person’s ability to exert self-control. Brain imaging studies of
drug-addicted individuals have revealed physical changes in brain areas critical to judgment, decision-
making, learning, memory, and behavior control, which may help explain the compulsive and destructive
behaviors associated with drug addiction.

Preventing Drug Abuse

The National Survey on Drug Use and Heaith (NSDUH) estimated that 22 8 million persons (9.2 % of the
U.S. population aged 12 or older) were classified with substance abuse or dependence in 2006 (based on
criteria specified in the Diagnostic and Stalistical Manual of Mental Disorders, 4™ edition). Of these:

¢ 3.2 million abused or were dependent on both alcohol and illicit drugs;




o 3.8 million abused or were dependent on illicit drugs but not alcohol; and
e 15.6 million abused or were dependent on aicohol but not illicit drugs.

Data on teen drug use reflect both encouraging and troubling trends. Althouqhh statistics show a23 %
decline from 2001-2006 in past-month use of any illicit drug by students in 8", 10", and 12™ grades,
abuse of marijuana continues to be a problem with approximately 12 % of 8™ graders, 25 % of 10"
graders, and 32 % of 12" graders reporting use in the past year. Prescription painkillers also continue to
be abused at unacceptably high levels, with 1 in 10 high schocl seniors reporting abuse in the past year.
In addition, while past-year abuse of OxyContin was down among 12" graders, the rate nearly doubled
among 8" graders between 2002 and 2006—going from 1.3 % to 2.6 %. Prescription drugs are easily
accessible and are often obtained from a friend or relative for free. Moreover, there is a common
misperception that, because they are prescribed by a doctor, prescription medications are safe, even
when used in ways not intended.

~

Because early use of drugs increases a person’s chance of more serious abuse and addiction, prevention
is crucial. NIDA studies have shown that prevention programs backed by science {rationally designed and
rigorously tested) can be effective in youth. Such programs work to boost protective factors, reduce risk
factors for drug use, and help shape youths' perceptions about drug abuse risk.

Medical Consequences of Addiction

Illicit drug abuse causes 17,000 deaths annually in the United States and more than $180 billion in annual
economic costs. Abuse of nicotine, alcohol, and/or prescription drugs causes additional morbidity and
mortality. Although some medical consequences of drug abuse and addiction are temporary and can be
essentially reversed with treatment, others may be more persistent, diminishing the quality of individuals’
health long after drug use has stopped. Whether short-lived or chronic, the many potential health effects
from drug abuse and addiction underscore the fact that drug abuse does not exist in medical isolation—it
causes a broad array of medical consequences throughout the body
{hitp:/Awww.nida.nih.gov/consequences/). A few examples follow:

¢+ Cardiovascular effects. Researchers have found a connection between the abuse of most drugs
and adverse cardiovascular effects, ranging from abnormal heart rate to heart attacks. Injection
drug use can alsc lead to cardiovascular problems such as collapsed veins and bacterial
infections of the blood vessels and heart valves. Use of marijuana, cocaine, methamphetamine,
and inhalants can resuit in cardiovascular effects.

+ Neurological effects. All drugs of abuse act in the brain to produce euphoric effects; however,
some drugs also cause severe negative consequences in the brain such as seizures, stroke, and
widespread brain damage that can impact all aspects of daily life. Drug use can also cause brain
changes that lead to problems with mermory, attention, and decision-making. Examples of drugs
with neurological effects include cocaine, methamphetamineg, inhalants, and ecstasy.

» HIV, hepatitis, and other infectious diseases. Drug abuse increases the spread of infectious
diseases. Injection of heroin, cocaine, and methamphetamine causes more than a third of new
AIDS cases and is a major contributor to the spread of hepatitis C. In addition, all drugs of abuse
interfere with judgment and increase the likelihood of risky behaviors, which alsc contribute to the
spread of HIV/AIDS and other sexually transmitted diseases.

» Other health effects. In addition to the effects various drugs of abuse may have on specific
organs of the body, many drugs produce global body changes such as dramatic changes in
appetite and increases in body temperature, which may impact a variety of heaith conditions.
Withdrawal from drug use also may lead to numerous adverse health effects, including
restlessness, mood swings, fatigue, muscie and bone pain, insomnia, cold flashes, diarrhea, and
vomiting.
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In addition to harmful effects for the addicted individual, drug abuse can resuit in serious health
consequences for others. For example, while the full extent of the effects of prenatal drug exposure on a
child is not known, studies show that various drugs of abuse may result in premature birth, miscarriage,
low birth weight, and a variety of behavioral and cognitive problems in infants and children. Secondhand
exposure to tobacco smoke is another example. According to the 2006 Surgeon General's Report, The
Health Consequences of Involuntary Exposure to Tobacco Smoke, exposure to environmental tobacco
smoke increases the risk of heart disease and lung cancer in persons who have never smoked by 25~
30% and 20-30%, respectively. Exposure to tobacco smoke in the home increases severity of childhood
asthma and has been associated with sudden infant death syndrome.

Treatment and Recovery

Discoveries about the science of addiction have lead to advances in drug abuse treatments that enable
people to counteract addiction's powerful effects on the brain and behavior and regain control of their
lives. Despite the availability of many forms of effective treatment for addiction, the problem of relapse
remains the major challenge to achieving sustained recovery. However, relapse rates for addiction are
similar to those for other well characterized chronic medical ilinesses such as diabetes, hypertension, and
asthma, which also have both physiological and behavioral components. Treatment of chronic diseases
involves changing deeply embedded behaviors, and relapse does not mean treatment failure. For the
addicted patient, lapses back to drug abuse indicate that treatment needs to be reinstated or adjusted, or
that alternate treatment is needed. For most individuals, combining medications with behavioral therapies
is the most successful approach,

Different types of medications may be useful at different stages of treatment—during withdrawal to ease
symptoms; during treatment to help people stay engaged; and following treatment to prevent relapse.
Medications currently available include those used to treat:
» Tobacco addiction. Nicotine replacement therapies (patch, inhaler, gum), bupropion,
varenicline.
+ Opioid addiction. Methadone, buprencrphine.
« Alcohol and drug addiction. Naltrexcne {(helps prevent relapse to alcohol and heroin abuse), -
disulfiram (helps prevent relapse to alcohot abuse and is cusrently being tested for treating
cocaine abuse), acamprosate (helps prevent relapse to alcohoi abuse).

Behavioral treatments help people modify attitudes and behaviors related to drug abuse and increase
their ability to handle stressfu! situations and environmentat cues that may trigger intense craving for
drugs and prompt relapse. For example,
¢ Cognitive behavior therapy helps people recognize, avoid, and cope with situations in which
they are most likely to abuse drugs.
+ Motivational incentives treatment uses positive reinforcements (i.e., rewards or privileges) to
help people remain drug free.
+ Motivational interviewing is conducted at treatment entry to stoke an individual's desire to fully
participate in treatment and change his or her behaviors.
» Group therapy helps people face their drug abuse realistically, acknowledge the harm it can
cause, and increase motivation to not use drugs.

