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State Information

State Information

Plan Year

Start Year

End Year

2024

2025

State SAPT Unique Entity Identification

Unique Entity ID

LJIGVPF5ULHH3

I. State Agency to be the SAPT Grantee for the Block Grant

Agency Name
Organizational Unit
Mailing Address
City

Zip Code

Arizona Health Care Cost Containment System (AHCCCS)
Division of Grants Administration

801 E Jefferson

Phoenix

85034

Il. Contact Person for the SAPT Grantee of the Block Grant

First Name

Last Name
Agency Name
Mailing Address
City

Zip Code
Telephone

Fax

Email Address

Sara

Salek

Arizona Health Care Cost Containment System
801 East Jefferson MD4100

Phoenix

85034

602-417-4000

sara.salek@azahcccs.gov

State CMHS Unique Entity Identification

Unique Entity ID

LJGVPF5ULHH3

I. State Agency to be the CMHS Grantee for the Block Grant

Agency Name
Organizational Unit
Mailing Address
City

Zip Code

Arizona Health Care Cost Containment System
Division of Grants Administration

801 East Jefferson

Phoenix

85034

Il. Contact Person for the CMHS Grantee of the Block Grant

First Name

Last Name
Agency Name
Mailing Address

City
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Sara

Salek

Arizona Health Care Cost Containment System (AHCCCS)
801 E Jefferson MD4100

Phoenix
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Zip Code 85034
Telephone 602-417-4000
Fax
Email Address sara.salek@azahcccs.gov

I1I. Third Party Administrator of Mental Health Services

Do you have a third party administrator? " Yes @ No
First Name

Last Name
Agency Name
Mailing Address
City

Zip Code
Telephone

Fax

Email Address

IV. State Expenditure Period (Most recent State expenditure period that is closed out)

From

To

V. Date Submitted
Submission Date 9/1/2023 7:52:38 PM
Revision Date 9/1/2023 7:53:11 PM

VI. Contact Person Responsible for Application Submission
First Name CJ

Last Name Loiselle
Telephone 602-417-4659
Fax

Email Address c¢j.loiselle@azahcccs.gov

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [SUPTRS]

Fiscal Year 2024

U.S. Department of Health and Human Services

Substance Abuse and Mental Health Services Administrations

Funding Agreements
as required by

Substance Abuse Prevention and Treatment Block Grant Program

as authorized by

Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service Act

and

Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart Il of the Public Health Service Act

Section

Title

Chapter

Section 1921

Formula Grants to States

42 USC § 300x-21

Section 1922

Certain Allocations

42 USC § 300x-22

Section 1923

Intravenous Substance Abuse

42 USC § 300x-23

Section 1924

Requirements Regarding Tuberculosis and Human Immunodeficiency Virus

42 USC § 300x-24

Section 1925

Group Homes for Recovering Substance Abusers

42 USC § 300x-25

Section 1926

State Law Regarding the Sale of Tobacco Products to Individuals Under Age 18

42 USC § 300x-26

Section 1927

Treatment Services for Pregnant Women

42 USC § 300x-27

Section 1928

Additional Agreements

42 USC § 300x-28

Section 1929

Submission to Secretary of Statewide Assessment of Needs

42 USC § 300x-29

Section 1930

Maintenance of Effort Regarding State Expenditures

42 USC § 300x-30

Section 1931

Restrictions on Expenditure of Grant

42 USC § 300x-31

Section 1932

Application for Grant; Approval of State Plan

42 USC § 300x-32

Section 1935

Core Data Set

Title XIX, Part B, Subpart lll of the Public Health Service Act

42 USC § 300x-35

Section 1941

Opportunity for Public Comment on State Plans

42 USC § 300x-51

Section 1942

Requirement of Reports and Audits by States

42 USC § 300x-52
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Section 1943

Additional Requirements

42 USC § 300x-53

Section 1946

Prohibition Regarding Receipt of Funds

42 USC § 300x-56

Section 1947

Nondiscrimination

42 USC § 300x-57

Section 1953

Continuation of Certain Programs

42 USC § 300x-63

Section 1955

Services Provided by Nongovernmental Organizations

42 USC § 300x-65

Section 1956

Services for Individuals with Co-Occurring Disorders

42 USC § 300x-66

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Page 4 of 684



ASSURANCES - NON-CONSTRUCTION PROGRAMS

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is
the case, you will be notified.

As the duly authorized representative of the applicant | certify that the applicant:

1. Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project
described in this application.

2. Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

3. Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the
appearance of personal or organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.

5. Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §§4728-4763) relating to prescribed standards for merit
systems for programs funded under one of the 19 statutes or regulations specified in Appendix A of OPM's Standard for a Merit
System of Personnel Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §86101-6107), which prohibits discrimination on the basis
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §8290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non-discrimination in the sale,
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for
Federal assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the
application.

7. Will comply, or has already complied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real
Property Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real
property acquired for project purposes regardless of Federal participation in purchases.

8. Will comply, as applicable, with provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities
of employees whose principal employment activities are funded in whole or in part with Federal funds.

9. Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C.
§276¢ and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327-333), regarding labor standards
for federally assisted construction subagreements.

10. Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of
1973 (P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood
insurance if the total cost of insurable construction and acquisition is $10,000 or more.

11. Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental
quality control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b)
notification of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management

program developed under the Coastal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions
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to State (Clear Air) Implementation Plans under Section 176(c) of the Clean Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.);
(g) protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and
(h) protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

12. Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wild and scenic rivers system.

13. Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic
Preservation Act of 1974 (16 U.S.C. §8469a-1 et seq.).

14. Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities
supported by this award of assistance.

15. Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of
assistance.

16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act Amendments of
1996 and OMB Circular No. A-133, "Audits of States, Local Governments, and Non-Profit Organizations."

18. Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:

a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov [sam.gov]

b. Collecting a certification statement similar to paragraph (a)

¢. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work place in accordance with 2 CFR Part 182 by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;
2. The grantee's policy of maintaining a drug-free workplace;
3. Any available drug counseling, rehabilitation, and employee assistance programs; and

4. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;
d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--
1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,"
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generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. Section
1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying
undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING
$100,000 in total costs.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply
with the Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. Certification Regarding Environmental Tobacco Smoke

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, daycare, early
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also
applies to children's services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal
funds. The law does not apply to children's services provided in private residence, portions of facilities used for inpatient drug or
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each
violation and/or the imposition of an administrative compliance order on the responsible entity.

By signing the certification, the undersigned certifies that the applicant organization will comply with the requirements of the Act and
will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

The applicant organization agrees that it will require that the language of this certification be included in any subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health Services strongly encourages all grant recipients to provide a smoke-free workplace and promote the non-use of
tobacco products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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| hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service (PHS) Act, as amended, and
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary
for the period covered by this agreement.

I also certify that the state or territory will comply with the Assurances Non-construction Programs and other Certifications summarized above.

State:

Name of Chief Executive Officer (CEO) or Designee: Sara Salek

Signature of CEO or Designee1:

Title: Chief Medical Officer Date Signed:

mm/dd/yyyy

'If the agreement is signed by an authorized designee, a copy of the designation must be attached.
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024 Page 10 of 684



State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [SUPTRS]

Fiscal Year 2024

U.S. Department of Health and Human Services

Substance Abuse and Mental Health Services Administrations

Funding Agreements
as required by

Substance Abuse Prevention and Treatment Block Grant Program

as authorized by

Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service Act

and

Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart Il of the Public Health Service Act

Section

Title

Chapter

Section 1921

Formula Grants to States

42 USC § 300x-21

Section 1922

Certain Allocations

42 USC § 300x-22

Section 1923

Intravenous Substance Abuse

42 USC § 300x-23

Section 1924

Requirements Regarding Tuberculosis and Human Immunodeficiency Virus

42 USC § 300x-24

Section 1925

Group Homes for Recovering Substance Abusers

42 USC § 300x-25

Section 1926

State Law Regarding the Sale of Tobacco Products to Individuals Under Age 18

42 USC § 300x-26

Section 1927

Treatment Services for Pregnant Women

42 USC § 300x-27

Section 1928

Additional Agreements

42 USC § 300x-28

Section 1929

Submission to Secretary of Statewide Assessment of Needs

42 USC § 300x-29

Section 1930

Maintenance of Effort Regarding State Expenditures

42 USC § 300x-30

Section 1931

Restrictions on Expenditure of Grant

42 USC § 300x-31

Section 1932

Application for Grant; Approval of State Plan

42 USC § 300x-32

Section 1935

Core Data Set

Title XIX, Part B, Subpart lll of the Public Health Service Act

42 USC § 300x-35

Section 1941

Opportunity for Public Comment on State Plans

42 USC § 300x-51

Section 1942

Requirement of Reports and Audits by States

42 USC § 300x-52
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Section 1943

Additional Requirements

42 USC § 300x-53

Section 1946

Prohibition Regarding Receipt of Funds

42 USC § 300x-56

Section 1947

Nondiscrimination

42 USC § 300x-57

Section 1953

Continuation of Certain Programs

42 USC § 300x-63

Section 1955

Services Provided by Nongovernmental Organizations

42 USC § 300x-65

Section 1956

Services for Individuals with Co-Occurring Disorders

42 USC § 300x-66
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is
the case, you will be notified.

As the duly authorized representative of the applicant | certify that the applicant:

1. Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project
described in this application.

2. Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

3. Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the
appearance of personal or organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.

5. Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §§4728-4763) relating to prescribed standards for merit
systems for programs funded under one of the 19 statutes or regulations specified in Appendix A of OPM's Standard for a Merit
System of Personnel Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §86101-6107), which prohibits discrimination on the basis
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §8290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non-discrimination in the sale,
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for
Federal assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the
application.

7. Will comply, or has already complied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real
Property Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real
property acquired for project purposes regardless of Federal participation in purchases.

8. Will comply, as applicable, with provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities
of employees whose principal employment activities are funded in whole or in part with Federal funds.

9. Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C.
§276¢ and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327-333), regarding labor standards
for federally assisted construction subagreements.

10. Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of
1973 (P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood
insurance if the total cost of insurable construction and acquisition is $10,000 or more.

11. Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental
quality control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b)
notification of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management

program developed under the Coastal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions
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to State (Clear Air) Implementation Plans under Section 176(c) of the Clean Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.);
(g) protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and
(h) protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

12. Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wild and scenic rivers system.

13. Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic
Preservation Act of 1974 (16 U.S.C. §8469a-1 et seq.).

14. Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities
supported by this award of assistance.

15. Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of
assistance.

16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act Amendments of
1996 and OMB Circular No. A-133, "Audits of States, Local Governments, and Non-Profit Organizations."

18. Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:

a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov [sam.gov]

b. Collecting a certification statement similar to paragraph (a)

¢. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work place in accordance with 2 CFR Part 182 by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;
2. The grantee's policy of maintaining a drug-free workplace;
3. Any available drug counseling, rehabilitation, and employee assistance programs; and

4. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;
d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--
1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,"
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generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. Section
1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying
undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING
$100,000 in total costs.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply
with the Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. Certification Regarding Environmental Tobacco Smoke

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, daycare, early
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also
applies to children's services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal
funds. The law does not apply to children's services provided in private residence, portions of facilities used for inpatient drug or
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each
violation and/or the imposition of an administrative compliance order on the responsible entity.

By signing the certification, the undersigned certifies that the applicant organization will comply with the requirements of the Act and
will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

The applicant organization agrees that it will require that the language of this certification be included in any subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health Services strongly encourages all grant recipients to provide a smoke-free workplace and promote the non-use of
tobacco products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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| hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service (PHS) Act, as amended, and
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary
for the period covered by this agreement.

I also certify that the state or territory will comply with the Assurances Non-construction Programs and other Certifications summarized above.

State: Arizona

Dr. Sara Salek

Name of Chief Executive Officer (CEO) or Designee:

<&

Signature of CEO or Designee1:

Chief Medical Officer
Title: Date Signed:

8/15/2023

mm/dd/yyyy

"If the agreement is signed by an authorized designee, a copy of the designation must be attached.
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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STATE OF ARIZONA

KaTie HoBss OFrFICE OF THE (GOVERNOR ExecuTive OFFICE
GOVERNOR

March 7, 2023

Grants Management Specialist

Division of Grants Management

Substance Abuse and Mental Health Services Administration
5600 Fisher Lane

Rockville, MD 20857

Dear Grants Management Specialist:

Arizona Health Care Cost Containment System (AHCCCS) is Arizona’s Medicaid agency that offers health
care programs to serve Arizona residents. As the Governor of the State of Arizona, for the duration of
my tenure, | delegate all Single State Agency (SSA) for substance abuse authority to the current Chief
Medical Officer, Dr. Sara Salek, for administrative transactions required of the Substance Abuse and
Mental Health Services Administration's (SAMHSA) Substance Abuse Block Grant (SABG). | delegate all
State Mental Health Authority (SMHA) to Dr. Sara Salek for administrative transactions required of the
Substance Abuse and Mental Health Services Administration's (SAMHSA) Mental Health Block Grant
(MHBG) and Projects to Assistance in Transition to Homelessness (PATH) grant.

If you have any questions, please contact CJ Loiselle, Deputy Assistant Director, Division of Grants
Administration at CJ.Loiselle@azahcccs.gov or (602) 417- 4023,

Sincerely,

Katie Hobbs
Governor
State of Arizona

1700 WEST WASHINGTON STREET, PHOENIX, ARIZONA 85007

602—542-43 31 ® WWW.aZgOVErnor.gov
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State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [MH]

Fiscal Year 2024

U.S. Department of Health and Human Services

Substance Abuse and Mental Health Services Administrations

Funding Agreements
as required by
Community Mental Health Services Block Grant Program
as authorized by

Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service Act

and

Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart Il of the Public Health Service Act

Title XIX, Part B, Subpart lll of the Public Health Service Act

Section Title Chapter
Section 1911 Formula Grants to States 42 USC § 300x
Section 1912 State Plan for Comprehensive Community Mental Health Services for Certain Individuals 42 USC § 300x-1
Section 1913 Certain Agreements 42 USC § 300x-2
Section 1914 State Mental Health Planning Council 42 USC § 300x-3
Section 1915 Additional Provisions 42 USC § 300x-4
Section 1916 Restrictions on Use of Payments 42 USC § 300x-5
Section 1917 Application for Grant 42 USC § 300x-6
Section 1920 Early Serious Mental lliness 42 USC § 300x-9
Section 1920 Crisis Services 42 USC § 300x-9

Section 1941 Opportunity for Public Comment on State Plans 42 USC § 300x-51
Section 1942 Requirement of Reports and Audits by States 42 USC § 300x-52
Section 1943 Additional Requirements 42 USC § 300x-53

Section 1946 Prohibition Regarding Receipt of Funds

42 USC § 300x-56

Section 1947 Nondiscrimination

42 USC § 300x-57

Section 1953 Continuation of Certain Programs

42 USC § 300x-63
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Section 1955

Services Provided by Nongovernmental Organizations

42 USC § 300x-65

Section 1956

Services for Individuals with Co-Occurring Disorders

42 USC § 300x-66

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Page 21 of 684



ASSURANCES - NON-CONSTRUCTION PROGRAMS

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is
the case, you will be notified.

As the duly authorized representative of the applicant | certify that the applicant:

1. Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project
described in this application.

2. Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

3. Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the
appearance of personal or organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.

5. Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §§4728-4763) relating to prescribed standards for merit
systems for programs funded under one of the 19 statutes or regulations specified in Appendix A of OPM's Standard for a Merit
System of Personnel Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §86101-6107), which prohibits discrimination on the basis
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §8290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non-discrimination in the sale,
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for
Federal assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the
application.

7. Will comply, or has already complied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real
Property Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real
property acquired for project purposes regardless of Federal participation in purchases.

8. Will comply, as applicable, with provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities
of employees whose principal employment activities are funded in whole or in part with Federal funds.

9. Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C.
§276¢ and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327-333), regarding labor standards
for federally assisted construction subagreements.

10. Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of
1973 (P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood
insurance if the total cost of insurable construction and acquisition is $10,000 or more.

11. Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental
quality control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b)
notification of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management

program developed under the Costal Zone Management Act of 1972 (16 U.S.C. §81451 et seq.); (f) conformity of Federal actions to
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State (Clear Air) Implementation Plans under Section 176(c) of the Clear Air Act of 1955, as amended (42 U.S.C. 887401 et seq.); (9)
protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and (h)
protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

12. Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wild and scenic rivers system.

13. Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic
Preservation Act of 1974 (16 U.S.C. §8469a-1 et seq.).

14. Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities
supported by this award of assistance.

15. Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of
assistance.

16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act Amendments of
1996 and OMB Circular No. A-133, "Audits of States, Local Governments, and Non-Profit Organizations."

18. Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief, that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:

a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov [sam.gov]

b. Collecting a certification statement similar to paragraph (a)

¢. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work-place in accordance with 2 CFR Part 182by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;
2. The grantee's policy of maintaining a drug-free workplace;
3. Any available drug counseling, rehabilitation, and employee assistance programs; and

4. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;
d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--
1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,"
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generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. Section
1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying
undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING
$100,000 in total costs.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply
with the Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. Certification Regarding Environmental Tobacco Smoke

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, daycare, early
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also
applies to children's services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal
funds. The law does not apply to children's services provided in private residence, portions of facilities used for inpatient drug or
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each
violation and/or the imposition of an administrative compliance order on the responsible entity.

By signing the certification, the undersigned certifies that the applicant organization will comply with the requirements of the Act and
will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

The applicant organization agrees that it will require that the language of this certification be included in any subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health Services strongly encourages all grant recipients to provide a smoke-free workplace and promote the non-use of
tobacco products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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| hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service (PHS) Act, as amended, and
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary
for the period covered by this agreement.

I also certify that the state or territory will comply with the Assurances Non-Construction Programs and Certifications summarized above.

Name of Chief Executive Officer (CEO) or Designee:

Signature of CEO or Designee1:

Title: Date Signed:

mm/dd/yyyy

"I the agreement is signed by an authorized designee, a copy of the designation must be attached.

Please upload your state’s Bipartisan Safer Communities Act (BSCA) — 2nd allotment proposal to here in addition to other documents. You may also
upload it in the attachments section of this application.

Based on the guidance issued on October 11th, 2022, please submit a proposal that includes a narrative describing how the funds will be used to help
individuals with SMI/SED, along with a budget for the total amount of the second allotment. The proposal should also explain any new projects planned
with the second allotment and describe ongoing projects that will continue with the second allotment. The performance period for the second allotment
is from September 30th, 2023, to September 29th, 2025, and the proposal should be titled "BSCA Funding Plan 2024. The proposed plans are due to
SAMHSA by September 1, 2023.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [MH]

Fiscal Year 2024

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administrations
Funding Agreements
as required by
Community Mental Health Services Block Grant Program
as authorized by

Title XIX, Part B, Subpart Il and Subpart Il of the Public Health Service Act

and
Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart Il of the Public Health Service Act

Title XIX, Part B, Subpart lll of the Public Health Service Act

Section Title Chapter
Section 1911 Formula Grants to States 42 USC § 300x
Section 1912 State Plan for Comprehensive Community Mental Health Services for Certain Individuals 42 USC § 300x-1
Section 1913 Certain Agreements 42 USC § 300x-2
Section 1914 State Mental Health Planning Council 42 USC § 300x-3
Section 1915 Additional Provisions 42 USC § 300x-4
Section 1916 Restrictions on Use of Payments 42 USC § 300x-5
Section 1917 Application for Grant 42 USC § 300x-6
Section 1920 Early Serious Mental lliness 42 USC § 300x-9
Section 1920 Crisis Services 42 USC § 300x-9

Section 1941 Opportunity for Public Comment on State Plans 42 USC § 300x-51
Section 1942 Requirement of Reports and Audits by States 42 USC § 300x-52
Section 1943 Additional Requirements 42 USC § 300x-53
Section 1946 Prohibition Regarding Receipt of Funds 42 USC § 300x-56
Section 1947 Nondiscrimination 42 USC § 300x-57
Section 1953 Continuation of Certain Programs 42 USC § 300x-63
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Section 1955

Services Provided by Nongovernmental Organizations

42 USC § 300x-65

Section 1956

Services for Individuals with Co-Occurring Disorders

42 USC § 300x-66
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is
the case, you will be notified.

As the duly authorized representative of the applicant | certify that the applicant:

1. Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project
described in this application.

2. Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

3. Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the
appearance of personal or organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.

5. Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §84728-4763) relating to prescribed standards for merit
systems for programs funded under one of the 19 statutes or regulations specified in Appendix A of OPM's Standard for a Merit
System of Personnel Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §§6101-6107), which prohibits discrimination on the basis
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non-discrimination in the sale,
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for
Federal assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the
application.

7. Will comply, or has already complied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real
Property Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real
property acquired for project purposes regardless of Federal participation in purchases.

8. Will comply, as applicable, with provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities
of employees whose principal employment activities are funded in whole or in part with Federal funds.

9. Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C.
§276¢ and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §8327-333), regarding labor standards
for federally assisted construction subagreements.

10. Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of
1973 (P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood
insurance if the total cost of insurable construction and acquisition is $10,000 or more.

11. Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental
quality control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b)
notification of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management

program developed under the Costal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions to
Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024 Page 30 of 684



State (Clear Air) Implementation Plans under Section 176(c) of the Clear Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.); (9)
protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and (h)
protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

12. Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wild and scenic rivers system.

13. Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic
Preservation Act of 1974 (16 U.S.C. §8469a-1 et seq.).

14. Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities
supported by this award of assistance.

15. Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of
assistance.

16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act Amendments of
1996 and OMB Circular No. A-133, "Audits of States, Local Governments, and Non-Profit Organizations."

18. Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief, that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:
a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov [sam.gov]
b. Collecting a certification statement similar to paragraph (a)

c. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work-place in accordance with 2 CFR Part 182by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;

2. The grantee's policy of maintaining a drug-free workplace;

3. Any available drug counseling, rehabilitation, and employee assistance programs; and

4. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;

d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--

1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency

has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;
f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?
1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or
2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such

purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,"
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generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. Section
1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying
undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING
$100,000 in total costs.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,

the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply
with the Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. Certification Regarding Environmental Tobacco Smoke

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, daycare, early
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also
applies to children's services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal
funds. The law does not apply to children's services provided in private residence, portions of facilities used for inpatient drug or
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each
violation and/or the imposition of an administrative compliance order on the responsible entity.

By signing the certification, the undersigned certifies that the applicant organization will comply with the requirements of the Act and
will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

The applicant organization agrees that it will require that the language of this certification be included in any subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health Services strongly encourages all grant recipients to provide a smoke-free workplace and promote the non-use of
tobacco products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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| hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service (PHS) Act, as amended, and
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary
for the period covered by this agreement.

| also certify that the state or territory will comply with the Assurances Non-Construction Programs and Certifications summarized above.

Name of Chief Executive Officer (CEO) or Designee: ~ Dr-Sara Salek

< &

Signature of CEO or Designee':

Chief Medical Officer

Title: Date Signed: 8/15/2023

mm/dd/yyyy

"If the agreement is signed by an authorized designee, a copy of the designation must be attached.

Please upload your state’s Bipartisan Safer Communities Act (BSCA) — 2nd allotment proposal to here in addition to other documents. You may also
upload it in the attachments section of this application.

Based on the guidance issued on October 11th, 2022, please submit a proposal that includes a narrative describing how the funds will be used to help
individuals with SMI/SED, along with a budget for the total amount of the second allotment. The proposal should also explain any new projects planned
with the second allotment and describe ongoing projects that will continue with the second allotment. The performance period for the second allotment
is from September 30th, 2023, to September 29th, 2025, and the proposal should be titled "BSCA Funding Plan 2024. The proposed plans are due to
SAMHSA by September 1, 2023.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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STATE OF ARIZONA

KaTie HoBss OFrFICE OF THE (GOVERNOR ExecuTive OFFICE
GOVERNOR

March 7, 2023

Grants Management Specialist

Division of Grants Management

Substance Abuse and Mental Health Services Administration
5600 Fisher Lane

Rockville, MD 20857

Dear Grants Management Specialist:

Arizona Health Care Cost Containment System (AHCCCS) is Arizona’s Medicaid agency that offers health
care programs to serve Arizona residents. As the Governor of the State of Arizona, for the duration of
my tenure, | delegate all Single State Agency (SSA) for substance abuse authority to the current Chief
Medical Officer, Dr. Sara Salek, for administrative transactions required of the Substance Abuse and
Mental Health Services Administration's (SAMHSA) Substance Abuse Block Grant (SABG). | delegate all
State Mental Health Authority (SMHA) to Dr. Sara Salek for administrative transactions required of the
Substance Abuse and Mental Health Services Administration's (SAMHSA) Mental Health Block Grant
(MHBG) and Projects to Assistance in Transition to Homelessness (PATH) grant.

If you have any questions, please contact CJ Loiselle, Deputy Assistant Director, Division of Grants
Administration at CJ.Loiselle@azahcccs.gov or (602) 417- 4023,

Sincerely,

Katie Hobbs
Governor
State of Arizona

1700 WEST WASHINGTON STREET, PHOENIX, ARIZONA 85007

602—542-43 31 ® WWW.aZgOVErnor.gov
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Arizona Health Care Cost Containment System (AHCCCS)
Block Grant for Community Mental Health Services
BSCA Funding Plan 2024
FAIN: B0O9SM089137 Award #: 1B09SM089137-01
Project Period: 9/30/2023 - 9/29/2025

The Arizona Health Care Cost Containment System (AHCCCS) is Arizona’s Medicaid oversight
agency and is responsible for the oversight of Arizona’s crisis continuum. Arizona Complete Care
Organizations with Regional Behavioral Health Agreements (ACC-RBHASs) are contracted through
AHCCCS to maintain a provider network sufficient to meet the needs of all individuals throughout
the state who experience a behavioral health crisis, regardless of Medicaid eligibility. Arizona
utilizes a single call vendor to serve as a hub for dispatching crisis services statewide. Arizona’s
robust existing crisis system consists of access to 24/7/365 crisis phone services, crisis mobile
teams, and crisis stabilization facilities throughout all areas of the state.

As outlined in the BSCA Funding Plan 2023, AHCCCS researched existing Emergency Response
Plans, in addition to having discussions with representatives from Arizona Department of Health
Services (ADHS), the Arizona Department of Education, the Arizona Department of Emergency
and Military Affairs (DEMA), community emergency responders, and RBHAs. The Arizona
Department of Health Services (ADHS) is responsible for the publication of the existing state
Emergency Response Plan that outlines protocol for addressing public safety in the event of a
community trauma such as a national disaster or mass casualty. The existing emergency state
plan outlines considerations for public safety however does not include a comprehensive plan for
addressing community mental health needs in the event of a crisis. The research and discussions
demonstrated that Arizona lacks cohesive response protocol to address public behavioral health
needs, including those in our most vulnerable populations: those with Serious Mental lliness (SMI)
or Serious Emotional Disturbance (SED) designation and those with Early Serious Mental lliness
(ESMI)/First Episode Psychosis (FEP) populations, in the event of a national or local disaster or
mass casualty incident.

As planned, AHCCCS is leveraging a consultant agency, Health Management Associates (HMA),
to conduct an in-depth, multi-faceted assessment of the strengths and needs in Arizona’s current
emergency response infrastructure, identify key players in the creation of a unified Statewide
Mental Health Emergency Preparedness and Response Plan, make recommendations, and
structure an implementation plan based on their findings. AHCCCS will utilize 2024 BSCA funding
for a to be determined contractor who will use the outcome data from this landscape analysis,
recommendations and plan and bring into effective action the implementation of Arizona’s
Statewide Emergency Preparedness and Response Plan that specifically includes provisions
regarding multiple aspects of community behavioral health needs and intervention with additional
focus on the individuals in our SMI, SED, and ESMI/FEP populations.

Health Management Associates has been tasked with the following:

1. Conduct a statewide comprehensive assessment of Arizona’s existing statewide mental
health emergency preparedness and response infrastructure. The assessment shall include a
detailed inventory and summary of the emergency reporting and response components as they
pertain to addressing behavioral health needs in the aftermath of a natural disaster, mass
shooting/mass casualty event, or other community trauma.

2. The assessment shall include a review of the following components:

a. Existing emergency reporting systems and notification processes to include a
summary of the following: agency/Organization, specific contacts and roles,
existing relationships, protocols, and interagency agreements; technology utilized
for community/responder notification, and scope of responsibilities.

h  Fvictina Qtata Cnilintv and narananizatinnal amarnancyvy raennnea nlance inchidina
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mass shootings/school violence, natural disasters, and other community traumas.

c. Communication/notification protocols surrounding community safety/mass casualty
events, including identifying key players at the Department of Emergency and
Military Affairs (DEMA), AHCCCS, law enforcement, fire/emergency response,
school districts (as applicable to the event) who participate in information sharing
between agencies/organizations and the community during and/or in the immediate
aftermath of an emergency.

d. Existing protocol for emergency mental health response including collaborations
between public and private behavioral health, local hospital, law enforcement and
fire/lemergency response, justice systems (including adult probation), individual
county emergency management, local service agencies and public health.

e. Number and availability (service hours, dates, regions, and capacity) of Critical
Incident Stress Management teams as well as information on how these teams are
dispatched/activated.

f. Existing behavioral health follow up protocol in the aftermath of a community
trauma as well as identification of any needs/gaps.

g. Current strategies being utilized in each county to meet emergency behavioral
health needs in rural communities, to include strategies to overcome staffing
shortages/geographical challenges in isolated areas of the state, as well as the
identification of any needs/gaps in these communities as they pertain to responding
to behavioral health emergencies.

h. A comprehensive summary of the feedback obtained from focus groups regarding
the emergency behavioral needs of the community in the event of a community
trauma and any identified gaps in services. Focus group participants shall include
both direct service providers and individuals with experience in the areas of crisis,
victim advocacy, child welfare, older adults, Serious Mental lliness (SMI), housing
and animal welfare.

i. Key findings from focus groups including representation from faith based
organizations, Tribal communities and spiritual leaders regarding the ways in which
these groups can provide spiritual and culturally appropriate support to their
communities in the aftermath of a community trauma.

j- A summary of the findings based on literature review of evidence based, trauma
informed, culturally appropriate behavioral health service delivery in the aftermath
of a community trauma. This research shall also outline considerations unique to
special populations in the event of a mental health emergency including but not
limited to, the following populations: Individuals with physical, intellectual, and
developmental disabilities. Individuals with Alzheimer’s disease and Related
Dementias, Persons experiencing homelessness, Individuals who are incarcerated,
Veterans and active-duty service members, Individuals with a SMI diagnosis,
Children experiencing Serious Emotional Disturbance (SED), Individuals
experiencing First Episode Psychosis (FEP), and Children, adolescents, and young
adults (ages 18-25).

3. Develop a statewide implementation plan informed by the findings of the
comprehensive assessment in order to incorporate existing components of emergency alert
systems, public safety and emergency response to address the general mental health needs of
the community and specific needs of our SMI, SED and FEP populations in the aftermath of a
community trauma. This must include specific recommendations to address the following
components:

a. ldentification of a mental health emergency preparedness team as a point of
contact for guidance and direction related to any anticipated or unanticipated
mental health crisis, to include identification of key stakeholders within the
community who may play an important role in ensuring appropriate and coordinated
response to any anticipated or unanticipated community mental health crisis.
Special consideration is to be given in identifying participants in an emergency
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experiences. ldentified roles shall be reflective of the communities they serve and
shall encourage interdisciplinary collaboration between mental health clinicians, law
enforcement, community elders and advocates. These recommendations shall
establish a framework for a statewide emergency preparedness team to serve as a
point of contact during a crisis as well as establishing a process for this team to
annually review and update this plan.

b. Describe recommendations for collaboration between behavioral health, law
enforcement, justice systems, local agencies, and public health to ensure that the
identified services are integrated and sustainable.

c. ldentification of multidisciplinary mobile crisis team(s) that can be deployed rapidly,
24/7, throughout the State to address the mental health components during an
emergency/crisis and establish protocol for dispatching mobile crisis response
teams in the event of community trauma to include framework for Public Safety
Answering Point (PSAP) and crisis line collaboration in each county. Identify the
availability and protocol for dispatching specialized multidisciplinary mobile teams
when indicated.

d. Recommendations for culturally, socially and linguistically appropriate messaging
surrounding the availability of behavioral health services for diverse populations as
well as identifying the role that peer and faith-based organizations can play in
disseminating information. Messaging shall leverage relationships with Lifeline 988,
statewide call centers, peer recovery organizations, faith-based organizations,
electronic bed registries, warmlines, telehealth and provider mutual aid agreements
to disseminate.

e. Establish a protocol for collaboration between child welfare organizations, schools,
juvenile justice authorities, and children’s behavioral health services. Develop
multidisciplinary youth serving state/regional advisory groups to provide input on
infrastructure and policy development.

f. Develop a statewide protocol for emergency behavioral health response to schools
in the aftermath of a community trauma including recommendations for the
following: Considerations for districts in rural parts of the State, Identification of staff
roles and responsibilities, Family notification and parent/guardian consent, Protocol
for activating mobile team dispatch, and Specific evidence-based treatment
recommendations for minimizing adverse behavioral health impact in the aftermath
of a crisis related trauma including mass shootings or school violence.

g. Recommendations and protocols unique to special populations in the event of a
mental health emergency, including but not limited to the following populations:
Physical, Intellectual, and developmental disabilities, Alzheimer’s Disease and
Related Dementias, Persons experiencing homelessness, Individuals who are
incarcerated, Veterans and active-duty service members, Individuals with a SMI
designation, Children experiencing SED and Individuals experiencing ESMI
including FEP.

h. Identify and provide specific evidence-based behavioral health crisis response
training (for e.g., therapeutic crisis intervention and de-escalation) for agencies and
providers identified in the statewide plan.

i. Develop and provide specific, evidence-based behavioral health and follow up
services protocol for those affected by emergency/crisis-related trauma, including
mass shootings/school violence, to include identification of parties responsible for
ensuring behavioral health and follow up attempts must be initiated. Established
protocol shall ensure coordination with Medicaid and Early and Periodic Screening,
Diagnosis and Treatment (EPSDT) to ensure access to comprehensive mental
health services for children and youth designated SED.

HMA’s Arizona Statewide Mental Health Emergency Preparedness and Response Assessment is
not due for completion and final submission to AHCCCS until September and the implementation
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reports outlining progress on all responsibilities and tasks, barriers to meeting tasks/timelines, and
corrective actions taken to overcome barriers. HMA'’s assessment methodology includes data and
information being collected in several stages beginning with a review of existing Arizona
Emergency Preparedness and Response Plans. Next, focus group fliers were distributed to the
ACC-RBHAs, county and state emergency management, and individuals and families throughout
Arizona. 9 Focus Groups were conducted with statewide multidisciplinary and community
representation; this data is currently being consolidated and aggregated. To assist with the
consolidation and analysis of emergency preparedness and response plans and data, HMA
developed a capabilities matrix. This tool was developed by creating a outline for each entity (i.e.,
statewide, health plan, county), defining categories of emergency needs to include behavioral and
mental health, and demarcation of the existence of said emergency needs in the specific plan
being reviewed.

HMA is additionally performing a national literature review to determine resources and best
practices throughout the country including Arizona’s neighboring state of California in addition to
Alaska, Missouri and Nebraska’'s Emergency Response Plans . HMA reports having reviewed
FEMA'’s Crisis Counseling Program, the Administration for Strategic Preparedness and Response
Technical Resources, Assistance Center and Information Exchange (ASPR TRACIE), Substance
Abuse Mental Health Services Administration (SAMHSA), the World Health Organization (WHO),
the American Red Cross, Medical Reserve Corps and National Voluntary Organizations Active in
Disaster (VOAD). Analysis of all research and data is currently being conducted to validate and
inform findings, make recommendations, and create the implementation plan.

Preliminary findings include that, while numerous documents related to emergency management
for state and county jurisdictions reference mitigation, the focus of this content is on physical
protection and security efforts to reduce the risk of hazards. The majority of the existing State,
County, and Organizational Emergency Response Plans reviewed do not include significant
references to disaster behavioral health preparedness, response, or recovery activities; however
many outline behavioral health training to prepare personnel for response to crisis situations
including Resiliency, Mental Health First Aid, and Crisis Intervention Team Training.

The preliminary overall themes and recommended activities to support a mental health emergency

plan from the statewide focus groups include:
e |dentification and “mapping out” everything that currently exists

Ensuring that contact information such as provider phone numbers and services that exist

are widely available and disseminated into communities

Utilization of “lessons learned” and After-Action Reports (AARs) in the event of a disaster

Regular trainings - specifically for first responders in behavioral and mental health

Regular exercises and drills

Improved communication, messaging, and education within communities

Ensure trauma-informed approaches are followed

Determining who is “in charge” / formally identify decision maker(s) during an event

Incorporating mental health considerations into existing plans or consider an annex to

Emergency Operations Plans

e Behavioral Health planning needs to occur within the counties/communities themselves
including local and regional public health, behavioral health, and emergency management
agencies

e Incorporating immediate crisis mental health services within shelters in the event of a
disaster

e Accessibility of aftermath counseling and support for all members of the community

e Utilization of Critical Incident Stress Management Teams and Community Emergency
Response Teams

e State/AHCCCS Assistance with shelters and displaced community members including
funding, access to needed resources (e.g. medication)

e Limited funding, staff, and resources are a consistent challenge
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The focus groups in rural areas of Arizona identified additional considerations including a lack of
transportation, staffing/personnel, funding, communication (access to television, internet, service),
and additional needs within tribal communities.

In the upcoming year, AHCCCS will utilize the allocated BSCA funding to create and implement
Arizona’s Statewide Mental Health Emergency Preparedness and Response Plan including
strategies identified within HMA’s assessment, recommendations, and implementation plan.
Based on the preliminary findings, a multi-systemic and multi-disciplinary approach will be
required to implement a plan including, but not limited to, collaboration with ACC-RBHAs and their
networks of behavioral health providers and state and local emergency response agencies;
trainings in behavioral/mental health for emergency responders; trainings in trauma-informed
approaches for providers and responders; ensuring funding for and access to immediate response
and after-math counseling and support; bolstering the existing workforce throughout stakeholder
entities; individualized outreach/education in communities; creation and dissemination of easily
understood resource guides for the public and professionals to increase awareness of specifically
who to contact and what to do in an unfortunate event that necessitates activation of the
emergency response plan on a community, county, and/or state level. Additional efforts will
include identification and incorporation of detailed policies and procedures into emergency
response plans and systems to ensure fluid and pragmatic communication, jurisdiction,
expectations, and resource utilization based on identified needs and considerations specific to the
various regions of Arizona.
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Arizona Health Care Cost Containment System (AHCCCS)
MHBG BSCA
Budget and Justification
09/30/23-09/29/25

FAIN BO9SM089137
CFDA 93.958
Budget Amount
Category 09/30/2023-09/29/2025 B REtTEatiEn

Personnel $0

Fringe $0

Travel $0

Equipment $0

Supplies $0

Contractual $878,272 AHCCCS will contract with various (TBD)
contractors, determined necessary for the
implementation of the Arizona Statewide Mental
Health Emergency Preparedness and
Response Plan.
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Costs

Total Direct $878,272
Charges

Indirect $0
Charges or

Administration

Total Project $878,272
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State Information

Disclosure of Lobbying Activities

To View Standard Form LLL, Click the link below (This form is OPTIONAL).
Standard Form LLL (click here)

Name

Title

Organization

Signature: Date:
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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Planning Steps

Step 1: Assess the strengths and organizational capacity of the service system to address the specific populations.

Narrative Question:
Provide an overview of the state's M/SUD prevention (description of the current prevention system's attention to individuals in need of

substance use primary prevention), early identification, treatment, and recovery support systems, including the statutory criteria that must be
addressed in the state's Application. Describe how the public M/SUD system is currently organized at the state and local levels, differentiating
between child and adult systems. This description should include a discussion of the roles of the SMHA, the SSA, and other state agencies with
respect to the delivery of M/SUD services. States should also include a description of regional, county, tribal, and local entities that provide
M/SUD services or contribute resources that assist in providing the services. In general, the overview should reflect the MHBG and SUPTRS BG
criteria detailed in "Environmental Factors and Plan" section.

Further, in support of the Executive Order On Advancing Racial Equity and Support for Underserved Communities Through the Federal
Government, SAMHSA is committed to advancing equity for all, including people of color and others who have been historically underserved,
marginalized, and adversely affected by persistent poverty and inequality. Therefore, the description should also include how these systems
address the needs of underserved communities. Examples of system strengths might include long-standing interagency relationships,
coordinated planning, training systems, and an active network of prevention coalitions. The lack of such strengths might be considered needs of
the system, which should be discussed under Step 2. This narrative must include a discussion of the current service system's attention to the
MHBG and SUPTRS BG priority populations listed above under "Populations Served."

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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AHCCCS

Arizona Health Care Cost Containment System

MHBG/SUPTRS Combined Application
FY2024-25
Planning Step 1

September 1, 2023
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MHBG/SUPTRS Combined Application FY2024-25 Planning Step 1
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MHBG/SUPTRS Combined Application FY2024-25 Planning Step 1

AHCCCS Overview

Arizona Health Care Cost Containment System (AHCCCS) is the single state Medicaid agency for the State
of Arizona. In that capacity, it is responsible for operating the Title XIX and Title XXI programs through
the State’s 1115 Research and Demonstration Waiver, which allows for the operation of a total

managed care model.

AHCCCS’ mission “reaching across Arizona to provide comprehensive, quality health care to those in
need” is implemented through the vision of “shaping tomorrow’s managed care...from today’s
experience, quality, and innovation.” Built on a system of competition and choice, AHCCCS’ $14 billion

program operates under an integrated managed care model.

Arizona Complete Care (ACC) Plans

ACC plans and AIHP provide a comprehensive network of providers to deliver all covered physical and
behavioral health services to child and adult members without a Serious Mental Iliness (SMI)

designation and services for members with Children’s Rehabilitative Services (CRS) conditions. ACC plans
and AIHP address the whole health needs of our state’s Medicaid population which is vitally important
to improving service delivery for AHCCCS members and reducing the fragmentation that has existed in

our healthcare system.

AHCCCS Care Delivery System
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behavioral, and long-term care services. AHCCCS also operates the American Indian Health Program
(AIHP), a fee for service program that is responsible for care for American Indian members who select
AIHP. AHCCCS also has five unique intergovernmental agreements with Tribal Regional Health
Authorities (TRBHAs) for the coordination of behavioral health services for American Indian members

enrolled with a TRBHA.
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Contracted health plans coordinate and pay for physical and behavioral health care services delivered by
more than 104,000 health care providers.

ACC - Regional Behavioral Health Agreements (RBHASs)

Three of the ACC plans are affiliated with current Arizona Complete Care with Regional Behavioral
Health Agreements (RBHA) and align the RBHA and ACC contracts under one organization. ARBHA is a
contracted Managed Care Organization (also known as a health plan) responsible for the provision of
comprehensive behavioral health services to all eligible individuals assigned by the administration in
addition to a provision for comprehensive physical health services to eligible persons with a Serious
Mental lliness enrolled by the Administration. The function of the RBHAs include:
e Providing integrated services for Individuals with Serious Mental lliness.
e Development and support of a regional crisis system.
e For the near term, providing behavioral health services for children that are served by the
Department of Child Safety (DCS).
e Allocation of non-title XIX funding including Substance Abuse and Mental Health Services
Administration (SAMHSA) grants and other sources of funding

Arizona’s three ACC - Regional Behavioral Health Agreements (RBHAs) are required to maintain
comprehensive networks of behavioral health providers to deliver prevention, intervention, treatment,
and rehabilitation services to members enrolled in AHCCCS.

e Mercy Care — RBHA serving central Arizona, including Maricopa, Pinal and Gila Counties

e Arizona Complete Health — RBHA serving southern Arizona, including Tucson

e Care 1st Arizona — RBHA serving Northern Arizona

Tribal Behavioral Health Authorities (TRBHAS)

A Tribal Regional Behavioral Health Authority (TRBHA) is a tribal entity that has an intergovernmental
agreement with AHCCCS, the primary purpose of which is to coordinate the delivery of comprehensive
behavioral health to all eligible individuals assigned by the administration to the tribal entity. Tribal
governments, through an agreement with the State, may operate a Tribal Regional Behavioral Health
Authority for the provision of behavioral health services to American Indian members. Refer to A.R.S.
§36-3401 and A.R.S. §36-3407.