Behavioral therapies can also enhance the effectiveness of medications and help people remain in
treatment.

The process of recovery from drug abuse or addiction can be long and complex. When people enter
treatment, addiction has often taken over their lives. The compulsion to find and use drugs may have
disrupted their families, their professional lives, and their standing in the community. It also may have
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made them vulnerable to other serious illnesses. Because the effects of drug abuse are far reaching,
treatment must address the needs of the whole person to have the best chance for success. The most
effective programs incorporate a variety of rehabilitation services to address a person's medical,
psychological, social, vocational, and legal needs to enhance their recovery process.

At NIDA, we believe that a fuller understanding of the science of addiction will encourage adoption of
research-based policies and programs to reduce drug addiction and will increase support for scientific
research to improve the health of our citizens. Please visit our recently created Web site to access a
wealth of resources designed to help physicians recognize, diagnose, and treat drug abuse and addiction:
http://iwww.nida.nih.govimedstaff htmi. Together, we can continue to leverage the power of science
against this devastating disease that causes so much suffering for individuals, communities, and society
at large.
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Rich vs. Poor: Drug Patterns Are Diverging ‘

By PETER KERR

Americans generally appear to be turning away from the use of illegal drugs, but, at the same
time, the poor face mounting deaths and an ever bleaker future because of drug abuse, according
to Government statistics and interviews with drug experts.

What may be emerging, some experts believe, is a tale of two drug problems: one in middle-class
America, which may be past the worst of a 20-year mass experiment with illegal drugs; the other
in the America of the poor, where, amid hopelessness and lack of education, people will suffer
the worst consequences of cocaine, heroin and AIDS.

"We are dealing with two different worlds here," said Dr. David F. Musto, a professor of
psychiatry and history of medicine at Yale University who has written extensively on the history
of drug-use epidemics. Incentives to Stop

"The question we must be asking now is not why people take drugs, but why do people stop," Dr.
Musto said. "In the inner city, the factors that counterbalance drug use - family, employment,
status within the community - often are not there. It is harder for people with nothing to say no to

drugs.”

In recent years, the focus of greatest concern among drug experts has been cocaine, for while the
use of other drugs was dropping or remaining stable, cocaine grew widely in popularity
throughout the nation in the late 1970's and early 1980's.

Findings from two major Federal studies on drug use in America show that in the last few years,
better-educated young people have been reducing their use of cocaine and other drugs.
Meanwhile, the least-educated have increasingly used cocaine.

Experts caution that their conclusions are tentative and that the rise of a new drug or the
appearance of other unpredictable factors could easily upset current trends. And, whatever the
trends, they say, drug use is so widespread that it will remain a problem in all sectors of sociely
for years. A Mixed Message

However, they point to a newly emerging picture of drug use in America that, they say, carries a
mixed message of hope for the well-off and despair for the poor. Among their major conclusions
are these:

* With the exception of heroin and crack among the poor, the use of illegal drugs in the nation
appears to have peaked, including the snorting of powdered cocaine.
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* Federally financed studies show that the people turning away from drugs are the most educated
and affluent. The poorest and least-educated have continued or increased their drug use.

* Crack, a smokable form of cocaine, has largely remained a poor people’s drug. Its rise in the
past two years has had devastating effects on poor neighborhoods, but it has failed to make the
same inroads into the middle class.

* The most deadly impact of illegal drug use is probably yet to come, as tens of thousands of
intravenous drug users, their sexual partners and their children contract acquired immune
deficiency syndrome. Most of those people will be poor.

Several drug treatment experts voiced concern that as the casualties of drug abuse shift
increasingly into the ghetto, the drug issue may become less visible to many Americans and
receive less attention from government. Putting Pressure on Legislators

"In the heroin crisis of the late 1960's and again with crack in recent years it was the threat to the
middle- and upper-middle-class kids that put pressure on legislatures and Congress," said Dr.
Mitchell S. Rosenthal, the president of Phoenix House, the operator of drug treatment centers in
New York and California. "There is a danger that if they feel less of a threat, the resources won't
stay with the problem.”

Some scholars say societies experience widespread drug use in historic cycles. From 1885 to
1920, the United States experienced an epidemic of narcotics and cocaine use. Dr. Musto argues
that a similar epidemic began in about 1965, but that it took years for casualties to mount and for
society to react against drugs.

Statistics indicate that outside of the poorest neighborhoods, the nation's 20-year affair with
illegal drugs is on the decline.

According to the National Institute on Drug Abuse, marijuana use peaked in 1978, and by 1985,
7 out of 10 high school seniors believed marijuana use to be harmful. Young people's use of
hallucinogens, like LSD and PCP, or "angel dust," has fallen since 1979. A Different Generation

In 1985, a national household survey conducted by the University of Kentucky for the National
Institute on Drug Abuse asked 18-to-25-year-olds if they had smoked marijuana in the last
month. It found that people who never graduated from high school were most likely to be using
the drug. The better educated the young people were, the survey found, the less they were using
marijuana.

Among an earlier generation of smokers - people 35 and over, who probably developed their
attitudes toward marijuana in the late 60's and early 70's - the findings were just the reverse. It
was the college-educated who were most likely to be smoking marijuana.

Another study found similar results. The survey, conducted for the National Institute on Drug
Abuse by the University of Michigan Institute for Social Research, asked high school seniors
whether they had used drugs other than marijuana in the previous year.
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The survey found that in 1986, seniors of all economic backgrounds were using drugs less than
seniors were in 1981. But the greatest change took place among students whose parents had
some graduate education: a drop of 13 percentage points, to 23.7 percent, from 36.7 percent. The
least change took place among students whose parents had never been to high school: a drop of
2.7 percentage points, to 22.7 percent, from 25.4 percent. Flooding Across the Border

What confused the situation last year was cocaine, which had been rising in use since the late
70's. By last year, the white powder was flooding across the nation's southern border and was
suddenly appearing in urban areas in the new smokable form of crack; from 1982 to 1986, the
number of deaths and emergency room reports involving cocaine quadrupled.

For a time, experts feared that the pellet form of cocaine, which is much more quickly addicting
than cocaine powder, would spread to all segments of society, including the middle class and
affluent, who were using powdered cocaine. But it now appears that the growth of crack has
leveled off in New York and many other cities around the country, law-enforcement and
treatment officials say.

"In general we believe that cocaine has reached its peak,” said David L. LeRoy, the chief of
domestic intelligence with the cocaine desk of the Federal Drug Administration. "It is going to
take a few months to have the numbers to prove it, but we feel fairly optimistic about it." Tracing
the Growth in Appetite

The amount of cocaine entering the country could still be rising, Mr. LeRoy said, but the number
of users appears to have leveled off or may be dropping. In other words, he said, the most recent
growth in America's cocaine appetite can be traced to its most severe addicts, many of them
inner-city crack addicts.

According to the household survey of 18-to-25-vear-olds, the people most likely to have used
cocaine in the previous month in 1982 were those who graduated from college. The least likely
to have used cocaine were those who never finished high school. Among college graduates, 13
percent said they had used cocaine in the past month, while among those without high school
diplomas, only 4 percent had used cocaine.

But by 1985, the situation was just the opposite. Only 3 percent of college graduates said they
used cocaine in the last month. But 10 percent of people who never finished high school said
they used the drug. Since the survey did not include people without homes, it may have
understated drug use among the poorest and least-educated, according to Prof. Harwin Voss of
the University of Kentucky, who helped direct the study. Severe Consequences

There is still evidence of middle-class crack use with severe consequences for those who have
become addicted. In addition, treatment experts say "freebasing," or smoking of powdered
cocaine, which has the same effect as smoking crack, is popular in some circles of middle-class
and affluent drug users.




Nonetheless, the New York State Division of Substance Abuse Services and the Los Angeles
County office of Drug Abuse report that most crack users appearing at hospitals and treatment
centers are poor members of minority groups.

Such observations about crack and the poor are echoed by other drug treatment experts around
the nation.

"Crack seems to have become entrenched in the inner-city areas,” said James Hall, the director of
Up Front Drug Information Inc., a foundation based in Miami. "With cocaine we are going to see
a shrinking number of users who are going to be at greater risk from the drug. They are the
poorest, the least educated, who have the least access to information."

But perhaps the most dire vision of the future concerns the intravenous users of heroin, a drug
that has remained predominantly the preserve of the inner-city poor. AIDS Through Shared
Needles

While the number of addicts around the nation has remained relatively stable, there has been an
alarming rise in the proportion of addicts exposed to the AIDS virus from the sharing of needles.

While only a comparatively small fraction of heroin addicts died from overdoses, each year
between 20 and 100 percent of those exposed to AIDS are expected to die from the disease.

Among heroin addicts entering drug treatment in New York, more than 50 percent are now
testing positive for exposure to the virus, said Dr. Beny J. Primm, the executive director of the
Addiction Research and Treatment Corporation, a drug treatment program in New York.

Dr. Primm described his vision of the future for the poorest black neighborhoods in New York,
where homelessness and family disintegration are already rife.

"Five years from now, those people who are alive then will find their ranks devastated by AIDS,
and there will be a type of hopelessness that is hard to imagine now," Dr. Primm said. "l am
hearing people already say, 'l am infected with the virus, [ might just as well shoot up drugs.'
People will be turning more and more to drugs for solace."

Graph of percentage of nationwide high school seniors who said they used a drug other than
marijuana in the last year (University of Michigan) (Page 28); photo of Dr. David F. Musto
(NYT/Rollin A. Riggs) (Page 28)




Frequently Asked Questions About Drug Testing in Schools

What is drug testing?

Some schools, hospitals, or places of employment conduct drug testing. There are a number of ways this can be done,
including: pre-employment testing, random testing, reasonable suspicion/cause testing, post-accident testing, return
to duty testing, and follow-up testing. This usually involves collecting urine samples to test for drugs such as
marijuana, cocaine, amphetamines, PCP, and opiates.

Following models established in the workplace, some schools have initiated random drug testing and/or reasonable
suspicion/cause testing. During random testing schools select, using a random process (like flipping a coin), one or
more individuals from the student population to undergo drug testing. Currently, random drug testing can only be
conducted among students who participate in competitive extracurricular activities. Reasonable suspicion/causc
testing involves a school requiring a student to provide a urine specimen when there is sufficient evidence to suggest
that the student may have used an illicit substance. Typically, this involves the direct observations made by school
officials that a student has used or possesses illicit substances, exhibits physical symptoms of being under the
influence, and has patterns of abnormal or erratic behavior.

Why do some schools want to conduct random drug tests?

Schools that have adopted random student drug testing are hoping to decrease drug abuse among students via two
routes. First, schools that conduct testing hope that random testing will serve as a deterrent, and give students a
reason to resist peer pressure to take drugs. Secondly, drug testing can identify adolescents who have started using
drugs so that interventions can occur early, or identify adolescents who already have drug problems, so they can be
referred for treatment. Drug abuse not only interferes with a student's ability to learn, but it can also disrupt the

teaching environment, affecting other students as well.

Is student drug testing a stand-alone solution, or do schools need other programs to prevent and reduce drug use?

Drug testing should never be undertaken as a stand-alone response to a drug problem. If testing is done, it should be a
component of broader prevention, intervention and treatment programs, with the common goal of reducing students'

drug use.

If a student tests positive for drugs, should that student face disciplinary consequences?

The primary purpose of drug testing is not to punish students who use drugs but to prevent drug abuse and to help
students already using become drug-free. The results of a positive drug test should be used to intervene with students
who do not yet have drug problems, through counseling and follow-up testing. For students that are diagnoscd with
addiction, parents and a school administrator can refer them to effective drug treatment programs, to begin the

recovery process.
wWhy test teenagers at all?

Teens are especially vulnerable to drug abuse, when the brain and body are still developing. Most teens do not use
drugs, but for those who do, it can lead to a wide range of adverse c¢ffects on the brain, the body, behavior and health.
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Short term: Even a single use of an intoxicating drug can affect a person's judgment and decisonmaking—resulting
in accidents, poor performance in a school or sports activity, unplanned risky behavior, and the risk of overdosing.

Long term: Repeated drug abuse can lead to serious problems, such as poor academic outcomes, mood changes
(depending on the drug: depression, anxiety, paranoia, psychosis), and social or family problems caused or worsened

by drugs.

Repeated drug use can also lead to the disease of addiction. Studies show that the earlier a teen begins using drugs,
the more likely he or she will develop a substance abuse problem or addiction. Conversely, if teens stay away from
drugs while in high school, they are less likely to develop a substance abuse problem later in life.

How many students actually use drugs?

Drug use among high schools students has dropped significantly since 2001. In December, the 2007 Monitoring the
Future study of 8th, 10th, and 12th graders showed that drug use had declined by 24 percent since 2001.

Despite this marked decline, much remains to be done. Almost 50 percent of 12th graders say that they've used drugs
at least once in their lifetime, and 18 percent report using marijuana in the last month, Prescription drug abuse is
high—with nearly 1 in 10 high school seniors reporting non-medical use of the prescription painkiller Vicedin in the

past year. -
What testing methods are available?

There are several testing methods available that use urine, hair, oral fluids, and sweat (patch). These methods vary in
cost, reliability, drugs detected, and detection period. Schools can determine their needs and choose the method that

best suits their requirements, as long as the testing kits are from a reliable source.

Which drugs can be tested for?

Various testing methods normally test for a "panel” of drugs. Typically, a drug panel tests for marijuana, cocaine,
opioids, amphetamines, and PCP. If a school has a particular problem with other drugs, such as MDMA, GHB, or

steroids, they can include testing for these drugs as well.

What about alcohol?

Alcohol is a drug, and its use is a serious problem among young people. However, alcohol does not remain in the
blood long enough for most tests to detect recent use. Breathalyzers and oral fluid tests can detect current use.
Adolescents with substance abuse problems are often polydrug users (they use more than one drug) so identifying a
problem with an illicit or prescription drug may also suggest an alcohol problem.