White Mountain Apache — TRBHA serving the White Mountain Apache Nation

Gila River — TRBHA serving the Gila River Indian Community

Pascua Yaqui — TRBHA serving the Pascua Yaqui Tribe

Navajo Nation — TRBHA serving the Navajo Nation

The ACCs, MCOs, RBHAs, and TRBHAs are required to maintain a comprehensive network of behavioral
health providers to deliver prevention, intervention, treatment, and rehabilitative services to members
enrolled in the AHCCCS system. This structure allows communities to provide services in a manner
appropriate to meet the unique needs of members and families residing within their local areas.

The following image shows the ACC-RBHA / TRBHA coverage map effective October 1, 2022.
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ACC-RBHA /TRBHA Map
Effective October 1, 2022
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Single State Authority (SSA) and State Mental Health Authority (SMHA)

In addition to overseeing the managed care organizations that provide Medicaid-funded health care
services, AHCCCS serves as the Single State Authority on substance use and as the State Mental Health
Authority (SMHA) responsible for the state public mental health service delivery system administration.
AHCCCS is the agency responsible for mental health and substance use and provides oversight,
coordination, planning, administration, regulation, and monitoring of all facets of the public behavioral
health system in Arizona.

Service Delivery System
Regardless of the type, amount, duration, scope, service delivery method, and population served,
AHCCCS requires all MCOs ensure that their service delivery system:

e Coordinate and provide access to high-quality health care services informed by evidence-based
practice guidelines in a cost-effective manner,

e Coordinate and provide access to high-quality health care services that are culturally and
linguistically appropriate, maximize personal and family voice and choice, and incorporate a
trauma-informed care approach,

e Coordinate and provide access to preventive and health promotion services, including wellness
services,
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e Coordinate and provide access to comprehensive care coordination and transitional care across
settings; follow-up from inpatient to other settings; participation in discharge planning, and
facilitating transfer from the children’s system to the adult system of health care,

e Coordinate and provide access to chronic disease management support, including self-
management support,

e Conduct behavioral health assessment and service planning following a Health Home model,

e Coordinate and provide access to peer and family delivered support services, based on
member’s needs, voice, and choice,

e Provide covered services to members in accordance with all applicable Federal and State laws,
regulations, and policies,

e Coordinate and integrate clinical and non-clinical health care related needs and services across
all systems,

o Implement health information technology to link services, facilitate communication among
treating professionals and between the health team and individual and family caregivers, and

e Deliver services by providers that are appropriately licensed or certified, operating within their
scope of practice, and registered as an AHCCCS provider.

AHCCCS further requires that at all MCOS work in partnership to meet, agree upon, and reduce to
writing joint collaborative protocols with each county, district, or regional office of:

e Administrative Office of the Courts,

e Juvenile Probation and Adult Probation,

e Arizona Department of Corrections and Arizona Department for Juvenile Corrections,

e Arizona Department of Child Safety (DCS),

e Tribal Nations and Providers (Refer to this section above),

e The Veterans’ Administration, and

e The county jails.

Continuum of Care (Adult and Child Systems)

As a leader in the public behavioral health field, Arizona’s approach to managed care and service
delivery is nationally recognized. AHCCCS focuses its efforts and energies toward providing leadership in
activities designed to integrate and adapt the behavioral health system to meet the needs of those we
serve.

AHCCCS fosters an environment of person-centered planning that includes the voice and choice of the
person being served, their family, identified persons of support, advocates (as designated) and service
providers, as identified. The Individual Service Planning (ISP) progress is transparent, fluid and the ISP is
a living and breathing document that can change as a persons’ choices and treatment needs change.
AHCCCS has an Adult System of Care (ASOC) that is a continuum of coordinated community and facility-
based services and support for adults with, or at risk for, behavioral health challenges. The ASOC is
organized into a comprehensive network to create opportunities to foster recovery and improve health
outcomes by:

e Building meaningful partnerships with individuals served

e Addressing the individuals’ cultural and linguistic needs and preferences, and

e Assisting the individual in identifying and achieving personal and recovery goals.
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The ASOC developed the following Nine Guiding Principles to promote recovery in the adult behavioral
health system and for engaging with adults who have a serious mental illness:

Nine Guiding Principles:

1.

RESPECT: Respect is the cornerstone. Meet the person where they are without judgment, with
great patience and compassion.

PERSONS IN RECOVERY CHOOSE SERVICES AND ARE INCLUDED IN PROGRAM DECISIONS AND
PROGRAM DEVELOPMENT EFFORTS: A person in recovery has choice and a voice. Their self-
determination in driving services, program decisions, and program development is made
possible, in part, by the ongoing dynamics of education, discussion, and evaluation, thus
creating the “informed consumer” and the broadest possible palette from which choice is made.
Persons in recovery should be involved at every level of the system, from administration to
service delivery.

FOCUS ON INDIVIDUAL AS A WHOLE PERSON, WHILE INCLUDING AND/OR DEVELOPING
NATURAL SUPPORTS: A person in recovery is held as nothing less than a whole being: capable,
competent, and respected for their opinions and choices. As such, focus is given to empowering
the greatest possible autonomy and the most natural and well-rounded lifestyle. This includes
access to and involvement in the natural supports and social systems customary to an
individual’s social community.

EMPOWER INDIVIDUALS TAKING STEPS TOWARDS INDEPENDENCE AND ALLOWING RISK TAKING
WITHOUT FEAR OF FAILURE: A person in recovery finds independence through exploration,
experimentation, evaluation, contemplation, and action. An atmosphere is maintained whereby
steps toward independence are encouraged and reinforced in a setting where both security and
risk are valued as ingredients promoting growth.

INTEGRATION, COLLABORATION, AND PARTICIPATION WITH THE COMMUNITY OF ONE’S
CHOICE: A person in recovery is a valued, contributing member of society and, as such, is
deserving of and beneficial to the community. Such integration and participation underscore
one’s role as a vital part of the community, the community dynamic being inextricable from the
human experience. Community service and volunteerism are valued.

PARTNERSHIP BETWEEN INDIVIDUALS, STAFF, AND FAMILY MEMBERS/NATURAL SUPPORTS FOR
SHARED DECISION MAKING WITH A FOUNDATION OF TRUST: A person in recovery, as with any
member of a society, finds strength and support through partnerships. Compassion-based
alliances with a focus on recovery optimization bolster self-confidence, expand understanding in
all participants, and lead to the creation of optimum protocols and outcomes.

PERSONS IN RECOVERY DEFINE THEIR OWN SUCCESS: A person in recovery — by their own
declaration — discovers success, in part, by quality-of-life outcomes, which may include an
improved sense of well-being, advanced integration into the community, and greater self-
determination. Persons in recovery are the experts on themselves, defining their own goals and
desired outcomes.

STRENGTHS-BASED, FLEXIBLE, RESPONSIVE SERVICES REFLECTIVE OF AN INDIVIDUAL'S
CULTURAL PREFERENCES: A person in recovery can expect and deserves flexible, timely, and
responsive services that are accessible, available, reliable, accountable, and sensitive to cultural
values and mores. A person in recovery is the source of his/her own strength and resiliency.
Those who serve as supports and facilitators identify, explore, and serve to optimize
demonstrated strengths in the individual as tools for generating greater autonomy and
effectiveness in life.
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9. HOPE IS THE FOUNDATION FOR THE JOURNEY TOWARDS RECOVERY: A person in recovery has
the capacity for hope and thrives best in associations that foster hope. Through hope, a future
of possibility enriches the life experience and creates the environment for uncommon and
unexpected positive outcomes to be made real. A person in recovery is held as boundless in
potential and possibility.

AHCCCS collaborated with the child, family, and others to ensure provided services are tailored to meet
the needs of children with serious emotional disturbances and their caregivers. The goal is to ensure
that services are provided to the child and family in the most appropriate setting, in a timely manner, in
accordance with the best practices and respecting the child, family, and their cultural heritage.

Arizona/AHCCCS developed The Twelve (12) Principles for Children’s in the Behavioral Health Service
Delivery System:

Twelve (12) Guiding Principles:

1. COLLABORATION WITH THE CHILD AND FAMILY: Respect for and active collaboration with the
child and parents is the cornerstone to achieving positive behavioral health outcomes. Parents
and children are treated as partners in the assessment process, and the planning, delivery, and
evaluation of behavioral health services, and their preferences are taken seriously.

2. FUNCTIONAL OUTCOMES: Behavioral health services are designed and implemented to aid
children to achieve success in school, live with their families, avoid delinquency, and become
stable and productive adults. Implementation of the behavioral health services plan stabilizes
the child’s condition and minimizes safety risks.

3. COLLABORATION WITH OTHERS: When children have multi-agency, multi-system involvement, a
joint assessment is developed and a jointly established behavioral health services plan is
collaboratively implemented. Client centered teams plan and deliver services. Each child’s team
includes the child and parents and any foster parents, any individual important in the child’s life
who is invited to participate by the child or parents. The team also includes all
other persons needed to develop an effective plan, including, as appropriate, the child’s
teacher, DCS and/or DES/DDD caseworker, and the child’s probation officer. The team (a)
develops a common assessment of the child’s and family’s strengths and needs, (b) develops an
individualized service plan, (c) monitors implementation of the plan, and (d) makes
adjustments in the plan if it is not succeeding.

4. ACCESSIBLE SERVICES: Children have access to a comprehensive array of behavioral health
services, sufficient to ensure that they receive the treatment they need. Plans identify
transportation the parents and child need to access behavioral health services, and how
transportation assistance will be provided. Behavioral health services are adapted or created
when they are needed but not available.

5. BEST PRACTICES: Competent individuals who are adequately trained and supervised provide
behavioral health services. They are delivered in accordance with guidelines adopted by ADHS
that incorporate evidence-based “best practice.” Behavioral health service plans identify and
appropriately address behavioral symptoms that are reactions to death of a family member,
abuse or neglect, learning disorders, and other similar traumatic or frightening circumstances,
substance abuse problems, the specialized behavioral health needs of children who are
developmentally disabled, maladaptive sexual behavior, including abusive conduct and risky
behavior, and the need for stability and the need to promote permanency in class member’s
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lives, especially class members in foster care. Behavioral Health Services are continuously
evaluated and modified if ineffective in achieving desired outcomes.

6. MOST APPROPRIATE SETTING: Children are provided behavioral health services in their home
and community to the extent possible. Behavioral health services are provided in the most
integrated setting appropriate to the child’s needs. When provided in a residential setting, the
setting is the most integrated and most home-like setting that is appropriate to the child’s
needs.

7. TIMELINESS: Children identified as needing behavioral health services are assessed and served
promptly.

8. SERVICES TAILORED TO THE CHILD AND FAMILY: The unique strengths and needs of children and
their families dictate the type, mix, and intensity of behavioral health services provided. Parents
and children are encouraged and assisted to articulate their own strengths and needs, the goals
they are seeking, and what services they think are required to meet these goals.

9. STABILITY: Behavioral health service plans strive to minimize multiple placements. Service plans
identify whether a class member is at risk of experiencing a placement disruption and, if so,
identify the steps to be taken to minimize or eliminate the risk. Behavioral health service plans
anticipate crises that might develop and include specific strategies and services that will be
employed if a crisis develops. In responding to crises, the behavioral health system uses all
appropriate behavioral health services to help the child remain at home, minimize placement
disruptions, and avoid the inappropriate use of the police and criminal justice system.
Behavioral health service plans anticipate and appropriately plan for transitions in children’s
lives, including transitions to new schools and new placements, and transitions to adult
services.

10. RESPECT FOR THE CHILD AND FAMILY’S UNIQUE CULTURAL HERITAGE: Behavioral health
services are provided in a manner that respects the cultural tradition and heritage of the child
and family. Services are provided in Spanish to children and parents whose primary language is
Spanish.

11. INDEPENDENCE: Behavioral health services include support and training for parents in meeting
their child’s behavioral health needs, and support and training for children in self-management.
Behavioral health service plans identify parents’ and children’s need for training and support to
participate as partners in assessment process, and in the planning, delivery, and evaluation of
services, and provide that such training and support, including transportation assistance,
advance discussions, and help with understanding written materials, will be made available.

12. CONNECTION TO NATURAL SUPPORTS: The behavioral health system identifies and
appropriately utilizes natural supports available from the child and parent’s own network of
associates, including friends and neighbors, and from community organizations, including
service and religious organizations.

Overall, the Person-Centered Planning and Service Plan reflects the individual’s strengths and
preferences that meet the person’s social, cultural, and linguistic needs and includes individualized goals
and desired outcomes. Additionally, the planning process also identifies risk factors (including risks to
member rights) and puts measures in place to minimize them with individual back-up plans and other
strategies as needed.
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Arizona Behavioral Health Planning Council (BHPC)

AHCCCS utilizes the Arizona Behavioral Health Planning Council to advise the state in planning and
implementing a comprehensive community-based system of behavioral health and mental health
Services. Arizona’s BHPC has included integrated representation between mental health and substance
use since 1999, with the participation of both professionals and individuals with lived experience. The
BHPC meetings are planned in partnership with AHCCCS and convene via video conference once per
month.

Office of Individual and Family Affairs (OIFA)

The AHCCCS Office of Individual and Family Affairs (OIFA) is staffed by individuals and family members
whose lives have been affected by substance use and/or mental health disorders. As a part of the
Behavioral Health Planning Council (BHPC), OIFA is in a unique position to bring more voices of the
community into the oversight process. In addition to the AHCCCS OIFA, each AHCCCS health plan is
contractually required to have its own OIFA. The health plan OIFAs extend the reach of the BHPC to
increase prospects for more responsive and accountable substance abuse and behavioral health
services.

Division of Grants and Innovation (DGI)

The Division of Grants and Innovation (DGl) is the point of contact related to the pursuit,
implementation and oversight of grants administered by the agency, including the Community Mental
Health Block Grant and Substance Use Prevention, Treatment, and Recovery Services grant. The
Integrated System of Care and Housing Divisions joined DGl in Spring of 2023 to promote integration
and fluidity in the fee-for-service and grant planning and implementation processes. DGl is inclusive of
both programmatic and financial teams. Together, the teams work closely with each other to ensure
effective communication, oversight, and implementation of all grants management for the agency. DGI
staff positions include the State Opioid Treatment Authority/Opioid Treatment Network, Women’s
Treatment Network, National Prevention Network and National Treatment Network representatives, an
Epidemiologist, Grant Administrators, and Grant Coordinators.

DGl leverages the managed care services through contracts to provide access to care for substance use
disorder intervention, treatment, and recovery support services through the Substance Use Prevention,
Treatment and Recovery Services funding. The SUPTRS supports primary prevention services and
treatment services for members with substance use disorders. It is used to plan, implement, and
evaluate activities to prevent and treat substance use disorders. Grant funds are also used to provide
early intervention services for HIV and tuberculosis disease in high-risk substance users. Arizona is not
an HIV designated state, so there are not specific requirements that need to be met for SAMHSA,
however prevention efforts have been continued to sustain the progress that has been made in
reducing the rate of individuals who contract HIV.

Substance Use Prevention, Treatment, and Recovery Services - Primary
Prevention

To streamline prevention services, effective July 1, 2021, AHCCCS made the decision to administer the
prevention contracts directly. In addition to the administration of funding for local community-based
prevention coalitions, AHCCCS has Intergovernmental Agreements (IGAs) with two of the state’s
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TRBHAs, the Pascua Yaqui Tribe and the Gila River Indian Community, to administer SUPTRS primary
prevention funding to tribal populations within the state. In addition, AHCCCS has a relationship with the
Governor’s Office of Youth, Faith, and Family (GOYFF) to provide substance abuse prevention services
through Evidence Based Practices (EBPs) and community-based organizations.

All SUPTRS Primary Prevention efforts are administered utilizing the Strategic Prevention Framework
(SPF) Model from the Substance Abuse and Mental Health Services Administration (SAMHSA) with these
funds. AHCCCS currently utilizes a variety of providers to implement prevention services,

including community-based coalitions, schools, and various state agencies. AHCCCS prevention efforts
currently focus on several substances, including alcohol, tobacco, prescription drugs, and opioids.
AHCCCS prevention efforts include focusing on a Risk and Protective Factor Theory, which includes
reducing risk factors, and increasing protective factors, in a variety of settings. To address the unique
needs of the state with these funds, AHCCCS will also address Adverse Childhood Experiences (ACEs) and
trauma to ensure all high-risk individuals are receiving the appropriate types of services. AHCCCS will
continue to support all prevention providers in offering services virtually, as appropriate, to ensure the
health and safety of all participants. All primary prevention services will serve populations according to
the Institute of Medicine (IOM) categories as follows: Universal (Indirect and Direct), Selective, and
Indicated.

All primary prevention activities are quantified into the six Center for Substance Abuse Prevention
(CSAP) strategies. It should be noted that AHCCCS requires the utilization of all strategies, as each
strategy alone has not been proven to be effective in the reduction of substance use, misuse, and/or
abuse. Some strategies to be used by AHCCCS prevention providers as part of this funding include, but
are not limited to:

e Information Dissemination: This strategy provides awareness and knowledge of the nature and
extent of substance use, abuse, and addiction and their effects on individuals, families, and
communities. It also provides knowledge and awareness of available prevention programs and
services. Information dissemination is characterized by one-way communication from the
source to the audience, with limited contact between the two.

o Tabling/booth events at health fairs, school parent nights, and local community events.

o “Sticker Shock” campaigns, which is often a youth-driven project that seeks to inform,
educate, and remind the community of the implications of selling and providing alcohol
to underage youth. Prevention Education staff create a message, which is then printed
onto stickers, and placed on products in liquor stores. o Dissemination of prevention
flyers, posters, brochures, and other informational media at local grocery stores,
doctor’s offices, schools, etc.

o Media campaigns aimed at increasing knowledge of local substance use and abuse
trends and data, as well as focusing on risk and protective factors to reduce substance
use and abuse within high-risk populations.

e Education: This strategy involves two-way communication and is distinguished from the
information dissemination strategy by the fact that interaction between the educator/ facilitator
and the participants is the basis of its activities. Activities under this strategy aim to affect
critical life and social skills, including decision-making, refusal skills, critical analysis (e.g., of
media messages), and systematic judgment abilities.

o Parenting/Family Education curriculum, such as Strengthening Families, Guiding Good
Choices, and Triple P. These programs aim to enhance parenting behaviors and skills,
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enhance effective child management behaviors and parent-child interactions and
bonding, to teach children skills to resist peer influence, and reduce adolescent problem
behaviors.

o Curriculum that teaches youth life skills, such as LifeSkills, which are designed to prevent
teenage drug and alcohol abuse, tobacco use, violence, and other risk behaviors by
teaching students self-management skills, social skills, and drug awareness and
resistance skills.

e Alternatives: This strategy provides for the participation of target populations in activities that
exclude substance use. The assumption is that constructive and healthy activities offset the
attraction to, or otherwise meet the needs usually filled by, alcohol and drugs and would
therefore minimize or obviate resort to the latter.

o Drug-free community and/or youth events, including drug-free dances, sports
tournaments, after-school youth groups/programs/clubs, etc.

o Mentoring programs, such as Big Brothers/Big Sisters, that provide at risk youth with
opportunities to connect with positive adult role models, and engage in healthy, drug-
free activities.

o Connection and engagement in cultural activities, tribal practices, and learning cultural
and/or tribal ways.

e Problem Ildentification and Referral: This strategy aims to identify those who have indulged in
illegal/age-inappropriate use of tobacco or alcohol and those individuals who have indulged in
the first use of illicit drugs to assess whether their behavior can be reversed through education.
It should be noted, however, that this strategy does not include any activity designed to
determine if a person is in need of treatment.

o Programs/classes for youth who have broken school campus rules regarding alcohol,
tobacco, and other drugs (ATOD), such as being in possession of ATOD or related
paraphernalia. Classes aim to educate youth about the dangers of ATOD use, offer
alternatives to substance use, and prevent future infractions.

o Driving Under the Influence (DUI) education classes for first time offenders, that
educate individuals around DUI, and includes steps to prevent future DUIs from
occurring, harm reduction techniques, etc.

e Community-based process: This strategy aims to enhance the ability of the community to
provide prevention and treatment services more effectively for substance abuse disorders.
Activities in this strategy include organizing, planning, enhancing efficiency and effectiveness of
services implementation, interagency collaboration, coalition building, and networking. o
Building and sustaining of community-based coalitions (there are currently 24 SUPTRS funded
coalitions within the state).

o Community mobilization training and capacity building within “prevention desert” areas
to build primary prevention infrastructure. o Strategic planning at state and local levels,
which includes bringing together key stakeholders from the following sectors to the
table to engage in effective planning:

=  Youth,

= Parents,

= Law enforcement,
=  Schools,

= Businesses,

=  Media,

=  Youth-serving organizations,
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= Religious and fraternal organizations,

=  Civic and volunteer groups,

= Health care professionals,

= State, local, and tribal agencies with expertise in substance abuse, and
=  QOther organizations involved in reducing substance abuse.

o Gathering of Native Americans (GONA), a culture-based planning process where
community members gather to address community-identified issues. It uses an
interactive approach that empowers and supports American Indian (Al) and/or Alaskan
Native (AN) tribes. The GONA approach reflects Al/AN cultural values, traditions, and
spiritual practices.

e Environmental: This strategy establishes, or changes, written and unwritten community
standards, codes, and attitudes, thereby influencing incidence and prevalence of substance
abuse in the general population. This strategy is divided into two subcategories to permit
distinction between activities that center on legal and regulatory initiatives and those that relate
to the service and action-oriented initiatives.

o The passing of local ordinances that affect the sale, manufacturing, or availability of
ATODs, including alcohol tax increases, moratoriums on alcohol/marijuana advertising
around schools, parks, or places where youth are present, and moratoriums on the
establishment or placement of medical marijuana stores in local areas.

o The review of current ATOD policies within schools and/or communities, including the
review of policies related to prevention of ATOD use amongst youth, review of policies
regarding “punishment” of youth who use or are caught, what prevention strategies are
used to decrease repeat behavior, and the eventual revision of policies to be prevention
focused, rather than punishment focused.

AHCCCS currently requires the use of Evidence Based Practice (EBP), Research Based Practice (RBP), or
Promising Practice (PP) and allows providers to utilize Promising and Innovative Interventions at a ratio
of one Evidence, Research and/or Promising Intervention to every Innovative Intervention. AHCCCS
currently accepts the guidance provided by the SAMHSA document “Selecting Best-fit Programs and
Practices: Guidance for Substance Misuse Prevention Practitioners” as the standard to follow when
selecting programs and practices, including the best practices lists and resources. AHCCCS is aware that
every community is unique and has unique needs to be addressed with prevention programming. To
support innovation within communities to meet these unique needs, AHCCCS has developed
parameters regarding the use of these interventions. AHCCCS utilizes the “AHCCCS Innovative
Prevention Program Intervention Protocol” for all SUPTRS Primary Prevention Activities that are not
currently designated as Evidence or Research Based. The protocol, developed by AHCCCS staff, requires
the prevention providers to formally submit documentation related to the intervention they are
proposing to use, prior to the use of the intervention, for review and approval by AHCCCS. Upon review,
AHCCCS designates an evidence-based status to the proposed intervention and provides feedback to the
prevention provider regarding implementation.

AHCCCS currently employs a variety of methods to ensure primary prevention activities are equitable
and include a focus on those at greater risk for health disparities. All AHCCCS primary prevention
activities follow the SPF model, which requires the infusion of “cultural competence” into each phase of
the SPF model. AHCCCS prevention efforts are currently moving to a “culturally responsive” approach in
lieu of “cultural competency,” but the premise of the strategies remain the same. As part of the SPF
model, all AHCCCS prevention providers are required to utilize a local primary prevention needs
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assessment that must be completed or renewed every three years. Mandatory data to be collected
within the target communities include, but are not limited to, total population level, ages, educational
attainment, housing, income level, poverty level, business/economical information, race and Hispanic
origin, immigrant status, and veteran status. In addition to the needs assessment, each provider is also
required to utilize a prevention strategic plan that is to be updated every three years. This plan must
include the provider’s plan to address equity within their target populations through cultural
responsiveness, which include engaging stakeholders from various backgrounds in the planning and
implementation of prevention efforts, representation on the coalition, and to identify any barriers in
existence that will impede the provider’s ability to provide culturally responsive services and a plan to
address said barriers, as needed.

AHCCCS is aware that every community is unique and has unique needs to be addressed with prevention
programming. Arizona’s population and demographics are changing and has required the state to
develop systems to enhance culturally responsive and equitable approaches to substance abuse
prevention. To support innovation within communities to meet these unique needs, AHCCCS has
developed parameters regarding the use of these interventions. As discussed previously, AHCCCS utilizes
the “AHCCCS Innovative Prevention Program Intervention Protocol” for all SUPTRS Primary Prevention
activities that are not currently designated as evidence or research based. AHCCCS currently contracts
with community based coalitions and local providers that tailor primary prevention efforts directly
towards populations at high risk, with coalitions serving and focusing efforts on LGBTQ+ youth, Hispanic
populations, refugee populations, border populations where health literacy and outcomes are low when
compared to other areas of the state, border cities where illegal drug trade/activities are impacting
youth, as well as focusing on areas of prevention deserts that historically have not had substance abuse
prevention infrastructure present within the community.

AHCCCS also utilizes a “culture as prevention” framework when it comes to Arizona’s indigenous and
diverse populations. Primary prevention services are currently being implemented within two of
AHCCCS’ Tribal Regional Behavioral Health Authorities (TRBHAs), the Pascua Yaqui Tribe, and the Gila
River Indian Community. Because the pandemic impacted Arizona’s tribal communities at a rate
disproportionate to other communities, AHCCCS regularly meets with TRBHAs to develop and research
dedicated substance abuse prevention strategies to help mitigate the impact on these communities.
Primary prevention interventions that included multiple outcomes in substance abuse prevention,
mental health promotion, suicide prevention, and domestic violence/intimate partner violence
prevention were explored to ensure that the tribal communities could select substance abuse primary
prevention interventions that had a larger impact on other community needs during the pandemic.
AHCCCS’ tribal partners lead the way to develop the prevention strategies that work best within their
communities, focusing on cultural values, teaching of traditions, and spiritual practices.

AHCCCS maintains a strong presence within the community to ensure all backgrounds and voices of
Arizonans are represented within primary prevention program assessment, planning, implementation,
and evaluation. AHCCCS has demonstrated this through various ways, including the facilitation of a
statewide substance abuse prevention plan that includes data and stakeholders’ feedback from over 40
local, regional, and state level prevention providers, and through regular participation and attendance at
the Substance Abuse Coalition Leaders of Arizona meetings. AHCCCS regularly meets with stakeholders
to elicit open communication and collaborative problem-solving to meet identified needs specific to
their specialties and locations.
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Substance Use Prevention, Treatment and Recovery Services (SUPTRS)

Treatment
SUPTRS funds are used to ensure access to interventions, treatment, and long-term recovery support
services for (in order of priority):
1. Pregnant women (including teenagers) who use drugs by injection,
2. Pregnant women (including teenagers) who use substances,
3. Other persons who use drugs by injection,
4. Substance using women and teenagers with dependent children and their families, including
females who are attempting to regain custody of their children, and
5. All other individuals with a substance use disorder, regardless of gender or route of use, (as
funding is available).

Behavioral health providers (contracted through the RBHAs and TRBHAs) are required to provide
specialized, gender-specific treatment and recovery support services for females who are pregnant or
have dependent children and their families in outpatient and residential treatment settings. Services are
also provided to mothers who are attempting to regain custody of their children, and the family is
treated as a unit. Providers must admit both mothers and their dependent children into treatment. The
following services are provided or arranged as needed:

e Referral for primary medical care for pregnant females,

e Referral for primary pediatric care for children,

e Gender-specific substance use treatment, and

e Therapeutic interventions for dependent children.

Contractors must ensure the following issues do not pose barriers to access to obtaining substance use
disorder treatment:

e Childcare

e Case management

e Transportation

The Contractors require any entity receiving funding from the SUPTRS grant for operating a treatment
program for substance use disorders to follow procedures which address how the program:

o  Will, directly or through arrangements with other public or nonprofit private entities, routinely
make available tuberculosis services as defined in [45 CFR 96.121] to each individual receiving
treatment for such abuse,

e Inthe case of an individual in need of such treatment who is denied admission to the
program based on the lack of the capacity of the program to admit the individual, will refer the
individual to another provider of tuberculosis services, and

e  Will implement infection control procedures designed to prevent the transmission of
tuberculosis, including the following:

o Screening of patients,

o ldentification of those individuals who are at high risk of becoming infected,

o Meeting all State reporting requirements while adhering to Federal and State
confidentiality requirements, including [42 CFR part 2], and

o  Will conduct case management activities to ensure that individuals receive such
services.
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Interim Services are required for those who meet the priority populations of pregnant women, women
with dependent children, or intravenous drug users if there is a waitlist to engage in services. The
purpose of interim services is to reduce the adverse health effects of substance use, promote the health
of the members, and reduce the risk of transmission of disease. The minimum required interim services
include:

e Education that covers prevention of and types of behaviors which increase the risk of

contracting HIV, Hepatitis C, and other sexually transmitted diseases,

e Education that covers the effects of substance use on fetal development,

e Risk assessment/screening,

e Referrals for HIV, Hepatitis C, and tuberculosis screening and services, and

e Referrals for primary and prenatal medical care.

AHCCCS Contracts ensure services covered through the AHCCCS Medical Policy Manual are provided in a
culturally competent manner utilizing evidence-based practices. The services target members and
individuals who have a behavioral health diagnosis and identify as being a part of an identified group
with norms not always addressed through traditional treatment modalities, including, but not limited to
veterans, LGBTQ+, elderly, homeless, rural, and diverse populations. The Managed Care Organizations
(MCOs) utilize Cultural Diversity Specialists and Community Liaisons who work with providers and
communities through training, education, and technical assistance to ensure implementation and
monitoring of the appropriate programs and services.

Community Mental Health Block Grant (MHBG)

The MHBG is allocated to provide community mental health treatment services to adults with a Serious
Mental lliness (SMI) designation, children with Serious Emotional Disturbance (SED), and individuals with
an Early Serious Mental Iliness (ESMI) including first episode psychosis (FEP). The program makes
funding available throughout Arizona to provide community mental health services with the objective to
support grantees in carrying out plans for providing comprehensive community mental health services.

MHBG funds are used to provide treatment services in accordance with AHCCCS Medical Policy Manual
(AMPM) 300-2B and AMPM 320-T1 and to ensure access to an integrated and comprehensive system of
care, including employment, housing, case management, rehabilitation, dental, and health services as
well as mental health services and supports.

Adults with a Serious Mental Illness (SMI) designation includes persons aged 18 and older who have a
diagnosable behavioral, mental, or emotional condition as defined by the American Psychiatric
Association’s Diagnostic and Statistical Manual (DSM) of Mental Disorders in addition to functional
impairment that substantially interferes with, or limits, their ability to function in the community.

Serious Emotional Disturbance (SED) includes persons up to age 18 who have diagnosable behavioral,
mental, or emotional issues (as defined by the Diagnostic and Statistical Manual of Mental Disorders
(DSM)). Their condition results in a functional impairment that substantially interferes with, or limits, a
child’s role or functioning in family, school, or community activities.

Early Serious Mental lliness (ESMI), including First Episode Psychosis (FEP), services are supported by the
10 percent set aside for ESMI/First Episode of Psychosis (FEP) and support evidence-based programs
that provide treatment and support services for those who have experienced a first episode of psychosis
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within the past two years or individuals recently diagnosed with an SMI qualifying diagnosis. Psychosis
is a brain condition that disrupts a person’s thoughts and perceptions, making it difficult to differentiate
between what is real and what is not. FEP Program models may include principles or core components
identified by National Institute of Mental Health (NIMH) via the Recovery After an Initial Schizophrenia
Episode (RAISE) initiative and practice a Coordinated Specialty Care model of early intervention.

Five percent of the MHBG is set aside for crisis services to support an evidence-based crisis system.
Arizona’s crisis continuum of care services has gained national recognition for their innovative approach
to behavioral health crisis services. The AHCCCS crisis care continuum encompasses a comprehensive
range of services, including crisis telephone response, mobile crisis team intervention, facility-based
stabilization (including observation and detox), and all other covered services available to any Arizona
resident, regardless of insurance coverage. Ensuring recovery-oriented and person-focused care, the
crisis services aim to stabilize individuals promptly, enabling them to return to their baseline of
functioning.

AHCCCS is the designated unit of the executive branch that is responsible for administering the MHBG.
AHCCCS ensures the following performance requirements are met:

e Subrecipients must submit a plan explaining how they will use MHBG funds to provide
comprehensive, community mental health services to adults with serious mental illnesses and
children with serious emotional disturbances,

e Subrecipients to provide annual reports on their plans,

e Subrecipients may distribute funds to local government entities and non-governmental
organizations,

e Subrecipients must ensure that community mental health centers provide such services as
screening, outpatient treatment, emergency mental health services, and day treatment
programs,

e Subrecipients must comply with general federal requirements for managing grants. They must
also cooperate in efforts by SAMHSA to monitor use of MHBG funds. For example, each year,
CMHS conducts investigations (site visits) of at least ten grantees receiving MHBG funds. This is
to assess how they are using the funds to benefit the population. These evaluations include
careful review of the following:

o How the grantees are tracking use of MHBG funds and their adult and child mental
health programs,
o Data and performance management systems,
Collaboration with consumers and the grantees' mental health planning council, and
o Grantees receiving MHBG funds are required to form and support a state or territory
mental health/behavioral health planning council.
o Grantees receiving MHBG funds are required to form and support a state or territory
mental health/behavioral health planning council.

o
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Planning Steps

Step 2: Identify the unmet service needs and critical gaps within the current system.

Narrative Question:

This step should identify the unmet service needs and critical gaps in the state's current systems, as well as the data sources used to identify the
needs and gaps of the required populations relevant to each block grant within the state's behavioral health system, including for other
populations identified by the state as a priority. This step should also address how the state plans to meet the unmet service needs and gaps. The
state's priorities and goals must be supported by data-driven processes. This could include data that is available through a number of different
sources such as SAMHSA's National Survey on Drug Use and Health (NSDUH), Treatment Episode Data Set (TEDS), National Survey of Substance
Use Disorder Treatment Services (N-SSATS), the Behavioral Health Barometer, Behavioral Risk Factor Surveillance System (BRFSS), Youth Risk
Behavior Surveillance System (YRBSS), the Uniform Reporting System (URS), and state data. Those states that have a State Epidemiological
and Outcomes Workgroup (SEOW) should describe its composition and contribution to the process for primary prevention and treatment
planning. States with current Partnership for Success discretionary grants are required to have an active SEOW.

This narrative must include a discussion of the unmet service needs and critical gaps in the current system regarding the MHBG and SUPTRS BG
priority populations, as well as a discussion of the unmet service needs and critical gaps in the current system for underserved communities, as
defined under EO 13985. States are encouraged to refer to the IOM reports, Race, Ethnicity, and Language Data: Standardization for Health
Care Quality Improvement and The Health of Lesbian, Gay, Bisexual, and Transgender People: Building a Foundation for Better

Understanding’ in developing this narrative.
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Overview

The Arizona Health Care Cost Containment System (AHCCCS) utilizes several data feeds, surveys, systemic
evaluations, as well as stakeholder forums to determine statewide need for services. AHCCCS works in
tandem with the ACC - Regional Behavioral Health Agreements and Tribal Regional Behavioral Health
Agreements (T/RBHAs) to ensure efficient resource allocation that correlates system capacity with service
demand. AHCCCS utilizing and continually works to enhance data driven decision-making process when
assessing prevention, intervention, and treatment needs for behavioral health disorders.

AHCCCS maintains active policies that allow for the assessment and monitoring of unmet needs at the
contract level, in our communities, and within specified populations either accessing or in need of
behavioral health services statewide. The AHCCCS Contractor Operations Manual (ACOM) Policy 415
Provider Network Development and Management Plan - Periodic Network Reporting Requirements
ensure that regular assessments of need are occurring. This policy applies to AHCCCS Complete Care (ACC)
and RBHA (Regional Behavioral Health Agreement) Contractors. The policy states that provider networks
shall provide a foundation that supports an individual’s needs as well as the membership in general. This
policy establishes Contractor requirements for the submission of the Network Development and
Management Plan and other periodic network reporting requirements allowing AHCCCS to assess and
monitor both programmatic and financial activities. Specific requirements of activities contractors are
required to manage and report on include, but are not limited to:

e Contractor’s Workforce Development Plan,
e Contractor’s Value Based Purchasing/24/7 Access Points Report,
e Evaluation of the prior year’s Network Plan including:
Actions proposed in the prior year’s plan,
Network issues over the past year that required intervention,
Interventions taken to resolve network issues,
Barriers to the interventions, and
Evaluation of the effectiveness of the interventions.
e Contractor’s current network gaps,
e Contractor’s network development steps for the coming year based upon its review of the prior
year’s Network Plan, current identified gaps, and any other priorities identified in the current plan,
e Contractor’s analysis demonstrating it has the capacity and the appropriate range of services
adequate for the anticipated enrollment in its assigned service area,
e Description of the integrated network design by GSA for the following populations:
o Members undergoing substance use disorder treatment:
= Pregnant Women and/or Pregnant Women with Dependent Children,
= Persons who use drug by Injection,
=  Adults, and
= Children.
e General membership requiring access to the following types of substance use disorder treatment:
o Medication Assisted Treatment,
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o Outpatient,

o Intensive Outpatient,

o Partial Hospitalization, and
o Residential Inpatient.

e A description of subcontracts for substance abuse prevention and treatment through the
Substance Use Prevention, Treatment and Recovery Services (SUPTRS) Block Grant utilizing
capacity data including wait list management methods for SUPTRS Block Grant Priority
populations.

As the designated unit of the executive branch that is responsible for administering the Community
Mental Health Block Grant (MHBG), AHCCCS ensures the following performance requirements are met:

e Subrecipients must submit a plan explaining how they will use MHBG funds to provide
comprehensive, community mental health services to adults with serious mental illness (SMI)
designation, children with serious emotional disturbances (SED), and Early Serious Mental Iliness
(ESMI) including First Episode Psychosis (FEP).

e Subrecipients to provide annual reports on their plans.

e Subrecipients may distribute funds to local government entities and non-governmental
organizations.

e Subrecipients must ensure that community mental health centers provide such services as
screening, outpatient treatment, emergency mental health services, and day treatment
programs.

e Subrecipients must comply with general federal requirements for managing grants. They must
also cooperate in efforts by SAMHSA to monitor use of MHBG funds. For example, each year,
CMHS conducts investigations (site visits) of at least ten grantees receiving MHBG funds. This is
to evaluate how they are using the funds to benefit the population. These evaluations include
careful review of the following:

o How the grantees are tracking use of MHBG funds and their adult and child mental
health programs,
Data and performance management systems,
Collaboration with consumers and the grantees' mental health planning council, and
Grantees receiving MHBG funds are required to form and support a state or territory
mental health/behavioral health planning council.

e Grantees receiving MHBG funds are required to form and support a state or territory mental
health/behavioral health planning council.

The National Survey on Drug Use and Health (NSDUH), prepared by the Substance Abuse and Mental
Health Services Administration (SAMHSA) provides the underlying methodology used by AHCCCS to
guantify the need for substance abuse treatment in Arizona. On an annual basis, prevalence information
from the NSDUH compares census data, both actual and estimated, for the State of Arizona. The results
outlined treatment needs based on race/ethnicity, gender, and age group for the state, and then for
each county and/or sub-state planning area.
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AHCCCS policy requires that members with behavioral health needs undergo a clinical assessment,
administered by a clinician through a mental health or substance use treatment program. The
information gathered during this assessment process includes several identifiable factors, such as race
and ethnicity, gender, and reasons for seeking treatment. According to AHCCCS’ Annual Report:
Substance Use Treatment Programs State Fiscal Year 2022, between July 1, 2021, and June 30, 2022:

e 226,774 members were served with a substance use disorder,

e 15.4 percent were served by the northern GSA, 28.3 percent by the southern GSA, and 56.3
percent by the central GSA,

e 55.2 percent were male; 44.8 percent were female,

e 51.6 percent were white, 8 percent African American, 9.2 percent American Indian,

e 8.9 percent were under the age of 25; 79 percent were between the age of 25-64 and 12.1
percent were over the age of 65, and

e 9.9 percent used opiates, 10 percent alcohol, 5.4 percent marijuana, and 8 percent
methamphetamines.

The Arizona Substance Abuse Partnership (ASAP) Epidemiology Workgroup was created in 2004 as a
requirement of the Strategic Prevention Framework State Incentive Grant (SPF SIG) and continues to
serve as an invaluable resource. The membership roster includes statisticians, data analysts, academics,
holders of key datasets, other stakeholders from various state and federal agencies, tribal entities,
private and non-profit substance abuse-related organizations, and universities. This group provides data
management and analytics related to substance use and impacts within Arizona. The objective is data-
driven analytics to inform decision-making to prevent, assess risks, evaluate treatments, and develop
priorities. The analysis integrates, links, and associates data from multiple sources in Arizona for a
comprehensive view of status and trends. AHCCCS membership and attendance at this group is
necessary to ensure data reports and trends are incorporated into the planning of all substance abuse
prevention, treatment, and recovery efforts. The Epidemiology Workgroup has been an integral part to
AHCCCS’ substance abuse prevention planning efforts, including the development and implementation
of statewide needs assessments, strategic plans, and evaluation efforts.

In 2017, the ASAP launched an interactive data dashboard to provide timely data about the opioid
epidemic in Arizona. The dashboard is a tool that the Arizona Department of Health Services (ADHS),
Governor’s Office of Youth, Faith, and Families (GOYFF), and AHCCCS use to develop interventions that
will keep Arizona's communities safe. Data is displayed at multiple levels, across demographics, and over

time, including tables, graphs, maps, and downloadable data files covering a variety of reporting and
visualization needs.

According to current data on the dashboard, the rates of opioid and other drug related deaths have
decreased over the past year while the number of people accessing substance use treatment services has
steadily increased.

AHCCCS also relies on the results of data management and numerous qualitative surveys to determine
need and direct resources accordingly. Data management on process-related performance measures
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occurs with contracted providers and partners reporting independent numbers no less than quarterly.
The reports are then aggregated by the AHCCCS Office of Data Analytics (AODA) within the Division of
Health Care Services (DHCS). Data management and analysis on impact and outcome measures occur
across the partner agencies. Sending this information to AHCCCS ensures a central location for
consistent packaging and reporting to SAMHSA and for public dissemination. Qualitative surveys are
critical to identifying potential service gaps, as they capture the human component and the effect a lack
of services can have on a community which quantitative analysis cannot adequately determine.

Needs and Gaps of Arizona’s Substance Use Disorder Primary Prevention

Continuum

AHCCCS finalized a statewide substance abuse prevention needs assessment in September 2018 that
highlighted areas of needs in the current statewide primary prevention system structure. The
assessment generated a community prevention inventory, conducted focus groups throughout AZ,
conducted key informant interviews throughout AZ, conducted an online Substance Use Prevention
Workforce survey, and synthesized secondary data analysis for a multitude of data sources. In response
to the completed needs assessment and following the Strategic Prevention Framework (SPF) model,
AHCCCS began a Strategic Planning process utilizing an outside vendor. More than 40 stakeholders
representing statewide prevention efforts were a part of the planning process, including but not limited
to the following entities: local community coalitions. RBHAs, TRBHAs, Governor’s Office of Youth, Faith,
and Family (GOYFF), Drug Enforcement Agency (DEA), High Intensity Drug Trafficking Area (HIDTA),
Arizona National Guard Counter Drug Task Force, Arizona State University (ASU), and University of
Arizona (UA) were involved in the planning efforts within the development of the Strategic Plan.
“Individuals, families and communities across Arizona are informed, connected, engaged, and health”
was the vision developed during the planning process, the following items identified as the purpose for
AHCCCS prevention services:

e Engage stakeholders to minimize duplication, ensure efficiency, and build capacity,

e Assess strengths and needs to address root problems and ensure all communities are served,

e Respect and engage different cultures and perspectives to ensure an inclusive process and
equitable outcomes,

e Educate and inform stakeholders to increase understanding and buy-in, and

e Collect and monitor data on implementation and outcomes to guide continuous quality,
improvement and ensure program effectiveness.