How accurate are drug tests? Is there a possibility a test could give a false positive?

‘Fests are very accurate but not 100 percent accurate. Usually samples are divided so if an imitial test is positive a
confirmation test can be conducted. Federal guidelines are in place to ensure accuracy and faimess in drug testing

programs.
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Can students "beat” the tests?

Many drug-using students are aware of techniques that supposedly detoxify their systems or mask their drug use.
Popular magazines and Internet sites give advice on how to dilute urine samples, and there are even companies that
sell clean urine or products designed to distort test results. A number of techniques and products are focused on urine
tests for marijuana, but masking products increasingly are becoming available for tests of hair, oral fluids, and

multiple drugs.

Most of these products do not work, are very costly, are easily identified in the testing process and need to be on
hand constantly, because of the very nature of random testing. Moreover, even if the specific drug is successfully
masked, the product itself can be detected, in which case the student using it would become an obvious candidate for
additional screening and attention. In fact, some testing programs label a test "positive" if a masking product is

detected. '
Is random drug testing of students legal?

In June 2002, the U.S. Supreme Court broadened the authority of public schools to test students for ilicgal drugs.
Voting 5 to 4 in Pottawatomie County v. Earls, the court ruled to allow randorn drug tests for all middle and high
school students participating in competitive extracurricular activities. The ruling greatly expanded the scope of
school drug testing, which previously had been allowed only for student athletes.

Just because the U.S. Supreme Court said student drug testing for adolescents in competitive extracurricular
activities is constitutional, does that mean it is legal in my city or state?

A school or school district that is interested in adopting a student drug testing program should seek legal expertise so
that it complies with all federal, state, and local laws. Individual state constitutions may dictate ditferent legal
thresholds for allowing student drug testing. Communities interested in starting student drug testing programs should
become familiar with the law in their respective states to ensure proper compliance.

wWhat has research determined about the utility of random drug tests in schools?

There is not very much research in this area, and the early research shows mixed results. A study published in 2007
(Goldberg et al, J. Adolesc Health, 41: 421-29, 2007) found that student athletes who participated in randomized drug
testing had overall rates of drug use similar to students who did not take part in the program, and in fact some
indicators of future drug abuse increased among those partictpating in the drug testing program. Because of the
limited number of studies on this topic more research is warranted.

Created September 2007
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Explore Cost Benefits

Most interested parties agree that they seck to help patients become less destructive and more
productive members of society. In our society, an individual's contribution often is measured in
monetary terms -which is why transforming measures of effectiveness into measures of monetary
benefits is so important, and why cost-benefit analysis can be so useful for decisionmakers,

According to research by Ball and Ross (1991) and Gerstein et al. (1994), substance abuse
treatment can be expected to both save money and produce new income. In California, various
drug treatments were estimated to save between $245 million and $1,284 million after
subtracting the cost of treatment from cost savings and income generated in a single year in the
early 1990s (Gerstein et al. 1994, p. 82). Of course, every treatment program differs in how
much (and how quickly) this return on investment occurs, which is one reason to measure the
benefits as well as the costs of individual programs.

Typical Benefits of Substance Abuse Treatment

New Income

Real income may be generated by substance abuse treatment due to increased productivity and
employment of patients. This does not always occur, however. Researchers have found that
employment prospects may not be as positive for former substance abusers as might be hoped
(cf. Gerstein et al. 1994). This may be due to the stigma of being a former substance abuser as
well as difficulties posed by criminal records. Also, the behavior patterns sometimes acquired in
drug abuse lifestyles may need to change radically to meet expectations of potential employers
(such as getting to work on time every day and following directives).

Cost Savings

Another benefit of substance abuse treatment is cost savings to society or taxpayers. These cost
savings include -

. Funds that otherwise would have been spent in the illicit economy for drugs.
. Criminal justice services not required.
. Social and health services no longer required.

These cost-savings benefits are real and can be quite substantial. Substance abuse researchers
(Langenbucher et al. 1993) have found profound reductions in a number of costly events after
treatment, including the following decreases:
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Patients involved in driving while intoxicated/driving under the influence arrests decreased from 18
percent (pretreatment) to 3 percent (posttreatment).

. Patients involved in accidents decreased from 14 to 1 percent.

. Patlents' families who sought counseling decreased from 31 to 5 percent.
. Patients’ children who missed school decreased from 5 to 1 percent.

. Patients' spouses who missed work decreased from 10 to 1 percent.

Although different jurisdictions and different methods of assessment may provide different
figures, the level of criminal activity patients exhibit can be expected to decrease by roughly
two-thirds (Gerstein et al. 1994). Not every program produces a two-thirds reduction, however,
so it is essential to measure how much criminal activity changes for each patient.

The reduction in criminal activity following substance abuse treatment may not produce a
corresponding reduction in actual costs to society. Although costs to citizens drop in direct
proportion to reductions in criminal acts perpetrated on those citizens, public expenses for
criminal justice services may not decline in a similar manner. Typically, police, courts, and other
components of the criminal justice system are on limited and fixed budgets, while the need for
criminal justice services greatly surpasses the ability to deliver those services. For this reason,
the impact of substance abuse treatment on criminal behaviors may not result in an actual
reduction in criminal justice expenditures. Instead, criminal justice resources saved because of a
reduction in crimes committed by former substance abusers may be diverted to other criminal
justice services. The entire budget for criminal services probably will still be spent.

Similar problems may occur when cost savings benefits are measured for reduced health, mental
health, and future drug treatment services. Because resources in these services typically are very
limited, the actual reduction in expenditures may not be as much as might be expected from the
reduction in patient use of services.

Nevertheless, transforming effectiveness findings into estimated cost savings still may have
considerable value for a program evaluation. In particular, cost savings estimates can show the
magnitude of criminal justice and treatment resources that are now available to help other drug
abusers who previously could not be helped because of budget restrictions.

Crime-Related Cost Savings

Other research provides evidence for numerous cost savings that resuit from drug abuse
treatment. For example, Rajkumar and French (1996) found that although total costs of crime
averaged $47,971 per patient in the year prior to treatment, that figure dropped to an average of
$28,657 per patient in the year following treatment. That drop of $19,314 was far more than the
cost of treatment, making cost savings in terms of crime alone worth the cost of treatment:
$2,828 for methadone maintenance, $8,920 for residential treatment, and $2,908 for outpatient
treatment (Rajkumar and French 1996).
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Employment- Related Cost Savings

French and associates (1990) found that drug treatment improved the employment and c¢aming
potential of drug abusers. Although only 31 percent of drug abusers were employed at the start of
treatment, almost 45 percent were employed after treatment. There was a similar increase in the
number of patients seeking work (from 9 to 13 percent). And, employed patients earned more
after treatment. French and colleagues (1990) found that average personal earnings for employed
patients rose from $6,158 during the year before treatment to $7,120 during the year after

treatment.

The legality of employment and income also can be positively affected by drug treatment.
French and Zarkin (1992) found that increasing time spent in methadone treatment by just 10
percent increases legal eamings by 1.5 percent and decreases illegal earings by 3.2 percent. A
10-percent increase in time spent in residential programs increases legal earnings 2.4 percent and

decreases illegal earnings 4.1 percent.

Health Service- Related Cost Savings

French and colleagues (1996) estimated the cost savings if one case of the following health
problems could be avoided:

. $1,100 for avoiding a case of severe venereal disease
] ) $74,513 for avoiding a case of severe hypertension
$96,005 for avoiding a case of severe tuberculosis
$114,796 for avoiding a case of AIDS

Caveats on Benefit Assumptions and Calculations

Reductions in cach of the above events are notable in their own rnight, as well as in terms of
monetary savings to the individual and society. For your program, the average cost of each event
can be requested from those providing criminal justice, health, or social services locally. It also
may be possible to glean this cost information directly from records of expenditures of public
funds. The cost savings benefit then can be calculated for each patient as the reduction directly

experienced in these events.

Some important changes may be impossible to monetize. For example, patients who interrupted
their education decreased from 12 to 4 percent. Although this is a substantial decrease, it is
impossible to determine the monetary value of this reduction. Other changes may not occur
during the time peniod used to collect outcome data. For example, patients' financial problems
may continue to occur for years after treatment because of the length of time necessary to
compensate victims and pay off accumulated debt.




-
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Increased Expenditures From Outcomes

Substance abuse treatment can temporarily increase patients' use of social services, including
welfare support, disability payments, and health services. Patients may become well enough to
seek help for health problems and to seck financial support from licit as opposed to illicit

sources.

According to the CALDATA study (Gerstein et al. 1994), enroliment and payments received
from various social services (other than health services) increased 17 to 50 percent during
treatment. Being in treatment also may increase eligibility to receive a variety of social support
services. '

These increases in expenditures need to be included in treatment outcome reports. They should
not be excluded simply because they do not seem like benefits. They are monetary outcomes and
must be considered. They will likely be canceled out by the cost savings and income generated
after treatment.

A case in point: In the CALDATA study, the costs of health services decreased between |-year
periods prior and subsequent to treatment from a mean $3,227 to a mean $2,469 per person.
Also, in a study reported by Holder and Hallan (1986), private health insurance costs dropped
from approximately $100 per month per patient in the 2 years preceding treatment to less than
$14 per month per patient in the fifth year following treatment (which is when most health
sequelae of substance abuse should have subsided).

Cost savings and other benefits may vary considerably depending on the type of treatment. In the
CALDATA study, residential treatment was associated with a 58-percent reduction in costs to
taxpayers, whereas methadone discharge was associated with a 17-percent reduction in costs to
taxpayers. Also, longer treatment generally corresponded to greater cost savings, although not
for methadone maintenance.

Transform Effectiveness Findings Into Benefits

Effectiveness findings often can be transformed into benefit findings by multiplying
effectiveness data by a cost value. For example, to estimate cost savings after treatment, the
change in the number of thefts before versus after treatment can be multiplied by the average
cost of drug- related thefts in terms of property loss, victim losses, and criminal justice expenses.
Statistical analysis of data collected in an experimental design is the best way to determine
whether these cost savings are significant and can be ascribed to treatment. Other research
designs, including correlational methods, provide guidance and useful estimates. The
transformation procedure for figuring benefits from effectiveness findings remains relatively

straightforward.
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The exact cost value used to transform effectiveness findings into benefit findings is ascertained
by surveying local criminal justice and social and health service agencies. Ideally, you would
find the cost of each criminal act, the cost of each health service used, and so on, for each patient
individually. If you cannot get that information, you may be able to use estimates of average
costs per patient for these effegtiveness variables,

For example, suppose you know that the number of theft convictions for a patient dropped from
three in the year preceding treatment to one in the year following treatment. Suppose, too, that
the estimated cost of a theft totaled $1,200 after adding costs of arrest, holding, and conviction to
the cost to citizens of lost property and mental anguish. The total savings that could be attributed
to treatment would be the cost of thefts during a period prior to treatment, minus the cost of
thefts during a similar period following treatment. For this patient, that would be:

(3 x $1,200) - (1 x $1,200) = $3,600 - $1,200 = $2,400 in cost savings.

It would be more accurate to find the actual cost of each theft. It is conceivable that the one theft
following treatment was quite minor compared to the thefts preceding treatment. On the other
hand, that one theft after treatment could have cost more than all the thefts before treatment,

There also may be too much variation between jurisdictions (and over years) to allow a set cost
for social services, health services, criminal justice services, and other cost items to be
established for all drug treatment programs throughout the country for all time.

When cost savings and benefits involve health services, welfare, and other services for which
cost data are available for individual patients, the cost for each patient needs to be contrasted for
different pertods of treatment. These services can vary greatly between patients; an estimate of
the average health care cost per patient could result in over- or underestimation of cost-savings

benefits.

Table 24 lists examples of the types of costs and potential cost savings that can be included in the
survey. It is not meant to be complete. Note also that room for a range of estimates is provided,
in recognition of the variability in costs of these services between patients and over time for the
same patient. Costs of the specific criminal behaviors of individual patients then can be
contrasted for the periods -

Before versus after treatment.
Before versus during treatment.
During versus after treatment.

These costs can be examined separately for each category of potential cost savings or actual
income produced and then summed across all categories to find the total benefit.




Table 24. Types of Costs and Potential Cost Savings

Effectiveness Effectiveness-benefit ,
measure transformation Benefit measures
Possible |Criminal acts not [Thefts at $__  / misdemeanor |Savings to potential victims due
Cost performed $ / felony to income loss avoided,
Savings Assaults at $ property not damaged or {ost,
and health and mental heaith
services not needed
Drugs not Opiatesat $___ to $__ /day Money not spent on drug
purchased Cocaine and crack at $ to purchases
$__ /day '
Otherat$_- to $___/day
Criminal justice Arrests at $ / arrest Expense of criminal justice
services not Jail at $ /day services avoided
used Prosecution at $___/ day
Drug treatment $__ per patient per day for the |[Cost of drug treatment no
no longer mixture of treatments provided |longer needed
needed
Welfare $__ per patient per day in Amount of welfare payments
payments not welfare payments not provided
provided
Disabiiity $___ per patient per day in Size of disability payments not
payments not disability payments made
made
Heaith services Sum health tare cost use for 6 | Cost of health services not used
not used - 12 months before treatment
and 6 - 12 months after
treatment
Possible | Employment (licit) Income earned from licit
Benefits sources
Produced :
Entrepreneurship (licit) New income {profit) from
enterprise
Income taxes paid on licit income Amount of Federal, State, and
local taxes paid on licit income
Increased productivity in an existing job Increased profit for emplovyer,
company, and sole
proprietorship
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Net Benefit

Cost-benefit analysis answers the question of whether the outcomes of a program are worth the
costs by -

Measuring ocutcomes in the same units -dollars, usually -as costs.