The data collected as part of the 2018 needs assessment contributed to the following 10 major findings
related to substance use and mental health needs:

e Anincreasing number of Arizonans of all ages and in all regions are suffering from untreated
mental health issues that are leading to substance use and/or misuse.

e LGBTQ+ identified individuals in all regions are experiencing significantly more risk factors for,
consequences of, and issues with substance use and/or misuse as compared to non-LGBTQ+
identified individuals.
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e Vaping (e-cigarettes, etc.) is increasing in Arizona for youth in middle and high schools and is
significantly higher than national averages.

e The counties that are experiencing the most severe consequences of substance use in Arizona
are: (1) Gila County, (2) Navajo County, (3) Mohave County, and (4) Pima County.

e Alack of social support and/or someone to turn to/talk to is a protective factor for substance
use and/or misuse to which many Arizonans do not have access.

e The normalization of marijuana and other substances may be leading to increased substance
use.

e Reductions in funding and resources for schools prohibit effective prevention programs from
being delivered to high needs communities.

e Recent efforts to combat the prescription drug opioid crisis in Arizona are leading to increased
street drug use.

e Prevention programs that are culturally competent, engaging, and up to date are more effective
and should be prioritized.

e If basic needs are not being met (e.g., shelter, food, safety, physical health, mental health, social
support, etc.) then prevention programs and efforts often fail.

While this assessment was completed prior to the onset of the COVID-19 pandemic, AHCCCS has noted
an increase in related substance use and mental health needs among Arizonans through both
administrative and anecdotal data sources. Statewide data sources and survey implementations have
been impacted and/or delayed by COVID-19 but preliminary data indicates an increased need for
additional services within the state due to the pandemic.

The Arizona Department of Health Services (ADHS) recently released Opioid related death data, and 2020
numbers show that the state has seen an increase in Opioid deaths since the onset of the pandemic
(confirmed through death certificate data reported to ADHS Vital Records). Figure 1 shows the increase
based on current numbers:

Figure 1. Arizona Opioid Deaths 2019 & 2020 (ADHS, 2021)

Month 2019 2020*
January 105 142
February 81 118
March 105 159
April 103 144
May 110 181
June 89 212
July 133 224
August 128 196
September 129 136
October 128 159
November 118 165
December 130 124
8/15/23
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| TOTAL Year to Date | 1359 | 1960 |

The counties that have seen the highest increased rates of opioid deaths per 100,000 citizens are
Maricopa (30.59), Pima (30.25), and Yavapai (27.54). (ADHS, 2021) The age group experiencing the
highest rates of opioid deaths continues to be Arizonans aged 25-34, with this age group reporting 603
deaths in 2020, and 362 deaths in 2019. (ADHS, 2021) Arizona’s youth have shown an uptick in opioid-
related deaths, with 14 deaths in the under 15 years age group (data suppressed in 2019 due to less
than 10 occurrences), and 361 deaths in the 15-24 age groups (reported 227 deaths in 2019). (ADHS,
2021) In terms of substances involved within verified opioid overdoses, fentanyl was the outlier
reported in 42.4 percent of overdoses. Oxycodone was the second highest substance reported at 15.2
percent. Heroin and benzodiazepines each reported at 10.7 percent of Arizona’s overdoses. (ADHS,
2021)

The 2020 Arizona Youth Survey administered by the Arizona Criminal Justice Commission (ACJC) during
the COVID-19 pandemic shows that alcohol, e-cigarettes, and marijuana use are the top three
substances used by Arizona youth in grades eight through 12 for more than 30 days. When asked for the
reasons for using substances, youth cited the following reasons, in order of prevalence:

To have fun,

To get high or feel good,

To deal with the stress from my school,

To deal with the stress from my parents and family, and

vk wN e

| was feeling sad or down.

It should be noted that each of these reasons for use have increased by approximately 4-5 percentage
points from the previous survey administration in 2018. The reason for use with the largest increase in
2020 was “I was feeling sad or down.” This preliminary data corroborates anecdotal data AHCCCS has
received from stakeholders and contractors stating that Arizona’s youth are experiencing increased
mental health needs that lead to increased substance misuse, especially in the wake of isolation
resulting from COVID-19. The closure of schools, after school activities, youth groups, sports, and faith-
based activities has contributed to the feelings of isolation and the reduction of protective factors for
substance abuse and mental health needs among Arizona youth. Efforts have been made statewide to
continue services virtually using teleconferencing, social media, and various online platforms, yet access
to reliable internet connections and the necessary technological infrastructure continue to be an issue,
especially in rural and remote areas within the state.

Through a collaboration with the Arizona National Guard’s Counter Drug Task Force and other
stakeholders including the Governor’s Office of Youth, Faith and Family (GOYFF); Arizona Department of
Health Services (ADHS); local substance abuse prevention leaders; and Banner Health Poison and Drug
Information Center, Arizona has begun identifying areas of “prevention deserts" within the state. These
are areas of high need based on substance abuse rates, substance abuse related consequences, rate of
population growth in the last 10 years, and location within the state. For example, border towns or
regions considered frontier (meaning the location is sparsely populated and is geographically isolated
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from population centers and services) have little or no prevention services or infrastructure such as
community mobilization (e.g., coalition development). Through the development of a mapping tool that
includes the identification criteria listed above, Arizona has identified and prioritized the following areas
as prevention deserts that must be targeted for enhanced development and prevention service
infrastructure building:

e Avondale,

e (Casas Adobes,

e Gilbert,

e Goodyear,

e Queen Creek,

e San Tan Valley,

e Surprise,

e Winslow/Holbrook, and
e Yuma.

While AHCCCS has made SABG prevention services available to the entire state, it should be noted that
the areas identified above did not submit a bid for prevention services during the last procurement
opportunity in December 2020. Through fact-finding meetings with local stakeholders, it was discovered
that while the need for services is apparent within these communities, they do not have the basic
infrastructure to complete a grant application. This fact is driven by a lack of prevention champions and
organizations, which are critical and necessary to lead mobilization efforts; and lack of mentoring from
nearby established coalitions to build local prevention efforts, hold town hall meetings, and mobilize
training for active community members. Adding these infrastructure building activities will lead to the
formation of coalitions and /or community-based organizations that can lead prevention efforts in their
areas.

Needs and Gaps of Arizona’s Substance Use Disorder Service Continuum

Arizona has identified six key areas of need and gaps related to intervention, treatment, and recovery

services.
1. Identify and : 3. Improve access
2. Improve direct
address health . . to treatment
: . service provision. )
disparities. services.
4, Improve 5. Increase the 6. Expand and
women-specific capacity of the enhance recovery
services. service delivery support services.
system.
8/15/23
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1. Identify and Address Known Health Disparities Related to Substance Use Disorder (SUD).
e SUD treatment and recovery needs of Arizonans have changed significantly due to the COVID-19
pandemic. There is a need to gather meaningful, reliable data on the current needs of the “new

IH

normal” so that the service delivery system is adaptive to changing community needs. AHCCCS
seeks to identify prominent health disparities among gender, age, race/ethnicity, sexual
orientation, and geography based on data, establish baseline data, and track measurable
outcomes, and determine where resources are inadequate or inaccessible to meet SUD
intervention, treatment, and recovery needs.

e With additional funding opportunities, more direct communication regarding the unique needs
of local communities, particularly rural and remote communities, is necessary. This relationship
and information are required to strategically direct critical resources to expand broad-based
state and local community strategies and approaches to address SUD prevention, intervention,
treatment, and recovery support services.

e Alcohol-induced deaths are more prevalent in rural and remote counties, signaling a need for
additional innovations and interventions. According to 2019 data released by the Arizona
Department of Health Services (ADHS), the mortality rate for alcohol-induced deaths was 17.7
per 100,000 statewide, and there are astounding discrepancies in Apache (72.4), Navajo (71.8),
La Paz (58.9) and Gila (52.6) counties. Alcohol-induced deaths comprised 2.1 percent of the
statewide total deaths with a disproportionate prevalence of 7.2 percent in Apache, 5.7 percent
in Coconino, 4.2 percent in La Paz and 6.8 percent in Navajo counties.

2. Improve Direct Service Provision Among SUD Treatment Providers.
The following treatment needs and gaps emerged from results of the 2020 Independent Case

Review of the current service delivery continuum.

e Statewide, screening for tuberculosis was documented in only 57 percent of cases, and
screening for hepatitis C, human immunodeficiency virus (HIV), and other infectious diseases
was present in only 45 percent of cases.

e Utilization of natural supports in the development of individual service plans (ISPs) was
significantly lower than expected. Only 14 percent of cases document the inclusion of family or
other supports in treatment planning.

e AHCCCS' Fiscal Year 2022 Strategic Plan includes the objective, “Standardize treatment planning
and placement for individuals with substance use disorder.” AHCCCS has been promoting the
use of the ASAM (American Society of Addiction Medicine) Continuum Tool and will be requiring
its use statewide by October 2022. While a high percentage (86 percent) of SUD treatment
providers use the ASAM criteria as part of the initial assessments according to 2020 ICR results,
only 42 percent of cases documented the use of ASAM criteria during treatment to reassess the
appropriate level of care. It is expected that ASAM criteria be used to reassess levels of care
during treatment.

e In 2020, 81 percent of providers used social determinants of health (SDOH) information from
the initial assessments to inform treatment decisions, yet most providers did not incorporate
SDOH issues during treatment (other than transportation), even when SDOH concerns were
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identified in the initial assessment. AHCCCS’ Whole Person Health Initiative includes addressing
the SDOH while accessing care, including SUD treatment. Health Current, the state's designated
Health Information Exchange (HIE), is implementing a closed loop referral system in partnership

with AHCCCS and Soleri. This will streamline referrals from health services to social services,
which will be new to the SUD provider community.

e Most cases (66 percent) failed to provide any documentation as to whether the client was
attending self-help recovery groups. To maximize recovery efforts, it is critical that treatment
providers discuss, offer, and connect individuals to self-help recovery groups as part of
treatment planning and relapse prevention. There is a need to strengthen the relationships
between SUD treatment providers and self-help recovery groups.

e |nonly 55 percent of the reviewed cases, providers documented completion of a relapse
prevention plan prior to discharge. There is a clear need to improve discharge planning to
include an array of recovery and relapse prevention services/supports.

e Once individuals disengaged from services, providers had difficulty re-engaging them. There is a
need to increase the use of scientifically based outreach strategies and low barrier programming
to engage and re-engage individuals.

3. Improve Access to SUD Treatment Services, Particularly for Underserved and High-risk

Populations.

e There is a need to develop the use of digital therapeutics as a part of addiction treatment.
Leveraging computer-based and mobile technologies improves access to evidence based
medical and psychological treatments. Because most people have a mobile phone, this is an
effective way to reach underserved and rural or frontier areas/communities. The Arizona
Department of Health Services (ADHS) and AHCCCS jointly identified the need to expand the use
of telehealth for Medication Assisted Treatment (MAT) treatment as a key recommendation
within the Arizona Opioid Action Plan. Arizona has made progress towards this goal by

developing the use of FDA-approved medications and digital therapeutics as a part of addiction
treatment that will improve the effectiveness of interventions.

e There continue to be needs related to information technology infrastructure, including the
availability of broadband and cellular technology for providers, especially in rural and remote
areas, and use of Global Positioning System (GPS) to expedite response times and to remotely
meet with the individual in need of services. Broadband is being addressed statewide by
another state agency. More information is needed to determine the equipment and network
gaps provider agencies need to improve their service delivery and accessibility.

e Advance telehealth opportunities to expand services (i.e., counseling, assessment, case
management, care coordination, intake, medication management, recovery coaching, peer
services, etc.) for hard-to-reach locations, especially rural and remote areas. Expand technology
options for callers, including the use of texting, telephone, and telehealth. Treatment providers
have indicated a need for webcams, tablets, headsets, offline capabilities for Electronic Health
Records, Wi-Fi connectivity improvements, satellite phones for remote areas, and mobile
technology infrastructure to enable telehealth appointments during outreach efforts.
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e AHCCCS is expanding harm reduction contracts and evidence-based supports to ensure
comprehensive programming statewide, including remote and rural areas. Naloxone
distribution, education, and training have been key components of AHCCCS’ harm reduction
contracting and will remain primary areas of focus. According to a February 2021 publication
from the Arizona Public Health Association, the rates of opioid and other drug related deaths
have accelerated over the past year, particularly in the synthetic opioid category that includes
fentanyl. In the last legislative session, the Arizona State Legislature passed legislation and
Governor Ducey signed into law public policy allowing the use of fentanyl testing strips and
syringe service programs (including access to and disposal of sterile syringes and injection
equipment). AHCCCS will procure services for a comprehensive harm reduction contract to
begin on January 1, 2022. There is a need for funding to expand contract requirements to
include a statewide evidence-based harm reduction program inclusive of scientifically based
outreach, education, training, naloxone distribution, fentanyl testing strips, and a syringe service
program (once approved by the Centers for Disease Control (CDC) and SAMHSA).

e Based on current data related to health disparities, there is a need to continue the development
and implementation of culturally appropriate approaches to substance use and alcohol use
treatment for American Indian/ Alaska Native (Al/AN) in Arizona.

e People with substance use disorders are more likely than those without SUDs to have co-
occurring mental disorders. They are also less likely to receive substance use treatment. When
accessing services, there is a gap between the treatment and service needs of persons with co-
occurring disorders and the care they receive. Using SAMHSA’s Treatment Improvement

Protocol 42, substance use disorder treatment providers must continue to develop the
evidence-based practices, skills, and expertise to screen, assess, and treat the unique needs of
each individual, particularly persons with complex challenges and co-occurring disorders.

4. Improve Women-specific Services.

The number of women with substance use disorder accessing services has increased by more than

10 percent since the COVID-19 pandemic. In 2018, 125,065 women diagnosed with substance use

disorder were enrolled in services for nine months or more. By 2020, that number increased to

140,539. Expenditures increased from $69.88 per woman, per month to $99.64 per woman, per

month, indicating an increase in utilization of higher cost services.

e  Recent 2020 file review results indicate that only 28 percent of women statewide had access to
women-specific SUD treatment services. For the same year, the Operational Review conducted
by AHCCCS with all three regional behavioral health authorities resulted in identification of
concerns related to gender specific treatment. Using SAMSHA’s Treatment Improvement
Protocol (TIP) 51, there is a need to increase the continuum of treatment and recovery options
available to women (including pregnant and parenting women) that are tailored to their needs.
Currently, there is little evidence of SUD treatment providers addressing healthy relationships,
sexual and physical abuse, reproductive wellness, and other culturally responsive treatment
services.
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e The Steering Committee of Arizona’s Pregnant and Postpartum Women Pilot Project (PPW-PLT)
has identified several systems-level needs, such as training and screening for postpartum
depression, identifying peer and family supports and providers who are trained and willing to
work with pregnant women with substance use disorder, and integrating services among SUD
treatment providers and family service agencies.

e AHCCCS' fiscal year 2022 Strategic Plan includes an objective to “reduce health disparities.”
AHCCCS needs to improve care for American Indian/Alaska Native (Al/AN) women. Al/AN
women are more likely to have substance use disorder, have access to fewer services, and have
higher utilization costs than women of other races. According to Census data, American Indians
comprise 5.3 percent of the Arizona population, yet 11 percent of the Arizona women with
substance use disorder are American Indians. In contrast, 82.6 percent of the Arizona population
is Caucasian, and 50 percent of the Arizona women with SUD are Caucasian. In an analysis of
2018-2020 medical claims data of women with substance use disorder accessing medical
services, for outpatient services, Al/AN women were below the statewide average in four of
seven of the highest use categories, indicating they have access to fewer services than women
of other races. Expenditures per Caucasian woman averaged $90.73 per woman, per month in
2020, yet the cost per Al/AN woman was $207.37 for the same year, nearly double.

5. Increase the Capacity of the Service-delivery System to Meet the Evolving Needs.

e AHCCCS seeks to increase network capacity for existing substance use disorder detox facilities to
allow for same-day or next-day appointments, and low barrier approaches.

e AHCCCS seeks to increase network capacity for existing substance use disorder outpatient clinics
in areas of greatest need. Expanding the hours of operation to evenings and weekends will
enable Arizonans to see their care team on the same day. Evening and weekend availability will
prevent crisis intervention and facilitate access to timely lower levels of care. Teams can
respond to situations with a community-based response, providing Arizonans services where
they are to address their behavioral health and treatment service needs.

6. Expand and Enhance a Range of Recovery Support Services.

e Arizona’s epidemiological profile suggests a lack of affordable recovery housing throughout the
state due to increased substance use during the COVID-19 pandemic. The demands for
treatment services, recovery services/supports, and affordable housing have escalated in the
past year. There is a need to create additional recovery housing options and sustain these
options over time.

e According to 2020 ICR results, only 36 percent documented that peer support services were
offered as part of the treatment plan. While the network of peer and family support specialists
for SUD populations has increased in Arizona, those seeking these services are often unaware of
how to access them, particularly in rural and remote areas of the state. Northern Arizona has
been identified by the Behavioral Health Planning Council as an area in which peer and family
support services are not readily accessible. Given the identified stigma challenges and the
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number of individuals with SUD who do not receive treatment, there is a need to increase public
awareness of peer services and reduce barriers to entering and retaining in treatment services.

Needs and Gaps of Arizona’s Mental Health Services Continuum

AHCCCS assesses the mental health services continuum needs and gaps through multiple means,
including qualitative feedback from ongoing stakeholder engagement efforts, needs assessments,
tracking of mental health service utilization trends, and assessment of quality metrics. In 2022, the
Arizona Behavioral Health Needs Assessment for the Uninsured and Underinsured was prepared.
Depression, anxiety, and stress were frequently identified as the most pressing mental health issues,
exacerbated greatly by the COVID-19 pandemic. The need for post-crisis follow-up services was also
identified.

Based on the review of the data sources, the mental health services continuum needs in Arizona include:

1. The need to develop a statewide standardized processes to identify, refer, and assess children for
an SED designation and services.

To address the mental health needs of children in Arizona, the appropriate identification and referral
mechanisms for assessment of SED must exist for child-serving systems. The systems that most
commonly interface with children include the education system as well as primary care providers.
Informing and providing the education system and primary care providers with a user-friendly interface
for referral for SED assessment will improve early identification and initiation of service delivery for
children designated as SED. Based on a recent Statewide analysis conducted, there is variation of how
functional impairment is defined and applied for SED designation and it was determine that Arizona will
benefit from standardization of the functional impairment criteria for an SED designation . This strategy
will also augment the current behavioral health in schools initiative in Arizona as well as the Targeted
Investments efforts to improve access to mental health care in educational and primary care settings.

To meet this need, beginning on Oct. 1, 2023, Arizona will be implementing a standardized SED
identification, referral and assessment process for children with an SED designation based on diagnosis
and universal functional impairment criteria utilizing a single, statewide vendor for eligibility. The
process includes an evaluation with a qualified clinician that occurs no later than seven business days
after a request for designation is made and the required assessment and supporting documentation
regarding functional impairment is sent to the vendor. The vender sends notice, in writing, to the
individual (legal guardian) with the results of the evaluation within three, 20, or 60 days depending on
each individual case. The vendor will also notify Arizona Health Care Cost Containment System
(AHCCCS) and/or the individual’s commercial/private health insurer, the Tribal Regional Health Authority
(TRBHA), Tribal Arizona Long Term Care System (ALTCS) Case Manager, ACC-RBHA, and the member’s
provider.
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2. The need to expand the primary care workforce capacity to serve children designated with SED
and individuals designated SMI, ESMI/FEP through access to psychiatrists, therapists, and other
mental health service providers.

Arizona, like other states, has a shortage of psychiatrists and other licensed mental health professionals
to serve adults and children. Although AHCCCS has made progress with expanding access to mental
health care through primary care providers based on integration efforts, including the Targeted
Investment Program, additional capacity is necessary to serve the increasing number of individuals who
present with mental health needs, exacerbated by the COVID-19 pandemic.

AHCCCS is committed to meeting the behavioral health needs of all Arizonans with the desire to access
treatment as evidenced by multiple projects and initiatives to overcome barriers to care.

AHCCCS in partnership with the University of Arizona, will be initiating the Arizona Pediatric Psychiatry
Access Line (A-PPAL) which will provides primary care providers with direct access to child and
adolescent psychiatrists and other pediatric mental health specialists.

AHCCCS has additionally expanded the use of and coverage for telehealth services. In July 2021, the
Telehealth Advisory Committee began meeting and in June 2022 released their Telehealth Best Practice
Guidelines for Health Care Providers. The guidelines have been implemented statewide and include
specific guidelines for Tele-mental Health, Telehealth Implementation of Applied Behavioral Analysis,
and Opportunities to Improve Access, Quality, and Cost in Pediatric Care. AHCCCS additionally revised
policy and procedures to ensure telehealth services are covered services with the same expectations as
in-person visits.

3. The need to expand evidence-based practices for adults designated with SMI (Seriously Mental
lliness) including Assertive Community Treatment (ACT), Supportive Housing, Supported
Employment, and Peer Support.

Historically, the development and fidelity monitoring of these services focused on Maricopa County, the
most populous county in Arizona. Efforts to expand this work into Northern and Southern Arizona have
shown promise despite multiple challenges, including behavioral health provider shortages and the rural
nature of many of these regions. Existing service providers in these regions benefit from extensive
technical assistance to develop the infrastructure and provide services that meet fidelity to criteria
established by SAMHSA.

Considering the additional difficulties in accessing affordable housing brought forth during the COVID-19
pandemic, there is a critical need to expand upon the supportive housing services available, while also
ensuring that housing, once located, can be maintained. Housing maintenance needs include intensive
supportive services focused on individuals at risk of eviction to ensure that they are not displaced from
their homes. While there have been multiple programs recently established to provide monetary
support to acquire and maintain housing, individuals require additional support in learning how to
furnish their home, pay for groceries and utilities, and to budget, to make their housing stable and
sustainable.
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During conversations with peer and family support providers, the following needs were also identified:

e Reach-in services to individuals exiting the justice system to facilitate and connect to support
services immediately upon release,

e Transitional housing and services/support continues to be a need,

e Workforce development and capacity building to enhance/increase current peer support
capacity, as well as to train new peer paraprofessionals to meet the increased demand for
services,

e Intensive transitional step-down programming for individuals transitioning from inpatient
settings, and

e Increased technological infrastructure to conduct virtual services during the COVID-19
pandemic.

Additionally, individuals with an SMI designation, including those who experience homelessness, may
not have the proper identification documents that are required for social security applications, applying
for benefits, and/or are required for access to housing, social, medical, and financial services. Mobile
digital identity solutions using digital wallet technology will assist individuals with applying for these
benefits and/or services.

4. The need to expand and enhance capacity and availability of community behavioral health
services.

Individuals with an IDD and have an SMI designation are at risk of delayed identification and treatment
of their co-occurring mental illness, which may result in higher levels of care utilization including
extended hospitalization while awaiting appropriate treatment service availability. Factors contributing
to the delayed identification and treatment include a limited mental health workforce with the expertise
necessary to effectively identify and implement pharmacologic and non-pharmacologic treatment. The
COVID-19 pandemic exacerbated these challenges, as social distancing and change in day treatment
programming to limit the spread of COVID-19 has resulted in increased community isolation for these
individuals.

Needs and Gaps of Arizona’s Crisis Continuum

Consistent with AHCCCS efforts to identify needs and gaps within the mental health services continuum,
AHCCCS also assesses the crisis services continuum needs and gaps through multiple means, including
the completion of a crosswalk between Arizona’s current crisis system infrastructure against SAMHSA
best practice, qualitative feedback from ongoing crisis stakeholder engagement efforts, and tracking of
crisis service utilization trends. Based on the review of these data sources, the crisis services continuum
needs in Arizona consist of the need to further develop a comprehensive 24/7 crisis continuum for
children with an SED designation and their families.

Arizona, like other states, is seeing an increase in emergency department boarding for children. This
trend is due to multiple factors, including the additional stressors brought upon by the COVID-19
pandemic, coupled with the lack of the availability of 23-hour crisis stabilization units, short-term
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residential treatment options, and intensive specialized wraparound. Children that are particularly at
risk of extended emergency department boarding include children with an SED designation under the
age of 12, children with co-occurring IDD, and children with multi-system involvement. Currently, only
southern Arizona (Pima County) has a designated 23-hour crisis stabilization unit for children, which
further exacerbates emergency department boarding.

The availability of the full continuum of crisis services for children designated with an SED designation is
compounded by the shortage of mental health providers in the public behavioral health system.
Although this issue is not new in Arizona, it has been further exacerbated by the COVID-19 pandemic as
behavioral health providers report loss of workforce due to family commitments (e.g., parents staying
home to support their child with at-home learning), the availability of other job opportunities, and other
factors. Specific models of care that support the behavioral health workforce, including professional
development opportunities, access to technology to ease workflow, and coaching are critical to maintain
the public behavioral health system workforce.

Lastly, although the coverage of telehealth for behavioral health service delivery is robust in Arizona,
many of the services and supports through the crisis continuum cannot be appropriately provided via
telehealth modalities. For example, mobile teams and the higher levels of care such as inpatient hospital
and residential must be provided in-person. Additionally, while creative hybrid telehealth and in-person
models for wraparound exist, children with an SED designation and their families in crisis often benefit
from in-person support. Thus, further professional development opportunities for the behavioral health
workforce, including parent and family support services to provide both in-person and virtual care are
essential for crisis stabilization for youth and families.
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Planning Tables

Table 1 Priority Areas and Annual Performance Indicators

Priority #: 1

Priority Area: Women's Services and PPWDC
Priority Type: SUT, SUR

Population(s): PWWDC

Goal of the priority area:

Increase the utilization of SUD treatment and related medical services for women, pregnant and postpartum women, and their babies.

Strategies to attain the goal:

Some special initiatives are underway with the SUBG supplemental funds (COVID-19 Supplemental and American Rescue Plan Act (ARPA) to improve and
expand the service delivery provided to women/females with SUD and their children.

All of the programs funded under the SUBG are expected to follow the priority populations for SUD service provision as outlined in the Code of
Federal Regulations and the AHCCCS - ACC-RBHA Non-Title XIX/XXI Contract.

Women and children programs are vital to the purpose of SUBG and the priority populations. In FY23 the SUBG lead at Mercy Care has made strides to
improve access and retention in treatment for women who are pregnant and parenting. Currently, there are two residential treatment settings that
allow women and children at the facility (Native American Connections, and Lifewell). In FY24, Community Bridges Center for Hope will also transition
to a behavioral health residential facility and will accept pregnant and parenting women. Arizona Women's Recovery Center and West Valley Health
Equity also offer supportive housing services for pregnant and parenting women. Oxford House also offers several democratically-run sober living
homes that allow for women and their children to live. West Valley OBGYN Pregnant and Parenting Women project was designed to provide an all-
inclusive model of maternal health, pregnancy care and SUD treatment and recovery support services to pregnant and parenting women with SUD and
serves historically underserved populations. This funding helped to open the doors to Magnolia House (serving 8 households and the Lily House
(serving six families). Within the first 90 days the average occupancy was 90% (12.6 households). Mercy Care also allocates SUBG funds to Hushabye
Nursery. Hushabye offers prenatal and postpartum support groups, inpatient nursery services for neonatal babies impacted by substance use, and
outpatient therapies for the parents. They offer a safe and inclusive space where mothers, family members and babies — from conception through
childhood — can receive integrative care and therapeutic support that offers each child the best possible life outcomes.

Outreach strategies include the use of materials such as posters and educational material placed in targeted areas where pregnant women, women
with dependent children and individuals who inject drugs and uninsured or underinsured people with SUD are likely to attend.

Additional efforts to increase women in services include the SUBG Lead worked with marketing/communications to post social media posts related to
accessing care and dispelling myths in January and May of 2023. Examples include accessing SUD treatment without insurance, treatment for women
with dependent children, MAT treatment, and accessing treatment for pregnant women with substance use, and risks for older adults developing a
substance use disorder.

Arizona Complete Health (AzCH) Outreach Specialists (gender-specific), funded under SUBG COVID-19 Supplemental funding, work specifically with
women with SUD in tribal communities, with attention to mental health and physical health comorbidities. The Lead Navigator will work with women,
women with children, and pregnant women to promote health, recovery initiatives, and coordination of services.

The Working With Women (WWW) program will provide outreach to community agencies to increase engagement, education and employment of
women in social service/ behavioral health occupations such as Peer Recovery Specialists, Case Managers/ Coordinators, Substance Abuse Counselors,
Workforce Development Specialists and other positions which work to better the lives of women. Three staff members will be hired to make
presentations, recruit women and help them to access community resources for education, training and certifications into the career field of their
choice, with the expected outcome of employment in the behavioral health system. We will introduce them to careers in behavioral health and set up
internships, job shadowing, informational interviews or other relationship with provider agencies. These funds will pay for the expenses of three staff
members, promotional materials, bus passes for members and some associated costs.

AzCH-CCP continues to contract with The Haven as part of our efforts to ensure a robust network of services for pregnant and parenting individuals.
They offer Behavioral Health Residential, Intensive Outpatient and Outpatient services to Pregnant and Parenting Individuals. The residential program
provides a registered nurse on duty seven (7) days a week to provide nursing assessments, linkages to pre-natal and postpartum care, and assistance
with adherence to any treatments. The intensive outpatient treatment program provides recovery coaches who assist with linking clients to pre-natal
and postpartum care and help mothers to access services for their children as well provide education through parenting classes.

Recently funded with SUBG ARPA funds, Care 1st will fund Navigators, who will seek opportunities to partner with existing collaborations and/or
workgroups in Northern Arizona that are working to ensure pregnant individuals (pre- and post-partum) and their babies receive services while in the
hospital and during their transition back to the community. Navigators will oversee comprehensive continuum of care for pregnant and parenting
individuals and their babies who may be diagnosed with Neonatal Abstinence Syndrome (NAS). This would include helping individuals who identify
with SUD, have criminal justice involvement, and are in need of other linkages to care. CODAC Health Recovery & Wellness proposes continuation of
the Pregnant and Parenting Women's program (PPW) for the period from 9/1/2023 through 9/29/2025 using SUBG-ARPA funds to sustain after the PPW
-PLT grant ends 8/30/2023. The PPW program provides a transitional living housing environment to women who are pregnant or post- partum in
recovery from substance use. PPW provides a safe and secure living environment so women can engage in treatment activities, build community
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supports for recovery through involvement with 12-steps and other recovery communities, while obtaining employment and saving for permanent
housing. It also provides women a Department of Child Safety (DCS) approved environment to promote reunification and placement of children with
the mother while she engages in outpatient services.

Members are provided childcare services while they are engaged in treatment activities including medical appointments, dosing for those members on
Medications for Opioid Use Disorder (MOUD) and treatment programming including Intensive Outpatient programs and other groups. In-home
services are also provided through the outpatient clinics including peer support services, skills training and support, health education, parenting, and
other needs as identified in the individual’s service plan.

Through all of these women-specific and pregnant and postpartum service efforts, we hope to see an increase in the number and percent of women
with SUD and pregnant/postpartum women with SUD enter SUD treatment services as well as those necessary services to support the holistic health of
her and her baby or children.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: % of females with an SUD diagnosis who receive any SUD treatment service
Baseline Measurement: TBD

First-year target/outcome measurement: TBD

Second-year target/outcome measurement: TBD
Data Source:

AHCCCS claims and enounters

Description of Data:

Data issues/caveats that affect outcome measures:

This data is believed to exist in the AHCCCS data warehouse but has not previously been pulled and analyzed. AHCCCS will work across
divisions between 9/1 and 12/1 to determine baseline and targets.

Indicator #: 2

Indicator: % of pregnant and postpartum females with an SUD diagnosis who received an SUD
treatment service

Baseline Measurement: TBD
First-year target/outcome measurement: TBD
Second-year target/outcome measurement: TBD
Data Source:

AHCCCS Claims and Encounters

Description of Data:

Data issues/caveats that affect outcome measures:

This data is believed to exist in the AHCCCS data warehouse but has not previously been pulled and analyzed. AHCCCS will work across
divisions between 9/1 and 12/1 to determine baseline and targets.

Indicator #: 3

Indicator: % of pregnant and postpartum females with an SUD diagnosis who received an OB,
prenatal care, and/or postnatal care service

Baseline Measurement: TBD
First-year target/outcome measurement: TBD

Second-year target/outcome measurement: TBD
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Data Source:

AHCCCS Claims and Encounters

Description of Data:

Data issues/caveats that affect outcome measures:

This data is believed to exist in the AHCCCS data warehouse but has not previously been pulled and analyzed. AHCCCS will work across
divisions between 9/1 and 12/1 to determine baseline and targets.

Indicator #: 4

Indicator: % of babies with a diagnosis of NAS, SEN, or NOWS who received a treatment service
within 30 days of birth

Baseline Measurement: TBD
First-year target/outcome measurement: TBD
Second-year target/outcome measurement: TBD
Data Source:

AHCCCS Claims and Encounters

Description of Data:

Data issues/caveats that affect outcome measures:

This data is believed to exist in the AHCCCS data warehouse but has not previously been pulled and analyzed. AHCCCS will work across
divisions between 9/1 and 12/1 to determine baseline and targets.

Priority #: 2

Priority Area: Tuberculosis
Priority Type: SUT
Population(s): TB

Goal of the priority area:

Improve the utilization of TB screening for members entering SUD treatment.

Strategies to attain the goal:

AHCCCS will ensure grant subrecipients are aware of and adhere to the requirement to routinely make available tuberculosis (TB) services to each
individual receiving treatment for Substance Use Disorder (SUD), as well as consistently implement infection control strategies such as providing TB
screenings to patients entering SUD treatment.

Each ACC-RBHA has procedures and protocols in place to provide TB services to members with SUD. The ACC-RBHAs submit these documents to
AHCCCS for review and approval. This must include offering interim services, including TB services, to any member awaiting placement into SUD
treatment services.

AHCCCS also works with Arizona Department of Health Services (ADHS) to consult and collaborate on the issue of TB among the SUD population.

Mercy Care ACC-RBHA educates the community and providers on accessing services, including but not limited to screenings and treatment of infectious
diseases associated with substance use, such as HIV, Hep C, and TB services.

Mercy Care requires residential providers to conduct TB screenings to members in residential services. They refer positive screenings to the appropriate

medical providers as necessary. Screenings include Purified protein derivative (PPD) skin testing and chest x-rays. Testing and Education on HIV, TB, and
Hep C is provided on a regular basis made possible through partnerships with Terros Health. Over the last two years when conducting site visits, Mercy
Care has incorporated and emphasized the importance of providing TB screenings and referrals as part of not only interim services but including this as
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part of their regular service delivery. As a result, the percent of Mercy Care provider case files reviewed under the Independent Case Review (ICR)
documenting evidence of TB screening increased from 39% to 45%. Mercy Care intends continue to grow in this area of service delivery. Mercy Care
plans to update their internal website with educational articles such as Center for Disease Control (CDC) articles about infectious diseases and risks for
people who use substances.

Additional infection control procedures designed to prevent the transmission of TB are fulfilled by functions executed by Mercy Care’s Quality
Management Department. Quality Management fulfills annual review of treatment providers through the Residential Treatment Center Review Tool.
This annual component includes a site observation of the treatment environment which includes auditing of staff and member records for current TB
screenings. Insufficient provider scoring results in corrective action plans for providers demonstrating noncompliance.

AzCH-CCP works with SUD partners to track incidences of member Hep C and TB. CODAC, La Frontera, The Haven, Community Medical Services and
COPE offer HEP C assessment and treatment. If a system is not in place, AzZCH-CCP will guide agencies to appropriate screening and referral processes
for this information. All other providers have TB screening as a part of member intake.

AzCH-CCP continues to remind providers about the overall trends identified in the audits. TB documentation has been identified as an area of growth
and the ACC-RBHA works to support providers in improving this initiative.

AzCH-CCP continues to partner and meet with each contracted provider's site directors, to ensure their understanding of SABG funds and ICR Peer
Review needs, and to better serve the Non-Title XIX/XXI-eligible community. ICR Reviews, Substance Use Provider Meetings, Non-Title Provider meetings
have been great venues to share with providers some of the gaps in treatment and documentation. Technical Assistance is offered to partners as
needed to clarify grant parameters and answer questions.

Laboratory tests appropriate to age and risk for blood lead, tuberculosis skin testing, anemia testing and sickle cell trait;

Carelst ACC-RBHA has not previously participated in the ICR due to only becoming an ACC-RBHA as of 10/1/2022. However, Carelst already reports
efforts for ensuring the adherence of its providers to TB services requirements. TB screening is a part of the intake process at Care1st SUD treatment
providers. New clients are asked about TB exposure and referred as appropriate to a primary care physician, or the county health department for
further services. Carelst conducted a preliminary audit of member case files in the Spring of 2023 in order to track and address documentation
findings, including but not limited to TB services documentation. The ACC-RBHA shares results with providers in order to facilitate education and
improvements if indicated. Care1st will participate in the statewide ICR for State Fiscal Year 2023 (SFY23) and is preparing to conduct similar sharing of
results, education, and improvement efforts.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: % of SABG member case files reviewed in the Independent Case Review (ICR) that include
documentation of TB screenings

Baseline Measurement: 46%
First-year target/outcome measurement: 50%
Second-year target/outcome measurement: 55%
Data Source:

Independent Case Review (ICR)

Description of Data:

N/A

Data issues/caveats that affect outcome measures:

N/A
Priority #: 3
Priority Area: Harm Reduction
Priority Type: SUT, SUR
Population(s): PWWDC, PWID, EIS/HIV

Goal of the priority area:

Increase the implementation of the statewide harm reduction program to reduce harms associated with substance use.
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Strategies to attain the goal:

SPW's statewide harm reduction program offers comprehensive programming to people who use drugs. Harm reduction programs aim to reduce the
harm associated with substance use, including but not limited to overdose prevention, infectious disease prevention, screening and referrals to
appropriate services. SPW offers a wide range of evidence-based harm reduction strategies: outreach, naloxone and fentanyl test strip distribution and
training, information dissemination such as brochures and flyers, implementation of a Syringe Services Program (SSP), community and provider
education and training related for harm reduction and reducing stigma, peer support and wraparound services, referrals to mental health and
substance use treatment, infectious disease screenings and treatment, and more. SPW offers trainings and educational materials both in English and
Spanish. Further, SPW implements strategic initiatives to reach the Spanish-speaking population such as working with Chicanos por la Causa to offer
harm reduction information and offering a cafecito-style event, which has been found to be more culturally relevant than conventional trainings.

SPW continues to develop new training materials, such as a fentanyl training video, and informational flyers on harm reduction, and new harm
reduction materials for stimulant use.

In addition to general collaboration with behavioral health, public health, medical, and social service providers, targeted community coordination
efforts includes work with corrections offices and regions including jails, prisons, probation and parole offices to offer trainings such as MAT and
overdose prevention trainings, and connecting to services. SPW also targets collaboration with Department of Child Safety (DCS) for work with licensed
group homes for transition-aged youth. SPW conducted a survey in 2022 to identify opportunities to build their network of provider organizations.
Additionally, SPW prioritizes women including pregnant and parenting women through their services. In 2022, staff funded under the SUBG engaged
3,533 women through outreach services providing outreach and care coordination to women who use drugs, prioritizing pregnant and and parenting
women.

The SPW Women's Health Peer Support Specialist participates weekly at 3 of SPW's busiest outreach sites where syringe services are offered. Her
presence allows the team to provide additional resources regarding safer injection practices for women specifically, additional menstrual care, women's
hygiene kits, family planning resources, and connection to women-centered care providers. She also offers monthly perinatal education groups for
interested participants, as well as one-on-one sessions as desired by participants.

The Women's Health Peer Support Specialist engages in networking and outreaching to organizations and groups who serve women, including
women who use drugs. Currently, she participates regularly with the following groups:

- Prevent Child Abuse Arizona’s Safe, Healthy Infants, Families Thrive (SHIFT) Taskforce

- Santa Cruz County Overcoming Substance Addiction (S.0.S.A.) Consortium

- Poder in Action’s Mental Health and Substance Use Coalition

- Arizona State University’s Substance Use Disorder Treatment for Women ECHO project

- Arizona Rural Women's Health Network (AZRWHN)

She has forged a strong partnership with Hushabye Nursery, which has enhanced her ability to provide appropriate support & resources to pregnant
& parenting women who use drugs whom she meets during her weekly community outreach sessions. The Women'’s Health Peer Support Specialist
recently delivered her first round of perinatal harm reduction workshops, hosted by Arizona Women's Recovery Center. The workshops began during
the second quarter of 2023 & will continue into the third quarter. We also built a new partnership with Jacob's Hope, an organization specifically
focused on supporting substance-exposed infants and their parents. SPW is pleased to report that we have been invited to present on our perinatal
harm reduction workshops at the Arizona Rural Women's Health Symposium in August 2023.

SPW’s Community Engagement Manager has reviewed over 200 organizations throughout the seven counties where SPW has outreach staff. To ensure
the quality and reliability of the organizations listed, SPW contacted each one to confirm they were actively operational and to verify or update their
contact information. SPW hopes this will help avoid any communication barriers during the referral process.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: number of unique individuals served by the statewide harm reduction program
Baseline Measurement: 70,187 (Jan 1 - Dec 31, 2022)

First-year target/outcome measurement: 73,696 (Jan 1 - Dec 31, 2023)

Second-year target/outcome measurement: 77,381 (Jan 1 - Dec 31, 2024)
Data Source:

Sonoran Prevention Works (SPW) deliverables

Description of Data:

Data issues/caveats that affect outcome measures:

N/A

Priority #: 4
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Priority Area: SUD Recovery

Priority Type: SUT, SUR

Population(s): PWWDC, PWID, EIS/HIV, TB
Goal of the priority area:

Provide access to services and supports that increase opportunities and success for recovery among SUD members

Strategies to attain the goal:

Oxford House

Mercy Care contracts with Oxford House, Inc. as a democratic, peer-run sober-living environment to support members with SUD. As of 7/31/2023,
Oxford House operates 47 houses within Maricopa and Pinal County, and intends to support the opening of another 3 Oxford House with SUBG
American Rescue Plan Act (ARPA) funds. To conduct outreach and networking to promote Oxford House and gain referrals, Oxford House conducts
strategic outreach and education to external partners. They average one presentation per week, with a monthly average of 5 trainings each month.
They also offer an average of 6 trainings per month targeted to support members of the chapters as well as developing unity within the model. Oxford
House also routinely participates in Mercy Care related coordination events, often providing an overview of the model and developing rapport with
agencies. Oxford House places high capital in the unity between their chapters within the state as well as all over the nation. Two significant
opportunities that offer outreach opportunities for collaboration with other outreach workers is the Annual Staff Training and World Convention.
Both of these are Oxford House-led events and are held on an annual basis. This is an opportunity for staff to collaborate and talk about their areas
and exchange ideas, stories, and strengths to bring back to their areas in hopes of helping them grow. They can also stay connected via phone, email
or Slack (an internal communication application). Ultimately, it is pivotal for cohesion not just within states but throughout the nation.

Arizona Complete Health planned to support the opening 3 more Oxford Homes with SUBG COVID-19 Supplemental funds and another 3 with SUBG
ARPA funds.

Carelst allocated SUBG funding to Oxford House in FY23 and may continue to support Oxford House in FY24, pending confirmation from Care1st.
Additionally, it may be noted that if additional funding is available and there is an identified need, AHCCCS would support additional Oxford Homes
under Carelst in FY24 as well, recognizing the positive impact of a substance-free and affordable living environment for people in recovery for them to
maintain their sobriety and access to informal peer support as well.

Supporting existing staffing for outreach for Oxford House as well as the expansion of Oxford Homes to open not only promotes recovery among
those served by Oxford House, but also provides job opportunities for Peer and Recovery Support Specialists (PRSS).

Project Health and Home - SUD Recovery Housing

AHCCCS allocated SUBG ARPA funding to Mercy Care for July 1, 2023 - September 30, 2025 for Project Health and Home (PHH) - SUD Recovery Housing.
The two providers that will implement programming under this allocation is Community Bridges Inc (CBI) and Lifewell.

CBI will provide short-term recovery housing through rental assistance to individuals with substance use disorder (SUD) exiting treatment and seeking
recovery, in conjunction with SUD case management and wrap-around services. The goal is to have the members matched quickly with housing and
support services to ensure housing stability before the members exit the treatment program. CBI will work with program participants on individualized
housing plans and tracking progress towards their goals. The program will provide tenant based rental assistance including payment of rent for leases,
deposits, and utilities. CBI will hire staff to ensure service provision time for the SUD Recovery Housing project. CBI will make move-in kits available to
new tenants. The remaining supplies including laptop/docking station, program supplies, and telephone will be for staff use to provide services. CBI
will generate referrals from CBI and other treatment agencies’ transition coordinators. CBI will serve a minimum of 25 households, with additional to
be served as capacity allows when members transition out of the program, more may be served.