Seeing whether the value of outcomes exceeds the value of costs (by subtracting total costs from total
benefits, which is called the net benefit),

To calculate the total benefit per patient for a program, simply add up the benefit figures for each
of the specific measures. Similarly, to calculate the total cost per patient for a program, add up
the cost figures for each procedure. Then you can calculate the net benefit (total benefits minus
total costs) for the patient. Add these up for all patients to find the net benefit for the treatment

program.

To make cost-benefit analysis more specific, list the specific costs of achieving the benefits on
each measure. Instead of adding up benefits for all measures for one patient, and then summing
or averaging across patients, add up or average for all patients the benefits attained by a program

for one measure.

Present-Value Benefits

Immediate positive outcomes are more valuable than delayed positive outcomes. Nonmonetary
outcomes rarely are adjusted for the amount they are delayed, but monetary benefits often are. If
costs and benefits are to be compared, monetary benefits delayed by more than a year from the
time that costs occur can be adjusted for their delayed value.

The adjustment divides benefits by the sum of 1 plus a discount rate (often 0.08, 0.10, or 0.14).
The discount rate closely resembles the interest rate that could be earned if the money spent on
treatment were invested in another activity (such as a money market fund). Benefits delayed by 2
years are adjusted by dividing them by the result of multiplying the sum 1 + (discount rate) by
itself once (squared). Benefits delayed by 3 years are adjusted by dividing them by the result of

" multiplying the sum | + (discount rate) by itself and then by itself again, and so on.

The result of applying net present value to delayed bencfits can be striking. Consider, for
example, a stream of cost-savings benefits of $10,000 that occur at the end of the year for each of
3 years and a discount rate of 0.10. It is tempting simply to sum the benefits for a total of
$30,000. The net present value of the first end-of-the-year return is, however, $10,000 + (1 +,10)
=$10,000+ 1.10 = $9.091 following the calculation guidelines given above.

The net present value of the second year's cost-savings benefit is $10,000 + [(1 + .10} x (1 +.10)]
=$10,000+{1.10 x 1.10} = $10,000 + 1.21 = $8,264. The net present value of the third year's
cost-saving benefit is $10,000 + [(1 +.10) x (1 +.10) x (1 +.10)] = $10,000 = [1.10x 1.10 x
1.10] = $10,000 = [.331 = §7,513. The total of these net-present-value benefits is far less than
$30,000. It is only $24,868.




The resulting present-value benefits reflect the declining value of benefits that take longer to
occur. The difficulties of making this adjustment are minor, although two to three discount rates
(say, 0.08, 0.10, and 0.14) should be used. The resulting benefit adjustments provide a
quantitative advantage of alternative procedures (and alternative treatment programs) that
produce benefits more rapidly,

Time to Return on Investment

Net benefit is the result of subtracting costs from benefits. Present valuing benefits reduces the
value of benefits. Using present-value benefits gives an appropriate advantage to programs that
achieve their benefits sooner. Present valuing benefits still, however, gives an advantage
(appropriately) to programs that take longer but achieve better benefits than programs that
produce quick but small benefits.

Time to return on investment is the time at which investment equals monetary outcomes. The
time 1t takes benefits to begin to exceed costs for substance abuse treatment is of concern to
funders and other interest groups. Each patient can be monitored for the time actually elapsed
before the monetary value of the outcomes achieved equals the monetary value of the resources
used. The average time to return on investment then can be computed for all patients.

One way to do this is to keep each patient's figurative "bill” on a lined piece of paper oron a
spreadsheet, such as the one shown in table 25. "Investment" is the cost of treatment services
delivered. "Return on Investment"” is the monetary or monetized benefit resulting from treatment
services. "Cumulative Investment" is the running total of all treatment and other service costs.
"Cumulative Return on Investment" is the continuous total of all benefits (monetary and
monetized) resulting from treatment. "Net Benefit" is the result of subtracting the Cumulative
Investment from the Cumulative Return on Investment. An advantage of keeping these data on a
computer spreadsheet is that the cumulative total and the net benefit can be automatically
updated by the computer each time you enter new cost (investment) or benefit data.

Table 25 could be completed just from the perspective of the present treatment program, or from
the perspective of past as well as present treatments, or for society as a whole. In the "Return on
Investment" column, one could add the patient's debt to society -restitution owed victims or the
cost of criminal justice services. The balance unpaid from previous treatment programs also

could be added here.
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Table 25. Sample Cumulative Costs and Benefits and Net Benefit

;o . Cumulative
Time|  Investment mvostment | iovestment | returnon | JE
’ investment ¢
Date |Cost of treatment Benefit to society, Running Running Cumulative
services delivered patient, or other total of all total of ali return
individual treatment benefits of minus
costs treatment cumulative
investment
1/3 $376 (screening) $376 0 -$376
start
1/5 $145 (session) $21 (drug-free day) $521 $21 -$500
1/6 $21 (drug-free day) $521 $42 -$479
i/8 $95 (group) $21 (drug-free day) $616 I $63 -$458
1/8 $145 (session) $761 |  $63 -$698
1/9 $124 (income for $761 $187 -$574
. employed day)
1/9 $21 (drug-free day) $761 $208 -$553

Total investment in treatment expenses can be compared to the total monetary value of outcomes
achieved for a cohort of patients (say, the first 100 patients entering the clinic following the first

year of startup and operation).

Time to return on investment can be contrasted for different groups of patients, such as those
receiving different procedures or exhibiting different processes. The cost-benefit of different
procedures also can be compared by contrasting time to return on investment for patients trcated

“by the different procedures.

Just as calculations of time to return on investment should include present-value benefits, more
delayed costs also should be adjusted for present value. The latter procedure quantifies the
judgment that programs that delay some costs are preferred over programs that require all
expenditures up front.

Potential Problems With Cost-Benefit Analysis
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Erroneous Assumptions of Linearity

The strength of cost-benefit analysis also is’its weakness or, more accurately, its problem.
Because ratios can be calculated very readily (since costs and outcomes are in the same monetary
units in most cost-benefit analyses), funders may make all the erroneous assumptions noted
earlier that are encouraged by cost-outcome ratios .

Net benefit and time to return on investment forms of cost-benefit analysis encourage similar,
and similarly erroneous, assumptions. For example, funders may incorrectly assume that because
the benefit for an investment of $100,000 in a substance abuse treatment program is $50,000,
doubling the investment to $200,000 will double the benefit to $100,000.

The common pattern of diminishing returns on investment would diminish this anticipated
benefit to less than double. It also is possible that increasing the initial investment so much
would allow entirely different (and much more effective and beneficial) treatment procedures to

be used.

Some funders also may believe that increasing the investment in treatment might yield a quicker
return on investment, which might not occur given limitations on how rapidly current treatment
technology can modify the behaviors, life skills, and lifestyles associated with substance abuse.