Lifewell plans to restore the capacity of the Lifewell Pinchot Apartments program to enable the housing to be utilized as it was envisioned - with
services provided to tenants on a time-limited basis until they are able to acquire the skills they need to be able to live independently, obtain
employment, thereby being able to support themselves and their children financially. The PHH funding will allow for rental subsidies to be provided to
Lifewell to support women seeking recovery or in recovery, and their children, for up to 24 months. Lifewell's goal for individuals housed at Pinchot
Apartments will be to prepare women in recovery for long term success with stable and independent housing. This will be achieved through support
services to enhance overall mental health wellbeing, sobriety, educational, and living skills. Lifewell will ensure provision of services to project
participants, to be facilitated through their clinical team and housing specialists. The Housing Navigator will meet with clients on a monthly basis to
discuss the status of monthly income, review identified goals and timeframes to meet the goals, problem solve challenges, and share available
resources. Lifewell will engage clients in clinical services as identified below, including skills training, budgeting, and supported employment to help
individuals gain meaningful employment to earn income to maintain independent housing.

Lifewell team members will encourage participation in services, when clinically appropriate, and will work with tenants to identify needs to help
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maintain housing and transition to more permanent housing upon completion of the program. Team members will also support tenants by identifying
resources and developing skills for future success.

Arizona Complete Health (AzCH) implements a Rapid Recovery Housing (RRH) model under the State Opioid Response (SOR) Grant in partnership with
Community Bridges Inc (CBI) and Housing Operations and Management (HOM) Inc. Since this mirrors the intention of the SUBG ARPA-funded PHH,
AzCH will utilize that model to implement PHH with the SUBG ARPA funding. The program will provide tenant-based rental assistance to bridge
Arizonans in recovery from a structured SUD treatment program to independent living in their community with continued recovery support. This will
expand the program under SOR - utilizing SUBG ARPA funds to serve members with any identified SUD (not limited to Stimulant Use Disorder or Opioid
Use Disorder). This includes transitioning from stays in detox, a residential program, congregate living facility, hospital, recovery residence, or shelter to
a home in the community. Making that transition while enrolled in PHH will allow members to focus on and practice their recovery in independent
living with continued support from the behavioral health system.

Recovery housing will be paired with behavioral health programmatic components to simultaneously support SAMHSA's four dimensions of recovery:
health, home, purpose, and community. AzCH will track data on the clinical and social determinant needs of member tenants to assist providers in
offering responsive and impactful support services tailored toward each members’ improved health outcomes. While initial housing may be provided in
sober living communities (all Sober Living Homes will meet ARS 36-2065) when chosen by members, ongoing support will be offered to bridge members
to independent housing in the community as well. Recovery housing communities are a model for maintaining recovery, and for developing lasting
relationships and community connections that reinforce long-term recovery.

AzCH projects to yield 31 members served with recovery or permanent supportive housing in both Pima and Yuma Counties, with most members
requiring rental assistance for a period of 3-6 months. The average period of housing assistance in similar programs has been 20 weeks. AzCH's
projection therefore provides for 62 members to be housed during the grant period through 9/30/2025. HOM Inc will work with members on longer
term rent assistance through state or federal permanent supportive housing voucher programs. CBI, through support services, will also provide services
geared toward income attainment and employment as appropriate. CBI works with HOM Inc. to identify sober living options as well as permanent
housing through state and federally funded programs. In addition, long-term housing security can be achieved as members secure income through
benefits and/or employment.

AzCH will partner with CBI to select communities in the Southern Geographic Service Area (GSA) with the greatest need for PHH based upon discharge.
The clearest demand for the transition assistance includes Pima County and Yuma County, as evidenced by the numbers of members added to the
Arizona Behavioral Health Corporation (ABC) Housing waitlist each month.

Care 1st and contracted partner Catholic Charities will utilize the same model as AzCH and CBI but will serve members in Coconino and Yavapai
Counties.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: number of Oxford Houses in Arizona that are supported by the ACC-RBHAs
Baseline Measurement: 109

First-year target/outcome measurement: 112

Second-year target/outcome measurement: 115
Data Source:

ACC-RBHA deliverables

Description of Data:

Oxford House Model Report

Data issues/caveats that affect outcome measures:

N/A
Indicator #: 2
Indicator: number of members served with SUD Recovery Housing through Project Health and Home
Baseline Measurement: 0
First-year target/outcome measurement: 62

Second-year target/outcome measurement: 123
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Data Source:

ACC-RBHA deliverables

Description of Data:

SUBG ARPA Program Report

Data issues/caveats that affect outcome measures:

Priority #:
Priority Area:
Priority Type:

Population(s):

5
Reduction in Suicide Rate
SUP, SUT, SUR, MHS, ESMI, BHCS

SMI, SED, ESMI, BHCS, PWWDC, PP, PWID

Goal of the priority area:

Reduce the Arizona Suicide Rate to 18.4% per 100,000 by the end of calendar year (CY) 2024 and to 18.0% by the end of calendar year (CY) 2025. (The rate
is currently 18.7% per 100,000).

Strategies to attain the goal:

AHCCCS will continue to work collaboratively with other state agencies and stakeholders to implement suicide prevention strategies for all Arizonans.

Strategies will include but are not limited to community and conference presentations, social media messaging, social marketing/public awareness

campaigns, youth leadership programs, gatekeeper (including teachers, healthcare providers, and first responders) trainings, reduction of stigma,

promotion of early intervention, increased capacity of the suicide prevention helpline, encouragement of help-seeking behavior among at-risk
populations including LGBTQIAS+, Older Adults, Veterans, Teens, American Indians, and Suicide Attempt Survivors, improved data surveillance, and
ongoing collaboration and partnerships with stakeholders for systemic improvement.

Data Source:

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: Reduce suicide fatality rate per 100,000 to 18.0% by end of CY2025.
Baseline Measurement: 18.7% per 100,000

First-year target/outcome measurement: 18.4% per 100,000

Second-year target/outcome measurement: 18.0% per 100,000

Arizona Department of Health Services
https://www.azdhs.gov/prevention/tobacco-chronic-disease/suicide-prevention/index.php

Description of Data:

Information on death by suicide is compiled from the original documents filed with the ADHS, Bureau of Vital Records and from
transcripts of original death certificates filed in other states but affecting Arizona residents. Rate is calculated by dividing the count of
suicide deaths by the population for the given time period and multiplying by 100,000.

Data issues/caveats that affect outcome measures:

Priority #:
Priority Area:
Priority Type:

Population(s):

6
Crisis Services in Rural Communities
MHS, ESMI, BHCS

SMI, SED, ESMI, BHCS
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Goal of the priority area:

Increase the availability of crisis stabilization beds in rural Northern Arizona communities by 30 beds by the end of calendar year (CY) 2025.

Strategies to attain the goal:

AHCCCS will support development of additional crisis stabilization facilities in Northern Arizona including financial resources, technical assistance,
consultation, and collaboration with the ACC-RBHA and providers in the Northern GSA.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: Increase number of Crisis Stabilization beds in Northern Arizona by 30 by end of CY 2025.
Baseline Measurement: Current count is 29

First-year target/outcome measurement: 29

Second-year target/outcome measurement: 59
Data Source:

RBHA in Northern Arizona, AHCCCS Crisis Utilization data

Description of Data:

Number of licensed Crisis Observation facilities including capacity report.

Data issues/caveats that affect outcome measures:

Increase number is dependent upon the completion of planned and/or contracted projects by targeted end date.

Priority #: 7

Priority Area: Crisis Utilization
Priority Type: MHS, ESMI, BHCS
Population(s): SMI, SED, ESMI, BHCS

Goal of the priority area:

Increase utilization of Arizona's Crisis Continuum of Care by 200% in year 2024 and an additional 100% in year 2025.

Strategies to attain the goal:

AHCCCS will support development of additional crisis stabilization facilities including financial resources, technical assistance, consultation, and
collaboration with the ACC-RBHA and providers. AHCCCS will increase the capacity and accessibility of the suicide prevention helpline ensuring that
individuals in crisis have immediate access to trained professionals and resources, reduce barriers to seeking help and providing critical support in
times of need. Increase community education and awareness to reduce stigma and encourage help-seeking behavior among at-risk populations.

—Annual Performance Indicators to measure goal success

Indicator #: 1
Indicator: Arizona will increase statewide utilization of crisis services by 300% by the end of 2025.
Baseline Measurement: Metric will be determined based on utilization totals at the end of 2023 and outlined in the

annual report.
First-year target/outcome measurement: Statewide utilization of crisis services will increase 200% between 2023 to 2024.

Second-year target/outcome measurement: Statewide utilization of crisis services will increase and additional 100% between 2024 to
2025.

Data Source:

AHCCCS contractors, including ACC-RBHA contractors providing crisis services.

Description of Data:
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As outlined in AMPM Policy 590, ACC-RBHA Contractors are required to submit a Crisis Services Report as specified in contract. All
reported data is separated out and reported based upon the region in which the crisis calls originated, including call metrics. The
report additional requires detailing unmet metrics and notable trends when compared to previous reporting periods and interventions
implemented based on the trends identified. This data is aggregated and analyzing by AHCCCS.

Data issues/caveats that affect outcome measures:

None at this time.

Priority #: 8

Priority Area: SMI Unsheltered Homeless
Priority Type: MHS

Population(s): SMI

Goal of the priority area:

Arizona will reduce the incidence of unsheltered homeless individuals with an SMI designation by 2% by the end of calendar year 2024 and an
additional 3% the following year for a total reduction of 5% by the end of calendar year 2025.

Strategies to attain the goal:

Partner with RBHA's to bolster Permanent Supportive Housing services statewide, with particular focus on rural Northern and Southern regions.
Improve outreach and engagement, including improved correlation with existing PATH providers, RBHA's, and the behavioral health homes to which
individuals with an SMI designation are assigned. Strategically augment resources to enhance the implementation of the AHCCCS Housing and Health
Opportunities (H20) demonstration targeting individuals with an SMI designation who are currently unsheltered homeless and/or who are at high risk
of homelessness upon release from institutional settings such as psychiatric inpatient facilities, correctional facilities, and/or the Arizona State Hospital.

——Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: Reduce the statewide incidence of individuals with an SMI designation by 5% by the end of
FY2025.

Baseline Measurement: The statewide occurrence of unsheltered homeless with a SMI designation is currently 20%.

First-year target/outcome measurement: Statewide occurrence will be reduced to 17% in the first year.

Second-year target/outcome measurement: Statewide occurrence will be reduced to 15% in the second year.
Data Source:

Monthly Total unsheltered homeless and unsheltered homeless with a SMI designation HMIS reports.

Description of Data:

AHCCCS utilizes HMIS and additional measures to track the unsheltered homeless population statewide, including those with an SMI
designation, on a monthly basis. The Arizona Department of Economic Security also releases a State of Homelessness report annually,
including Point-in-Time counts in three service areas referred to as Continuums of Care: Maricopa, Tuscon/Pima, and a balance of state.

Data issues/caveats that affect outcome measures:

None identified at this time.

Priority #: 9

Priority Area: Primary Prevention - Family Services
Priority Type: SUP

Population(s): PP

Goal of the priority area:

Implement strategies to increase parent-child communication, such as through the implementation of family-based and parent-based programs.
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Strategies to attain the goal:

AHCCCS and its contracted evaluation consultant are aware of the importance of family-based prevention programs and the impact of parent-child
communications on youth and adolescent substance use. AHCCCS supports these efforts through various contracted primary prevention providers and
programming as described below.

PAXIS is contracted to implement PAX Tools trainings to a diverse array of human and social service providers, educators, and in FY23 added PAX Tools
for Caregiver Workshops, which is provided to foster, kinship, and adoptive parents. PAX Tools is a toolkit of evidence-based strategies implemented
with all adults who work with children to meet the unique needs of families and professionals. So far since the addition of these workshops, PAX has
consistently implemented these workshops. The Caregiver's Workshops have reached 531 adults to provide trauma-informed evidence-based strategies
to improve short- and long-term outcomes for children and the adults who care for them. PAX has received positive feedback regarding how they
support caregivers in supporting children’s positive behaviors, which is a protective factor for substance use. A recent testimonial was provided: "You
have no idea how amazing this program was to me to give me light and hope I've already tried using a couple of [PAX tools] and will continue to see if
we can get them to stick.” PAX will continue to offer these services through 9/30/2025 with the Substance Use Block Grant (SUBG) American Rescue Plan
Act (ARPA) supplemental funds.

Arizona State University (ASU) has been funded with SUBG funds to plan, implementing, and evaluate the Family Check Up (FCU) Online program,
which is a practical, parent- and caregiver- focused substance use prevention program, adapted to an online setting from the original face-to-face
implementation of the FCU program. Several randomized control studies have found that parents who completed the FCU program exhibited
significantly greater improvements in parental monitoring and communication and reductions in family conflict throughout their child’s adolescence.
Long-term follow-up studies found that children whose parents received the FCU program exhibited reductions in substance use/abuse and criminal
offending, as well as reductions in suicide risk and risky sexual behavior across adolescence and into early adulthood. The project was also designed to
examine whether supplementing this online program with a parental or caregiver coaching component provided added benefits for parents and
caregivers of children exhibiting risk factors for substance abuse. ASU is implementing this program in partnership with middle/junior high schools
designated in high need of these services using the 2022 Arizona Youth Survey (AYS) data. AHCCCS and ASU are currently planning to extend the
project to continue into FY24.

Prevention Child Abuse (PCA) Arizona is implementing “Triple P” (Positive Parenting Program) parenting program. Triple P gives parents simple and
practical strategies to help them build strong, healthy relationships, confidently manage their children’s behavior and prevent problems developing.
Outcomes include improvements in parental stress, anxiety, depression, parenting practices, and family relationships. With these outcomes, parents
and caregivers are better able to positively support children, including but not limited to better parent-child communication. Through this program,
PCA implements practitioner trainings and parent resource materials. The populations intended to benefit from this program includes child and family
service providers who service parents/caregivers and their children, parents/caregivers re-entering the community from correctional settings, child
welfare-involved parents/caregivers reunifying with children, and parents/caregivers who have experienced domestic violence, those experiencing
homelessness, living in rural or isolated areas, racial/ethnic minorities military and veteran families, and others with children at increased risk for
behavioral health and substance use. Although the current funding and contract for this project are set to end 9/30/2023, AHCCCS and PCA are
working on a plan for program continuation into FY24 as funding is available.

In addition to coalition efforts to disseminate the existing SAMHSA campaign “Talk. They Hear You”, the SUBG COVID-19 Supplemental funds are
supporting the development and implementation of a campaign with a similar approach to encourage parent-child communication. The Substance
Abuse Coalition Leaders of Arizona (SACLAZ) is collaborating with numerous local coalitions and professional vendors across Arizona to create a grass-
roots prevention campaign focusing on vaping, marijuana, and alcohol prevention. In particular, at least one of the campaign’s video assets relays a
targeted message to parents, informing them that youth report a reason they choose not to use substances is “because my parents would not
approve”. The campaign, including this powerful parent message is being distributed throughout Arizona, through a diverse array of channels:
education and curricula, media mix of radio, TV, billboards, social media, and more.

Additionally, several community-based coalitions implement family-based programming that will aim to increase parent-child communication. Examples
include but are not limited to: the Phoenix Indian Center/Urban Indian Coalition of Arizona implements Parenting in Two Worlds, MATFORCE
implements a family/parenting skill development -program which aims to increase the percentage of caregivers who talk to their children on the risks
and harms of drugs, Parker Area Alliance for Community Empowerment (PAACE) implements several strategies related to increasing parent-child
communications and parent education and parent attitudes toward drug use.

GOYFF released a request for grant applications (RFGA) in July 2023 to renew prevention contracts, with a focus on trauma-informed prevention
programming. The programs implemented under this RFGA are likely to include family-based and parent education programming that would also
impact this objective to increase parent-child communication as a protective factor for substance use.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: % change (from pre-test to post-test) in the number of times parents report talking to their
youth in the past 30 days about alcohol and/or other substance use

Baseline Measurement: 50.2%
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First-year target/outcome measurement: 52.71%
Second-year target/outcome measurement: 55.34%
Data Source:

AZ SUBG Prevention Data Portal / Adult PPP Survey

Description of Data:

Data issues/caveats that affect outcome measures:

Current data reflects only 20 directly-contracted coalitions. Future data reports will seek to add data from additional
contractors/providers, but will use the same National Outcome Measure (NOM).

Priority #: 10

Priority Area: Primary Prevention - Elementary-age Children
Priority Type: SUP

Population(s): PP

Goal of the priority area:

Increase efforts to provide primary prevention services to elementary school-aged children.

Strategies to attain the goal:

Provide evidence based educational curriculum to elementary aged children to prevent and educate on the harms of underaged alcohol use, drug,

vaping, cigarette use.

Strengthening the ability of local community coalitions to more effectively provide prevention services through planning, networking and

collaboration community efforts.

Enhance community coalition efforts to provide youth alternative prosocial school and community-based activities by 10%. According to the Arizona
Youth Survey (AYS), youth who participate in positive school and community activities are less likely to participate in problem behaviors.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: number of children 11 or younger served by SUBG primary prevention programming (direct
and indirect services)

Baseline Measurement: 20,198
First-year target/outcome measurement: 21,208
Second-year target/outcome measurement: 22,268
Data Source:

AZ SUBG prevention data portal

Description of Data:

Between July 1, 2022 - June 30, 2023, a total of 20,198 children age 11 and younger were served (1,393 direct + 18,805 indirect).

Data issues/caveats that affect outcome measures:

Priority #: 11
Priority Area: Primary Prevention - Community-based Process
Priority Type: SUP
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Population(s): PP
Goal of the priority area:

Increase the coalitions’ administration of the Wilder Collaboration Factors Inventory survey and enhance prevention coalition effectiveness and
functioning throughout the state.

Strategies to attain the goal:

Coalitions that are directly-contracted with AHCCCS through the 2021 request for proposals (RFP) are expected to conduct at least nine (9) formal
coalition meetings per year, monitor and evaluate coalition participation on an ongoing basis, ensuring representation of all required sectors at all
formal coalition meetings. Monthly formal coalition meetings shall be attended by at least eight (8) sector representatives at least nine (9) months of
the calendar year from the mandated sectors, and sector representation at each meeting should be tracked by meeting notes and sign in sheets.

The administration and reporting of the Wilder Collaboration Factors Inventory tool by the coalitions to measure coalition effectiveness and
functioning is required as of July 1, 2021. For July 1, 2022 - June 30, 2023, 196 coalition members completed the pre-survey, and 103 completed the post
-survey (a 47% attrition). For the post-survey, this represents about 5 coalition members per coalition completing the post-survey. AHCCCS will work
with the contracted evaluator and the coalitions to increase the administration of the tool both at the pre-survey administration as well as post-survey
administration in order to better measure the coalitions’ effectiveness and functioning as reported by its members.

With more robust data, AHCCCS, the prevention evaluator, and coalitions will be better able to identify areas of improvement for each coalition and
strategies on how to increase their effectiveness and functioning and therefore their scores on the tool. Arizona coalitions will implement strategies to
improve their scores on the specific factors in the tool/survey that are the highest areas of improvement for their local coalition, while also being able
to identify their coalition strengths and celebrate those successes. AHCCCS also actively seeks to support strengthening of the community-based
process with coalitions by connecting the various stakeholder individuals and organizations across the state and provide opportunities for them to
share ideas, resources, and connect to support each other.

During this fiscal year, the highest scored (4.3 / 5) items by the coalition members on the Wilder Collaboration Factors Inventory are: mutual respect,
understanding and trust, members see collaboration as being in their self-interest, flexibility, open and frequent communication, concrete, attainable
goals and objectives, and skilled leadership (4.4). Most of the measures trended upward in their post-survey means. The lowest scored item at post-
survey was sufficient funds, staff materials and time (3.7 / 5), appropriate pace of development (3.9), multiple layers of participation (3.9 / 5), and
appropriate cross section of members (3.9 / 5). AHCCCS would like to work with the coalitions on increasing membership, and sector representation,
and would like to hear from specific coalitions about their desired improvements and support them in that.

Strategies that coalitions may implement to improve Wilder scores will be specific to their identified needs and the local conditions in their community.
However, AHCCCS staff, coalition staff, and hired vendors will collaborate to strategize the best options for each coalitions. This may involve continued
or enhanced efforts to gain community member involvement in coalition efforts through increasing community events, meeting attendance, expanding
networking efforts, engaging key community stakeholders to collaborate substance use primary prevention initiatives, develop formal structures,
establish policies, procedures, and/or coalition bylaws, and other strategies to build capacity and strengthen community coalitions. Many coalitions are
in need of representatives from the following sectors: youth, businesses, media, medical and faith communities.

Implementing more effective and functional coalitions would ensure the capacity to implement more community-based and community-supported
primary prevention efforts.

—Annual Performance Indicators to measure goal success

Indicator #: 1

Indicator: the number of pre- Wilder Collaboration Factors Inventory surveys reported in the AZ SUBG
prevention data portal by contracted prevention coalitions

Baseline Measurement: 196
First-year target/outcome measurement: 215
Second-year target/outcome measurement: 236
Data Source:

AZ SUBG Prevention Data Portal

Description of Data:

Wilder Collaboration Factors Inventory

Data issues/caveats that affect outcome measures:
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Indicator #: 2

Indicator: number of post- Wilder Collaboration Factors Inventory surveys reported in the AZ SUBG
prevention data portal by contracted prevention coalitions

Baseline Measurement: 103 (July 1, 2022 - June 30, 2023)
First-year target/outcome measurement: 113

Second-year target/outcome measurement: 124

Data Source:

AZ SUBG Prevention Data Portal

Description of Data:

Wilder Collaboration Factors Inventory

Data issues/caveats that affect outcome measures:

Priority #: 12

Priority Area: Primary Prevention - College Services
Priority Type: SUP

Population(s): PP

Goal of the priority area:

Increase the implementation of primary prevention programs/strategies among the college students.

Strategies to attain the goal:

Arizona State University (ASU) is currently implementing Multi session trainings focusing on Fraternity and Sorority life focused in alcohol and opioid
consumption. As well as working with incoming freshman, new Greek life chapters and student athletes on Live well alcohol and drug misuse
presentations and implementing prevention measures and education on binge drinking and misuse of opioids. ASU also holds Sober events and
prevention education events on off campus student housing complex to support students that are not living on campus with prevention resources in
the Tempe area.

The University of Arizona (U Arizona) is currently implementing the Buzz and SHADE Alcohol and Marijuana both multi session programs that focus on
binge drinking and the use of marijuana. Students enrolled in the Shade program go through a series of modules that help students understand the
risks of binge drinking, knowing when to stop and being under the influences of alcohol or marijuana and the dangers of driving under the
influence. U Arizona also has throughput the school year sober night events with prevention education activities and day time education booths as
well with tips on how to have fun by choosing to be sober. U Arizona students will be able to develop effective coping skills and personal resilience
skills to help prevent substance misuse.

Northern Arizona University (NAU) is focused on implementing prevention measures on marijuana and alcohol consumption on campus with an
emphasis on Greek life. Health Educators host and facilitate ScreenU multi session workshops to fraternity and sorority homes at the beginning of
each semester which is a requirement for each home in order to be an active Greek house on campus. NAU also holds sober nights and theme events
to keep students on campus from drinking and reduce the risk of driving under the influence of binge drinking open to all NAU students. NAU
students develop the ability to develop effective coping skills to help prevent substance misuse.

ASU, U Arizona, and NAU agreements under SUBG prevention funds were all initiated under the SUBG COVID-19 Supplemental funds. AHCCCS plans to
sustain their initiatives, as applicable and as funding is available. Additionally, AHCCCS is exploring a new agreement with Yavapai College (YC) to
continue expanding primary prevention services to this high need population.

If and when an agreement is executed, YC plans to focus on serving students and the community by offering prevention education on alcohol and
other substance misuse. YC plans to meet these goals by implementing the peer to peer program the Buzz, eCheckup To go/Alcohol offered to students
in a variety of presentation platforms. These programs will be offered to students on an ongoing basis which will help students develop the ability to
develop effective coping skills and personal resilience skills to help prevent substance misuse.

rAnnuaI Performance Indicators to measure goal success
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Indicator #: 1

Indicator: number of college students served with SUBG primary prevention programming through
institutes of higher education

Baseline Measurement: 808,650 (7/1/2022 — 6/30/2023)
First-year target/outcome measurement: 846,471

Second-year target/outcome measurement: 888,794

Data Source:

AZ SUBG Prevention Data Portal

Description of Data:

808,650 (direct and indirect)
Direct 2,487
Indirect = 806,163

Data issues/caveats that affect outcome measures:

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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Planning Tables

Table 2 State Agency Planned Expenditures [SUPTRS]
States must project how the SSA will use available funds to provide authorized services for the planning period for state fiscal years FFY 2024/2025.
SUPTRS BG - ONLY include funds expended by the executive branch agency administering the SUPTRS BG.

Planning Period Start Date: 7/1/2023 Planning Period End Date: 6/30/2025

Activity Source of Funds

(See instructions for using Row 1.)

A. SUPTRS BG B. Mental C. Medicaid D. Other E. State Funds  F- Local Funds G. Other H. COVID-19 1. COVID-19 J. ARP
Health Block (Federal, Federal Funds (excluding Relief Funds Relief Funds Funds
Grant State, and (e.g., ACF local (MHBG)® (SUPTRS BG)®  (SUPTRS BG)
Local) (TANF), €DC, Medicaid) b
CMs
(Medicare)
SAMHSA, etc.)

1. Substance Use Prevention® and Treatment $71,753,665.00 $228,307,670.00 $50,939,495.00 $21,342,454.00 $129,300.00 $0.00 $14,084,627.00 $0.00

a. Pregnant Women and Women with

i A $7,001,554.00 $2,063,820.00

Dependent Children

b. Recovery Support Services $3,511,190.00 $9,312,649.00

c. All Other $61,240,921.00 $228,307,670.00 $50,939,495.00 $21,342,454.00 $129,300.00 $0.00 $2,708,158.00
2. Primary Prevention® $19,134,311.00 $0.00 $0.00 $0.00 $0.00 $0.00 $3,628,107.00 $0.00

a. Substance Use Primary Prevention $19,134,311.00 $3,628,107.00

b. Mental Health Prevention
3. Evidence-Based Practices for Early Serious
Mental lliness including First Episode Psychosis
(10 percent of total award MHBG)
4. Other Psychiatric Inpatient Care
5. Tuberculosis Services $0.00
6. Early Intervention Services for HIV $0.00
7. State Hospital
8. Other 24-Hour Care
9. Ambulatory/Community Non-24 Hour Care
10. Crisis Services (5 percent set-aside)
11. Administration (excluding program/provider
level) MHBG and SUPTRS BG must be reported $4,783,578.00 $1,675,767.00
separately
12. Total $95,671,554.00 $0.00 $228,307,670.00 | $50,939,495.00 | $21,342,454.00 $129,300.00 $0.00 $0.00 $19,388,501.00 |$28,303,047.00

? The 24-month expenditure period for the COVID-19 Relief supplemental funding is March 15, 2021 - March 14, 2023, which is different from the expenditure period for the “standard” MHBG/SUPTRS BG. If your state or territory has
an approved No Cost Extension (NCE) for the FY 21 SABG COVID-19 Supplemental Funding, you have until March 14, 2024 to expend the COVID-19 Relief Supplemental Funds.

b The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is Sef ber 1, 2021 - September 30, 2025, which is different from the expenditure period for the “standard” MHBG/SUPTRS BG. Per
the instructions, the planning period for standard MHBG/SUPTRS BG expenditures is July 1, 2023 - June 30, 2025. Please enter SUPTRS BG ARP planned expenditures for the period of July 1, 2023 through June 30, 2025

¢ Prevention other than primary prevention

4 The 20 percent set-aside funds in the SUPTRS BG must be used for activities designed to prevent substance misuse.
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:

8/28/2023 - Arizona plans to expend 90% ($28,303,047) of the remaining unspent ARP Award ($31,840,927.44) during the timeframe 7/1/23 -
6/30/25.

8/28/2023 - Arizona plans to expend the remaining balance ($19,388,501) of the COVID-19 Relief Supplemental Funding during the timeframe
7/1/23 - 3/14/24.
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Planning Tables

Table 2 State Agency Planned Expenditures [MH]
Table 2 addresses funds to be expended during the 24-month period of July 1, 2023 through June 30, 2025. Table 2 now includes columns to capture state expenditures for COVID-19 Relief Supplemental and ARP funds. Please use
these columns to capture how much the state plans to expend over a 24-month period (July 1, 2023 - June 30, 2025). Please document the use of COVID-19 Relief Supplemental and ARP funds in the footnotes.

Planning Period Start Date: 7/1/2023 Planning Period End Date: 6/30/2025

Activity
(See instructions for using Row 1.)

Source of Funds

A. SUPTRS B. Mental C. Medicaid D.Other . State Funds F. Local G. Other H.COVID-19 1. COVID-19 J. ARP K. BSCA
BG Health Block (Federal, State, Federal Funds Relief Funds Relief Funds Funds
Grant and Local) Funds (e.g., (excluding (MHBG) Funds (MHBG)" (MHBG)®
ACF local (SUPTRS
(TANF), Medicaid) BG)®
CDC, CMS
(Medicare)
SAMHSA,
etc.)
1. Substance Use Prevention and Treatment
a. Pregnant Women and Women with
Dependent Children
b. Recovery Support Services
c. All Other
2. Primary Prevention
a. Substance Use Primary Prevention
b. Mental Health Prevention? $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00
3. Evidence-Based Practices for Early Serious
Mental lliness including First Episode Psychosis $4,841,520.00 $0.00 $0.00 $0.00 $0.00 $0.00 | $2,324,585.00 $3,922,907.00
(10 percent of total award MHBG)®
4. Other Psychiatric Inpatient Care $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00
5. Tuberculosis Services
6. Early Intervention Services for HIV
7. State Hospital $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00
8. Other 24-Hour Care $3,098,574.00 | $784,306,112.00 $0.00 [ $34,423,898.00 $0.00 $0.00 | $4,499,897.00 $7,800,000.00
9. Ambulatory/Community Non-24 Hour Care $35,633,594.00 | $3,524,482,828.00 $0.00 | $154,692,708.00 $0.00 $0.00 [ $8,036,125.00 $20,399,115.00
10. Crisis Services (5 percent set-aside)’ $2,420,760.00 $0.00 $0.00 $0.00 $0.00 $0.00 $178,337.00 $4,421,298.00
11. Administration (excluding program/provider
level) MHBG and SUPTRS BG must be reported $2,420,760.00 $0.00 $274,726.00 $0.00 $0.00 $0.00 $943,763.00 $1,936,537.00
separately?
12. Total $0.00 | $48,415,208.00 | $4,308,788,940.00 $274,726.00 | $189,116,606.00 $0.00 $0.00 | $15,982,707.00 $0.00 | $38,479,857.00 | $1,756,544.00

*The 24-month expenditure period for the COVID-19 Relief supplemental funding is March 15, 2021 - March 14, 2023, which is different from the expenditure period for the “standard” MHBG. Columns H should reflect the state
planned expenditure period of July 1, 2023- June 30, 2025, for most states. Note: If your state has an approved no cost extension, you have until March 14, 2024, to expend the COVID-19 Relief supplemental funds.

"The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is

1,2021 -

reflect the state planned expenditure period of July 1, 2023- June 30, 2025, for most states.

30, 2025, which is different from the expenditure period for the “standard” MHBG. Columns H should

“The expenditure period for the 1st allocation of Bipartisan Safer Communities Act (BSCA) supplemental funding is from October 17, 2022 thru October 16, 2024 and the expenditure for the 2nd allocation of BSCA funding will be
from September 30, 2023 thru September 29, 2025 which is different from the expenditure period for the “standard” MHBG. Column J should reflect the state planned expenditure period of July 1, 2023- June 30, 2025, for most

states.

YWhile the state may use state or other funding for prevention services, the MHBG funds must be directed toward adults with SMI or children with SED.

Column 3 should include Early Serious Mental Iliness programs funded through MHBG set aside.

Row 10 should include Behavioral Health Crisis Services (BHCS) programs funded through different funding sources, including the MHBG set aside. States may expend more than 5 percent of their MHBG allocation.

9Per statute, administrative expenditures cannot exceed 5% of the fiscal year award.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:

COVID19 Relief Supplement Fund: FAIN-BO9SM083960; Award Period-3/15/2021-3/14/2024; Total Amount award $22,711,565 of that -
$15,982,707 - represents the expenditures 07/01/2023-03/14/24
ARPA: FAIN-BO9SMO085335 Award Period-9/1/2021-9/30/2025; Total award $39,229,067 of that $38,479,857 represents balance of 7/1/2023 and

projected expenditures through 06/30/25.

BSCA: FAIN-B0O9SM087276 Award Period-10/17/2022-10/16/2024;$878,272 the $878,272 represents the balance of the award (cash basis) of
7/1/2023 But -AHCCCS does have pending expenditures not yet reimbursed and not reflected in this balance
BSCA: FAIN-B09SM089137 Award Period-09/30/2023-09/29/2025; Total Amount-$878,272.00.

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Page 98 of 684



Planning Tables

Table 3 SUPTRS BG Persons in need/receipt of SUD treatment
To complete the Aggregate Number Estimated in Need column, please refer to the most recent edition of SAMHSA's National Survey on Drug Use and
Health (NSDUH) or other federal/state data that describes the populations of focus in rows 1-5.

To complete the Aggregate Number in Treatment column, please refer to the most recent edition of the Treatment Episode Data Set (TEDS) data prepared
and submitted to SAMHSA's Behavioral Health Services Information System (BHSIS).

Aggregate Number Estimated In Need Aggregate Number In Treatment
1. Pregnant Women 1,998 883
2. Women with Dependent Children 0 0
3. Individuals with a co-occurring M/SUD 19,375 55,933
4. Persons who inject drugs 5,748 815
5. Persons experiencing homelessness 0 0

Please provide an explanation for any data cells for which the state does not have a data source.

Aggregate Number Estimated In Need 2. Women with Dependent Children - was not located in the NSDUH 5. Persons experiencing homelessness - was
not located in the NSDUH Aggregate Number in Treatment [1] Women with Dependent Children is not a field reported in the TEDS database [2]
Homelessness is not reported in TEDS, it is one category in the 'Living Arrangement' field, which we do not collect on all the categories, therefore not
currently reporting this field in our TEDS reports

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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Planning Tables

Table 4 SUPTRS BG Planned Expenditures

States must project how they will use SUPTRS BG funds to provide authorized services as required by the SUPTRS BG regulations, including the
supplemental COVID-19 and ARP funds. Plan Table 4 must be completed for the FFY 2024 and FFY 2025 SUPTRS BG awards. The totals for each Fiscal Year

should match the President’s Budget Allotment for the state.

Planning Period Start Date: 10/1/2023

Planning Period End Date: 9/30/2024

FFY 2024

Expenditure Category

FFY 2024 SUPTRS BG
Award

COVID-19 Award'

ARP Award?

1. Substance Use Disorder Prevention and Treatment®

$34,121,238.00

$4,771,978.00

$13,132,291.00

2 . Substance Use Primary Prevention

$9,567,155.00

$3,628,107.00

$5,460,514.00

3 . Early Intervention Services for HIV* $0.00 $0.00 $0.00

4 . Tuberculosis Services $0.00 $0.00 $0.00
.5

5. Recovery Support Services $1,755,595.00 $9,312,649.00 $8,278,079.00

6 . Administration (SSA Level Only)

$2,391,789.00

$1,675,767.00

$1,432,163.00

7. Total

$47,835,777.00

$19,388,501.00

$28,303,047.00

'The 24-month expenditure period for the COVID-19 Relief supplemental funding is March 15, 2021 — March 14, 2023, which is different from the
expenditure period for the "standard" MHBG/SUPTRS BG. If your state or territory has an approved No Cost Extension (NCE) for the FY 21 SABG COVID-19

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

PagePdifedf 682




Supplemental Funding, you have until March 14, 2024 to expend the COVID-19 Relief Supplemental Funds.

’The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is September 1, 2021 - September 30, 2025, which is
different from the expenditure period for the FY 2024 "standard" SUPTRS BG, which is October 1, 2023 - September 30, 2024. The SUPTRS BG ARP planned
expenditures for the period of October 1, 2023 - September 30, 2024 should be entered here in the first ARP column, and the SUPTRS BG ARP planned
expenditures for the period of October 1, 2024, through September 30, 2025, should be entered in the second ARP column.

3Prevention other than Primary Prevention

“For the purpose of determining which states and jurisdictions are considered "designated states" as described in section 1924(b)(2) of Title XIX, Part B,
Subpart Il of the Public Health Service Act (42 U.S.C. § 300x-24(b)(2)) and section 45 CFR § 96.128(b) of the Substance use disorder Prevention and
Treatment Block Grant (SUPTRS BG); Interim Final Rule (45 CFR 96.120-137), SAMHSA relies on the AtlasPlus HIV data report produced by the Centers for
Disease Control and Prevention (CDC,), National Center for HIV/AIDS, Viral Hepatitis, STD and TB Prevention (NCHHSTP). The most recent AtlasPlus HIV
data report published on or before October 1 of the federal fiscal year for which a state is applying for a grant is used to determine the states and
jurisdictions that will be required to set-aside 5 percent of their respective SUPTRS BG allotments to establish one or more projects to provide early
intervention services regarding the human immunodeficiency virus (EIS/HIV) at the sites at which individuals are receiving SUD treatment services. In FY
2012, SAMHSA developed and disseminated a policy change applicable to the EIS/HIV which provided any state that was a “designated state” in any of
the three years prior to the year for which a state is applying for SUPTRS BG funds with the flexibility to obligate and expend SUPTRS BG funds for
EIS/HIV even though the state’'s AIDS case rate does not meet the AIDS case rate threshold for the fiscal year involved for which a state is applying for
SUPTRS BG funds. Therefore, any state with an AIDS case rate below 10 or more such cases per 100,000 that meets the criteria described in the 2012
policy guidance will be allowed to obligate and expend SUPTRS BG funds for EIS/HIV if they chose to do so and may elect to do so by providing written
notification to the CSAT SPO as a part of the SUPTRS BG Application.

*This expenditure category is mandated by Section 1243 of the Consolidated Appropriations Act, 2023.
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
8/28/2023 - Arizona plans to expend 90% ($28,303,047) of the remaining unspent ARP Award ($31,840,927.44) during the timeframe 7/1/23 -
6/30/25.

8/28/2023 - Arizona plans to expend the remaining balance ($19,388,501) of the COVID-19 Relief Supplemental Funding during the timeframe
7/1/23 - 3/14/24.
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Planning Tables

Table 5a SUPTRS BG Primary Prevention Planned Expenditures

Planning Period Start Date: 10/1/2023

Planning Period End Date: 9/30/2024

Strategy IOM Target FFY 2024
SUPTRS BG Award | cOVID-19 Award' ARP Award?
Universal $1,350,104 $1,049,877 $1,088,218
Selected $619,236 $532,838 $272,055
1. Information Dissemination Indicated $54,322
Unspecified $11,425
Total $2,035,087 $1,582,715 $1,360,273
Universal $641,910 $239,071 $1,383,866
Selected $179,454 $410,012 $1,815,533
2. Education Indicated $181,430 $150,200 $99,549
Unspecified $0
Total $1,002,794 $799,283 $3,298,948
Universal $844,468 $223,361
Selected $177,324 $387,780 $272,055
3. Alternatives Indicated $603
Unspecified $0
Total $1,022,395 $611,141 $272,055
Universal $27,370 $8,479
Selected $1,100,208 $51,704 $18,137
4. Problem Identification and .
Referral Indicated $0 $18,137
Unspecified $0
Total $1,127,578 $60,183 $36,274
Universal $1,437,027 $129,260 $9,068
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Selected $1,048,860 $9,068
5. Community-Based Processes Indicated $4,434

Unspecified $0

Total $2,490,321 $129,260 $18,137

Universal $803,065 $51,868

Selected $320,542
6. Environmental Indicated $0

Unspecified $0

Total $1,123,607 $51,868 $0

Universal

Selected
7. Section 1926 (Synar)-Tobacco Indicated

Unspecified

Total $0 $0 $0

Universal $51,704

Selected
8. Other Indicated $51,704

Unspecified

Total $0 $103,408 $0
Total Prevention Expenditures $8,801,782 $3,337,858 $4,985,686
Total SUPTRS BG Award? $47,835,777 $19,388,501 $28,303,047
Planned Primary Prevention 18.40 % 17.22 % 17.62 %
Percentage

'The 24-month expenditure period for the COVID-19 Relief Supplemental funding is March 15, 2021 - March 14, 2023, which is different from the
expenditure period for the “standard” MHBG/SUPTRS BG. If your state or territory has an approved No Cost Extension (NCE) for the FY 21 SABG COVID-19

Supplemental Funding, you have until March 14, 2024 to expend the COVID-19 Relief Supplemental Funds.

*The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is September 1, 2021 - September 1, 2025, which is
different from the expenditure period for the “standard” SUPTRS BG. Per the instructions, the standard SUPTRS BG expenditures are for the planned

expenditure period of October 1, 2023 — September 30, 2025.

3Total SUPTRS BG Award is populated from Table 4 - SUPTRS BG Planned Expenditures
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024
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Footnotes:
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Planning Tables

Table 5b SUPTRS BG Primary Prevention Planned Expenditures by IOM Category

Planning Period Start Date: 10/1/2023 Planning Period End Date: 9/30/2024

Activity FFY 2024 SUPTRS BG Award FFY 2024 COVID-19 Award" FFY 2024 ARP Award’
Universal Direct
Universal Indirect
Selected
Indicated
Column Total $0 $0 $0
Total SUPTRS BG Award® $47,835,777 $19,388,501 $28,303,047
Planned Primary Prevention Percentage 0.00 % 0.00 % 0.00 %

'The 24-month expenditure period for the COVID-19 Relief supplemental funding is March 15, 2021 — March 14, 2023, which is different from the
expenditure period for the “standard” MHBG/SUPTRS BG. If your state or territory has an approved No Cost Extension (NCE) for the FY 21 SABG COVID-19

Supplemental Funding, you have until March 14, 2024 to expend the COVID-19 Relief Supplemental Funds.

*The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is September 1, 2021 - September 1, 2025, which is
different from the expenditure period for the “standard” SUPTRS BG. Per the instructions, the standard SUPTRS BG expenditures are for the planned

expenditure period of October 1, 2023 — September 30, 2025.

3Total SUPTRS BG Award is populated from Table 4 - SUPTRS BG Planned Expenditures
OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
SAMHSA has indicated Table 5b is not required for this application.
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Planning Tables

Table 5¢ SUPTRS BG Planned Primary Prevention Priorities (Required)

States should identify the categories of substances the state BG plans to target with primary prevention set-aside dollars from the FFY 2024 and FFY 2025

SUPTRS BG awards.

Planning Period Start Date: 10/1/2023

Prioritized Substances

Planning Period End Date: 9/30/2024

SUPTRS BG

Award

COoVID-19

Award’

ARP Award?

Alcohol

Tobacco

Marijuana

Prescription Drugs

Cocaine

Heroin

Inhalants

Methamphetamine

Fentanyl

Students in College

Prioritized Populations

A T A O O I B B

A T A R I N I B B

A I R O R O O B

Military Families

LGBTQl+

American Indians/Alaska Natives

African American

Hispanic

Persons Experiencing Homelessness

Native Hawaiian/Other Pacific Islanders

Asian

Rural

A I I N R O N O

A I R R B B B A

A I R I N I R O O O
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Underserved Racial and Ethnic Minorities [ [ [

"The 24-month expenditure period for the COVID-19 Relief Supplemental funding is March 15, 2021 - March 14, 2023, which is different from the
expenditure period for the “standard” MHBG/SUPTRS BG. If your state or territory has an approved No Cost Extension (NCE) for the FY 21 SABG COVID-19
Supplemental Funding, you have until March 14, 2024 to expend the COVID-19 Relief Supplemental Funds.

’The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is September 1, 2021 - September 1, 2025, which is
different from the expenditure period for the “standard” SUPTRS BG. Per the instructions, the standard SUPTRS BG expenditures are for the planned
expenditure period of October 1, 2023 — September 30, 2025.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
SAMHSA has indicated Table 5c is not required for this application.
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Planning Tables

Table 6 Non-Direct-Services/System Development [SUPTRS]
Please enter the total amount of the SUPTRS BG, COVID-19, or ARP funds expended for each activity.

Planning Period Start Date: 10/1/2023 Planning Period End Date: 9/30/2024

FFY 2024

Expenditure Category A. SUPTRS BG B. SUPTRS BG C. SUPTRS BG D. COVID-192
Treatment Prevention Integrated’

1. Information Systems $183,296.97 $80,830.00 $74,292.79 $108,451.52
2. Infrastructure Support $968,075.84 $71,360.00 $392,374.51 $572,782.50
3. Partnerships, community outreach, and needs assessment $1,335,639.45 $263,237.00 $541,353.11 $790,259.27

4. Planning Council Activities (MHBG required, SUPTRS BG optional)

5. Quality Assurance and Improvement $387,527.64 $110,446.00 $157,070.30 $229,288.90
6. Research and Evaluation $398,222.37 $98,563.00 $161,405.02 $235,616.67
7. Training and Education $554,099.90 $140,937.00 $224,584.34 $327,844.90
8. Total $3,826,862.17 $765,373.00 $0.00 $1,551,080.07 $2,264,243.76

1Integrated refers to non-direct service/system development expenditures that support both treatment and prevention systems of care.
*The 24-month expenditure period for the COVID-19 Relief Supplemental funding is March 15, 2021 - March 14, 2023, which is different from the expenditure period for the “standard" MHBG/SUPTRS BG. If your state or territory has
an approved No Cost Extension (NCE) for the FY 21 SABG COVID-19 Supplemental Funding, you have until March 14, 2024 to expend the COVID-19 Relief Supplemental Funds.

The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is September 1, 2021 - September 30, 2025, which is different from the expenditure period for the "standard" SUPTRS BG. Per the
instructions, the standard SUPTRS BG expenditures are for the federal planned expenditure period of October 1, 2023 - September 30, 2025. Please list ARP planned expenditures for each standard FFY period.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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Planning Tables

Table 6 Non-Direct-Services/System Development [MH]
Please enter the total amount of the MHBG, COVID-19, ARP funds, and BSCA funds expended for each activity

MHBG Planning Period Start Date: MHBG Planning Period End Date:

Activity FY Block Grant FY' COVIDFunds  FY? ARP Funds FY 3 BSCA Funds

8. Total - | 5 $ $

] Please wait while data
The 24-month expenditure period for the COVID-19 Rel loads )21 - March 14, 2023, which is different from the

expenditure period for the “standard" MHBG. Per the ins res captured in Columns A - G are for the state planned
expenditure period of July 1, 2023 - June 30, 2025, for mc oved no cost extension, you have until March 14, 2024 to
expend the COVID-19 Relief supplemental funds.

> The expenditure period for The American Rescue Plan Act of 2021 (ARP) supplemental funding is September 1, 2021 - September 30, 2025, which is
different from the expenditure period for the "standard” MHBG. Per the instructions, the standard MHBG expenditures captured in Columns A - G are for
the state planned expenditure period of July 1, 2023 - June 30, 2025, for most states.

3 The expenditure period for the 1st allocation of Bipartisan Safer Communities Act (BSCA) supplemental funding is October 17, 2022 thru October 16,
2024 and for the 2nd allocation will be September 30, 2023 thru September 29, 2025 which is different from the expenditure period for the “standard"
MHBG. Column D should reflect the spending for the state reporting period. The total may reflect the BSCA allotment portion used during the state
reporting period.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:
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Environmental Factors and Plan

1. Access to Care, Integration, and Care Coordination - Required

Narrative Question
Across the United States, significant percentages of adults with serious mental illness, children and youth with serious emotional disturbances,

and people with substance use disorders do not access needed behavioral health care. States should focus on improving the range and quality
of available services and on improving the rate at which individuals who need care access it. States have a number of opportunities to improve
access, including improving capacity to identify and address behavioral needs in primary care, increasing outreach and screening in a variety of
community settings, building behavioral health workforce and service system capacity, and efforts to improve public awareness around the
importance of behavioral health. When considering access to care, states should examine whether people are connected to services, and
whether they are receiving the range of needed treatment and supports.

A venue for states to advance access to care is by ensuring that protections afforded by MHPAEA are being adhered to in private and public
sector health plans, and that providers and people receiving services are aware of parity protections. SSAs and SMHAs can partner with their
state departments of insurance and Medicaid agencies to support parity enforcement efforts and to boost awareness around parity protections

W|th|n the behavioral health field. The following resources may be helpful: https://store.samhsa. qov/product/essentlal -aspects-of-parity-

Parity-and-Addiction-Equity-Act-Best-Practices-from-the-States/SMA16-4983. The integration of primary and behavioral health care
remains a priority across the country to ensure that people receive care that addresses their mental health, substance use, and physical health

problems. People with mental iliness and/or substance use disorders are likely to die earlier than those who do not have these

conditions.1Ensuring access to physical and behavioral health care is important to address the physical health disparities they experience and to
ensure that they receive needed behavioral health care. States should support integrated care delivery in specialty behavioral health care settings
as well as primary care settings. States have a number of options to finance the integration of primary and behavioral health care, including
programs supported through Medicaid managed care, Medicaid health homes, specialized plans for individuals who are dually eligible for
Medicaid and Medicare, and prioritized initiatives through the mental health and substance use block grants or general funds. States may also
work to advance specific models shown to improve care in primary care settings, including Primary Care Medical Homes; the Coordinated Care
Model; and Screening, Brief Intervention, and Referral to Treatment.

Navigating behavioral health, physical health, and other support systems is complicated and many individuals and families require care
coordination to ensure that they receive necessary supports in and efficient and effective manner. States should develop systems that vary the
intensity of care coordination support based on the severity seriousness and complexity of individual need. States also need to consider different
models of care coordination for different groups, such as High-Fidelity Wraparound and Systems of Care when working with children, youth,
and families; providing Assertive Community Treatment to people with serious mental iliness who are at a high risk of institutional placement;
and connecting people in recovery from substance use disorders with a range of recovery supports. States should also provide the care
coordination necessary to connect people with mental and substance use disorders to needed supports in areas like education, employment,
and housing.

1Druss, B. G, Zhao, L., Von Esenwein, S., Morrato, E. H., & Marcus, S. C. (2011). Understanding excess mortality in persons with mental iliness: 17-year follow up of a
nationally representative US survey. Medical care, 599-604.Avaiable at: https://journals.lww.com/Iww-
medicalcare/Fulltext/2011/06000/Understanding Excess Mortality in Persons With.11.aspx

1. Describe your state's efforts to improve access to care for mental disorders, substance use disorders, and co-occurring disorders,
including detail on efforts to increase access to services for:

a) Adults with serious mental illness

b) Pregnant women with substance use disorders

¢) Women with substance use disorders who have dependent children

d) Persons who inject drugs

e) Persons with substance use disorders who have, or are at risk for, HIV or TB

f) Persons with substance use disorders in the justice system

g) Persons using substances who are at risk for overdose or suicide

h) Other adults with substance use disorders

i) Children and youth with serious emotional disturbances or substance use disorders

j) Individuals with co-occurring mental and substance use disorders
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AHCCCS provides comprehensive integrated health care services for individuals with Serious Mental lliness (SMI), Early Serious
Mental lliness (ESMI) including First Episode Psychosis (FEP), pregnant women with substance use disorders, women with
substance use disorders who have dependent children, persons with substance use disorders who have, or are at risk for, HIV or
TB, persons with substance use disorders in the justice system, persons using substances who are at risk for overdose or suicide,
other adults with substance use disorders, children and youth with serious emotional disturbance (SED) or substance use
disorders, and co-occurring mental and substance use disorders through Managed Care Organizations (MCOs). The majority of
AHCCCS members receive integrated health services through their chosen acute care program, one of seven AHCCCS Complete
Care (ACC) plans throughout the state. Services include, but are not limited to, primary health care, mental health individual and
group counseling, case management, psychiatric and psychologist services, peer support services, family support services,
individual and group skills training, vocational training, substance use disorder treatment, medication for opioid use disorder
(MOUD), and medication for the treatment of alcohol use disorder. The ACC Contractors with Regional Behavioral Health
Agreements (ACC-RBHAs) specifically serve individuals with a Serious Mental Iliness (SMI) designation, Serious Emotional
Disturbance (SED) and Early Serious Mental lliness (ESMI) including First Episode Psychosis (FEP) while also providing crisis, other
grant-funded, and state-only funded services. Additionally, the Arizona Long Term Care System (ALTCS) program provides health
insurance for individuals who are age 65 or older or who have a disability. American Indians and Alaska Natives (Al/AN) enrolled in
AHCCCS or CHIP (KidsCare) may choose to receive their coverage through the American Indian Health Program (AIHP), Tribal ALTCS,
or Tribal RBHAs (TRBHAs enter into Intergovernmental Agreements with AHCCCS for behavioral health care management) or one of
the AHCCCS-contracted managed health plans.

The core principles of AHCCCS' system of care are based on the concepts of recovery, member input, family involvement, person-
centered care, communication, and commitment. AHCCCS MCOs are expected to demonstrate an unwavering commitment to these
principles, while demonstrating creativity and innovation in their oversight and management of an integrated service delivery
system. MCOs are required to develop and promote care integration activities, such as establishing integrated settings which
serve members’ primary care and behavioral health needs and encouraging member utilization of these settings. MCOs are also
required to consider the entirety of the member population’s health needs during network development and provider contracting
to ensure member access to care, care coordination, and management, and to reduce duplication of services.

Arizona's model is based upon the premise that people want and deserve dignity, respect, inclusion, and safety. Based on four
elements:

1. Affording people dignity, compassion and respect

2. Offering coordinated care, support or treatment

3. Offering personalized care, support or treatment

4. Supporting people to recognize, as well as develop, their strengths and abilities enables them to live a fulfilling and
independent life.

In Arizona, we have established and are expanding the multiple services offered to individuals experiencing mental health,
substance abuse, or co-occurring disorders by our RBHAs, TRBHAs, contractors including Peer-Run Organizations, Family-Run
Organizations, and Specialty Providers that provide services based on the principles of recovery and resiliency. To increase
statewide access to services, AHCCCS is supporting multiple expansions and initiatives through use of the MHBG and SABG
dollars. Examples include: Arizona Peer and Family Career Academy. Recognizing the need to bolster the behavioral health
workforce to increase accessibility, the Academy focuses on offering professional development and advanced level training to Peer
Recovery Support Specialists and Family Support Professionals to ensure these specialized service providers are receiving targeted
training to support individuals with mental disorders, substance use disorders, and co-occurring mental and substance use
disorders. The Arizona Peer and Family Career Academy is also creating and implementing a specialized training program for
clinical supervisors that will be mandated by AHCCCS for providers responsible for the supervision of these unique service
providers.

Through SABG supplemental funds, Arizona has shifted the culture in the treatment of pregnant and postpartum parents by
raising awareness, providing training to providers serving this population, improving referral pathways to local and culturally
responsive programming, and coordinating with other state and local agencies to create a multi-systemic collaborative approach
necessary to serve this population. Projects such as the Arizona Women's Recovery Center Childcare Initiative support retention in
SUD treatment for women/families with child care needs by connecting families with meaningful age-appropriate childcare or
activities and a specialty residential programs for maternal health, pregnancy care, SUD treatment and recovery support services to
pregnant and parenting women. To support children and adolescents demonstrating symptoms of a Serious Emotional
Disturbance and their caregivers, MHBG is supporting the Arizona-Pediatric Psychiatry Access Line to expand access to pediatric
psychiatric resources throughout the state, particularly rural and underserved areas with few of these specialized resources. Both
MHBG and SABG dollars are being utilized to support individuals with mental, substance use, and co-occurring disorders involved
in the justice system including justice navigation providers, court liaisons, and care coordination efforts leading up to and
following release. SABG funded providers are simplifying accessibility by bringing services to people where they are through the
Intensive Treatment Systems Mobile Methadone Van designed to conduct outreach to touchpoints for high-risk opioid use in
jails, syringe distribution locations, homeless shelters, SUD treatment programs, and building trust and establishing relationships
with underserved populations that would not otherwise access care while advocating for a harm reduction approach. Similarly,
MHBG is leveraging supplemental grant dollars for the development of additional FEP treatment programs including a unit to
provide mobile FEP services in two rural Arizona counties, and expanded outreach efforts and training for ESMI/FEP service
providers in rural areas.

To reduce barriers in accessing care, AHCCCS has recently provided clarification and technical assistance to contractors on the
Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024 Page 111 of 684



identification of ESMI and utilization of ESMI dollars with the goal of reducing barriers to care at this clinically critical intervention
period. Through the use of MHBG ARPA dollars, AHCCCS is supporting the expansion of Permanent Supported Housing programs
in rural Northern and Southern Arizona geographic service areas increasing access to evidence-based Permanent Supportive
Housing (PSH) models for serving persons experiencing homelessness, persons with behavioral health needs including mental
illness or substance use disorders (SUD) and co-occurring disorders premised on: 1) access to and availability of both affordable
housing subsidies and capacity, and, 2) individualized wrap around housing focused supportive services to support housing
placement, stability and coordination with member’s other service goals and resources. Arizona is utilizing MHBG ARPA Crisis
resources to establish two child and adolescent crisis stabilization units and intensive wrap-around services in Northern Arizona
to substantially expand access to these services in this underserved rural area of the state. Arizona’'s myriad of efforts demonstrate
dedication to reducing barriers to accessing care to all Arizonans.

To ensure individuals with mental health and substance use co-occurring disorders have a voice and play a role in the design of
the behavioral health system, AHCCCS requires that all contracted health plans have an Office of Individual and Family Affairs
(OIFA). These OIFAs serve as counterparts to the AHCCCS OIFA expanding opportunities for peer and family participation in
decision-making committees, workgroups and advisory councils. This representation must reflect all populations served by the
contractor including members with co-occurring disorders. These decision making bodies exist at all levels of the behavioral
health system from AHCCCS, to health plan, and to the provider level. This ensures that the community participation and oversight
is itself reflecting a fully integrated health system. This representation provides feedback to AHCCCS and the health plans as a way
of overall system transformation.

2. Describe your efforts, alone or in partnership with your state's department of insurance and/or Medicaid system, to advance parity
enforcement and increase awareness of parity protections among the public and across the behavioral and general health care
fields.

AHCCCS serves as both the SSA and state medicaid system for Arizona. In response to the Centers for Medicare & Medicaid
Services' (CMS) Medicaid Mental Health Parity Final Rule (herein referenced as “Parity” to strengthen access to mental health and
substance use disorder services for Medicaid beneficiaries. This final rule, set on March 30th, 2016, works so that most insurance
providers cover mental health and substance abuse services the same way they cover physical health services. The AHCCCS
Contractor Operations Manual, Policy 110 - Mental Health Parity
(www.azahcccs.gov/Shared/Downloads/ACOM/PolicyFiles/100/110.pdf) outlines the contractors’ requirements to achieve and
maintain compliance with the Mental Health Parity and Addiction Equity Act of 2008 and apply to all mental health and substance
use disorder members. These requirements include mental health parity analysis requirements (including SUD), standard parity
requirements including identification of applicable conditions and defining MH/SUD benefits. AHCCCS contracts with Mercer
Government Human Services Consulting (Mercer) to provide technical assistance with assessing compliance with parity. Parity
applies when any portion of the benefit to enrollees is provided through an MCO. The 2022-2023 AHCCCS Delivery System
Integration information outlines that all members have equitable coverage for physical, behavioral, children’s rehabilitative or
long term care services. https://www.azahcccs.gov/shared/Downloads/2022_Delivery_SystemlIntegration_10012022.pdf

AHCCCS also aligns systems for members who are dually-eligible for Medicare and Medicaid. Being its own distinct and complex
system of care with little to no interface with state Medicaid programs, the over 180,000 Arizonans with dual-eligibility can be
overwhelmed by navigating these two separate systems and are more likely to fall through the cracks, receive inefficient care, and
not achieve optimal health outcomes. As part of integrated care efforts, AHCCCS contracts with Medicare Advantage Dual Special
Needs Plans (D-SNPs) that are each affiliated with its partner AHCCCS Complete Care Medicaid Health Plan. Requiring each ACC
Medicaid health plan to offer a partner Medicare D-SNP promotes the enrollment or alignment of dual eligible members in the
same health plan for both Medicare and Medicaid services to the greatest possible extent and allows dual eligible members to
receive all of their health care services, including prescription drug benefits, from a single, integrated health plan.
(https://www.azahcccs.gov/AHCCCS/Downloads/Initiatives/CY23_DSNP_ReferenceTables.pdf)

While AHCCCS supports and promotes multiple initiatives to ensure parity in coverage, parity implementation “in practice”
encounters challenges statewide, particularly due to a shortage of adequately trained health professionals. According to the
October, 2022 Arizona Department of Health Services Biennial Report, 82 of Arizona’s 126 Primary Care Areas (PCAs) are designated
as medically underserved areas. The Health Resources and Services Administration designates the geographic majority of Arizona,
particularly (but not exclusively) the rural areas, as Health Professional Shortage Areas (HSPA) in behavioral health. Approximately
forty percent of Arizonans live in a Mental Health Professional Shortage Area while, during and since the pandemic, there is an
increased need for mental health and substance use treatment for both adults and children. To address these challenges, the
Arizona Department of Health Services collaborated with multiple public health, community partners, subject matter experts, and
dedicated stakeholders at the state and local levels, including the then AHCCCS Director, Jami Snyder, to create the Arizona Health
Improvement Plan (AzHIP) for 2021-2025. The plan outlines action steps and tactics to increase access to mental health
management resources, with a particular focus on remote options (telehealth therapy/psychiatry/addition support appointments,
virtual support groups, mental health first aid, etc.); increase awareness and utilization of population-based mental health and
wellness resources/outreach where they exist and develop strategies to close gaps, and increase the number of public
facing/front line staff who receive an approved evidence based suicide prevention training by identifying organizations to receive
the training and expand the statewide training capacity in a manner that ensure cultural humility in health equity are a priority.
They prioritized addressing health professional shortage by building a diverse healthcare workforce employing multiple tactics
including: developing strategies to reduce financial and other barriers for underserved students in health professional education
programs, build/grow health care workforce which is representative of the communities served, quantifying healthcare
professional shortages in rural and urban underserved areas, developing a curriculum to address local community
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priorities/concerns, and implementing curriculum with consideration of tribal communities’ needs and cultural understanding.
AHCCCS is actively involved in these initiatives to overcome these challenges to ensure all Arizonans receive integrated care.

3. Describe how the state supports integrated behavioral health and primary health care, including services for individuals with mental
disorders, substance use disorders, and co-occurring mental and substance use disorders. Include detail about:

a) Access to behavioral health care facilitated through primary care providers
b) Efforts to improve behavioral health care provided by primary care providers
c) Efforts to integrate primary care into behavioral health settings

AHCCCS provides comprehensive integrated health care services for individuals with co-occurring mental and substance use
disorders through Managed Care Organizations (MCOs). The majority of AHCCCS members receive integrated health services
through their chosen acute care program, one of seven AHCCCS Complete Care (ACC) plans throughout the state. Services include,
but are not limited to, primary health care, mental health individual and group counseling, case management, psychiatric and
psychologist services, peer support services, family support services, individual and group skills training, vocational training,
substance use disorder treatment, medication for opioid use disorder (MOUD), and medication for the treatment of alcohol use
disorder. The ACC Contractors with a Regional Behavioral Health Agreement (ACC-RBHAs) specifically serve individuals with a
Serious Mental Iliness (SMI) designation, Serious Emotional Disturbance (SED) and Early Serious Mental lliness (ESMI) including
First Episode Psychosis (FEP) while also providing crisis, other grant-funded, and state-only funded services. Additionally, the
Arizona Long Term Care System (ALTCS) program provides health insurance for individuals who are age 65 or older or who have a
disability. American Indians and Alaska Natives (Al/AN) enrolled in AHCCCS or CHIP (KidsCare) may choose to receive their coverage
through the American Indian Health Program (AIHP), Tribal ALTCS, or Tribal RBHAs (TRBHAs enter into Intergovernmental
Agreements with AHCCCS for behavioral health care management) or one of the AHCCCS-contracted managed health plans.

AHCCCS provides services and supports towards integrated systems of care for individuals and families with co-occurring mental
and substance use disorders, including management, funding, payment strategies that foster co-occurring capability by: outlining
and upholding AHCCCS values within required member handbooks, policy, contracts, performance measures, long term strategies,
person centered care, and peer run organizations. The utilization of member handbooks provides individuals with the education
and guidance needed to navigate through the integrated system and are required by all MCOs. In addition, MCO's utilize Health
Information Exchange (HIE) that connects Electronic Health Record (EHR) systems of providers and clinicians allowing them to
securely share health information with other providers and bridge integrated systems of care. AHCCCS MCOs function as the
single entity responsible for administrative and clinical integration of health care service delivery for members with an SMI
designation, which includes coordinating Medicare and Medicaid benefits for these members who are dually eligible.
Coordinating and integrating physical and behavioral health care produces improved access to primary care services, increased
prevention, early identification, and intervention to reduce the incidence of serious physical illnesses, including chronic disease.
Increasing and promoting the availability of integrated, holistic care for members with chronic behavioral and physical health
conditions helps members to achieve better overall health and an improved quality of life.

AHCCCS is pursuing long-term strategies that bend the cost curve while improving member health outcomes. The overall mission
is to leverage the AHCCCS managed care model toward value-based health care systems where members' experience and
population health are improved through aligned incentives with MCOs and provider partners, and a commitment to continuous
quality improvement and learning. One critical tool, VBP, encompasses a variety of initiatives for payment reform, including
Alternative Payment Models (APMs), Differential Adjusted Payments (DAP), Directed Payments and Targeted Investments (TI).
Through VBP, AHCCCS is committing resources to leverage the state’s successful managed care model to address inadequacies of
the current health care delivery system, such as fragmentation and paying for volume instead of quality.

Beginning in 2016 and renewed in 2021, AHCCCS's Targeted Investment (TI) Program supports participating providers in delivering
integrated and coordinated care at the provider-level. The program aims to reduce fragmentation between physical and
behavioral health providers, increase efficiencies in integrated service delivery, and improve health outcomes for adults and
children with behavioral health needs who are at high risk for complex care including those experiencing ESMI/FEP, SED, SMI,
Substance Use Disorders (SUD), and co-occurring MH/SUD disorders, including justice involved individuals. The Tl program
incentivizes requirements aimed at building the necessary infrastructure to enable an integrated and high-performing health care
delivery system that enhances care coordination and improves health and financial outcomes. For the first three years of the five-
year program, participating providers received payments for achieving milestones focused on development of infrastructure, and
implementation of processes and policies that support behavioral health and physical health integration and coordination. In
years four and five, providers were eligible to receive performance-based incentive payments based on quality measurements for
the targeted populations. The Tl program incentives and supports a comprehensive approach to integrated care in any setting in
which a member may receive either physical or behavioral health services; participants are incentivized to establish and maintain
numerous protocols, policies, and systems of care that support the provision of person-centered integrated care including:
*Integrated care plans for members with behavioral health needs

*Primary Care screening for behavioral health using standardized tools for depression, substance use disorders, anxiety and
suicide risk

*Primary Care screening, intervention and treatment for children with developmental delays, including early childhood cognitive
and emotional problems

*Protocols for behavioral health providers to identify physical health concerns and to effectively connect the member to
appropriate physical health care

*High risk registries, health risk assessment tools, predictive analytic systems and other data mining structures to identify
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individuals at high risk of a declines in acute and/or behavioral health status

*Trauma-Informed Care protocols including screening for Adverse Childhood Events (ACEs), referral processes for children that
screen positive, and use of Evidence Based Practices (EBPs) and trauma-informed services

*Protocols to send and receive core Electronic Health Record (EHR) data with the state’s Health Information Exchange (Health
Current) and receipt of Admission, Discharge, and Transfer (ADT) alerts to notify providers when their patients are hospitalized.

The Tl Program additionally supported establishment of 13 co-located, integrated clinics where primary care and behavioral health
providers deliver services to justice-involved individuals recognizing the unique circumstances and needs of this population. Co-
located or adjacent to probation and parole offices, these clinics prioritize access to appointments for individuals with complex
medical and/or behavioral health conditions, including same-day access to appointments on the day of release and during visits
to the probation/parole office and non-emergency medical transportation for medically necessary services. AHCCCS additionally
established Medicaid suspension agreements with the majority of counties, allowing for members who are incarcerated for less
than one year to be automatically re-enrolled into AHCCCS coverage vs. having to complete a new eligibility determination.
AHCCCS additionally requires that MCOs have reach-in policies, mandating that they engage individuals with complex health and
behavioral health conditions (including substance use) with high criminogenic needs prior to their release, ensuring that they are
able to access care immediately upon transition back into the community.

Tl program participants (except hospitals) are required to complete the Integrated Practice Assessment Tool (IPAT) to assess their
level of integration on the SAMHSA Levels of Integrated Care continuum at the end of each program year. At the end of the initial
five-year Tl program, participants regularly reported that they changed "how they do business” due to the systems of care they
established as a result of implementing the Tl Program requirements and noted improved quality of service delivery and
coordination as a result of the enhanced communication protocols between primary care and behavioral health counterparts. The
majority of participants, 60%, reported an increase in integration by at least one IPAT level and 38% by at least two IPAT levels.
Most notably, nearly 25% (46 clinics) of PCP participants attested to increasing IPAT scores by four or more levels - transitioning
from levels one or two (minimal coordination) to levels five or six (fully integrated care), within one year of participation. This
higher level of integration among participating PCPs means that members are able to consistently access behavioral health
services when the PCP’s screening identifies a need within the integrated practice setting. The number of behavioral health
providers successfully transitioning to co-located care (levels three or four) or fully integrated care (levels five or six) increased by
threefold by year three with continued levels of greater integration by years four and five.

Based on the success of the initial five-year initiative, AHCCCS renewed the Tl Program in 2021 to expand provider participation,
sustain the integrated point of care infrastructure and protocols, and enable more members to receive greater levels of point of
care coordination and integration, especially as the public health emergency intensified the need. The 2021-2026 renewal, Tl
Program 2.0, is broken into two participant cohorts - “extension” and “expansion.”

The "extension” cohort supports participating Tl program providers to continue their current work and take the next step to
incorporate non-clinical or social needs into point of care systems to provide a more holistic, person-centered approach to care. Tl
Program 2.0 requirements for this cohort are designed to foster collaboration between providers and community based
organizations (CBOs), particularly those crucial to addressing social risk factors such as housing, food, employment, and non-
medical transportation for members while retaining high value physical-behavioral health integration requirements from the
original program.

The "expansion” cohort includes primary care practices, behavioral health providers, and integrated clinics without prior
participation in the Tl Program. In addition to the requirements of the original TI Program, qualified participants of Tl Program 2.0
will meet requirements such as a certified EHR capable of bi-directional data exchange, minimum volume thresholds, and
commitment to participate in the Learning/Quality Improvement Collaborative established to support TI program participants. The
structure of the program for this cohort is modeled on the original TI program with updates to emphasize Social Determinants of
Health (SDOH) screening, adverse childhood event screening and intervention, telehealth, data sharing, and cultural competency.
The "expansion” cohort will also include co-located justice clinics. Eligibility will generally align with the original program
requirements with enhanced emphasis on: justice partner commitment, co-location flexibility, development in areas of the state
currently underserved by this resource (e.g. rural counties) and inclusion of individuals adjudicated through diversion programs
such as drug courts and veterans courts.

4. Describe how the state provides care coordination, including detail about how care coordination is funded and how care coordination
models provided by the state vary based on the seriousness and complexity of individual behavioral health needs. Describe care
coordination available to:

a) Adults with serious mental illness
b) Adults with substance use disorders
¢) Children and youth with serious emotional disturbances or substance use disorders

The AHCCCS Medical Provider Manual (AMPM) dedicates a full chapter to Care Coordination Requirements for primary care
providers, member transitions, member transfers between facilities, coordination of care with other government agencies,
children’s rehabilitative services care coordination and service plan management, provider case management, and behavioral
health crisis services and care coordination.
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AMPM Policy 510 - Primary Care Providers (https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/500/510.pdf)
outlines the care coordination responsibilities of primary care providers for “ongoing treatment coordination” including
behavioral health services. When a primary care provider has initiated medication management services for a member to treat a
behavioral health disorder, the Contractor provider policies and procedures shall address guidelines for referral to a behavioral
health provider, specific guidelines for transfer of a member with a Serious Mental lliness (SMI) designation for ongoing treatment
coordination, notifying entities of the transfer, the transfer/sharing of medical records, transition of prescription services
including notification of the individual’s current medications ensuring that the member does not run out of prescribed
medication prior to the first appointment with a behavioral health provider, and monitoring activities to ensure that members are
appropriately transitioned for care.

AMPM Policy 541 - Coordination of Care with Other Government Agencies
(https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/500/541.pdf) establishes Contractor requirements for
maintaining collaborative relationships with other government entities that delivers services to members and their families,
ensuring access to services, and coordinating care with consistent quality. Contractors are responsible for ensuring collaboration
with government agencies, including but not limited to involvement in the member’s Child and Family Team (CFT) or Adult
Recovery Team (ART). In serving high needs children, adolescents and families involved with the Arizona Department of Child
Safety, contractors are mandated to ensure that a behavioral risk assessment is performed that identifies the behavioral health
needs of the child, and the child’s parents and family or caregivers, that is based on the Arizona Vision - 12 Guiding Principles;
coordinate behavioral health services, activities, and AHCCCS Behavioral Health System Practice Tools: Transition to Adulthood,
Unique Behavioral Health Services for Needs of Children, Youth and Families involved with DCS, and CFT, Working with the Birth
Through Five Population and Psychiatric and Psychotherapeutic Best Practices for Children: Birth Through Five Years of Age.
AHCCCS considers the removal of a child from his/her home to the protective custody of the DCS to be an urgent behavioral
health or physical need and at risk for negative emotional consequences and future physical and behavioral health disorders. As
such, the policy outlines specific care coordination activities in AHCCCS' Rapid Response Process in these instances. Other
government agencies with specific contractor case coordination requirements include: Arizona Department of Child Safety Arizona
Families FIRST (Families in Recovery Succeeding Together) Program which provides expedited access to substance use treatment for
parents/families/caregivers referred by DCS and that “substance use disorder treatment for families involved with DCS shall be
family centered, provide sufficient support services, and shall be provided in a timely manner to promote permanency for children,
stability for families, to protect the health and safety of abused/neglected children and promote economic security for families.”
The policy outlines care coordination with the Arizona Department of Education, Schools, or Other Local Educational Authorities
to ensure that behavioral health providers collaborate with schools and help a child achieve success in school, including provision
of appropriate behavioral health services in school settings; the Arizona Department of Economic Security to ensure behavioral
health providers coordinate member care with Arizona Early Intervention Program; the Arizona Department of Economic
Security/Rehabilitation Services Administration requiring a Interagency Service Agreement (ISA) to be in place to provide specialty
employment supports for members determined to have a SMI; and Courts and Corrections to ensure that behavioral health
providers are collaborating and coordinating care for members with behavioral health needs (including substance use disorders
and co-occurring disorders) involved in the Arizona Department of Corrections, Arizona Department of Juvenile Corrections,
Administrative Office of the Court, and the County Jail System. Coordination requirements include assimilation of information and
recommendations contained in probation or parole case places when developing the service plan and ensuring that the
behavioral health provider evaluates and participates in transition planning prior to release and arranging/coordinating the
person’s behavioral health care upon release.

AMPM Policy 570 - Provider Case Management (https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/500/570.pdf)
establishes requirements for provider case management (including care coordination activities) for behavioral health providers.
AHCCCS covers provider case management as a supportive service intended to improve treatment outcomes and meet individuals’
Service or Treatment Plan goals. Examples of case management activities include but are not limited to:

1. Assistance in maintaining, monitoring, and modifying behavioral health services.

2. Assistance in finding necessary resources other than behavioral health services.

3. Coordination of care with the individual/Health Care Decision Maker (HCDM), designated representative (DR), healthcare
providers, family, community resources, and other involved supports including educational, social, judicial, community, and other
State agencies.

4. Coordination of care activities related to continuity of care between levels of care (e.g. inpatient to outpatient care) and across
multiple services (e.g. personal care services, nursing services, and family counseling) and providers.

5. Assisting individuals in applying for Social Security benefits when using the SSI/SSDI Outreach, Access, and Recovery (SOAR)
approach.

6. Outreach and follow-up of crisis contacts and missed appointments.

Provider case managers are responsible for monitoring the individual's current needs, services, and progress through regular and
ongoing contact with the individual. The frequency and type of contact is determined during the treatment planning process, and
is adjusted as needed, considering clinical need and individual preference, though generally falls within one of the following
categories

1. Assertive Community Treatment (ACT) Case Management (Adult): One component of a comprehensive model of treatment based
upon fidelity criteria developed by the Substance Abuse and Mental Health Services Administration. ACT case management focuses
upon individuals with severe and persistent mental illness that seriously impairs their functioning in community living, in
conjunction with a multidisciplinary team approach to coordinating care across multiple systems (e.g. social services, housing
services, health care).

2. High Needs Case Management (Children/Adolescents): Focuses upon providing case management and other support and

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024 Page 115 of 684



rehabilitation services to children with complex needs and multiple systems involvements for whom less intensive case
management would likely impair their functioning. Children with high service intensity needs who require the assignment of a
high needs case manager are identified as:

a. Children 0 through five years of age with two or more of the following:

i. Other agency involvement; specifically: Arizona Early Intervention Program (AzEIP), DCS, and/or DDD, and/or

ii. Out of home placement for behavioral health treatment (within past six months), and/or

iii. Psychotropic medication utilization (two or more medications), and/or

iv. Evidence of severe psycho-social stressors (e.g. family member serious illness, disability, death, job loss, eviction), and

b. Children six through 17 years of age: CALOCUS level of 4, 5, or 6.

3. Medium Level of Intensity Case Management (Adult): Focuses upon individuals for whom less intensive case management would
likely impair their functioning. Supportive case management provides assistance, support, guidance and monitoring in order to
achieve maximum benefit from services. Caseloads may include individuals with an SMI designation as well as individuals with a
general mental health condition or substance use disorder as clinically indicated.

4. Low Level of Intensity Case Management (Adult): Focuses on individuals who have largely achieved recovery and who are
maintaining their level of functioning. Case management involves careful monitoring of the individual’s care and linkage to
service. Caseloads may include both individuals with an SMI designation as well as individuals with a general mental health
condition or substance use disorder as clinically indicated.

In addition to the levels of Case Management as listed above, Forensic Assertive Community Treatment Teams (FACT) function in
Maricopa County to address the unique needs of people diagnosed with SMI and have had involvement with the criminal justice
system. The goal of the FACT teams is to reduce recidivism and assist members with high needs through an array of integrated,
community based services, resources, and supports.

The FACT team utilizes evidence-based practices to:

*ldentify and engage members with complex, high needs.

*Remove barriers to services and supports.

*Address the whole person and provide a full range of community-based services and supports wherever and whenever they are
needed.

*Reduce hospitalizations and contact with the criminal-justice system, improve health outcomes and help establish and
strengthen natural community supports.

FACT team staff have experience in psychiatry, nursing, social work, rehabilitation services, substance-abuse interventions,
employment support, independent-living skills and housing. A key member of the team is a peer support person who has lived
experience with behavioral health challenges and prior interaction with the criminal justice system likened to the members served.
The team assists members with adhering to treatment plans, activities of daily living, employment-related services, finding and
maintaining affordable housing, budgeting, obtaining benefits, and engaging in community activities through delivering services
in accordance with SAMHSA evidence-based practices (EBP/s).

AHCCCS/Maricopa County also offers Medical Assertive Community Treatment Teams (MACT). The difference between a regular ACT
team and the MACT team is that the individuals not only have a diagnosis of a SMI but also have significant medical comorbid
conditions. MACT employees have experience in Psychiatry (Behavioral Health Medical Provider), nursing, social work,
rehabilitation services, and licensed substance use specialists who provide individual and group counseling,
interventions/supports, employment support, independent living skills and housing supports. The MACT team additionally
employs a Primary Care Medical Provider and closely monitors the medical and physical condition of the member along with their
behavioral health condition providing integrated care for the unique challenges the combination of these conditions can present.

AMPM Policy 590 - Behavioral Health Crisis Services and Care Coordination
(https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/500/590.pdf) is applicable to all Arizona residents regardless
of Medicaid enrollment or eligibility and establishes requirements related to the behavioral health crisis system for Title XIX/XXI
and Non-Title XIX/XXI eligible members. The ACC-RBHA Contractor is responsible for the full continuum of crisis services to all
individuals in their respective service areas to prevent a potentially dangerous condition, episode, or behavior. Crisis services
include crisis telephone response, mobile crisis response, and facility-based stabilization (including observation and
detoxification) and all other associated covered services delivered by crisis service providers. Additionally, the ACC-RBHA
Contractor is responsible for all related telephonic crisis system follow-up activities, non-emergency transportation to remediate a
crisis, and transportation provided by mobile crisis teams to a crisis stabilization facility. The ACCRBHA Contractor shall collect,
report, and analyze crisis system data as an important element in evaluating the service, efficiency, sufficiency, and quality of the
crisis delivery system. For AHCCCS-enrolled members, the health plan of enroliment is responsible for coordinating medically
necessary services and care provided to members after the initial 24 hours of a crisis episode, or discharge from a crisis
stabilization setting, whichever occurs first, covering all emergency transportation and non-emergent transportation from crisis
receiving facilities. Ongoing stabilization services and related covered services are the responsibility of the member’s health plan
of enrollment, regardless of whether the services are provided within or outside the health plan’s Geographic Service Area (GSA).

For AHCCCS enrolled members, the ACC-RBHA Contractor shall ensure notification is provided to the member’s plan of
enrollment, providers (e.g., TRBHA, health home, Primary care provider, if known), and other appropriate parties when an enrolled
member engages with the crisis system. This notification shall occur within 24 hours of an enrolled member first engaging in the
crisis system, seven days a week, 365 days a year, including weekends and holidays. The ACC-RBHA Contractor shall develop and
maintain effective systems to ensure notifications of an enrolled member's interaction with the crisis system include, at a minimum:
1. Enrolled member demographic information (e.g., name, date of birth, AHCCCS ID, health plan of enroliment). 2. Nature of
reason for contacting crisis. 3. Acuity level. 4. Final outcome or disposition of the crisis event. 5. Summary of interventions and
clinical recommendations related to the need for any follow-up and continuing services.
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The ACC-RBHA Contractor shall ensure individuals receive a Post-Crisis Care Plan which includes information related to the
individual's needs post-crisis and interventions to meet these needs including access to services, prescription medications, and
referrals as clinically indicated. For enrolled members, the Post-Crisis Care Plan shall be provided to the member’s health plan of
enrollment so that subsequent services can be initiated. The member’s health plan of enrollment shall ensure that post crisis care
coordination and service delivery occur when an enrolled member engages in crisis services, with the objective to address the
member’s ongoing needs and ensure resolution of the crisis. Refer to AMPM Policy 1040 for outreach and engagement
requirements and ACOM policy 417 for general behavioral health appointment standards. Care coordination shall occur between
the member’s health plan of enrollment, the ACC-RBHA Contractor, crisis providers and, if applicable, TRBHAs serving the member.
TRBHAs are responsible for care coordination as outlined in their Intergovernmental Agreement (IGA). The Contractor shall have
policies establishing post-crisis care coordination expectations that shall provide for: 1. Transfer of medical records of services
received during a crisis episode, including prescriptions. 2. Tracking of admission, discharge, and re-admissions, including
admission setting (e.g., emergency departments, inpatient and outpatient hospitals, detoxification, residential). 3. Requirements
for follow-up directly with the individual, within 72 hours, when discharged from a crisis setting to ensure: a. Immediate
assessment of the individual's needs, identification of the supports and services that are necessary to meet those needs, and
connecting the individual to appropriate services, including a plan for suicide prevention and safety, as appropriate, and b.
Provide solution-focused and recovery-oriented interventions designed to avoid unnecessary hospitalization, incarceration, or
placement in a more restrictive setting. 4. Engagement of peer and family support services when responding to post-crisis
situations, as preferred and identified by enrolled members. 5. The provision of ongoing care in an expedient manner, in
accordance with the timeliness expectations specified in ACOM Policy 417. The Contractor shall regularly evaluate post-crisis care
coordination activities and work to improve internal and external collaboration efforts. Care coordination activities shall include
use of Health Information Technology (HIT), as available, to improve member outcomes.

MCOs are required to submit an annual Provider Case Management Plan that addresses how the Contractor will implement and
monitor provider case management standards and caseload ratios for adult and child individuals. The Provider Case Management
Plan includes performance outcomes, lessons learned, and strategies targeted for improvement. MCOs must also ensure that
provider sites where provider case management services are delivered have regular and ongoing member and/or family
participation in decision making, quality improvement, and enhancement of customer service.

AHCCCS' Division of Fee for Service Management (DFSM) has been targeting improvement in care coordination within the tribal
health care delivery system. This has included, but is not limited to, the establishment of the American Indian Medical Home,
investing in the Health Information Exchange to implement notifications related to admissions, discharges and transfers (ADTs),
and working to coordinate with TRBHAs regarding Emergency Department (ED) and inpatient admissions for care management
follow-ups. AHCCCS has also implemented its American Indian Medical Home Program (AIMH) for IHS/638 facilities for enhanced
primary care case management and care coordination, as well as the implementation of Care Coordination Agreements between
IHS/638 facilities and non-IHS/638 facilities to improve the delivery system for American Indians by increasing access to care and
strengthening the continuity of care. The American Indian Medical Home (AIMH) Program is for American Indian/Alaska Native
(AI/AN) members enrolled in the American Indian Health Program (AIHP). The AIMH Program is the first of its kind in the nation and
was brought to fruition through a robust partnership between AHCCCS and tribal leadership. The AIMH Program supports Primary
Care Case Management (PCCM), diabetes education, and care coordination for its AIHP enrolled members.

5. Describe how the state supports the provision of integrated services and supports for individuals with co-occurring mental and
substance use disorders, including screening and assessment for co-occurring disorders and integrated treatment that addresses
substance use disorders as well as mental disorders. Please describe how this system differs for youth and adults.

Arizona has a rich tradition of addressing both mental health and substance use needs in an integrated system of care. The
AHCCCS Medical Policy Manual (AMPM) and the AHCCCS Contractor Operations Manual (ACOM) provide mandates to support the
integration of medical and behavioral health services throughout the lifespan. AMPM Chapter 200 - Behavioral Health Practice
Tools encompasses policies related to the use of quality assessment and best practice to strengthen the capacity of Arizona's
Behavioral Health System in response to the needs of children, adolescents, and young adults. Links to assessment tools,
guidance on their utilization, and additional resources are provided as attachments to the policies and utilized by both primary
care and behavioral health providers. The primary Behavioral Health Practice Tool utilized for the screening and assessment of co-
occurring mental health and substance use disorders for individuals under 18 years of age in Arizona is the Child and Adolescent
Level of Care Utilization System (CALOCUS). The CALOCUS dimensional rating system is used to determine the intensity of a child or
adolescent’s service needs on 7 levels over 6 dimensions: Risk of Harm, Functional Status, Comorbidity, Recovery Environment,
Resiliency and Treatment History, and Treatment Acceptance and Engagement (scored with 2 scales - A. for the Child/Adolescent
and B. for the parents/primary caregivers).

AMPM Policy 220 - Child and Family Team (https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/200/220.pdf)
describes universal Child and Family Team (CFT) practice in the AHCCCS System of Care, indicators contributing to a child’s and
family’s complexity of needs, how the essential CFT practice activities are implemented on a continuum based on individualized
needs, and how the CALOCUS is utilized in the AHCCCS System of Care. This policy outlines requirements in procedure for CFT
practice consisting of nine activities:
1. Engagement of the Child and Family.
2. Immediate Crisis Stabilization.
3. Strengths, Needs, and Culture Discovery (SNCD).
4. CFT Formation/Coordination of CFT Practice.
5. Service Plan Development.
6. Ongoing Crisis Planning.
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7. Service Plan Implementation.
8. Tracking and Adapting.
9. Transition.