Overemphasis on Monetary and Monetized Outcomes

The major problem with all forms of cost-benefit analysis is that monetary outcomes are the only
outcomes considered. Most service providers, many patients, and some other interested parties
believe that the most important outcomes of substance abuse treatment can hardly be quantified,
much less monetized (translated into monetary outcomes). To note that some nonmonetary
outcomes, such as reduced crime, can be monetized does not eliminate, but only reduces, this
problem. Many providers are unwilling to consider placing a monetary value on the outcomes of
their services. These providers often resent attempts by persons outside the treatment program to
monetize their outcomes.

Critics also note that cost-benefit analysis has been used to justify a number of decisions that
proved to be not only erroneous but disastrously so. For example, cost-benefit analyses
conducted by State mental health hospitals in the 1980s apparently were used to justify sudden
deinstitutionalization without preparation of the patient or the community. This removal of many
mental patients from hospitals and placement into communities that were not prepared to provide
necessary services exacerbated homelessness and amounted to abandonment of some paticnts.

This unwise decision does not necessarily mean that cost-benefit analysis is itself unwise.
Problems arise when only one perspective is considered; it is important to adopt multiple
perspectives in cost-outcome analyses. For example, in the deinstitutionalization analysis, only
the perspective of the State mental hospital was considered.
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Resources for Cost-Benefit Analysis

Several good books discuss the value of using cost-benefit analysis to evaluate programs (Nas
1996, Thompson 1980). A classic cost-benefit analysis performed in mental health
(deinstitutionalization of schizophrenic patients) is provided by Weisbrod (1983). The much-
discussed CALDATA study (Gerstein et al. 1994) also deserves your attention, as it is directly

related to substance abuse treatment.
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States Consider Drug Tests for Welfare Recipients
Thursday , March 26, 2009

Assoclated Pross

CHARLESTON, W.Va. —

Want government assistance? Just say no to drugs.

Lawmakers in at least eight states want recipients of food stamps, unemployment benefits or welfare to
submit to random drug testing.

The effort comes as more Americans turn to these safety nets to ride out the recession. Poverty and civil
liberties advocates fear the strategy could backfire, discouraging some people from seeking financial aid
and making already desperate situations worse.

Those in favor of the drug tests say they are motivated out of a concern for their constituents’ health and
ability to put themselves on mere solid financial footing once the economy rebounds. But proponents
concede they also want to send a message: you don't get something for nothing.

"Nobody's being forced into these assistance programs,” said Craig Blair, a Republican in the West
Viginia Legislature who has created a Web site — notwithmytaxdoliars.com — that bears a bobble-
headed likeness of himself advocating this position. "If so many jobs require random drug tests these
days, why not these benefits?"

Blair is proposing the most comprehensive measure in the country, as it would apply to anyone applying
for food stamps, unemployment compensation or the federal programs usually known as “welfare™
Temporary Assistance for Needy Families and Women, infants and Children.

Lawmakers in other states are offering similar, but more modest proposals.

On Wednesday, the Kansas House of Representatives approved a measure mandating drug testing for
the 14,000 or so people getting cash assistance from the state, which now goes before the state senate.
In February, the Oklahoma Senate unanimously passed a measure that would require drug testing as a
condition of receiving TANF benefits, and similar bills have been introduced in Missouri and Hawati. A
Florida senator has proposed a bill linking unemployment compensation to drug testing, and a member of
Minnesota's House of Representatives has a bill requiring drug tests of people who get public assistance
under a state program there.

A January attempt in the Arizona Senate to establish such a law failed,
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In the past, such efforts have been stymied by legal and cost concerns, said Christine Nelson, a program
manager with the National Conference of State Legislatures. But states’ bigger fiscal crises, and the
surging demand for public assistance, could change that.

"It's an example of where you could cut costs at the expense of a segment of society that's least able to
defend themselves," said Frank Crabtree, executive director of the West Virginia chapter of the American

Civil Liberties Union.

Drug testing is not the only restriction envisioned for people receiving public assistance: a bill in the
Tennessee Legislature would cap lottery winnings for recipients at $600.

There seems to be no coordinated move around the country to push these bills, and similar proposais
have arisen periodically since federal welfare reform in the 1990s. But the appearance of a cluster of such
proposals in the midst of the recession shows lawmakers are newly engaged about who is getting public
assistance.

Particularly troubling to some policy analysts is the drive to drug test people collecting unemployment
insurance, whose numbers nationwide now exceed 5.4 million, the highest totai on records dating back to

1967.

"It doesn't seem like the kind of thing to bring up during a recession,” said Ron Haskins, a senior fellow at
the Brookings Institution. "People who are unemployed, who have iost their job, that's a sympathetic
group. Americans are tuned into that, because they're worried they'll be next.”

Indeed, these proposals are coming at a time when more Americans find themselves in need of public
assistance.

Although the number of TANF recipients has stayed relatively stable at 3.8 million in the last year, claims
for unemployment benefits and food stamps have soared.

In December, more than 31.7 million Americans were receiving food stamp benefits, compared with 27.5
million the year before.

The link between public assistance and drug testing stems from the Congressional overhaul of welfare in
the 1990s, which allowed states to implement drug testing as a condition of receiving help.

But a federal court struck down a Michigan law that would have allowed for "random, suspicionless"
testing, saying it violated the 4th Amendment's protections against unreasonable search and seizure, said
Liz Schott, a senior fellow at the Center on Budget and Policy Priorities.

At least six states — Indiana, Massachusetts, Minnesota, New Jersey, Wisconsin and Virginia — tie
eligibility for some public assistance to drug testing for convicted felons or parolees, according to the
NCSL.

Nelson said programs that screen welfare applicants by assigning them to case workers for interviews
have shown some success without the need for drug tests. These alternative measures offer treatment,
but can also threaten future benefits if drug problems persist, she said.

They also cost less than the $400 or so needed for tests that can catch a sufficient range of illegal drugs,
and rule out false positive results with a follow-up test, she said.
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CS FOR HOUSE BILL NO. 259( )
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-SIXTH LLEGISLATURE - SECOND SESSION

BY

Offered:
Referred:

Sponsor(s): REPRESENTATIVES KELLER AND GATTO, Kelly

A BILL
FOR AN ACT ENTITLED
"An Act relating to citizenship requirements and an alcohol impairment and drug

testing program for applicants for and recipients of specified cash assistance."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF AL ASKA:

* Section 1. AS 47.05 is amended by adding new sections to read:
Article 4. Alcohol and Drug Testing,

Sec. 47.05.400. Alcohol impairment and drug testing; legislative findings
and purpose. The legislature finds that a statewide threat to public safety exists with
regard to the use of cash assistance for the purchase of alcohol and illegal drugs. The
purpose of the testing program established under AS 47.05.400 - 47.05.500 is to
reduce that risk and to protect the residents of the state.

Sec. 47.05.410. Alcohol impairment and drug testing for eligibility;
regulations; immunity. (a) The department shall implement a program consistent
with AS 47.05.400 - 47.05.500 that provides for random and suspicion-based testing

of recipicnts of cash assistance for use of alcohol that impairs a recipient's ability to
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work or to seek work and of applicants for and recipients of cash assistance for the use
of illegal drugs.