AMPM Behavioral Health Practice Tool 220, Attachment B provides a table matrix to describe how the CFT practice may be
implemented for children and families with varying needs and service intensity levels. While the CALOCUS suggests a level of
service intensity, the CFT identifies the specific services and supports that will best meet the identified needs. Service planning
should always be individualized, family driven, culturally competent and flexible. Children are resilient and families are adaptable
and strong, and therefore, as their needs vary over time, service intensity will adjust to correspond with these changes. Policy 220
additionally outlines transition planning for youth adjudicated and sentenced to the Arizona Department of Juvenile Corrections,
their release to the community, or entering/leaving foster care specific to behavioral health, including SUD, services. Additionally
outlines are requirements for the transition planning of any child involved in behavioral health care to the adult behavioral health
system when the child reaches age 16.

AMPM Chapter 300 - Medical Policy For Covered Services and 320 - Services with Special Circumstances encompass all policies
related to the provision of medical and behavioral health, including substance use disorder, and integrated services. AMPM Policy
320-0 - Behavioral Health Assessments, Service, and Treatment Planning
(https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/300/320-0.pdf) specifies provisions for Behavioral Health
Assessments Service and Treatment Planning and requires the contractors to ensure assessments, service, and treatment planning
are conducted in compliance with the Adult Behavioral Health Services Delivery System including that they are conducted by an
individual within their scope of practice, incorporate the concept of a integrated “team” established for each member receiving
behavioral health services, and an indication of agreement or disagreement with the service plan and awareness of the right to
appeal if not in agreement with the service plan. Specialized requirements are in place and outlined for individuals with a SMI
designation within this policy. The policy provides specific details regarding comprehensive behavioral health assessment
including an evaluation of the member’s: 1) Presenting concerns, 2) Information on the strengths and needs of the member and
his/her/their family, 3) Behavioral health treatment, 4) Medical conditions and treatment, 5) Sexual behavior and, if applicable,
sexual abuse, 6) Substance abuse, if applicable, 7) Living environment, 8) Educational and vocational training, 9) Employment, 10)
Interpersonal, social, and cultural skills, 11) Developmental history, 12) Criminal justice history, 13) Public (e.g., unemployment,
food stamps, etc.) and private resources (e.g., faith based, natural supports, etc.), 14) Legal status (e.g., presence or absence of a
legal guardian) and apparent capacity (e.g., ability to make decisions or complete daily living activities), 15) Need for special
assistance, and 16) Language and communication capabilities. ii. Additional components of the assessment shall include: 1) Risk
assessment of the member, 2) Mental status examination of the member, 3) A summary of impressions, and observations, 4)
Recommendations for next steps, 5) Diagnostic impressions of the qualified clinician, 6) Identification of the need for further or
specialty evaluations, and 7) Other information determined to be relevant. In alignment with SAMHSA's Evidence-Based Practice,

Arizona utilizes the American Society of Addition Medicine (ASAM) Criteria level of care assessment tool that provides clinicians
with a structured interview for assessing and caring for individuals with addictive, substance-related and co-occurring conditions.
In the event of positive results, the information shall be shared with the providers involved with the member’s care if the member
has authorized sharing of protected health information. To assist in decision-making and treatment planning, AHCCCS provides
an ASAM to AHCCCS Level of Care Crosswalk
(https://www.azahcccs.gov/PlansProviders/Downloads/CurrentProviders/ASAM_AHCCCSO_LevelOfCareCrosswalk.pdf) identifying
the ASAM Level of Care Title, Number, and Description with the AHCCCS Facility Type/Level of Care Title, Code, and detailed
Description. In situations when a specific assessment is duplicated, the results of such assessments shall be discussed
collaboratively with any other provider that may have completed an assessment to address clinical implications for treatment
needs in addition to the differences being addressed within the “team” with participation of providers within and outside of
behavioral health as indicated.

AHCCCS MCOs are required to develop processes to identify Health Homes within their network and assign members with an SMI
designation, including those with co-occurring SMI and substance use conditions, to a Health Home within five days of
enrollment. The assigned Health Home is responsible for either directly providing, or coordinating the provision of, all medically
necessary health care services. In order to treat the whole person, the Health Home is also responsible to provide or coordinate a
range of integrated, recovery-focused services to members, such as medication services, counseling for mental health and/or
substance use disorder treatment, medical management, case management, transportation, peer and family support services, and
health and wellness groups. Additionally, to support continuity of care and ensure coordination across systems, the Health Home
is required to ensure timely follow-up and continuing care post-crisis engagement. AHCCCS MCOs are additionally required to
maintain and execute policies and procedures describing the implementation of comprehensive and coordinated delivery of
integrated physical and behavioral health services, including administrative and clinical integration of health care service delivery.
Integration strategies and activities are expected to focus on improving individual health outcomes, enhance care coordination
(including care coordination for Medication Assisted Treatment (MAT), and increase member satisfaction.

Please indicate areas of technical assistance needed related to this section.
None at this time.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

Footnotes:

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024 Page 118 of 684



Environmental Factors and Plan

2. Health Disparities - Required

Narrative Question
In accordance with Advancing Racial Equity and Support for Underserved Communities Through the Federal Government (Executive Order

13985), Advancing Equality for Lesbian, Gay, Bisexual, Transgender, Queer, and Intersex Individuals (Executive Order 14075), the HHS Action Plan

to Reduce Racial and Ethnic Health Disparities1, Healthy People, 2030°, National Stakeholder Strategy for Achieving Health Eguity3, and
other HHS and federal policy recommendations, SAMHSA expects block grant dollars to support equity in access, services provided, and M/SUD
outcomes among individuals of all cultures, sexual orientations, gender identities, races, and ethnicities. Accordingly, grantees should collect
and use data to: (1) identify subpopulations (e.g., racial, ethnic, limited English speaking, tribal, sexual/gender minority groups, etc.) vulnerable
to health disparities and (2) implement strategies to decrease the disparities in access, service use, and outcomes both within those
subpopulations and in comparison to the general population. One strategy for addressing health disparities is use of the Behavioral Health

Implementation Guide for the National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care (CLAS)4.

Collecting appropriate data are a critical part of efforts to reduce health disparities and promote equity. In October 2011, HHS issued final

standards on the collection of race, ethnicity, primary language, and disability status. This guidance conforms to the existing Office of
Management and Budget (OMB) directive on racial/ethnic categories with the expansion of intra-group, detailed data for the Latino and the

Asian-American/Pacific Islander populationsG. In addition, SAMHSA and all other HHS agencies have updated their limited English proficiency
plans and, accordingly, will expect block grant dollars to support a reduction in disparities related to access, service use, and outcomes that are
associated with limited English proficiency. These three departmental initiatives, along with SAMHSA’s and HHS's attention to special service
needs and disparities within tribal populations, LGBTQI+ populations, and women and girls, provide the foundation for addressing health
disparities in the service delivery system. States provide M/SUD services to these individuals with state block grant dollars. While the block grant
generally requires the use of evidence-based and promising practices, it is important to note that many of these practices have not been normed
on various diverse racial and ethnic populations. States should strive to implement evidence-based and promising practices in a manner that
meets the needs of the populations they serve.

In the block grant application, states define the populations they intend to serve. Within these populations of focus are subpopulations that may
have disparate access to, use of, or outcomes from provided services. These disparities may be the result of differences in insurance coverage,
language, beliefs, norms, values, and/or socioeconomic factors specific to that subpopulation. For instance, lack of Spanish primary care
services may contribute to a heightened risk for metabolic disorders among Latino adults with SMI; and American Indian/Alaska Native youth
may have an increased incidence of underage binge drinking due to coping patterns related to historical trauma within the American
Indian/Alaska Native community. In addition, LGBTQI+ individuals are at higher risk for suicidality due to discrimination, mistreatment, and
stigmatization in society. While these factors might not be pervasive among the general population served by the block grant, they may be
predominant among subpopulations or groups vulnerable to disparities.

To address and ultimately reduce disparities, it is important for states to have a detailed understanding of who is and is not being served within
the community, including in what languages, in order to implement appropriate outreach and engagement strategies for diverse populations.
The types of services provided, retention in services, and outcomes are critical measures of quality and outcomes of care for diverse groups. For
states to address the potentially disparate impact of their block grant funded efforts, they will address access, use, and outcomes for
subpopulations.

! https://www.minorityhealth.hhs.gov/assets/pdf/hhs/HHS Plan complete.pdf
2 https://health.gov/healthypeople

3 https://www.mih.ohio.gov/Portals/0/Documents/CompleteNSS.pdf

4 https://thinkculturalhealth.hhs.gov/

> https://as| e.hhs.qgov/basic-report/hhs-implementation-guidance-data-collection-standards-race-ethnicity-sex-primary-lanquage-and-disability-status

6 https://www.whitehouse.gov/wp-content/uploads/2017/11/Revisions-to-the-Standards-for-the-Classification-of-Federal-Data-on-Race-and-Ethnicity-
October30-1997.pdf

Please respond to the following items:

1. Does the state track access or enrollment in services, types of services received and outcomes of these services by: race, ethnicity, gender,
sexual orientation, gender identity, and age?
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a) Race (o Yes C No
b) Ethnicity ® ves " No
c) Gender (o Yes C No
d) Sexual orientation (o Yes C No
e) Gender identity ® ves " No
f) Age (o Yes C No
2. Does the state have a data-driven plan to address and reduce disparities in access, service use and ® ves (7 No
outcomes for the above sub-population?
3. Does the state have a plan to identify, address and monitor linguistic disparities/language barriers? (o Yes C No
4. Does the state have a workforce-training plan to build the capacity of M/SUD providers to identify (o Yes C No
disparities in access, services received, and outcomes and provide support for improved culturally and
linguistically competent outreach, engagement, prevention, treatment, and recovery services for diverse
populations?
5. If yes, does this plan include the Culturally and Linguistically Appropriate Services (CLAS) Standards? (® vyes C No
6. Does the state have a budget item allocated to identifying and remediating disparities in M/SUD care? ® ves O No

7. Does the state have any activities related to this section that you would like to highlight?

The AHCCCS Executive Management team prioritizes reducing health disparities as part of continuous quality improvement within
the AHCCCS Strategic Plan. The Strategic Plan describes the role of AHCCCS in meeting its short and long-term challenges and is
developed within the context of Arizona’s economy and with a view toward the future health and economic well-being of the
citizens of Arizona. In September, 2022 AHCCCS updated and implemented a 5-year strategic plan (SFYs 2023-2027) charting the
course for the agency’s work in three critical goal areas: provide equitable access to high quality, whole person care; implement
solutions that ensure optimal member and provider experience; and maintain core organizational capacity, infrastructure and
workforce planning that effectively serves AHCCCS operations. The Strategic Plan is revised and updated annually. The current and
previous Strategic Plans are publicly available on the AHCCCS website at:
https://www.azahcccs.gov/AHCCCS/AboutUs/#CStrategicPlan.

Healthy People 2030 defines health equity as the “attainment of the highest level of health for all people. Achieving health equity
requires valuing everyone equally with focused and ongoing societal efforts to address avoidable inequalities, historical and
contemporary injustices, and the elimination of health and health care disparities.” In July 2020, AHCCCS established the Health
Equity Committee to better understand health disparities in Arizona and develop strategies to ensure health equity for all
members. This committee communicates health equity strategies being implemented by the agency, identifies needed
improvements to existing strategies (if appropriate), develops and/or evaluates key metrics, and articulates future interventions
aimed at eliminating health disparities. It is responsible for oversight and management of health equity considerations as they
relate to policy, data, health plan oversight in addition to emerging health care innovation strategies and identifying health
disparities among members by analyzing utilization and quality improvement data to advance policy and/or contracting strategies
to improve the health equity across all AHCCCS programs and populations served.

Health Equity Committee Goals:

1. Understand health disparities within the AHCCCS members.

2. Effectuate policy changes and support the implementation of strategies for positive improvement where known disparities
exist, creating opportunities for the more equitable provision of services and supports.

3. Raise the visibility of AHCCCS' commitment to health equity and the strategies in place to ensure the equitable provision of
services and supports.

4. Improve health outcomes for AHCCCS members.

5. Identify challenges and barriers that AHCCCS members have in accessing covered services.

Please indicate areas of technical assistance needed related to this section

Examples of how other states structure and format their data collection systems to most effectively capture demographics that are
self-reported by members such as race/ethnicity, and sex/gender other than male and female would be appreciated.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024
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Environmental Factors and Plan

3. Innovation in Purchasing Decisions - Requested

Narrative Question

While there are different ways to define value-based purchasing, its purpose is to identify services, payment arrangements, incentives, and
players that can be included in directed strategies using purchasing practices that are aimed at improving the value of health care services. In
short, health care value is a function of both cost and quality:

Health Care Value = Quality + Cost, (V. =Q + C)

SAMHSA anticipates that the movement toward value-based purchasing will continue as delivery system reforms continue to shape states
systems. The identification and replication of such value-based strategies and structures will be important to the development of M/SUD

systems and services. The National Center of Excellence for Integrated Health Solutions’ offers technical assistance and resources on value-

based purchasing models including capitation, shared-savings, bundled payments, pay for performance, and incentivizing outcomes.

There is increased interest in having a better understanding of the evidence that supports the delivery of medical and specialty care including
M/SUD services. Over the past several years, SAMHSA has collaborated with CMS, HRSA, SMAs, state M/SUD authorities, legislators, and others
regarding the evidence for the efficacy and value of various mental and substance use prevention, SUD treatment, and recovery support services.
States and other purchasers are requesting information on evidence-based practices or other procedures that result in better health outcomes
for individuals and the general population. While the emphasis on evidence-based practices will continue, there is a need to develop and create
new interventions and technologies and in turn, to establish the evidence. SAMHSA supports states' use of the block grants for this purpose. The
NQF and the IOM/NASEM recommend that evidence play a critical role in designing health benefits for individuals enrolled in commercial
insurance, Medicaid, and Medicare.

To respond to these inquiries and recommendations, SAMHSA has undertaken several activities. SAMHSA's Evidence Based Practices Resource
Center (EBPRC) assesses the research evaluating an intervention's impact on outcomes and provides information on available resources to
facilitate the effective dissemination and implementation of the program. SAMHSA's EBPRC provides the information & tools needed to
incorporate evidence-based practices into communities or clinical settings.

SAMHSA reviewed and analyzed the current evidence for a wide range of interventions used with individuals with mental iliness and substance
use disorders, including youth and adults with substance use disorders, adults with SMI, and children and youth with SED. The
recommendations build on the evidence and consensus standards that have been developed in many national reports over the last decade or

more. These include reports by the Surgeon General®, The New Freedom Commission on Mental Health?, the IOM, NQF, and the

Interdepartmental Serious Mental lliness Coordinating Committee (ISMICC)4.

One activity of the EBPRC® was a systematic assessment of the current research findings for the effectiveness of the services using a strict set of

"® SAMHSA and other HHS federal partners, including the
Administration for Children and Families, Office for Civil Rights, and CMS, have used this information to sponsor technical expert panels that

evidentiary standards. This series of assessments was published in “Psychiatry Online.

provide specific recommendations to the M/SUD field regarding what the evidence indicates works and for whom, to identify specific strategies
for embedding these practices in provider organizations, and to recommend additional service research.

In addition to evidence-based practices, there are also many innovative and promising practices in various stages of development. Anecdotal
evidence and program data indicate effectiveness for these services. As these practices continue to be evaluated, evidence is collected to
determine their efficacy and develop a more detailed understanding of for who and in what circumstances they are most effective.

SAMHSA's Treatment Improvement Protocol Series (TIPS) are best practice guidelines for the SUD treatment. SAMHSA draws on the experience
and knowledge of clinical, research, and administrative experts to produce the TIPS, which are distributed to a growing number of facilities and
individuals across the country. The audience for the TIPS is expanding beyond public and private SUD treatment facilities as alcohol and other
drug disorders are increasingly recognized as a major health problem.

SAMHSA's Evidence-Based Practice Knowledge Informing Transformation (KIT)® was developed to help move the latest information available
on effective M/SUD practices into community-based service delivery. States, communities, administrators, practitioners, consumers of mental
health care, and their family members can use KIT to design and implement M/SUD practices that work. Each KIT covers getting started,
building the program, training frontline staff, and evaluating the program. The KITs contain information sheets, introductory videos, practice
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demonstration videos, and training manuals. Each KIT outlines the essential components of the evidence-based practice and provides

suggestions collected from those who have successfully implemented them.

SAMHSA is interested in whether and how states are using evidence in their purchasing decisions, for educating policymakers, or supporting
providers to offer high quality services. In addition, SAMHSA is interested with what additional information is needed by SMHAs and SSAs to

support their and other purchasers’ decisions regarding value-based purchase of M/SUD services.

1 . .
https://www.thenationalcouncil.org/program/center-of-excellence/

2 United States Public Health Service Office of the Surgeon General (1999). Mental Health: A Report of the Surgeon General. Rockville, MD: Department of Health and
Human Services, U.S. Public Health Service

3 The President's New Freedom Commission on Mental Health (July 2003). Achieving the Promise: Transforming Mental Health Care in America. Rockville, MD:
Department of Health and Human Services, Substance use disorder and Mental Health Services Administration.

4 National Quality Forum (2007). National Voluntary Consensus Standards for the Treatment of Substance Use Conditions: Evidence-Based Treatment Practices.

Washington, DC: National Quality Forum.

5
https://www.samhsa.gov/ebp-resource-center/about

6 http://psychiatryonline.org/

! http://store.samhsa.qov

8 https://store.samhsa.qov/?f%5B0%5D =series%3A5558

Please respond to the following items:

1. Is information used regarding evidence-based or promising practices in your purchasing or policy " ves O No
decisions?
2. Which value based purchasing strategies do you use in your state (check all that apply):
a) [ Leadership support, including investment of human and financial resources.
b) [ Use of available and credible data to identify better quality and monitored the impact of quality improvement
interventions.
) |_ Use of financial and non-financial incentives for providers or consumers.
d) [ Provider involvement in planning value-based purchasing.
e) [ Use of accurate and reliable measures of quality in payment arrangements.
f) [ Quality measures focused on consumer outcomes rather than care processes.
g) [ Involvement in CMS or commercial insurance value-based purchasing programs (health homes, ACO, all
payer/global payments, pay for performance (P4P)).
h) [ The state has an evaluation plan to assess the impact of its purchasing decisions.
3. Does the state have any activities related to this section that you would like to highlight?

Please indicate areas of technical assistance needed related to this section.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024
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Environmental Factors and Plan

4. Evidence-Based Practices for Early Interventions to Address Early Serious Mental lliness (ESMI) - 10 percent set aside -
Required MHBG

Narrative Question

Much of the mental health treatment and recovery service efforts are focused on the later stages of illness, intervening only when things have
reached the level of a crisis. While this kind of treatment is critical, it is also costly in terms of increased financial burdens for public mental
health systems, lost economic productivity, and the toll taken on individuals and families. There are growing concerns among consumers and
family members that the mental health system needs to do more when people first experience these conditions to prevent long-term adverse

consequences. Early intervention* is critical to treating mental illness before it can cause tragic results like serious impairment, unemployment,
homelessness, poverty, and suicide. The duration of untreated mental iliness, defined as the time interval between the onset of a mental disorder
and when an individual gets into treatment, has been a predictor of outcomes across different mental illnesses. Evidence indicates that a
prolonged duration of untreated mental illness may be viewed as a negative prognostic factor for those who are diagnosed with mental illness.
Earlier treatment and interventions not only reduce acute symptoms, but may also improve long-term prognosis.

SAMHSA's working definition of an Early Serious Mental lliness is "An early serious mental illness or ESMI is a condition that affects an individual
regardless of their age and that is a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria
specified within DSM-5 (APA, 2013). For a significant portion of the time since the onset of the disturbance, the individual has not achieved or is
at risk for not achieving the expected level of interpersonal, academic or occupational functioning. This definition is not intended to include
conditions that are attributable to the physiologic effects of a substance use disorder, are attributable to an intellectual/developmental disorder
or are attributable to another medical condition. The term ESMI is intended for the initial period of onset.”

States may implement models that have demonstrated efficacy, including the range of services and principles identified by National Institute of
Mental Health (NIMH) via its Recovery After an Initial Schizophrenia Episode (RAISE) initiative. Utilizing these principles, regardless of the

amount of investment, and by leveraging funds through inclusion of services reimbursed by Medicaid or private insurance, states should move
their system to address the needs of individuals with a first episode of psychosis (FEP). RAISE was a set of NIMH sponsored studies beginning in
2008, focusing on the early identification and provision of evidence-based treatments to persons experiencing FEP. The NIMH RAISE studies, as
well as similar early intervention programs tested worldwide, consist of multiple evidence-based treatment components used in tandem as part
of a Coordinated Specialty Care (CSC) model, and have been shown to improve symptoms, reduce relapse, and lead to better outcomes.

State shall expend not less than 10 percent of the MHBG amount the State receives for carrying out this section for each fiscal year to support
evidence-based programs that address the needs of individuals with early serious mental illness, including psychotic disorders, regardless of the
age of the individual at onset. In lieu of expending 10 percent of the amount the State receives under this section for a fiscal year as required a
state may elect to expend not less than 20 percent of such amount by the end of such succeeding fiscal year.

* MHBG funds cannot be used for primary prevention activities. States cannot use MHBG funds for prodromal symptoms (specific group of
symptoms that may precede the onset and diagnosis of a mental illness) and/or those who are not diagnosed with a SMI.

Please respond to the following items:

1. Please name the model(s) that the state implemented including the number of programs for each model for those with ESMI using MHBG funds.

Model(s)/EBP(s) for

Number of programs

ESMI/FEP
Navigate 6
OnTrack 3

Acceptance and
Commitment Therapy

Cognitive Behavioral
Therapy for Psychosis
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Solution-Focused Brief 9
Therapy
Cognitive Enhancement 9
Therapy
2. Please provide the total budget/planned expenditure for ESMI/FEP for FY 24 and FY 25 (only include MHBG funds).

2420760 2420760

3. Please describe the status of billing Medicaid or other insurances for ESMI/FEP services? How are components of the model
currently being billed? Please explain.

AHCCCS contracts with three AHCCCS Complete Care Contractors with a Regional Behavioral Health Agreement (ACC-RBHAs): Mercy Care,
Care 1st, and Arizona Complete Health, for the provision of SAMHSA Community Mental Health Block Grant (MHBG) funding. These
Contracts delineate the requirements of the ACC-RBHAs, including their responsibilities for implementing and monitoring subcontractors
who are the providers of direct care services and treatment. Notwithstanding any relationship(s) the ACC-RBHA may have with any
subcontractor, the ACC-RBHA maintains ultimate responsibility for adhering to and otherwise fully complying with all terms and
conditions of the Contract. ACC-RBHAs subcontract with providers in their Geographic Service Area (GSA) to ensure members may access
services within their communities. Provider networks must meet access-to-care standards for the populations served. AHCCCS additionally
holds Intergovernmental Agreements (IGAs) with four (4) Tribal Regional Behavioral Health Authorities (TRBHAs): Gila River, Navajo Nation,
White Mountain Apache, and Pascua Yaqui, for the provision of MHBG funding. The IGAs ensure that services and treatment funded
under the federal block grants meet the legal requirements of the respective block grant. The TRBHAs are responsible for implementing
and monitoring direct care services and treatment and for the development and implementation of primary substance abuse prevention
services. All ESMI and FEP services are billed per service rendered regardless of type of insurance and/or use of block grant dollars. Any
service paid with block grant dollars is identified with a specified modifier in the AHCCCS system. The AHCCCS Division of Grants and
Innovation meets with ACC-RBHAs every other month and on an as needed basis. These meetings are called by AHCCCS DGl, and
facilitated by the AHCCCS DGI Compliance Manager who coordinates agenda needs from all DGI units (such as SUPTRS, MHBG, SOR, crisis,
etc.) as well as from the ACC-RBHAs. Necessary updates and/or technical assistance are provided within these meetings or on an ad-hoc
meeting basis.

Contracts/IGAs are updated and amendments are executed on a scheduled and as needed basis to revise and implement reporting,
monitoring, evaluation, and compliance requirements. The Non-Title XIX/XXI contracts with the ACC-RBHAs are updated annually,
amendments executed by October 1 each year. This contract amendment is facilitated by the AHCCCS Division of Health Care Services,
Contracts Unit, reviewed and revised by all pertinent AHCCCS divisions and subject matter experts. Once suggested contract revisions are
completed by AHCCCS, they are posted for public comment opportunity. Public comments are received, reviewed, and addressed by
AHCCCS prior to contract execution. The IGAs are updated on a 5-year cadence. The IGA updates are negotiated between the AHCCCS
Division for Fee for Service Management (DFSM) and the TRBHAs. The latest update occurred in 2021 and DGI provided requested
revisions related to SABG and MHBG. NTXIX/XXI| Contracts and IGAs are posted on the AHCCCS website at the links below:

ACC-RBHA NTXIX/XXII Contracts
https://www.azahcccs.gov/Resources/OversightOfHealthPlans/SolicitationsAndContracts/contracts.html

AHCCCS-TRBHA IGAs
https://www.azahcccs.gov/Resources/OversightOfHealthPlans/SolicitationsAndContracts/TRBHA.html

4. Please provide a description of the programs that the state funds to implement evidence-based practices for those with ESMI/FEP.

AHCCCS utilizes ACC-Regional Behavioral Health Agreements (ACC-RBHAs) to select and conduct fidelity oversight of FEP programs with
implementation of evidence-based practices in their geographic service area (GSA). In Northern Arizona, Carelst Health Plan is the ACC-
RBHA contracted and they have the following FEP programs in their region: Mohave Mental Health Center, Polara, and The Guidance
Center. In Central Arizona, Mercy Care is the contracted ACC-RBHA and they have selected Resilient Health and Valleywise Health to be
their FEP providers. In Southern Arizona the contracted ACC-RBHA is Arizona Complete Health and they have selected Banner (EPICenter)
and Intermountain Center for Human Development (ICHD). Please find below the descriptions of each program:

Mohave Mental Health Center (MMHC) is located in Mohave County, Arizona and serves the communities and surrounding areas of
Kingman, Bullhead City, and Lake Havasu City and was established as an FEP provider in October of 2017. MMHC accepts individuals
between the ages of 12-30 and utilize the CSC model by utilizing NAVIGATE in addition to other EBP as determined clinically applicable to
meet each member’s needs. Although MMHC does not provide PCP services on site, their case managers coordinate with local Federally
Qualified Health Centers to ensure integrated and effective continuum of care in relation to primary care services. Their assigned FEP
personnel consist of a clinical director and 2 Behavioral Health Technicians at this time. Members are able to receive medication
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management/psychiatric services at each clinic via tele-health or in-person appointments.

Polara Health, located in Prescott, AZ, services Yavapai County and was established as an FEP provider in October of 2017. Polara accepts
individuals between the ages of 12-30 and implements the CSC model by utilizing NAVIGATE. Polara Health is a fully integrated healthcare
clinic and provides integrated behavioral health and PCP services on-site. Their FEP personnel consist of 5 case managers to coordinate
each member’s service needs.

The Guidance Center (TGC), located in Flagstaff, AZ, serves the Coconino County region and was established as an FEP provider in October
of 2017. TGC accepts individuals between the ages of 12-30 and implements the CSC model by utilizing NAVIGATE. Although TGC does not
provide PCP services on site, they do coordinate with local Federally Qualified Health Centers to ensure integrated and effective
continuum of care in relation to primary care services. TGC's FEP personnel consist of a program manager, therapist, Behavioral Health
Medical Practitioner, and (2) FEP care managers.

Banner Early Psychosis Intervention Center (EPICenter), is located in Tucson, AZ, founded in 2010, and was developed from the CSC model
utilizing NAVIGATE programming. Banner EPICenter is the only 5-year program of its kind in the nation, providing evidence-based and
intensive stage-specific treatment including wraparound services for adolescents and young adults (aged 15 to 35) in the early stages of a
psychotic illness. The program offers members three core functions: (a) Early detection, (b) Acute care during and immediately following a
psychiatric crisis, and (c) Recovery-focused continuing care, featuring multimodal interventions to enable young people to maintain or
regain their social, academic, and career trajectory during the critical first 2-5 years following the onset of illness. Since 2015, Banner
EpiCenter has been located within the Banner University Whole Health Clinic (WHC), an integrated clinic that offers primary and
behavioral health in one location. FEP personnel consists of 3 psychologists, 2 psychology externs, specialized recovery coordinator, peer
support specialist, and a communication specialist.

Intermountain Center for Human Development (ICHD) is also located in Tucson, with satellite services and rural clinicians delivering
services in Cochise, Santa Cruz and Yuma Counties. ICHD was established as an FEP provider in October of 2021 and began receiving
referrals in January of 2022. ICHD was formed using the CSC model and provides individuals with NAVIGATE programming. Wraparound
resources are provided to individuals between the ages of 15-25 having experienced a psychotic episode within the previous year. The
average duration for treatment is between 12-18 months and evaluated by individual need. ICHD works with the community to provide
education and early detection of psychosis to assist in identifying individuals into comprehensive specialized services earlier. This is done
by creating referral pathways with inpatient facilities, emergency departments, schools, crisis intervention services, and the criminal justice
system. Integrated health clinics offering FEP and primary care services are offered in Pima, Cochise, Yuma counties, and are working on
creating a primary care office in Santa Cruz County. FEP personnel consist of a clinical director, 4 clinicians, 2 outreach engagement
specialists, care coordinator, peer support, BHMP, and FNP to ensure integrated service delivery onsite.

Resilient Health, located in Phoenix, AZ, serves Maricopa county and was established as an FEP provider in August of 2018. Resilient
Health utilizes the CSC approach by implementing OnTrackNY programming that is 18 to 24 months in duration and serves ages 15 to 30
with a qualifying diagnosis who are within the first 2 years of their first psychotic episode. FEP Personnel consist of a clinical director,
clinical manager, family support specialist, peer support specialist, registered nurse, rehabilitation specialist, resiliency practitioner, and 2
therapists. The team has received formal training in the CSC model; using a team-based, multi-element approach to treating FEP, the
program focuses on early intervention services and works to prevent future symptomatic relapses. The program includes rapid service
engagement to reduce duration of untreated psychosis, assertive case management, patient psychoeducation, family psychoeducation,
low dose pharmacologic treatment, Cognitive Remediation, and vocational and education support. Resilient health also offers primary
care services on site.

Valleywise Health First Episode Center has two locations that serve the most populated county in Arizona, Maricopa. A third location is in
development, and the potential for mobile FEP services are being considered to expand coverage of Pinal and Gila counties. All locations
provide care to individuals ages 15-25 with a qualifying diagnosis given within the last 12 months with agreement from the person or
guardian for the referral. In addition, all locations utilize the CSC model and apply OnTrackNY programming to divert the usual trajectory
of a diagnosis of a primary psychotic disorder. The program focuses on educating members about their diagnosis, learning about the
tools and resources available to them to overcome the derailment caused by psychosis symptoms can cause in a young person’s life.
Valleywise Health FEP programs implement strategies and modalities such as Shared Decision Making, Cognitive Enhancement Therapy,
mindfulness meditation, integrated care, primary care, and more. Valleywise Health in the West Valley was the first location to be
established as an FEP provider in February of 2017 and is located in Avondale, AZ. Valleywise Health, West Valley location personnel
consist of: clinical director, clinical coordinator, medical assistant, patient services specialist, peer support specialist, program assistant,
rehabilitation specialist, and team specialist. Valleywise Health in the East Valley, located in Mesa, AZ, was approved as an FEP provider in
November of 2022. Valleywise Health at this location personnel consist of a clinical director, clinical coordinator, peer support specialist,
(2) team specialist, and a rehabilitation specialist.

5. Does the state monitor fidelity of the chosen EBP(s)?
Q Yes C No
6. Does the state provide trainings to increase capacity of providers to deliver interventions related to ESMI/FEP?
(o Yes C No
7. Explain how programs increase access to essential services and improve client outcomes for those with an ESMI/FEP?
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AHCCCS implements an integrated model of health care, combining coverage of medical and behavioral health under one managed care
health plan. Contracted health plans coordinate and pay for physical and behavioral health care services delivered by more than 104,000
health care providers to more than two million Arizonans. Three of the seven AHCCCS Complete Care Plans are designated as ACC -
Regional Behavioral Health Agreements (ACC-RBHAs) which are fully integrated health plans for acute and behavioral health services for
members with ESMI/FEP, serious emotional disturbance (SED), and serious mental illness (SMI). The ACC-RBHAs are responsible for the
coordination of care for members with behavioral health needs which includes those with ESMI and FEP. AHCCCS Complete Care
encourages consistent coordination between both medical and behavioral health providers within the same network, reducing
fragmentation and leading to better overall health outcomes for members.

In addition to the requirements for providers to implement EBP for FEP, the recent integration of physical, dental, and behavioral health
under one plan for children in foster care, helps to ensure these children, who are at increased risk for psychosis, have access to
comprehensive individualized treatment and integrated care. The earlier children in foster care, especially those who may be experiencing
psychosis, receive integrated physical and behavioral health care, the better their health outcomes may be.

Further, the use of Child and Family Teams (CFT) for children and Adult Recovery Teams (ART) for adults ensure that children, youth, and
young adults with psychosis receive integrated health care through the use of EBPs, not just for the treatment of early psychosis but for
their other mental health needs as well as physical health.

The State of Arizona utilizes the Coordinated Specialty Care (CSC) model as the foundation of all acceptable EBPs to be utilized for the 10
percent set-aside of ESMI/FEP programs. The Northern and Southern regions of Arizona utilize NAVIGATE programming and Central
Arizona utilizes OnTrackNY; continual training and consultation from appointed EBP programs are provided to ensure all staff are
adequately trained with the most current information. In conjunction with NAVIGATE and OnTrackNY, provider programs also report
utilizing the following EBP: Acceptance and Commitment Therapy (ACT), Cognitive Behavior Therapy (CBT) for psychosis, Cognitive
Enhancement Therapy (CET), Cognitive Remediation, Personal Medicine, Certified Clinical Trauma Specialist-Individual (CCTSI), Dialectical
behavior therapy (DBT), EMDR and Family Therapy Model, Motivational Interviewing (M), Peer support, Solution-focused brief therapy
(SFBT), Systemic Family Therapy, and Somatic Experiencing.

AHCCCS understands how imperative it is to utilize the CSC model for FEP and ESMI populations for the best quality of care; to assure this
is accomplished, consistent monitoring of EBP training and recertification initiatives has been implemented. Utilization is monitored
through deliverables set forth in contracts and policies.

CSC is an evidence based model studied and shown effective in the Recovery After an Initial Schizophrenia Episode (RAISE) project. CSC
focuses on offering psychotherapy, medication management, family education and support, case management, supported education and
employment, in a recovery-oriented manner, with an emphasis on shared decision making. Each member works with the team of
specialists and the family as much as is possible and appropriate to create an individualized treatment plan that works best for the
individual. Each team of specialists is composed of professionals to meet the key roles and functions, although the staffing in each
program may vary based on local needs.

8. Please describe the planned activities for FY 2024 and FY 2025 for your state's ESMI/FEP programs.

AHCCCS processes regarding MHBG funding allocations specific to ESMI/FEP set aside include ACC-Regional Behavioral Health
Agreements (RBHAs) contracts, budget requests, and oversight through deliverables of programmatic initiatives will continue through FFY
2024 and FFY 2025. The current process is as followed: AHCCCS analyzes historical expenditures and outcomes to develop an allocation
schedule for all funding sources, communicates to the ACC-RBHAs of their respective allocation in relation to ESMI/FEP and requests they
submit program plans and budgets for the dollars from their designated providers and subcontractors. AHCCCS MHBG Administrator and
Coordinator then review each budget proposal and compare it to each ACC-RBHA's Attachment K for alignment with outlined goals,
objectives and desired outcomes from both a programmatic and a fiscal lens. MHBG then works with each ACC-RBHA to make revisions
when applicable, then formally stamps and approves the program plans and budgets. This annual process occurs throughout August and
September with the goal to approve all program plans and budgets by September 30th of each year. Programs are able to request budget
revisions throughout the year for the success of programming and services and to ensure full expenditures of the grant dollars. Through
this standard process and collaboration with each ACC-RBHA, AHCCCS is continually assessing and innovating projects and initiatives for
the successful implementation of ESMI/FEP programming across the state.

AHCCCS plans to continue strong oversight of (CSC) model implementation and consistent monitoring of EBP training and recertification
initiatives, assuring that integrated care including all key components of the (CSC) model are being offered at all facilities including: case
management, group counseling, family education, individual counseling, medication management, peer support, primary care, supported
employment/education, and the accessibility of services throughout the State of Arizona for individuals diagnosed with ESMI/FEP.

These plans are already in motion for the next FFY as AHCCCS works with all ACC-RBHAs to obtain or get recertified in their designated
EBP of choice, NAVIGATE and/or OnTrackNY. AHCCCS is also actively working with the ACC-RBHAs to bolster and expand ESMI/FEP
services, particularly in the rural, frontier areas of the state in addition to already planned expansions in the central region.

9. Please list the diagnostic categories identified for your state's ESMI/FEP programs.

Per AHCCCS Medical Policy Manual (AMPM) 320-T1, the following are diagnoses that qualify specifically for FEP programming. These are
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not intended to include conditions that are attributable to the physiologic effects of substance abuse disorder (SUD), are attributable to
an intellectual/developmental disorder, or are attributable to another medical condition:
a. Delusional Disorder,

b. Brief Psychotic Disorder,

c. Schizophreniform Disorder,

d. Schizophrenia,

e. Schizoaffective Disorder,

f. Other specified Schizophrenia Spectrum and Other Psychotic Disorder,

g. Unspecified Schizophrenia Spectrum and Other Psychotic Disorder,

h. Bipolar and Related Disorders, with psychotic features, and

i. Depressive Disorders, with psychotic features.

The diagnoses identified as ESMI (and SMI) are the following:

Psychotic Disorders

F20.0 Schizophrenia

F20.1 Disorganized Schizophrenia

F20.2 Catatonic Schizophrenia

F20.3 Undifferentiated Schizophrenia

F20.5 Residual Schizophrenia

F20.9 Schizophrenia, unspecified

F21 Schizotypal Disorder

F22 Delusional Disorder

F25.0 Schizoaffective Disorder

F25.1 Schizotypal Disorder

F25.8 Other schizoaffective disorders

F25.9 Schizoaffective Disorder, Unspecified

F28 Other psychotic disorder not due to a substance or known physiological condition
F29 Unspecified psychosis not due to a substance or known physiological condition

Bipolar Disorders

F31.0 Bipolar | Disorder, Current or most recent episode hypomanic

F31.1 Bipolar | Disorder, Current episode manic without psychotic features

F31.10 Bipolar | Disorder, Current episode manic without psychotic features, Unspecified
F31.11 Bipolar | Disorder, Current episode manic without psychotic features, mild
F31.12 Bipolar | Disorder, Current episode manic without psychotic features, moderate
F31.13 Bipolar | Disorder, Current episode manic without psychotic features, severe
F31.2 Bipolar | Disorder, Current episode manic with psychotic features

F31.30 Bipolar | Disorder, Current episode depressed, mild to moderate severity, unspecified
F31.31 Bipolar | Disorder, Current episode depressed, mild

F31.32 Bipolar | Disorder, Current episode depressed, moderate

F31.4 Bipolar | Disorder, Current episode depressed, severe

F31.5 Bipolar | Disorder, Current episode depressed, severe, with psychotic features
F31.60 Bipolar | Disorder, Current episode mixed, unspecified

F31.61 Bipolar | Disorder, Current episode mixed, mild

F31.62 Bipolar | Disorder, Current episode mixed, moderate

F31.63 Bipolar | Disorder, Current episode mixed, severe, without psychotic features
F31.64 Bipolar | Disorder, Current episode mixed, severe, with psychotic features
F31.70 Bipolar | Disorder, currently in remission, most recent episode unspecified
F31.71 Bipolar | Disorder, in partial remission, most recent episode hypomanic

F31.72 Bipolar | Disorder, in full remission, most recent episode hypomanic

F31.73 Bipolar | Disorder, in partial remission, most recent episode manic

F31.74 Bipolar | Disorder, in full remission, most recent episode manic

F31.75 Bipolar | Disorder, In partial remission, Current or most recent episode depressed
F31.76 Bipolar | Disorder, In full remission, Current or most recent episode depressed
F31.77 Bipolar | Disorder, in partial remission, most recent episode mixed

F31.78 Bipolar I Disorder, in full remission, most recent episode mixed

F31.81 Bipolar Il Disorder

F31.89 Other Bipolar Disorder

F31.9 Bipolar Disorder, unspecified

F34.0 Persistent mood (affective) disorder

Depressive Disorders
F32.0 Major Depressive Disorder, Single episode, mild
F32.1 Major Depressive Disorder, Single episode, moderate
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F32.2 Major Depressive Disorder, Single episode, severe

F32.3 Major Depressive Disorder, Single episode, with psychotic features
F32.4 Major Depressive Disorder, Single episode, in partial remission
F32.5 Major Depressive Disorder, Single episode, in full remission

F32.89 Other specified depressive episode

F32.9 Major depressive disorder, single episode, unspecified

F33.0 Major Depressive disorder, recurrent, mild

F33.1 Major Depressive disorder, recurrent, moderate

F33.2 Major Depressive disorder, recurrent, severe without psychotic features
F33.3 Major Depressive disorder, recurrent, severe with psychotic features
F33.4 Major Depressive disorder, recurrent, in remission

F33.40 Major Depressive disorder, recurrent, unspecified

F33.41 Major Depressive Disorder, recurrent, in partial remission

F33.42 Major Depressive Disorder, recurrent, in full remission

F33.9 Major Depressive Disorder, recurrent, unspecified

F34.1 Dysthymic Disorder

Other Mood Disorders
F39 Unspecified mood (affective) disorder

Anxiety Disorders

F40.00 Agoraphobia, unspecified

F40.01 Agoraphobia, with panic disorder
F40.02 Agoraphobia, without panic disorder
F41.0 Panic Disorder

F41.1 Generalized Anxiety Disorder

F41.8 Other specified anxiety disorders
F41.9 Anxiety Disorder, unspecified

Obsessive-Compulsive Disorder

F42.2 Mixed obsessional thoughts and acts

F42.8 Other obsessive-compulsive disorder

F42.9 Obsessive-compulsive disorder, unspecified
F43.12 Post-traumatic stress disorder, chronic

Dissociative Disorder
F44.81 Dissociative identity disorder

Personality Disorders

F60.0 Paranoid Personality Disorder

F60.1 Schizoid personality Disorder

F60.3 Borderline Personality Disorder
F60.4 Histrionic Personality Disorder

F60.5 Obsessive-compulsive personality disorder
F60.6 Avoidant Personality disorder

F60.7 Dependent Personality disorder
F60.81 Narcissistic personality disorder
F60.89 Other specific personality disorders
F60.9 Personality Disorder, unspecified

Qualifying diagnoses and functional limitations are reviewed annually by the AHCCCS Coding Benefit Review Team (CBRT) to align with
current best practice and/or updates to the DSM.

10. What is the estimated incidence of individuals with a first episode psychosis in the state?

AHCCCS utilized both deliverable data collected by ACC-Regional Behavioral Health Agreements (ACC-RBHAs) and OnTrackNY interactive
tool to illustrate the estimated incidence of individuals with first episode psychosis. Utilizing the OnTrackNY interactive tool, the total
number of new active individuals receiving services per year was estimated at 276 individuals. This is comparable to deliverable data
received for fiscal year 2022 identifying 150 new active individuals receiving services. The OnTrackNY interactive tool also projected the
number of incident cases approached being 553 individuals. AHCCCS deliverables identified 462 number of incident cases approached.

1. What is the state's plan to outreach and engage those with a first episode psychosis who need support from the public mental
health system?

Through AHCCCS utilization of ACC-Regional Behavioral Health Agreements (ACC-RBHAs) selected to conduct fidelity oversight of FEP(first
episode psychosis) programs in their geographic service area (GSA) and AHCCCS integrated model of health care, combining coverage of
medical and behavioral health under one managed care health plan, outreach and engagement for those with FEP is accomplished. ACC-
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RBHA's are required to conduct outreach and engagement events for FEP targeted populations. All ACC-RBHA's provide education and
availability of resources to providers within their network and encourage the utilization of FEP services. Additional innovative outreach
and engagement efforts are accomplished by media campaigns, community outreach events such as resource fairs and festivals, and
integrated emergency care and FEP programming alliances. AHCCCS will continue to require outreach and engagement initiatives as a
part of FEP programming and encourage innovative forms of accomplishment.

Please indicate areas of technical assistance needed related to this section.

None at this time.

OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024
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Environmental Factors and Plan

5. Person Centered Planning (PCP) - Required for MHBG

Narrative Question

States must engage adults with a serious mental illness or children with a serious emotional disturbance and their caregivers where appropriate
in making health care decisions, including activities that enhance communication among individuals, families, caregivers, and treatment
providers. Person-centered planning is a process through which individuals develop their plan of service. The PCP may include a representative
who the person has freely chosen, and/or who is authorized to make personal or health decisions for the person. The PCP team may include
family members, legal guardians, friends, caregivers and others that the person or his/her representative wishes to include. The PCP should
involve the person receiving services and supports to the maximum extent possible, even if the person has a legal representative. The PCP
approach identifies the person's strengths, goals, preferences, needs and desired outcome. The role of state and agency workers (for example,
options counselors, support brokers, social workers, peer support workers, and others) in the PCP process is to enable and assist people to
identify and access a unique mix of paid and unpaid services to meet their needs and provide support during planning. The person's goals and
preferences in areas such as recreation, transportation, friendships, therapies, home, employment, education, family relationships, and
treatments are part of a written plan that is consistent with the person's needs and desires.

In addition to adopting PCP at the service level, for PCP to be fully implemented it is important for states to develop systems which incorporate
the concepts throughout all levels of the mental health network. Resources for assessing and developing PCP systems can be found at the
National Center on Advancing Person-Centered Practices and Systems https://ncapps.acl.gov/home.html with a systems assessment at
https://ncapps.acl.gov/docs/NCAPPS SelfAssessment 201030.pdf

1. Does your state have policies related to person centered planning? ® ves O No
2. If no, describe any action steps planned by the state in developing PCP initiatives in the future.
3. Describe how the state engages consumers and their caregivers in making health care decisions, and enhance communication.

AHCCCS has implemented person-centered planning for all populations served. This has been a collaborative effort and
partnership with the individuals , family members, advocates, and community stakeholders. An essential part of person-centered
planning is that the person drives the process. They are the experts of their own lives and are at the center of the “person-
centered planning” process. It is essential to gather their input, hear their voice and choice of treatment/services, who they want
involved in their treatment planning process, and ensure access to care is timely and efficient.

Arizona’'s model is based upon the premise that people want and deserve dignity, respect, inclusion, and safety. Based on four
elements:

1. Affording people dignity, compassion and respect

2. Offering coordinated care, support or treatment

3. Offering personalized care, support or treatment

4. Supporting people to recognize, as well as develop their strengths and abilities in order to enable them to live a fulfilling and
independent life.

Person-Centered Planning is based upon a foundation of Person-Centered Thinking (PCT), which inspires and guides respectful
listening leading to actions, resulting in individuals who:

1. Have positive control over the life they desire and find satisfying

2. Are recognized and valued for their contributions to their journey toward recovery and to their families, people of support and
their communities

3. Are supported by a network of relationships, both natural and paid, within their community

4. Are offered employment opportunities, education, vocational training, and opportunities to work/not work depending on an
individual’s unique needs and choices.

Person-centered planning includes a description of how care and services are delivered in a culturally competent, family/member
centered manner and are responsive to diverse cultural and ethnic backgrounds. The AHCCCS Medical Policy Manual (AMPM)
Policy 320-0O: Behavioral Health Assessments and Treatment Service Planning
(https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/300/320-0.pdf) specifies provisions for Behavioral health
assessment, services and/or treatment planning for individuals we serve, including outlining additional requirements for
individuals with SMI designations. Provider case managers are responsible for monitoring the member’s current needs, services,
and progress through regular and ongoing contact. Treatment plans are to be reviewed and updated annually at a minimum or
based on individual wants, needs, strengths and desires.

The person-centered planning process ensures that cultural and linguistic needs are identified and addressed. Linguistic needs
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are defined as providing services in a person’s primary or preferred language, including sign language, and the provision of
interpretation and translation services. Written materials are critical to obtaining services and the conversion of written materials
from English into the person’s preferred language while maintaining the original intent also occurs; examples include:
Treatment Planning Documents, Member Handbooks, Provider Directories, Consent Forms, Appeal and Grievance Notices, and
Denial and Termination Notices.

4. Describe the person-centered planning process in your state.

AHCCCS fosters an environment of person-centered planning that prioritizes and respects the voice and choice of the person
being served, their family, identified persons of support, advocates (as designated) and service providers, as identified. The
planning process is transparent and fluid; the Individual Service Plan (ISP) is a living document that can be updated or changed at
any time based on the wants, needs, and strengths of the person served.

AHCCCS' Integrated System of Care (ISOC) is a continuum of coordinated community and facility-based services and supports for
individuals with, or at risk for, behavioral health challenges. The ISOC is organized into a comprehensive network to create
opportunities to foster recovery and improve health outcomes by:

1. Building meaningful partnerships with individuals served

2. Addressing the individuals’ cultural and linguistic needs and preferences

3. Assisting the individual in identifying and achieving personal and recovery goals.

Arizona/AHCCCS developed the following Nine Guiding Principles to promote recovery in the adult behavioral health system and
for engaging with adults who have a serious mental illness (SMI):

1. RESPECT: Respect is the cornerstone. Meet the person where they are without judgment, with great patience and compassion.
2. PERSONS IN RECOVERY CHOOSE SERVICES AND ARE INCLUDED IN PROGRAM DECISIONS AND PROGRAM DEVELOPMENT
EFFORTS: A person in recovery has choice and a voice. Their self-determination in driving services, program decisions, and program
development is made possible, in part, by the ongoing dynamics of education, discussion, and evaluation, thus creating the
“informed consumer” and the broadest possible palette from which choice is made. Persons in recovery should be involved at
every level of the system, from administration to service delivery.

3. FOCUS ON INDIVIDUAL AS A WHOLE PERSON, WHILE INCLUDING AND/OR DEVELOPING NATURAL SUPPORTS: A person in
recovery is held as nothing less than a whole being: capable, competent, and respected for their opinions and choices. As such,
focus is given to empowering the greatest possible autonomy and the most natural and well-rounded lifestyle. This includes
access to and involvement in the natural supports and social systems customary to an individual’s social community.

4. EMPOWER INDIVIDUALS TAKING STEPS TOWARDS INDEPENDENCE AND ALLOWING RISK TAKING WITHOUT FEAR OF FAILURE: A
person in recovery finds independence through exploration, experimentation, evaluation, contemplation, and action. An
atmosphere is maintained whereby steps toward independence are encouraged and reinforced in a setting where both security
and risk are valued as ingredients promoting growth.

5. INTEGRATION, COLLABORATION, AND PARTICIPATION WITH THE COMMUNITY OF ONE'S CHOICE: A person in recovery is a valued,
contributing member of society and, as such, is deserving of and beneficial to the community. Such integration and participation
underscores one's role as a vital part of the community, the community dynamic being inextricable from the human experience.
Community service and volunteerism is valued.

6. PARTNERSHIP BETWEEN INDIVIDUALS, STAFF, AND FAMILY MEMBERS/NATURAL SUPPORTS FOR SHARED DECISION MAKING WITH
A FOUNDATION OF TRUST: A person in recovery, as with any member of a society, finds strength and support through
partnerships. Compassion-based alliances with a focus on recovery optimization bolster self-confidence, expand understanding in
all participants, and lead to the creation of optimum protocols and outcomes.

7. PERSONS IN RECOVERY DEFINE THEIR OWN SUCCESS: A person in recovery — by their own declaration — discovers success, in
part, by quality of life outcomes, which may include an improved sense of well-being, advanced integration into the community,
and greater self-determination. Persons in recovery are the experts on themselves, defining their own goals and desired
outcomes.

8. STRENGTHS-BASED, FLEXIBLE, RESPONSIVE SERVICES REFLECTIVE OF AN INDIVIDUAL'S CULTURAL PREFERENCES: A person in
recovery can expect and deserves flexible, timely, and responsive services that are accessible, available, reliable, accountable, and
sensitive to cultural values and more. A person in recovery is the source of his/her own strength and resiliency. Those who serve as
supports and facilitators identify, explore, and serve to optimize demonstrated strengths in the individual as tools for generating
greater autonomy and effectiveness in life.

9. HOPE IS THE FOUNDATION FOR THE JOURNEY TOWARDS RECOVERY: A person in recovery has the capacity for hope and thrives
best in associations that foster hope. Through hope, a future of possibility enriches the life experience and creates the
environment for uncommon and unexpected positive outcomes to be made real. A person in recovery is held as boundless in
potential and possibility.

Arizona/AHCCCS collaborated with the child, family, and others to provide services that are tailored to meet the needs of children
with serious emotional disturbances and their caregivers. The goal is to ensure that services are provided to the child and family in
the most appropriate setting, in a timely manner, in accordance with the best practices and respecting the child, family and their
cultural heritage. Arizona/AHCCCS developed The Twelve (12) Principles for Children’s in the Behavioral Health Service Delivery
System:

1. COLLABORATION WITH THE CHILD AND FAMILY: Respect for and active collaboration with the child and parents is the
cornerstone to achieving positive behavioral health outcomes. Parents and children are treated as partners in the assessment
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process, and the planning, delivery, and evaluation of behavioral health services, and their preferences are taken seriously.

2. FUNCTIONAL OUTCOMES: Behavioral health services are designed and implemented to aid children to achieve success in school,
live with their families, avoid delinquency, and become stable and productive adults. Implementation of the behavioral health
services plan stabilizes the child’s condition and minimizes safety risks.

3. COLLABORATION WITH OTHERS: When children have multi-agency, multi-system involvement, a joint assessment is developed
and a jointly established behavioral health services plan is collaboratively implemented. Client centered teams plan and deliver
services. Each child’s team includes the child and parents and any foster parents, any individual important in the child’s life who is
invited to participate by the child or parents. The team also includes all other persons needed to develop an effective plan,
including, as appropriate, the child’s teacher, DCS and/or DDD caseworker, and the child’s probation officer. The team (a)
develops a common assessment of the child’s and family’s strengths and needs, (b) develops an individualized service plan, (c)
monitors implementation of the plan, and (d) makes adjustments in the plan if it is not succeeding.

4. ACCESSIBLE SERVICES: Children have access to a comprehensive array of behavioral health services, sufficient to ensure that they
receive the treatment they need. Plans identify transportation the parents and child need to access behavioral health services, and
how transportation assistance will be provided. Behavioral health services are adapted or created when they are needed but not
available.

5. BEST PRACTICES: Competent individuals who are adequately trained and supervised provide behavioral health services. They are
delivered in accordance with guidelines adopted by ADHS that incorporate evidence-based "best practice.” Behavioral health
service plans identify and appropriately address behavioral symptoms that are reactions to death of a family member, abuse or
neglect, learning disorders, and other similar traumatic or frightening circumstances, substance abuse problems, the specialized
behavioral health needs of children who are developmentally disabled, maladaptive sexual behavior, including abusive conduct
and risky behavior, and the need for stability and the need to promote permanency in class member’s lives, especially class
members in foster care. Behavioral Health Services are continuously evaluated and modified if ineffective in achieving desired
outcomes.

6. MOST APPROPRIATE SETTING: Children are provided behavioral health services in their home and community to the extent
possible. Behavioral health services are provided in the most integrated setting appropriate to the child’'s needs. When provided
in a residential setting, the setting is the most integrated and most home-like setting that is appropriate to the child’s needs.

7. TIMELINESS: Children identified as needing behavioral health services are assessed and served promptly.

8. SERVICES TAILORED TO THE CHILD AND FAMILY: The unique strengths and needs of children and their families dictate the type,
mix, and intensity of behavioral health services provided. Parents and children are encouraged and assisted to articulate their own
strengths and needs, the goals they are seeking, and what services they think are required to meet these goals.

9. STABILITY: Behavioral health service plans strive to minimize multiple placements. Service plans identify whether a class member
is at risk of experiencing a placement disruption and, if so, identify the steps to be taken to minimize or eliminate the risk.
Behavioral health service plans anticipate crises that might develop and include specific strategies and services that will be
employed if a crisis develops. In responding to crises, the behavioral health system uses all appropriate behavioral health services
to help the child remain at home, minimize placement disruptions, and avoid the inappropriate use of the police and criminal
justice system. Behavioral health service plans anticipate and appropriately plan for transitions in children’s lives, including
transitions to new schools and new placements, and transitions to adult services.

10. RESPECT FOR THE CHILD AND FAMILY'S UNIQUE CULTURAL HERITAGE: Behavioral health services are provided in a manner that
respects the cultural tradition and heritage of the child and family. Services are provided in Spanish to children and parents
whose primary language is Spanish.

11. INDEPENDENCE: Behavioral health services include support and training for parents in meeting their child’s behavioral health
needs, and support and training for children in self-management. Behavioral health service plans identify parents’ and children’s
need for training and support to participate as partners in assessment process, and in the planning, delivery, and evaluation of
services, and provide that such training and support, including transportation assistance, advance discussions, and help with
understanding written materials, will be made available.

12. CONNECTION TO NATURAL SUPPORTS: The behavioral health system identifies and appropriately utilizes natural supports
available from the child and parents’ own network of associates, including friends and neighbors, and from community
organizations, including service and religious organizations.

Overall, the Person-Centered Planning and Service Plan reflects the individuals’ strengths and preferences that meet the persons’
social, cultural, and linguistic needs and includes individualized goals and desired outcomes.? Additionally, the planning process
also identifies risk factors (includes risks to member rights) and puts measures in place to minimize them with individual back-up
plans and other strategies as needed.

Person-centered service planning supports the aging population via the AHCCCS Arizona Long-Term Care Services (ALTCS) division.
ALTCS members are actively engaged in planning and creating the life they want through services and supports to ensure all
members are integrated into their communities and have full access to the benefits of community living. ALTCS case managers play
a significant role in assessing needs and addressing barriers and challenges that our members face, through a person-centered
approach. The AHCCCS Person-Centered Service Plan (PCSP) is a requirement for the ALTCS population and is a written plan
developed through an assessment of functional need that reflects the services and supports (paid and unpaid, including
behavioral health) that are important to and important for the member in meeting the identified needs and preferences for the
delivery of such services and supports. The PCSP also reflects the member’s strengths and preferences that meet the member’s
social, cultural, and linguistic needs, individually identified goals and desired outcomes, and reflect risk factors (including risks to
member rights) and measures in place to minimize risk, including the development of individualized back-up/ contingency plans
and other strategies as needed. The person-centered service planning process ensures a standardized method for assessing and

documenting discussions with members during assessment and service planning meetings for all ALTCS members; promotes and
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support discussions with members around key indicators that help assess an individual’s integration experience and access to
rights afforded to them; and helps to document information shared during conversations with the members, which help to inform
personal goal development and service planning.

Support Coordinators utilize person-centered service planning when assisting individuals who receive services within the Arizona
Department of Economic Security - Division of Developmental Disabilities (DES/DDD) as well. Person-centered service planning
ensures that the voice and choice of the member is heard and respected, leading to greater independence and input regarding
the services that they will utilize. DDD Support Coordinators have been trained in person-centered service planning and use this
approach to help the person achieve their goals, ensure their needs are met and live the way they choose to live.

5. What methods does the SMHA use to encourage people who use the public mental health system to develop Psychiatric Advance
Directives (for example, through resources such as SAMHSA's A Practical Guide to Psychiatric Advance Directives)?"

AHCCCS Medical Policy Manual (AMPM) Policy 640 - Advanced Directives
(https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/600/640.pdf) outlines that adult members, when
incapacitated or unable to receive information, the member’s family or surrogate as defined in A.R.S. §36-3231, shall be provided
written information regarding Advance Directives as delineated in 42 CFR 489.102(e) concerning:

1. The member’s rights, regarding Advance Directives under Arizona State law.

2. The organization’s policies respecting the implementation of those rights, including a statement of any limitation regarding the
implementation of advance directives as a matter of conscience.

3. A description of the applicable state law and information regarding the implementation of these rights.

4. The member’s right to file complaints with ADHS Division of Licensing Services, and

5. Written policies including a clear and precise statement of limitations if the provider cannot implement an Advance Directive as
a matter of conscience.

This statement, at a minimum, shall:

a. Clarify institution-wide conscientious objections and those of individual physicians,

b. Identify state legal authority permitting such objections, and

c. Describe the range of medical conditions or procedures affected by the conscience objection.

The provider is not relieved of its obligation to provide the above information to the member once he or she is no longer
incapacitated or unable to receive such information. Follow-up procedures are in place to provide the information to the member
directly at the appropriate time. The above information is provided to a member upon each admission to a hospital or nursing
facility and each time the member comes under the care of a home health agency, hospice or personal care provider. [42 U.S.C. §
1396a (w)(2)]

In addition to the AHCCCS Medical Policy Manual (AMPM) Chapter 640, each RHBA provides additional resources and information
on Advance Directives and each provider is required to provide information on advanced directives at the time of enrollment.

The Wellness, Recovery, Action Plan (WRAP) is another evidence-based tool utilized by providers throughout Arizona. The WRAP is
a proactive plan developed by the individual and allows the person to self-direct and maintain control of their treatment and
processes in the event they become unable to do so as the result of their symptomatology. The WRAP guides the person in
creating an individualized "Wellness Toolbox," daily maintenance plan, identification of triggers, early warning signs, and signs
things are "breaking down" with action plan(s) utilizing the Wellness Toolbox. Section 5 of the WRAP is a Crisis Plan or Advance
Directive assisting the person to identify and communicate the signs that let others know they need to take over responsibility for
their care and decision making, who they want to take over and support them in this time, health care information, a plan for
staying home, things others can do that would help and things that others might choose to do that would not be helpful to the
person. The WRAP provides the person with a sense of control, the ability to communicate their wishes, and guide their own
treatment in times they are unable to do so.

Please indicate areas of technical assistance needed related to this section.
None at this time.
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Environmental Factors and Plan

6. Program Integrity - Required

Narrative Question

SAMHSA has a strong emphasis on ensuring that block grant funds are expended in a manner consistent with the statutory and regulatory
framework. This requires that SAMHSA and the states have a strong approach to assuring program integrity. Currently, the primary goals of
SAMHSA program integrity efforts are to promote the proper expenditure of block grant funds, improve block grant program compliance
nationally, and demonstrate the effective use of block grant funds.

While some states have indicated an interest in using block grant funds for individual co-pays deductibles and other types of co-insurance for
M/SUD services, SAMHSA reminds states of restrictions on the use of block grant funds outlined in 42 U.S.C. §§ 300x-5 and 300x-31, including
cash payments to intended recipients of health services and providing financial assistance to any entity other than a public or nonprofit private
entity. Under 42 U.S.C. § 300x-55(g), SAMHSA periodically conducts site visits to MHBG and SUPTRS BG grantees to evaluate program and fiscal
management. States will need to develop specific policies and procedures for assuring compliance with the funding requirements. Since MHBG
funds can only be used for authorized services made available to adults with SMI and children with SED and SUPTRS BG funds can only be used
for individuals with or at risk for SUD. SAMHSA guidance on the use of block grant funding for co-pays, deductibles, and premiums can be
found at: http://www.samhsa.gov/sites/default/files/grants/guidance-for-block-grant-funds-for-cost-sharing-assistance-for-private-

health-insurance.pdf. States are encouraged to review the guidance and request any needed technical assistance to assure the appropriate use
of such funds.

The MHBG and SUPTRS BG resources are to be used to support, not supplant, services that will be covered through the private and public
insurance. In addition, SAMHSA will work with CMS and states to identify strategies for sharing data, protocols, and information to assist our
program integrity efforts. Data collection, analysis, and reporting will help to ensure that MHBG and SUPTRS BG funds are allocated to support
evidence-based, culturally competent programs, substance use primary prevention, treatment and recovery programs, and activities for adults
with SMI and children with SED.

States traditionally have employed a variety of strategies to procure and pay for M/SUD services funded by the MHBG and SUPTRS BG. State
systems for procurement, contract management, financial reporting, and audit vary significantly. These strategies may include: (1) appropriately
directing complaints and appeals requests to ensure that QHPs and Medicaid programs are including essential health benefits (EHBs) as per the
state benchmark plan; (2) ensuring that individuals are aware of the covered M/SUD benefits; (3) ensuring that consumers of M/SUD services
have full confidence in the confidentiality of their medical information; and (4) monitoring the use of M/SUD benefits in light of utilization
review, medical necessity, etc. Consequently, states may have to become more proactive in ensuring that state-funded providers are enrolled in
the Medicaid program and have the ability to determine if clients are enrolled or eligible to enroll in Medicaid. Additionally, compliance review
and audit protocols may need to be revised to provide for increased tests of client eligibility and enrollment.

Please respond to the following:

1. Does the state have a specific policy and/or procedure for assuring that the federal program requirements ® ves O No
are conveyed to intermediaries and providers?

2. Does the state provide technical assistance to providers in adopting practices that promote compliance ® ves O No
with program requirements, including quality and safety standards?

3. Does the state have any activities related to this section that you would like to highlight?

Within AHCCCS, many divisions collaborate to ensure compliance with block grant program integrity responsibilities. The Division
of Grants and Innovation (DGI) provides ultimate oversight and management of evidence-based, person-centered programming
and service delivery in addition to fiscal responsibility of MHBG and SABG grant dollars. The Division of Health Care Management
(DHCM), the Office of the Director (OOD), the Division of Community Advocacy & Intergovernmental Relations (DCAIR), and the
Division of Fee for Service Management (DFSM) also play an integral role in the ongoing monitoring for programmatic compliance,
including promoting the proper expenditure of block grant funds, improving block grant program compliance, and
demonstrating the overall effective use of block grant funds. ACC-RBHAs and TRBHAs are required to ensure they and their
subcontractors are fulfilling all reporting requirements and deliverables outlined in their contract/IGA.

AHCCCS contracts with three AHCCCS Complete Care Contractors with a Regional Behavioral Health Agreement (ACC-RBHAs):
Mercy Care, Care 1st, and Arizona Complete Health, for the provision of SAMHSA Mental Health Block Grant (MHBG) and
Substance Abuse Block Grant (SABG) services and funding. These Contracts delineate the requirements of the ACC-RBHAs,
including their responsibilities for implementing and monitoring subcontractors who are the providers of direct care services and
treatment. Notwithstanding any relationship(s) the ACC-RBHA may have with any subcontractor, the ACC-RBHA maintains ultimate

responsibility for adhering to and otherwise fully complying with all terms and conditions of the Contract. ACC-RBHAs
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subcontract with providers in their Geographic Service Area (GSA)to ensure members may access services within their communities.
Provider networks must meet access-to-care standards for the populations served. The AHCCCS Division of Grants and Innovation
meets with ACC-RBHAs every other month and on an as needed basis. These meetings are called by AHCCCS DGI, and facilitated by
the AHCCCS DGI Compliance Manager who coordinates agenda needs from all DGI units (such as SABG, MHBG, SOR crisis, etc.) as
well as from the ACC-RBHAs. Both the MHBG and SABG teams meet with the ACC-RBHAs on a monthly and/or as-needed basis.
Necessary updates and/or technical assistance are provided within these meetings.

AHCCCS additionally holds Intergovernmental Agreements (IGAs) with four (4) Tribal Regional Behavioral Health Authorities
(TRBHAs): Gila River, Navajo Nation, White Mountain Apache, and Pascua Yaqui, for the provision of MHBG and SABG services and
funding. The IGAs ensure that services and treatment funded under the federal block grants meet the legal requirements of the
respective block grant. The TRBHAs are responsible for implementing and monitoring direct care services and treatment and for
the development and implementation of primary substance abuse prevention services. Both the MHBG and SABG teams meet with
the ACC-RBHA's on a monthly and as-needed basis and either AHCCCS or the ACC-RBHA's/TRBHA's can request to convene a
meeting. Necessary updates and/or technical assistance are provided within these meetings.

Contracts/IGAs are updated and amendments are executed on a scheduled and as needed basis to revise and implement
reporting, monitoring, evaluation, and compliance requirements. The Non-Title XIX/XXI contracts with the ACC-RBHAs are updated
annually, amendments executed by October 1 each year. This contract amendment is facilitated by the AHCCCS Division of Health
Care Services, Contracts Unit, reviewed and revised by all pertinent AHCCCS divisions and subject matter experts. Once suggested
contract revisions are completed by AHCCCS, they are posted for public comment opportunity. Public comments are received,
reviewed, and addressed by AHCCCS prior to contract execution. The IGAs are updated on a 5-year cadence. The IGA updates are
negotiated between the AHCCCS Division for Fee for Service Management (DFSM) and the TRBHAs. The latest update occurred in
2021 and DGl provided requested revisions related to SABG and MHBG. NTXIX/XXI Contracts and IGAs are posted on the AHCCCS
website at the links below.

ACC-RBHA NTXIX/XXII Contracts
https://www.azahcccs.gov/Resources/OversightOfHealthPlans/SolicitationsAndContracts/contracts.html

AHCCCS-TRBHA IGAs

https://www.azahcccs.gov/Resources/OversightOfHealthPlans/SolicitationsAndContracts/TRBHA html

ACC-RBHAs are required to align their programs and activities with the following AHCCCS System Values:

1. Timely access to care

2. Culturally competent and linguistically appropriate care

3. Identification of the need for and the provision of comprehensive care coordination for physical and behavioral health service
delivery

4. Integration of clinical and non-clinical health care related services

5. Education and guidance to providers on service integration and care coordination

6. Provision of disease/chronic care management including self-management support

7. Provision of preventive and health promotion and wellness services

8. Adherence with the Adult Behavioral Health Service Delivery System Nine Guiding Principles and the Arizona Vision and 12
Principles for Children Behavioral Health Service Delivery

9. Promotion of evidence-based practices through innovation

10. Expectation for continuous quality improvement

11. Improvement of health outcomes

12. Containment and/or reduction of health care costs without compromising quality

13. Engagement of member and family members at all system levels

14. Collaboration with the greater community

15. Maintenance, rather than delegation of, key operational functions to ensure integrated service delivery

16. Commitment to system transformation

17. Implementation of health information technology to link services and facilitate improved communication between treating
professionals, and between the health team, the member, and member caregivers

18. Integration of the delivery of physical and behavioral health care as an essential part of improving the overall health of
members.

AHCCCS ACOM Policy 103 - ‘Fraud, Waste, and Abuse’
https://www.azahcccs.gov/shared/Downloads/ACOM/PolicyFiles/100/103.pdf outlines the corporate compliance requirements
including the reporting responsibilities for alleged fraud, waste and/or abuse involving AHCCCS program funds regardless of the
source. This Policy also addresses additional responsibilities regarding compliance with broader program integrity regulatory and
programmatic requirements. AHCCCS has a comprehensive Corporate Compliance Program to achieve the goals of preventing and
detecting fraud, waste, and abuse of the program. The program ensures Contractor compliance with applicable laws, rules,
regulations, and contract requirements. Continued collaboration efforts include regularly scheduled meetings held to share
information with RBHAs and TRBHAs regarding their Corporate Compliance Program that includes all program integrity activities.
The Office of Inspector General (OIG) is responsible for program integrity for the Arizona Health Care Cost Containment System
(AHCCCS). It exists to prevent, detect, and recover improper payments due to Medicaid fraud, waste, and abuse. OIG works closely
with federal and state partners, including the Medicaid Fraud Control Unity (MFCU) of the Arizona Attorney General, the Federal

Bureau of Investigations (FBI), Drug Enforcement Agency (DEA), Health and Human Services (HHS) OIG, local police and law
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enforcement agencies, county prosecutors, contracted health plans, and other state agencies. All suspected fraud, waste, or
abuse must be reported to the AHCCCS OIG. The OIG is responsible for handling all reports of fraud, waste, and abuse of the
AHCCCS program. Absolutely anyone can report Arizona Medicaid fraud, waste, or abuse without restrictions and reporters may
remain anonymous. Information regarding OIG and how to report suspected fraud is available at:
https://www.azahcccs.gov/Fraud/ReportFraud/

Operational Reviews

AHCCCS conducts annual MHBG/SABG Operational Reviews of ACC-RBHAs to determine if the Contractors satisfactorily meet
AHCCCS's requirements as specified in Contract, AHCCCS policies, Arizona Revised Statute, the Arizona Administrative Code and 42
CFR Part 438, Managed Care; Increase AHCCCS knowledge of the Contractors’ operational encounter processing procedures;
provide technical assistance and identify areas where improvements can be made, as well as identifying areas of noteworthy
performance and accomplishments; review progress in implementing recommendations made during prior reviews; determine if
the Contractor is in compliance with its own policies and to evaluate the effectiveness of those policies and procedures; perform
Contractor oversight as required by the CMS in accordance with AHCCCS' 1115 Waiver; and Provide information to an External
Quality Review Organization (EQRO) for its use as described in 42 CFR 438.364. Operational Reviews can be found on the AHCCCS
website: https://www.azahcccs.gov/Resources/OversightOfHealthPlans/OpReviews.html

AHCCCS conducts biennial Operational Reviews (OR) with the TRBHAs block grant services. Block grant requirements,
prohibitions, and deliverables are outlined in the TRBHA Intergovernmental Agreements (IGA). During the OR, records of members
who received block grant services are reviewed according to the prospective grant requirements to ensure the expenditure of
funds on services for the priority population and intervention and prevention services, that the services meet the legal
requirements of the grant, and that they are being utilized as the payor of last resort. Findings are discussed, plans are put in
place if needed, and AHCCCS provides regular technical assistance to ensure regulatory utilization of grant dollars including
reviewing reports and deliverables, monitoring and reviewing spend, providing technical assistance and training to the TRBHAs as
needed, and conducting routine finance meetings.

Reporting Requirements

Regular deliverable submissions to AHCCCS by each ACC-RBHA and TRBHA are required and analyzed to ensure program integrity
efforts are met. These include at a minimum: annual Independent Case Reviews; annual MHBG and SABG Activities and
Expenditures Plans and Reports; quarterly Grievance and Appeal reporting; and annual/quarterly/monthly Financial Reporting. A
brief description of each is provided below:

1. AHCCCS oversees the Independent Case Reviews (ICRs) to meet the Peer Review requirement of the block grant to ensure the
quality and appropriateness of treatment services and indications of treatment outcomes. An ICR interdisciplinary team from an
independent agency completes case reviews.

2. ACC-RBHAs and TRBHAs must provide information regarding MBHG and SABG activities and expenditures outlining use of
funds, strategies for monitoring expenditures, and make adjustments in a timely manner to best meet the needs of the
community.

3. ACC-RBHAs and TRBHAs must for all members, subcontractors, and providers administer all Grievances and Appeal System
processes competently, expeditiously, and equitably. ACC-RBHAs and TRBHAs are required to report provider claim disputes,
member grievances, SMI Grievances and SMI Appeals as delineated in Arizona Administrative Code Title 9, Chapter 21, Article 4.
4. ACC-RBHAs and TRBHAs are required to submit financial statements and reporting packages, which must comply with
contractual requirements for management of federal block grant funds.

Policies and Procedures

In addition to the Contracts/IGAs, multiple policies and procedures are developed and implemented for ACC-RBHAs and TRBHAs
to ensure operational and programmatic compliance and appropriate service delivery. Two priority manuals are the AHCCCS
Contractor Operations Manual (ACOM) and the AHCCCS Medical Policy Manual (AMPM). Policies within these manuals are written
in collaboration within multiple divisions at AHCCCS with revisions completed as needed due to Federal or State legislation,
contractual requirements, operational changes, monitoring requirements, benefit coverage, etc. All applicable policies are
incorporated by reference in the Contracts/IGAs.

Several noteworthy policies are outlined below which relate to ACC-RBHA grant services and funding; member and provider
notifications; and access to care requirements (this is not an all-inclusive list):

ACOM Policy 103, Fraud, Waste, and Abuse

ACOM Policy 323, RBHAs Title XIX/XXI Reconciliation and Non-Title XIX/XXI Profit Limit

ACOM Policy 404, Contractor Website and Member Information

ACOM Policy 406, Member Handbook and Provider Directory

ACOM Policy 416, Provider Information

ACOM Policy 436, Provider Network Requirements

ACOM Policy 444, Notice of Appeal Requirements (SMI Appeals)

ACOM Policy 446, Grievances and Investigations Concerning Persons with Serious Mental Iliness
ACOM Policy 448, Housing

AMPM Policy 310-B, Title XIX/XXI Behavioral Health Services Benefit

AMPM 310-V, Prescription Medications-Pharmacy Services
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AMPM 320-V, Behavioral Health Residential Facilities

AMPM Policy 320-T1, Block Grants and Discretionary Grants

AMPM Policy 580, Behavioral Health Referral and Intake Process

AMPM Policy 650, Behavioral Health Provider Requirements for Assisting Individuals with Eligibility Verification and Screening,
Application for Public Health Benefits Provider Eligibility

AMPM Policy 960, Quality of Care Concerns

AMPM Policy 961, Incident, Accident, and Death Reporting

AMPM Policy 962, Reporting and Monitoring of Seclusion and Restraint

AMPM Policy 963, Peer and Recovery Support Service Provision Requirements

AMPM Policy 964, Credentialed Parent Family Support Requirements

AMPM Policy 1040, Outreach, Engagement, Re-Engagement and Closure for Behavioral Health

Contractors, providers, and members have full access to the ACOM, AMPM, and other Guides and Resources via the AHCCCS
website https://www.azahcccs.gov. Policies are made available to stakeholders for a 45-day Tribal Consultation/Public Comment
period. Revision memos that accompany each policy revision explain the changes and notification of changes is sent via email.
AHCCCS additionally hosts the AHCCCS Managed Care Organization (MCO) Update Meetings with contracted health plans, state
agencies, and TRBHAs every other month or as needed. AHCCCS also conducts quarterly Tribal Consultation meetings to consult
with tribes, Indian Health Service, tribal health programs operated under P.L. 93-638, and urban Indian health programs in Arizona
regarding policy and programmatic changes that may significantly impact members. Individualized communication with each ACC-
RBHA formally occurs during regular meetings with AHCCCS to review issues, concerns, and new information. If an improvement
plan is established, oversight and communication between AHCCCS and the perspective ACC-RBHA or TRBHA occurs more
frequently.

ACC-RBHAs and TRBHAs are responsible for ensuring that its subcontractors are notified when modifications are made to AHCCCS
guidelines, policies, and manuals. In the event of a modification to AHCCCS Policy, guidelines, and manuals and are required to
issue a notification of the change to its affected subcontractors within 30 calendar days of the published change and ensure
amendment of any affected subcontracts. ACC-RHBAs are also contractually required to hold semi-annual provider forums to
improve communication between the Contractor and providers and to provide such general information, technical assistance,
and/or address issues.

Please indicate areas of technical assistance needed related to this section
None at this time.
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Environmental Factors and Plan

7. Tribes - Requested

Narrative Question

The federal government has a unique obligation to help improve the health of American Indians and Alaska Natives through the various health
and human services programs administered by HHS. Treaties, federal legislation, regulations, executive orders, and Presidential memoranda
support and define the relationship of the federal government with federally recognized tribes, which is derived from the political and legal
relationship that Indian tribes have with the federal government and is not based upon race. SAMHSA is required by the 2009 Memorandum on

Tribal Consultation®® to submit plans on how it will engage in regular and meaningful consultation and collaboration with tribal officials in the
development of federal policies that have tribal implications.

Improving the health and well-being of tribal nations is contingent upon understanding their specific needs. Tribal consultation is an essential
tool in achieving that understanding. Consultation is an enhanced form of communication, which emphasizes trust, respect, and shared
responsibility. It is an open and free exchange of information and opinion among parties, which leads to mutual understanding and
comprehension. Consultation is integral to a deliberative process that results in effective collaboration and informed decision-making with the
ultimate goal of reaching consensus on issues.

In the context of the block grant funds awarded to tribes, SAMHSA views consultation as a government-to-government interaction and should
be distinguished from input provided by individual tribal members or services provided for tribal members whether on or off tribal lands.
Therefore, the interaction should be attended by elected officials of the tribe or their designees and by the highest possible state officials. As
states administer health and human services programs that are supported with federal funding, it is imperative that they consult with tribes to
ensure the programs meet the needs of the tribes in the state. In addition to general stakeholder consultation, states should establish,
implement, and document a process for consultation with the federally recognized tribal governments located within or governing tribal lands
within their borders to solicit their input during the block grant planning process. Evidence that these actions have been performed by the state
should be reflected throughout the state's plan. Additionally, it is important to note that approximately 70 percent of American Indians and
Alaska Natives do not live on tribal lands. The SMHAs, SSAs and tribes should collaborate to ensure access and culturally competent care for all
American Indians and Alaska Natives in the states.

States shall not require any tribe to waive its sovereign immunity in order to receive funds or for services to be provided for tribal members on
tribal lands. If a state does not have any federally recognized tribal governments or tribal lands within its borders, the state should make a
declarative statement to that effect.

56 https://www.energy.gov/sites/prod/files/Presidential%s20Memorandum%20Tribal%20Consultation%20%282009%29.pdf

Please respond to the following items:
1. How many consultation sessions has the state conducted with federally recognized tribes?

AHCCCS has conducted 15 total Tribal Consultations between July 1, 2021 - June 1, 2023: 7 Quarterly Tribal Consultations and 8
Special Tribal Consultations. Those sessions can be accessed at the following AHCCCS website:
https://www.azahcccs.gov/Americanindians/TribalConsultation/meetings.html. In addition to quarterly Tribal Consultations,
AHCCCS Division of Fee-For-Service Management (DFSM) held 7 quarterly meetings with Arizona’s Tribal Regional Behavioral
Health Authorities (TRBHAs). TRBHAs are tribal entities that have an Intergovernmental Agreement (IGA) with the AHCCCS
administration, the primary purpose of which is to coordinate the delivery of comprehensive mental health services to all eligible
persons assigned by the administration to the tribal entity. AHCCCS Division of Grants and Innovation (DGI) also conducts
monthly meetings with TRBHAs specific to SABG and MHBG funding that started in 2022 and collaboration efforts will continue
on a monthly basis. Tribes in Arizona continue to actively engage the Arizona Health Care Cost Containment System (AHCCCS) and
the Centers for Medicare and Medicaid Services (CMS) to seek policies and other measures that address health care disparities in
the American Indian population served by Indian Health Care Providers (IHCPs) and/or the provider networks under the AHCCCS
Health Plan. Tribal Consultation meetings hosted by the AHCCCS provides the opportunity for Tribes in Arizona to bring forth
their challenges and issues, as well as policy recommendations, utilizing the AHCCCS healthcare system.

2. What specific concerns were raised during the consultation session(s) noted above?

Consultation sessions with Tribal Regional Behavioral Health Authorities (TRBHAs) focused on AHCCCS presentations regarding
the following array of topics: the physical and behavioral health care coordination for tribal members; non-emergency
transportation services; pharmacy benefits; State Plan Amendments, including traditional healing, dental benefits, and differential
adjusted payments; 1115 waivers, including AHCCCS Works/community engagement requirement and prior quarter coverage ;
housing; funding and payment details; Indian Health Services (IHS) 638 funding; Value Based Purchasing; legislative actions; best
practices; and policy implications. Through these sessions, two main areas of concern have emerged as significant priorities for

action: Behavioral Health Residential Facilities (BHRFs) and Sober Living Homes (SLHs) related issues, as well as the need for
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improvements in the tribal consultation process itself. The first area of concern revolves around BHRFs and SLHs, which have
raised significant issues impacting tribal communities. It has become evident that these facilities, intended to support individuals
dealing with behavioral health challenges and substance use disorders, have been a source of maltreatment, abuse, and
fraudulent activities. Secondly, the impact of these harmful practices has been disproportionately felt by American Indian and
Alaska Native communities, exacerbating the ongoing crisis of Missing and Murdered Indigenous People (MMIP). The need to
address these issues and ensure the safety and well-being of tribal members accessing these facilities is of utmost importance. To
that end, AHCCCS is committed to conducting additional tribal consultation with the 22 Arizona-based Indian Tribes as part of our
ongoing efforts to address the challenges related to the BHRF/SLH. It is recognized that the tribal perspective is essential in
shaping effective strategies and policies that meet the specific needs of tribal communities. By engaging in open and meaningful
dialogue through these consultations, the aim is to ensure that the response efforts are inclusive, respectful, and informed by the
tribal voice.

In addition to Tribal Consultations, AHCCCS holds quarterly meetings with the Tribal Regional Behavioral Health Authorities
(TRBHAs). TRBHAs are tribal entities that have an Intergovernmental Agreement (IGA) with the AHCCCS administration, the primary
purpose of which is to coordinate the delivery of comprehensive mental health services to all eligible persons assigned by the
administration to the tribal entity. The Tribal Regional Behavioral Health Authorities (TRBHAs) continue to be actively involved in
partnering with AHCCCS programmatic staff in regular meetings and conference calls to coordinate the efforts of substance use
disorder prevention and treatment services, and to receive technical assistance related to the block grant reporting requirements.
The State has identified a process for which the TRBHAs can request additional block grant dollars, if needed. Various TA sessions
have also been conducted through monthly MHBG and SABG specific meetings to assure collaboration and education of block
grant funding opportunities and utilization parameters are presented.

3. Does the state have any activities related to this section that you would like to highlight?

AHCCCS would like to highlight the meaningful collaborations conducted between TRBHAs and block grant staff as integrated
cultural awareness is being discussed and how tribal initiatives can be utilized with block grant funds. Both MHBG and SABG
conduct regularly scheduled (generally monthly) meetings with the TRBHAs to review budgets/revisions, discuss trends, challenges
and barriers, and have meaningful interactions regarding the unique needs and ways in which the grants can best support their
efforts. This has assisted with enhancing understanding and allowable utilization of funds in addition to providing TRBHAs with
detailed grant opportunities for which they qualify. AHCCCS has also implemented its American Indian Medical Home Program
(AIMH) for IHS/638 facilities for enhanced primary care case management and care coordination, as well as the implementation of
Care Coordination Agreements between IHS/638 facilities and non-IHS/638 facilities to improve the delivery system for American
Indians by increasing access to care and strengthening the continuity of care. The American Indian Medical Home (AIMH) Program
is for American Indian/Alaska Native (Al/AN) members enrolled in the American Indian Health Program (AIHP). The AIMH Program is
the first of its kind in the nation and was brought to fruition through a robust partnership between AHCCCS and tribal
leadership. The AIMH Program supports Primary Care Case Management (PCCM), diabetes education, and care coordination for its
AIHP enrolled members.

AHCCCS is deeply committed to continually improving its tribal consultation process, especially in a post-pandemic world.
Recognizing the unique needs and perspectives of tribal communities, AHCCCS understands the importance of meaningful
engagement and collaboration with tribal partners. To further enhance the tribal consultation process, AHCCCS has initiated a
formal review of its existing practices. This review aims to assess and strengthen the effectiveness of tribal consultation in
addressing the healthcare needs of tribal communities. One of the key components of this review involves conducting one-on-
one sessions with all 22 Arizona-based Indian Tribes. These sessions will serve as dedicated platforms for open and constructive
discussions, enabling AHCCCS and tribal representatives to exchange views, address concerns, and share recommendations.
Importantly, AHCCCS views these sessions as true consultations with tribal partners. The agency recognizes the significance of
actively listening to tribal perspectives and integrating them into decision-making processes. By fostering a collaborative
environment, AHCCCS aims to ensure that tribal communities have a voice in shaping healthcare policies and programs that
directly impact their well-being.

AHCCCS acknowledges the unique challenges that the COVID-19 pandemic has posed for tribal communities and understands
that the post-pandemic landscape requires tailored approaches to address the evolving healthcare needs. Through this formal
review and comprehensive consultation process, AHCCCS seeks to gather insights and input directly from tribal partners to inform
the development of policies and initiatives that are responsive to their specific circumstances. By prioritizing the voices and
experiences of tribal communities, AHCCCS is committed to forging stronger relationships and promoting health equity for all.
This commitment to continuous improvement in tribal consultation reflects AHCCCS's dedication to ensuring that healthcare
services are culturally appropriate, accessible, and responsive to the diverse needs of Arizona's tribal populations.