(b) The department shall adopt regulations to implement this section. The
regulations must include testing policies consistent with AS 47.05.430 and specify the
type of testing to be conducted and the illegal drugs to be included in the testing
program. The drug tested must have a cutoff level that yields a positive test result

(1) for initial testing of urine, as follows:

CUTOFF CONCENTRATION
SUBSTANCE (nanograms in each milliliter)
Marijuana metabolites 50
Cocaine metabolites 300
Opiate metabolites 2,000
Phencyclidine 1,000
Amphetamines 1,000

(2) for confirmatory testing of urine, as follows:

CUTOFF CONCENTRATION
SUBSTANCE (nanograms in each milliliter)
Marijuana metabolite 15

(Delta-9-tetrahydrocannabinol-9-carboxylic acid)

Cocaine metabolite (Benzoylecgonine) 150
Opiates
Morphine 2,000
Codeine 2,000
6-Acetylmorphine 10

{when morphine concentration exceeds

2,000 nanograms in each milliliter)

Phencychdine 25
Amphetamines
Amphctamine 500
Methamphetamine 500

(when amphetamine concentration is

CSHB 259( ) -
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greater than or equal to 200 nanograms

in each milliliter)

(3) for testing of alternative specimens that is consistent with the
mandatory guidelines for the federal workplace drug testing program adopted by the
United States Department of Health and Human Services.

(c)} Unless the department or an agent or employee of the department knew or
should have known that the results of a test conducted under this section were false
and took action that affected a person's eligibility for cash assistance based on the false
test results, a person may not bring an action for damages against the department or an
agent or employee of the department for

(1) good faith actions taken to conduct, or as a result of, alcohol
impairment or drug testing under this section;

(2) failure to test for alcohol impairment or drugs or for a specific
drug;

(3) failure to test, or if the test was undetected, failure to detect a
specific drug or medical or psychological condition or disorder;

(4) termination or suspension of an alcohol or drug prevention or
testing program or policy.

(d) In a claim for damages based on false test results,

(1) arebuttable presumption exists that the test results were valid if the
department complied with this section and the regulations adopted under this section;
and

(2) the department may not be held liable for monetary damages for
good faith reliance and reasonable actions taken as a result of false test resuits.

(e) A person may not bring an action against the department based on the
failure of the department to establish a program or policy on substance abuse
prevention or to implement alcohol impairment or drug testing,

Sec. 47.05.420. Confidentiality; liability. (a) The results of a test conducted
under AS 47.05.410 are confidential, except that the results may be revealed to the
recipient of cash assistance who was tested and to agents and employees of the

department as required to determine cligibility for cash assistance.
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(b) A person may not bring an action for defamation of character or reputation
as a result of disclosure of the results of an alcohol impairment or drug test under the
alcohol impairment or drug testing program established under AS 47.05.410 unless

(1) the results were disclosed to a person, other than an agent or
employee of the department for the purpose of the testing program or under court or
administrative order;

(2) the information disclosed included false test results;

(3) the information was negligently or intentionally disclosed; and

(4) the elements of the tort claim are met.

Sec. 47.05.430. Testing policies and procedures. (a) The department shall
adopt testing policies that include

(1) alist of substances tested;

(2) a description of the testing methods and collection procedures,
including on-site testing;

(3) a right to confirmatory testing and the procedures for confirmatory
testing;

(4) the consequences for refusal to test or retest that are consistent with
the provisions in AS 47.05.450;

(5) the right of an applicant for or recipient of cash assistance to
recetve test results within five working days after the department receives the test
results or the written request, whichever is later, if a written request is made by the
applicant or recipient within six months after the test;

(6) the right of an applicant and a recipient, on the applicant's or
recipient's request, to receive, within 72 hours or before an adverse action is taken,
whichever occurs first, a confidential explanation of the applicant's or recipient's test
results;

(7) providing the department's confidentiality and testing policies to
applicants for and recipients of cash assistance not less than 30 days before initiating
testing on the applicant or recipient.

(b) The department shall pay the cost of testing and, if the testing is performed

at a location other than a location of the department, the cost of transportation to and
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from the testing center.

{¢) Sample collection and testing must

(1) comply with scientifically accepted methods and procedures;

(2) be performed at a location identified by the department and
analyzed by a laboratory approved or certified by the Substance Abuse and Mental
Health Services Administration or by the College of American Pathologists;

(3) be conducted under reasonable, sanitary, and private conditions
that are consistent with reliability;

(4) be properly controlled and samples must be properly labeled; and

(5) include relevant medical information,

(d) A positive drug test must be confirmed using a different analytical process
than was used in initial testing. A positive drug test must be reported as a negative
result if a licensed physician verifies that the test was affected by medication
prescribed for the applicant or recipient tested.

(¢) The department may not rely on a positive test result without confirmatory
testing.

Sec. 47.05.440. Training of test administrators. (a) The department shall
ensure that not less than one designated employee of the department receives not less
than one hour of training on alcohol abuse and an additional one hour of training on
the use of controlled substances for the purpose of finding reasonable suspicion for
testing under AS 47.05.400 - 47.05,500.

(b} If the department provides on-site testing for alcohol impairment or illegal
drug use under AS 47.05.410, the department shall employ on-site administrators who

(1) have received training in person and written certification of the
training by the test manufacturer's representative on the proper procedure for
administering the test and on accurate analysis of the on-site test results; the training
must include recognition of adulteration of a sample collected on-site;

(2) agree in writing to maintain confidentiality under the testing
policies adopted by the department,

Sec. 47.05.450. Consequences of confirmatory positive testing. (a) Except as

provided in {(b) of this section, the department shall deny or suspend cash assistance to
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an applicant for or recipient of the assistance who, under AS 47.05.400 - 47.05.500,
has

(1) been tested and received a confirmatory positive result for alcohol
impairment or use of illegal drugs and fails to comply with a treatment program
approved by the department; or

(2) refused alcohol impairment or drug testing required by the
department.

(b) The department may provide cash assistance on behalf of an eligible
recipient who is subject to denial or suspension under (a) of this section if the
department has in place an option for third-party receipt of the cash assistance for
which the recipient or the recipient's family is otherwise eligible and the third party is
a legal guardian, public institution, or licensed health care facility that provides care,
shelter, or food to the recipient or the recipient's dependent children.

Sec. 47.05.500. Definitions. In AS 47.05.400 - 47.05.500, "cash assistance"
means general relief under AS 47.25.120 - 47.25.300 and Alaska Temporary
Assistance under AS 47.27.

* Sec. 2. AS 47.25.120 is amended by adding a new subsection to read:

(b) A person must be a citizen of the United States or a legal alien as described
in 8 U.S.C. 1181 - 1186 and not otherwise precluded from eligibility under state or
federal law to be eligible for assistance under AS 47.25.120 - 47.25.300.

CSHB 259( ) -6-
New Text Underlined [DELETED TEXT BRACKETED)