Please indicate areas of technical assistance needed related to this section.
None at this time.
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Environmental Factors and Plan

8. Primary Prevention - Required SUPTRS BG

Narrative Question
SUPTRS BG statute requires states to spend not less than 20 percent of their SUPTRS BG allotment on primary prevention strategies directed at

individuals not who do not meet diagnostic criteria for a substance use disorder and are identified not to be in need of treatment. While primary
prevention set-aside funds must be used to fund strategies that have a positive impact on the prevention of substance use, it is important to
note that many evidence-based substance use primary prevention strategies also have a positive impact on other health and social outcomes
such as education, juvenile justice involvement, violence prevention, and mental health.
The SUPTRS BG statute requires states to develop a comprehensive primary prevention program that includes activities and services provided in
a variety of settings. The program must target both the general population and sub-groups that are at high risk for substance misuse. The
program must include, but is not limited to, the following strategies:
1. Information Dissemination providing awareness and knowledge of the nature, extent, and effects of alcohol, tobacco, and drug use, abuse,
and addiction on individuals families and communities;
2. Education aimed at affecting critical life and social skills, such as decision making, refusal skills, critical analysis, and systematic judgment
abilities;
3. Alternative programs that provide for the participation of target populations in activities that exclude alcohol, tobacco, and other drug use;
4. Problem Identification and Referral that aims at identification of those who have indulged in illegal/age inappropriate use of tobacco or
alcohol, and those individuals who have indulged in first use of illicit drugs, in order to assess if the behavior can be reversed by education to
prevent further use;
5. Community-based Processes that include organizing, planning, and enhancing effectiveness of program, policy, and practice
implementation, interagency collaboration, coalition building, and networking; and
6. Environmental Strategies that establish or change written and unwritten community standards, codes, and attitudes, thereby influencing
incidence and prevalence of the abuse of alcohol, tobacco and other drugs used in the general population.
In implementing the comprehensive primary prevention program, states should use a variety of strategies that target populations with different
levels of risk, including the IOM classified universal, selective, and indicated strategies.

Assessment
1. Does your state have an active State Epidemiological and Outcomes Workgroup(SEOW)? (o Yes C No
2. Does your state collect the following types of data as part of its primary prevention needs assessment ® ves (7 No

process? (check all that apply)

a) v Data on consequences of substance-using behaviors

b) [v Substance-using behaviors

) v Intervening variables (including risk and protective factors)
d) |7 Other (please list)

Perspectives on the following:

Major substance use issues in the community
Substances causing the most harm

Causes of substance use

Effectiveness of prevention efforts
Recommendations for prevention approaches
Gaps in prevention efforts

Community strengths that prevent substance use
Subgroup differences

Medical profession changes that reduce risk for prescription drug misuse
Types of access to substances

Types of substance use prevention efforts
Challenges on implementation

Training access/availability by county

Training needs

Efforts to evaluate impact
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Demographics/information on communities served
Evaluation methods used

Evaluation needs

Resource adequacy

Addressing root causes

Efforts to consider special populations
Challenges

3. Does your state collect needs assesment data that include analysis of primary prevention needs for the following population groups?
(check all that apply)

a) |7 Children (under age 12)
b) |7 Youth (ages 12-17)
) v Young adults/college age (ages 18-26)
d) |_ Adults (ages 27-54)
e) |7 Older adults (age 55 and above)
f) |7 Cultural/ethnic minorities
g) v Sexual/gender minorities
h) v Rural communities
i) |7 Others (please list)
LGBTQ+
4. Does your state use data from the following sources in its Primary prevention needs assesment? (check all that apply)
a) |_ Archival indicators (Please list)
b) |7 National survey on Drug Use and Health (NSDUH)
) |7 Behavioral Risk Factor Surveillance System (BRFSS)
d) |7 Youth Risk Behavioral Surveillance System (YRBS)
e) v Monitoring the Future
f) |— Communities that Care
9) v State - developed survey instrument
h) |_ Others (please list)
5. Does your state have an active Evidence-Based Workgroup that makes decisions about appropriate ® ves O No

strategies to be implemented with SUPTRS BG primary prevention funds?

a) If yes, please describe the criteria the Evidence-Based Workgroup uses to determine which programs, policies, and
strategies are evidence based?

AHCCCS SUBG prevention staff make decisions about appropriate strategies to be implemented with SUPTRS BG primary
prevention funds, with assistance from state, regional, and local partners and existing evidence-based registries or guides,
and through the use of contract-required deliverables.

AHCCCS values the implementation of evidence-based practices and also affords prevention providers with the flexibility
to implement evidence-based programs, research-based programs, promising practices/programs, and innovative
programs, within certain contract limitations. The Culture as Prevention model is considered by AHCCCS to be evidence-
based for tribal/indigenous communities.

For example, contracts for directly-contracted providers requires the implementation of evidence based, research based,
and/or promising practices according to peer reviewed journals as defined by current SAMHSA guidance in Selecting Best-
fit Programs and Practices. AHCCCS is aware that every community is unique and there may be situations when there is not
an appropriate evidence-based program to meet the needs of the community. AHCCCS has developed parameters
regarding the use of innovative interventions. If a contractor wishes to implement an innovative program, they are
required to submit an AHCCCS Innovative Prevention Program Intervention Protocol for any prevention
program/intervention intended to be implemented under SABG that is not designated as evidence-based. Innovative
prevention interventions are to be administered at a ratio of one innovative intervention per every one evidence-based,
research-based, or promising practice. The Protocol, developed by AHCCCS staff, requires the prevention providers to
formally submit documentation related to the intervention they are proposing to use, prior to the use of the intervention,
for review and approval by AHCCCS. This protocol includes pertinent intervention information, including but not limited
to:
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Program outcomes,

Program setting,

Intervention length,

Description of the “conceptual” and "practical” fit of the proposed intervention,

Explanation of how the proposed intervention is the best choice over other Evidence and/or Research Based and
Promising interventions available for use in the community,

Current Intervention Evaluation Methodology, and

Protocol to mitigate/remove risks of innovative program/practice implementation on the priority population, including a
process for referral to appropriate services as needed.

Evidence-based programs or practices are interventions that fall into one or more of the following categories:

1. The intervention is included in a federal registry of evidence based interventions, or

2. The intervention produced positive effects on the primary targeted outcome, and these findings are reported in a peer
reviewed journal, or

3. The intervention has documented evidence of effectiveness, based on guidelines developed by the Center for Substance
Abuse Prevention and/or the state, tribe, or jurisdiction in which the intervention took place. Documented evidence
should be implemented under four recommended guidelines, all of which shall be followed. These guidelines require
interventions to be:

a. Based on a theory of change that is documented in a clear logic or conceptual mode,

b. Similar in content and structure to interventions that appear in federal registries of evidence-based interventions
and/or peer-reviewed journals,

c. Supported by documentation showing it has been effectively implemented in the past, multiple times, and in a manner
attentive to scientific standards of evidence. The intervention results should show a consistent pattern of credible and
positive effects, and

d. Reviewed and deemed appropriate by a panel of informed prevention experts that includes qualified prevention
researchers experienced in evaluating prevention interventions similar to those under review; local prevention
professionals; and key community leaders, as appropriate (for example, law enforcement officials, educators, or elders
within indigenous cultures).

Depending on the contract-specific language, Contractors may also be required to utilize all 6 Center for Substance Abuse
Prevention (CSAP) strategies, and serve each Institute of Medicine (IOM) Category per community need. This promotes
comprehensive programming that is more likely to be evidence-based and effective than implementing only a few CSAP
strategies.

The AZ National Prevention Network (NPN) representative also participates in many collaborative efforts with the Pacific
Southwest Prevention Technology Transfer Center (PTTC), which is a great partner and resources for inquiries related to
evidence-based practices. AHCCCS also participates in and collaborates with other state, federal, and community entities
through the Arizona Substance Abuse Partnership (ASAP), which is the single statewide council on substance abuse
prevention, treatment and recovery efforts. The previous Program Inventory Workgroup has transitioned into the AZ
Prevention Workgroup Meeting, where evidence-based practices are discussed and highlighted. For example, the
Communities that Care (CTC) model was presented and the workgroup discussed potential opportunities to support
further implementation of the CTC in Arizona.

b) If no, (please explain) how SUPTRS BG funds are allocated:
6. Does your state integrate the National CLAS standards into the assessment step? ® ves O No
a) If yes, please explain in the box below.

The State is committed to advancing health equity, including through the use of culturally and linguistically appropriate
services and efforts to reach and serve all eligible individuals, particularly those who are historically disadvantaged,
underserved, or experience other elevated risk factors for substance use. The integration of CLAS standards into the needs
assessment step of the SPF may be done in a number of ways.

The AHCCCS SUBG team works to hire individuals who are familiar with and employ a health equity lens, and trains staff
accordingly. AHCCCS also values this quality in hired vendors, such as Lecroy & Milligan Associates (LMA) who last
completed the needs assessment process on behalf of AHCCCS. AHCCCS seeks to ensure that CLAS considerations are
present through processes such as the needs assessment by use of contract language requirements around CLAS and
related items, deliverable reviews by AHCCCS staff, technical assistance efforts, etc. AHCCCS works with Contractors to
ensure that services are planned in accordance to the needs and preferences of the people that the program serves.

The 2018 AZ prevention needs assessment addressed demographic characteristics in various ways. For example, LMA

coordinated a steering committee for the needs assessment process that ensured regional and local level stakeholders
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were involved in the needs assessment process. One benefit of this steering committee is that these partners could
provide guidance on how CLAS standards are or should be applied for the communities they serve. Additionally, as part of
the needs assessment process, LMA assessed and underlying causes of substance use by asking “How does your
substance use prevention program take into consideration demographic characteristics of the participants of your
program (race/ethnicity, urban/rural, veterans, LGBTQ, youth, seniors, foreign language users, etc.)?” Responses were
outlined in the needs assessment itself, including:

"Before implementing program or PSAs for a target population we will talk to our target population to receive feedback.
In all of our prevention activities, we ask for feedback and speak with our target population to learn if it is culturally
competent for that population.”

“CLAS standards are in force, and each contracted program has guidelines on each standard. These include making
program tools accessible, making adaptations to reading level, language, font size, method of dissemination, etc. For
example, our LGBTQ program uses tools to capture a variety of gender identification options, and our older Arizona
Statewide Substance Use Prevention Needs Assessment 2018 122 adult program uses large font on their evaluation and
program materials.”

“One has to be aware and willing to adapt to the needs of the ones you are trying to help. If poverty is huge with a
specific group, having food anytime you work with them (and maybe some left over for them to take home is important).”
"We are required to complete an educational program aimed at increasing understanding and awareness around how to
foster and inclusive and welcoming climate for the LGBTQ community.”

CLAS standards are further integrated into the needs assessment process by AHCCCS requiring needs assessments and
strategic plans by prevention provider staff. Through this, AHCCCS may review and better understand the local
demographics and needs served by the community-based providers, and provide feedback on best practices and CLAS
standards based on the population being served.

AHCCCS is committed to the application of CLAS standards as an agency and may either require or promote the
application of CLAS standards. Resources that can ensure CLAS standards are followed include AHCCCS Division of Grants
and Innovation (DGI) review of materials, partnering with the AHCCCS Health Equity Committee, Communications team
including Public Information Officers, Office of Individual and Family Affairs, and the Behavioral Health Planning Council.

b) If no, please explain in the box below.
7. Does your state integrate sustainability into the assessment step? ® ves O No
a) If yes, please explain in the box below.

The 2018 statewide prevention strategic plan utilized the SAMHSA Strategic Prevention Framework (SPF), including the
guiding principle of sustainability. The needs assessment included a workforce survey, which collected information about
the substance use prevention workforce in AZ, including demographics, length of time working in prevention, counties
served, whether they serve rural/urban/suburban, workforce qualifications, trainings received, certifications held, among
other measures. One result of this survey informs us that 33% of the survey respondents had received training on the SPF
specific to evaluation/sustainability. This report also highlights sustainability strategies that participants reported.

Additionally, AHCCCS requires SUBG prevention contractors to conduct and submit to AHCCCS a regional prevention
needs assessment utilizing the AHCCCS template. The template includes a requirement for Sustainability of local data
collection methods and efforts. AHCCCS staff reviews these deliverable submissions against the requirements for the
deliverable and provides feedback and TTA as needed to ensure these elements are addressed.

The assessment can be found here
https://www.azahcccs.gov/Resources/Downloads/Grants/ArizonaSubstanceAbusePreventionNeedsAssessment.pdf

b) If no, please explain in the box below.
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Narratve Question

SUPTRS BG statute requires states to spend not less than 20 percent of their SUPTRS BG allotment on primary prevention strategies directed at
individuals not who do not meet diagnostic criteria for a substance use disorder and are identified not to be in need of treatment. While primary
prevention set-aside funds must be used to fund strategies that have a positive impact on the prevention of substance use, it is important to
note that many evidence-based substance use primary prevention strategies also have a positive impact on other health and social outcomes
such as education, juvenile justice involvement, violence prevention, and mental health.
The SUPTRS BG statute requires states to develop a comprehensive primary prevention program that includes activities and services provided in
a variety of settings. The program must target both the general population and sub-groups that are at high risk for substance misuse. The
program must include, but is not limited to, the following strategies:

1. Information Dissemination providing awareness and knowledge of the nature, extent, and effects of alcohol, tobacco, and drug use, abuse,

and addiction on individuals families and communities;

2. Education aimed at affecting critical life and social skills, such as decision making, refusal skills, critical analysis, and systematic judgment
abilities;

3. Alternative programs that provide for the participation of target populations in activities that exclude alcohol, tobacco, and other drug use;

4. Problem Identification and Referral that aims at identification of those who have indulged in illegal/age inappropriate use of tobacco or
alcohol, and those individuals who have indulged in first use of illicit drugs, in order to assess if the behavior can be reversed by education to
prevent further use;

5. Community-based Processes that include organizing, planning, and enhancing effectiveness of program, policy, and practice
implementation, interagency collaboration, coalition building, and networking; and

6. Environmental Strategies that establish or change written and unwritten community standards, codes, and attitudes, thereby influencing
incidence and prevalence of the abuse of alcohol, tobacco and other drugs used in the general population.
In implementing the comprehensive primary prevention program, states should use a variety of strategies that target populations with different
levels of risk, including the IOM classified universal, selective, and indicated strategies.

Capacity Planning

1. Does your state have a statewide licensing or certification program for the substance use primary " Yes @ No
prevention workforce?

a) If yes, please describe.

2. Does your state have a formal mechanism to provide training and technical assistance to the substance use @ ves (7 No
primary prevention workforce?

a) If yes, please describe mechanism used.

AHCCCS is committed to advancing Arizona's prevention system and has several mechanisms for either providing or
promoting training and technical assistance (TTA), including providing TTA directly to the field of subrecipients and
partners, or through hired vendors.

Direct TTA from AHCCCS includes meeting with all prevention contractors once every 2 months at the Statewide Prevention
Systems Meeting to provide and request updates, which is a platform by which AHCCCS staff may learn about TTA needs or
provide TTA. Among other purposes, this platform is used for AHCCCS to deliver technical assistance directly, and AHCCCS
often coordinates training opportunities to occur during this meeting. Examples include contract requirement reminders,
TA on deliverables, Wellington TTA on evaluation services, Bloom 365 presentation, PAXIS presentation, and a Project
AWARE and school-based referral presentation.

AHCCCS Grant Coordinators also meet regularly with individual contractors and partners. This may be every 2 weeks,
monthly, bi-monthly, quarterly, or ad hoc based on need. For example, prevention providers that are directly contracted
with AHCCCS through the 2020 RFP which awarded 19 contracts in 2021, are required to meet regularly with AHCCCS and
most occur monthly, though some may need more frequent or less frequent touch bases. AHCCCS meets with the TRBHAs
regularly as well, with monthly meetings established, but flexible based on the needs and preferences of the TRBHA.

In addition to requests for TTA that may come up through platforms described above, AHCCCS also supports the directly-
contracted providers through their required monthly data reporting, or through provider submissions of the required
annual Workforce Development Plan deliverable.

AHCCCS also utilizes existing and free resources for TTA. The Arizona High Intensity Drug Trafficking Area (AZHIDTA) has
provided twice yearly no cost SAPST trainings, and AHCCCS ensures contractors are aware of this resource and AHCCCS is
able to for contracted providers to travel to attend the trainings, in accordance with the contractor approved budget.
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The Prevention Technology Transfer Center (PTTC) is a leading resource for substance use prevention professionals in
Arizona. In addition to the regular TTA offerings that put forth by the Pacific Southwest PTTC and available to AZ
prevention professionals (which PTTC staff at times shares directly with AHCCCS, or is otherwise promoted by AHCCCS),
AHCCCS also collaborates with the PTTC to explore unmet AZ prevention training needs and develop a plan together to
meet the need. TTA examples that AHCCCS provided through collaboration with the PTTC include Screening Brief
Intervention and Referral to Treatment (SBIRT) for prevention professionals, and the Brief Risk Reduction Interview and
Intervention Model (BRRIIM) Model.

AHCCCS also contracts with vendors on occasion to offer TTA opportunities.
AHCCCS has contracted with Wellington to provide prevention evaluation technical assistance to contractors related to
the activities within the SUBG.

Since 2019, Wellington has provided AHCCCS and its prevention contractors assistance collecting and reporting data
regarding their prevention efforts. Wellington hosted a three-hour technical assistance training on 6/16/22 to teach
contractors how to utilize their developed data portal for inputting and tracking outcome data. Wellington provides
ongoing individualized contractor technical assistance when needed. A Wellington representative most often attends the
AHCCCS Statewide Prevention Meetings to provide additional assistance.

AHCCCS recently contracted with the Arizona State University (ASU) to expand the scope and utilization of the Arizona
Youth Survey (AYS) to be implemented in Arizona schools. The survey is administered biennially to a statewide sample of
8th, 10th, and 12th grade youth under the direction of the Arizona Criminal Justice Commission. The survey is designed to
assess risk and protective factors associated with the development of problem behaviors to provide data drive guidance
for prevention efforts. The ASU consultants provide technical assistance for statewide and local primary prevention service
implementation. The project is designed to expand and enhance the AYS and provide training that will support local
primary prevention providers by better equipping them to utilize evidence-based risk and protective factor data collected
from the survey. ASU facilitated two daylong hybrid workshops on how to use the AYS data can be used to select best fit
evidence-based substance use prevention programs using the Communities That Care (CTC) model. The hybrid technical
assistance workshops occurred on 11/29/22 and 12/8/22 and featured a keynote speaker.

In summary, AHCCCS provides regular and ad hoc TTA by either offering it directly in an individual or group manner,
promoting existing trainings, coordinating with partners, or by hiring contractors to conduct trainings that have been
identified as a need by prevention stakeholders.

3. Does your state have a formal mechanism to assess community readiness to implement prevention (o Yes C No
strategies?

a) If yes, please describe mechanism used.

At the state level, the AHCCCS SABG-funded prevention system follows and implements the Strategic Prevention
Framework (SPF) model, which includes the development and implementation of a statewide needs assessment at least
every 3-5 years. The most recent Needs Assessment, finalized in September 2018, included a community readiness
assessment that allowed AHCCCS to see the state’s capacity to address current prevention needs on a large scale. A
statewide Prevention Strategic Plan was developed in 2020. Because of the significant changes to public health and the
implementation of prevention services due to COVID-19, additional data was collected, analyzed, and reported on in the
Strategic Plan. Capacity building including readiness and a resource assessment were features of the Strategic Plan. A
Steering Committee of state and tribal agencies, coalitions, universities and Regional Behavioral Health Authorities was
established to help guide the strategic planning process. Findings from the additional data collection indicates that
resource availability is impacted by several factors at the time: changing dynamics of the pandemic, regional and local
variation in resource availability, and the types of resources available. A major impact on readiness and resources during
the pandemic was the virtual-only nature of many resources, while in-person services were less available. The report also
indicates community readiness to address substance use had decreased slightly between a pre-COVID-19 survey vs post-
COVID-19 survey, and most participants saw their communities as somewhere in the middle on a scale of not ready to very
ready.

At the community level, readiness assessments should be conducted as a part of the required needs assessment process,
which requires an updated needs assessment every 3 years. AHCCCS provides a template for the needs assessment to
ensure prevention contractors are including the necessary assessment components. AHCCCS also reviews and approves
the submitted needs assessments and provides technical assistance as needed. The TRBHAs who receive SABG Prevention
funds are also required to conduct regular substance use prevention needs assessments. These assessments at the
community level are intended to be used to identify and address those factors contributing to substance use problems.
Prevention efforts should be intentionally designed to meet the communities’ needs, as well as increase community
readiness and capacity to provide prevention activities and services.

Another related deliverable for the directly-contracted primary prevention contractors is a workforce development plan.
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Required annually, providers plan their staff development and trainings to ensure, at minimum, that they meet the
contract requirements for trainings for prevention providers. Providers often choose to bolster their readiness and
capacity by adding optional trainings, or trainings that are required or promoted by their agency. Since there is often
turnover in the behavioral health field, including prevention, these are critical plans to ensure that new staff are
supported in their development and readiness to deliver prevention services.

Coalitions are diligent in their work to improve community readiness through community outreach and education,
training, information dissemination, coalition development, and more.

4. Does your state integrate the National CLAS Standards into the capacity building step? (o Yes C No

a) If yes, please explain in the box below.

AHCCCS tends to utilize existing and no cost resources, and in those cases does not have the authority to make
adaptations to the curriculum or implementation plan to integrate National CLAS Standards. Examples include the PTTC
and the Arizona High Intensity Drug Trafficking Area (AZ HIDTA).

However, when hiring vendors for capacity building, AHCCCS seeks to ensure that the resources to be developed are done
so in accordance with a health equity lens and are culturally relevant. We may do this by requiring that the vendor
collaborates with local providers to receive input prior to resource development, requiring or assisting the vendor to
ensure a representative group of stakeholder informants is involved in planning, having native speakers of non-English
languages review content, promote that the individual delivering a service is of a same or similar demographic as the
intended audience, collaborate with the AHCCCS Divison for Fee for Service Management (DFSM) who oversees the
American Indian Health Plan and Intergovernmental Agreements with TRBHAs, collaborate with the AHCCCS tribal liaison,
etc.

AHCCCS also promotes the use of the SAMHSA Tribal TTA Center, National Hispanic and Latino PTTC, which provides
culturally relevant capacity building materials for those groups.

5. Does your state integrate sustainability into the capacity building step? ® ves (7 No

a) If yes, please explain in the box below.

AHCCCS values and consider sustainability in SUBG primary prevention efforts regarding capacity building.

AHCCCS first seeks to utilize existing resources. AZ coordinates with and promotes existing resources for capacity building,
such as the PTTC and the AZ HIDTA, which provide prevention trainings at no cost.

When coordinating prevention capacity building efforts and activities through AHCCCS or contracted vendors, we have
conversations and put mechanisms into place such as contract requirements and deliverable requirements that seek to
sustain efforts over time. This may be done through recording trainings, PowerPoint slide decks, etc. and making these
recorded resources available online through the AHCCCS grants webpage, or internally in the AHCCCS SharePoint site and
re-shared as needed with prevention stakeholders, such as when new prevention staff are hired. For example, AHCCCS
has utilized vendors to conduct trainings on developing logic models and evaluation tools. The SUBG Prevention Kick Off
Meeting for the RFP new contractors and the logic model training is available on the AHCCCS webpage and a training on
the use of the SUBG prevention evaluation web portal is recorded and available for sharing upon need/request.

https://www.azahcccs.gov/Resources/Grants/SABG/
https://www.youtube.com/watch?v=e-MZGznhUll

b) If no, please explain in the box below.
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Narratve Question

SUPTRS BG statute requires states to spend not less than 20 percent of their SUPTRS BG allotment on primary prevention strategies directed at
individuals not who do not meet diagnostic criteria for a substance use disorder and are identified not to be in need of treatment. While primary
prevention set-aside funds must be used to fund strategies that have a positive impact on the prevention of substance use, it is important to
note that many evidence-based substance use primary prevention strategies also have a positive impact on other health and social outcomes
such as education, juvenile justice involvement, violence prevention, and mental health.
The SUPTRS BG statute requires states to develop a comprehensive primary prevention program that includes activities and services provided in
a variety of settings. The program must target both the general population and sub-groups that are at high risk for substance misuse. The
program must include, but is not limited to, the following strategies:

1. Information Dissemination providing awareness and knowledge of the nature, extent, and effects of alcohol, tobacco, and drug use, abuse,

and addiction on individuals families and communities;

2. Education aimed at affecting critical life and social skills, such as decision making, refusal skills, critical analysis, and systematic judgment
abilities;
3. Alternative programs that provide for the participation of target populations in activities that exclude alcohol, tobacco, and other drug use;

4. Problem Identification and Referral that aims at identification of those who have indulged in illegal/age inappropriate use of tobacco or
alcohol, and those individuals who have indulged in first use of illicit drugs, in order to assess if the behavior can be reversed by education to
prevent further use;

5. Community-based Processes that include organizing, planning, and enhancing effectiveness of program, policy, and practice
implementation, interagency collaboration, coalition building, and networking; and

6. Environmental Strategies that establish or change written and unwritten community standards, codes, and attitudes, thereby influencing
incidence and prevalence of the abuse of alcohol, tobacco and other drugs used in the general population.

In implementing the comprehensive primary prevention program, states should use a variety of strategies that target populations with different
levels of risk, including the IOM classified universal, selective, and indicated strategies.

Planning

1. Does your state have a strategic plan that addresses substance use primary prevention that was developed (o Yes C No
within the last five years?

If yes, please attach the plan in BGAS by going to the Attachments Page and upload the plan.

2. Does your state use the strategic plan to make decisions about use of the primary prevention set-aside of ® ves O No O N/A
the SUPTRS BG?

3. Does your state's prevention strategic plan include the following components? (check all that apply):
a) v Based on needs assessment datasets the priorities that guide the allocation of SUPTRS BG primary prevention
funds
b) |— Timelines
) [ Roles and responsibilities
d) |7 Process indicators
e) |7 Outcome indicators
f) |7 Cultural competence component (i.e., National CLAS Standards)
g) v Sustainability component
h) |— Other (please list):
i) [ Not applicable/no prevention strategic plan
4. Does your state have an Advisory Council that provides input into decisions about the use of SUPTRS BG ® ves O No

primary prevention funds?

5. Does your state have an active Evidence-Based Workgroup that makes decisions about appropriate (o Yes C No
strategies to be implemented with SUPTRS BG primary prevention funds?

a) If yes, please describe the criteria the Evidence-Based Workgroup uses to determine which programs, policies, and
strategies are evidence based
AHCCCS SUBG prevention staff make decisions about appropriate strategies to be implemented with SUPTRS BG primary

prevention funds, with assistance from state, regional, and local partners and existing evidence-based registries or guides,
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and through the use of contract-required deliverables.

AHCCCS values the implementation of evidence-based practices and also affords prevention providers with the flexibility
to implement evidence-based programs, research-based programs, promising practices/programs, and innovative
programs, within certain contract limitations. The Culture as Prevention model is considered by AHCCCS to be evidence-
based for tribal/indigenous communities.

For example, contracts for directly-contracted providers requires the implementation of evidence based, research based,
and/or promising practices according to peer reviewed journals as defined by current SAMHSA guidance in Selecting Best-
fit Programs and Practices. AHCCCS is aware that every community is unique and there may be situations when there is not
an appropriate evidence-based program to meet the needs of the community. AHCCCS has developed parameters
regarding the use of innovative interventions. If a contractor wishes to implement an innovative program, they are
required to submit an AHCCCS Innovative Prevention Program Intervention Protocol for any prevention
program/intervention intended to be implemented under SABG that is not designated as evidence-based. Innovative
prevention interventions are to be administered at a ratio of one innovative intervention per every one evidence-based,
research-based, or promising practice. The Protocol, developed by AHCCCS staff, requires the prevention providers to
formally submit documentation related to the intervention they are proposing to use, prior to the use of the intervention,
for review and approval by AHCCCS. This protocol includes pertinent intervention information, including but not limited
to:?

Program outcomes,??

Program setting,??

Intervention length,??

Description of the “conceptual” and “practical” fit of the proposed intervention,?

Explanation of how the proposed intervention is the best choice over other Evidence and/or Research Based and
Promising interventions available for use in the community,?

Current Intervention Evaluation Methodology, and;?

Protocol to mitigate/remove risks of innovative program/practice implementation on the priority population, including a
process for referral to appropriate services as needed.?

Evidence-based programs or practices are interventions that fall into one or more of the following categories:

1. The intervention is included in a federal registry of evidence based interventions, or

2. The intervention produced positive effects on the primary targeted outcome, and these findings are reported in a peer
reviewed journal, or

3. The intervention has documented evidence of effectiveness, based on guidelines developed by the Center for Substance
Abuse Prevention and/or the state, tribe, or jurisdiction in which the intervention took place. Documented evidence
should be implemented under four recommended guidelines, all of which shall be followed. These guidelines require
interventions to be:

a. Based on a theory of change that is documented in a clear logic or conceptual mode,

b. Similar in content and structure to interventions that appear in federal registries of evidence-based interventions
and/or peer-reviewed journals,

c. Supported by documentation showing it has been effectively implemented in the past, multiple times, and in a manner
attentive to scientific standards of evidence. The intervention results should show a consistent pattern of credible and
positive effects, and

d. Reviewed and deemed appropriate by a panel of informed prevention experts that includes qualified prevention
researchers experienced in evaluating prevention interventions similar to those under review; local prevention
professionals; and key community leaders, as appropriate (for example, law enforcement officials, educators, or elders
within indigenous cultures).

Depending on the contract-specific language, Contractors may also be required to utilize all 6 Center for Substance Abuse
Prevention (CSAP) strategies, and serve each Institute of Medicine (IOM) Category per community need. This promotes
comprehensive programming that is more likely to be evidence-based and effective than implementing only a few CSAP
strategies.

The AZ National Prevention Network (NPN) representative also participates in many collaborative efforts with the Pacific
Southwest Prevention Technology Transfer Center (PTTC), which is a great partner and resources for inquiries related to
evidence-based practices. AHCCCS also participates in and collaborates with other state, federal, and community entities
through the Arizona Substance Abuse Partnership (ASAP), which is the single statewide council on substance abuse
prevention, treatment and recovery efforts. The previous Program Inventory Workgroup has transitioned into the AZ
Prevention Workgroup Meeting, where evidence-based practices are discussed and highlighted. For example, the
Communities that Care (CTC) model was presented and the workgroup discussed potential opportunities to support
further implementation of the CTC in Arizona.

6. Does your state have an Advisory Council that provides input into decisions about the use of SUPTRS BG ® ves O No
primary prevention funds?
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7. Does your state have an active Evidence-Based Workgroup that makes decisions about appropriate ® ves O No
strategies to be implemented with SUPTRS BG primary prevention funds?

a) If yes, please describe the criteria the Evidence-Based Workgroup uses to determine which programs, policies, and
strategies are evidence based?

AHCCCS SUBG prevention staff make decisions about appropriate strategies to be implemented with SUPTRS BG primary
prevention funds, with assistance from state, regional, and local partners and existing evidence-based registries or guides,
and through the use of contract-required deliverables.

AHCCCS values the implementation of evidence-based practices and also affords prevention providers with the flexibility
to implement evidence-based programs, research-based programs, promising practices/programs, and innovative
programs, within certain contract limitations. The Culture as Prevention model is considered by AHCCCS to be evidence-
based for tribal/indigenous communities.

For example, contracts for directly-contracted providers requires the implementation of evidence based, research based,
and/or promising practices according to peer reviewed journals as defined by current SAMHSA guidance in Selecting Best-
fit Programs and Practices. AHCCCS is aware that every community is unique and there may be situations when there is not
an appropriate evidence-based program to meet the needs of the community. AHCCCS has developed parameters
regarding the use of innovative interventions. If a contractor wishes to implement an innovative program, they are
required to submit an AHCCCS Innovative Prevention Program Intervention Protocol for any prevention
program/intervention intended to be implemented under SABG that is not designated as evidence-based. Innovative
prevention interventions are to be administered at a ratio of one innovative intervention per every one evidence-based,
research-based, or promising practice. The Protocol, developed by AHCCCS staff, requires the prevention providers to
formally submit documentation related to the intervention they are proposing to use, prior to the use of the intervention,
for review and approval by AHCCCS. This protocol includes pertinent intervention information, including but not limited
to:?

Program outcomes,??

Program setting,??

Intervention length,??

Description of the “conceptual” and “practical” fit of the proposed intervention,?

Explanation of how the proposed intervention is the best choice over other Evidence and/or Research Based and
Promising interventions available for use in the community,?

Current Intervention Evaluation Methodology, and;?

Protocol to mitigate/remove risks of innovative program/practice implementation on the priority population, including a
process for referral to appropriate services as needed.?

Evidence-based programs or practices are interventions that fall into one or more of the following categories:

1. The intervention is included in a federal registry of evidence based interventions, or

2. The intervention produced positive effects on the primary targeted outcome, and these findings are reported in a peer
reviewed journal, or

3. The intervention has documented evidence of effectiveness, based on guidelines developed by the Center for Substance
Abuse Prevention and/or the state, tribe, or jurisdiction in which the intervention took place. Documented evidence
should be implemented under four recommended guidelines, all of which shall be followed. These guidelines require
interventions to be:

a. Based on a theory of change that is documented in a clear logic or conceptual mode,

b. Similar in content and structure to interventions that appear in federal registries of evidence-based interventions
and/or peer-reviewed journals,

c. Supported by documentation showing it has been effectively implemented in the past, multiple times, and in a manner
attentive to scientific standards of evidence. The intervention results should show a consistent pattern of credible and
positive effects, and

d. Reviewed and deemed appropriate by a panel of informed prevention experts that includes qualified prevention
researchers experienced in evaluating prevention interventions similar to those under review; local prevention
professionals; and key community leaders, as appropriate (for example, law enforcement officials, educators, or elders
within indigenous cultures).

Depending on the contract-specific language, Contractors may also be required to utilize all 6 Center for Substance Abuse
Prevention (CSAP) strategies, and serve each Institute of Medicine (IOM) Category per community need. This promotes
comprehensive programming that is more likely to be evidence-based and effective than implementing only a few CSAP
strategies.

The AZ National Prevention Network (NPN) representative also participates in many collaborative efforts with the Pacific
Southwest Prevention Technology Transfer Center (PTTC), which is a great partner and resources for inquiries related to
evidence-based practices. AHCCCS also participates in and collaborates with other state, federal, and community entities

through the Arizona Substance Abuse Partnership (ASAP), which is the single statewide council on substance abuse
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prevention, treatment and recovery efforts. The previous Program Inventory Workgroup has transitioned into the AZ
Prevention Workgroup Meeting, where evidence-based practices are discussed and highlighted. For example, the
Communities that Care (CTC) model was presented and the workgroup discussed potential opportunities to support
further implementation of the CTC in Arizona.

8. Does your state integrate the National CLAS Standards into the planning step? ® ves O No

a) If yes, please explain in the box below.

The State is committed to advancing health equity, including through the use of culturally and linguistically appropriate
services and efforts to reach and serve all eligible individuals, particularly those who are historically disadvantaged,
underserved, or experience other elevated risk factors for substance use. The integration of CLAS standards into the
planning step of the SPF may be done in a number of ways, including in the AHCCCS staff TA to contractors and vendors,
contractor requirements, the Statewide Substance Abuse Prevention Strategic Plan, requirements and AHCCCS review and
approval of regional strategic plans submitted by subrecipients.

The AHCCCS SUBG team works to hire individuals who are familiar with and employ a health equity lens, and trains staff
accordingly. AHCCCS also values this quality in hired vendors, such as Lecroy & Milligan Associates (LMA) who last
completed the strategic plan process on behalf of AHCCCS in 2020. AHCCCS seeks to ensure that CLAS considerations are
present through mechanisms such as contract language requirements around CLAS and related items, deliverable reviews
by AHCCCS staff, technical assistance efforts, etc. AHCCCS works with Contractors to ensure that services are planned in
accordance to the needs and preferences of the people that the program serves.

The AHCCCS Statewide Substance Abuse Prevention Strategic Plan utilized the SAMHSA SPF for its structure. The plan
states “Through the five-step planing process, cultural competency and sustainability were prioritized, and there is
commitment among stakeholders to continue prioritizing cultural competence and sustainability throughout the plan’s
implementation and evaluation.” Further, the plan guides the prevention field to follow the SAMHSA identified cultural
competence principles for prevention planners:

Include the target population in all aspects of prevention planning.

Use a population-based definition of community (i.e., let the community define itself).
Stress the importance of relevant, culturally appropriate prevention approaches.

Employ culturally competent evaluators.

Promote cultural competence among program staff, reflecting the communities they serve.

The strategic planning process itself followed these principles. LMA as the contracted vendor for the process coordinated
a steering committee for the strategic plan that ensured regional and local level stakeholders were involved in the
planning process. One benefit of this steering committee is that these partners could provide guidance on how CLAS
standards are or should be applied for the communities they serve. LMA and AHCCCS reviewed the demographics of the
steering committee and worked to ensure a diverse array of stakeholders were represented by region,
rural/urban/suburban, priority populations served, etc. The planning process was intended to reflect the diverse opinions
and perspectives of Native American, African American and Hispanic populations; rural and urban communities; counties
statewide; and specific groups such as LGBTQ+ and other community and faith-based organizations.

CLAS recommendations were provided throughout the plan such as for each CSAP strategy, the strategic plan indicates
ways to promote linguistically and culturally relevant services for the priority populations.

The plan is located here
https://www.azahcccs.gov/Resources/Downloads/Grants/SABG/AHCCCS_StatewideSubstanceAbuseStrategicPlan.pdf

CLAS standards are further integrated into the planning process by AHCCCS requiring strategic plans by prevention
contractors. Through this, AHCCCS may review and better understand the planned strategies to be implemented, among
who, by who, where, and why and provides AHCCCS the opportunity to provide feedback and TTA. Cultural
responsiveness is a required element of the strategic plan. Subrecipients should include information as follows:

Include information about how the agency and/or coalition will ensure all prevention activities are inclusive and
regionally/locally representative of the community of focus.

Identify key partnerships and stakeholders to be involved in achieving cultural responsiveness.

Identify any barriers in existence that will impede the agency/coalition’s ability to provide culturally responsive services and
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a plan to address said barriers, as needed.

AHCCCS also ensures CLAS standards are integrated when working with hired vendors. For example, AHCCCS worked with
Riester, a media company, to plan and implement a primary prevention media campaign called Talk Heals, which can be
seen at https://talkheals.org/. AHCCCS specifically worked with Riester to ensure that the language used in the campaign
was relevant to the priority populations, by age, education level, and language.

AHCCCS provided feedback to ensure that the language, graphics, and strategies used were appropriate for segmented
age populations from 12-14, 15-17, 18-21, etc. Spanish content was developed by a Spanish speaker at Riester, and also
reviewed by a native Spanish speaking AHCCCS SUBG Grant Coordinator. The staff member provided feedback on how to
better phrase Spanish language materials for the audience. Finally, parent materials were intentionally written at a 6th
grade reading level or below to ensure parents could read and understand the materials.

Finally, AHCCCS may utilize resources and partnerships to CLAS standards are followed. For example, AHCCCS Division of
Grants and Innovation (DGI) Grant Coordinator staff review of materials, partnering with the AHCCCS Health Equity
Committee, Communications team including Public Information Officers, Office of Individual and Family Affairs, and the
Behavioral Health Planning Council.

b) If no, please explain in the box below.
NA
9. Does your state integrate sustainability into the planning step? ® ves " No
a) If yes, please explain in the box below.

Sustainability is integrated into the planning for SUBG prevention through mechanisms such as the AHCCCS Statewide
Substance Abuse Prevention Strategic Plan, subrecipients regional strategic plans, and other efforts at AHCCCS when
making decisions about funding of prevention activities.

The AHCCCS strategic plan utilized the SPF model for its format. The sustainability section of the plan guides the AZ
prevention field on enhancing sustainability: having a robust strategic plan, maintaining and improving community
capacity, identifying effective programs, measuring outcomes, adapting to change as priorities shift, and commitment from
a diverse group of collaborative stakeholders.

Additionally, subrecipients are required to submit local/regional strategic plans. AHCCCS puts mechanisms into place such
as contract requirements and deliverable requirements that seek to sustain efforts over time. The strategic plan deliverable
requires subrecipients to include a sustainability plan for identified prevention services, including the location of
additional funding sources to address community needs. The required action plan included in this deliverable also
requires subrecipients to list out all of their efforts not limited to SUBG to show how programs/activities, funding, and
priority populations are served to meet the subrecipients goals and objectives. AHCCCS reviews these deliverables and
provides feedback and TA prior to approving the deliverable.

Finally, sustainability is also integrated into planning through various efforts regarding allocating funds, approving
programs, and developing contracts. When making funding decisions, AHCCCS considers how the program will continue
if SUBG funding is not provided. AHCCCS SUBG staff may collaborate with partners on other grants at AHCCCS and with
SAMHSA to learn about other opportunities, provides TTA to subrecipients to assist them with sustainability planning such
as building partnerships, grant writing knowledge and skills development, how to set up and use data and evaluation to
demonstrate program effectiveness that can be used in grant applications or other requests for funding, and coalition
building to enhance community capacity to implement sustainable programming.

b) If no, please explain in the box below.

NA
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Narratve Question

SUPTRS BG statute requires states to spend not less than 20 percent of their SUPTRS BG allotment on primary prevention strategies directed at
individuals not who do not meet diagnostic criteria for a substance use disorder and are identified not to be in need of treatment. While primary
prevention set-aside funds must be used to fund strategies that have a positive impact on the prevention of substance use, it is important to
note that many evidence-based substance use primary prevention strategies also have a positive impact on other health and social outcomes
such as education, juvenile justice involvement, violence prevention, and mental health.
The SUPTRS BG statute requires states to develop a comprehensive primary prevention program that includes activities and services provided in
a variety of settings. The program must target both the general population and sub-groups that are at high risk for substance misuse. The
program must include, but is not limited to, the following strategies:

1. Information Dissemination providing awareness and knowledge of the nature, extent, and effects of alcohol, tobacco, and drug use, abuse,

and addiction on individuals families and communities;

2. Education aimed at affecting critical life and social skills, such as decision making, refusal skills, critical analysis, and systematic judgment
abilities;

3. Alternative programs that provide for the participation of target populations in activities that exclude alcohol, tobacco, and other drug use;

4. Problem Identification and Referral that aims at identification of those who have indulged in illegal/age inappropriate use of tobacco or

alcohol, and those individuals who have indulged in first use of illicit drugs, in order to assess if the behavior can be reversed by education to
prevent further use;

5. Community-based Processes that include organizing, planning, and enhancing effectiveness of program, policy, and practice
implementation, interagency collaboration, coalition building, and networking; and

6. Environmental Strategies that establish or change written and unwritten community standards, codes, and attitudes, thereby influencing
incidence and prevalence of the abuse of alcohol, tobacco and other drugs used in the general population.

In implementing the comprehensive primary prevention program, states should use a variety of strategies that target populations with different
levels of risk, including the IOM classified universal, selective, and indicated strategies.

Implementation
1. States distribute SUPTRS BG primary prevention funds in a variety of different ways. Please check all that apply to your state:
a) [ SSA staff directly implements primary prevention programs and strategies.
b) v The SSA has statewide contracts (e.g. statewide needs assessment contract, statewide workforce training contract,
statewide media campaign contract).
) v The SSA funds regional entities that are autonomous in that they issue and manage their own sub-contracts.
d) v The SSA funds regional entities that provide training and technical assistance.
e) v The SSA funds regional entities to provide prevention services.
f) v The SSA funds county, city, or tribal governments to provide prevention services.
g) v The SSA funds community coalitions to provide prevention services.
h) [V The SSA funds individual programs that are not part of a larger community effort.
i) v The SSA directly funds other state agency prevention programs.
j) [ Other (please describe)
2. Please list the specific primary prevention programs, practices, and strategies that are funded with SUPTRS BG primary prevention dollars

in at least one of the six prevention strategies. Please see the introduction above for definitions of the six strategies:

a) Information Dissemination:

This strategy provides awareness and knowledge of the nature and extent of substance use, abuse, and addiction and
their effects on individuals, families, and communities. It also provides knowledge and awareness of available prevention
programs and services. Information dissemination is characterized by one-way communication from the source to the
audience, with limited contact between the two.??

Tabling/Booth events at Health Fairs, School Parent Nights, and local community events?

Dissemination of prevention flyers, posters, brochures, and other informational media at local grocery stores, doctor's
offices, schools, etc.??

Media campaigns aimed at increasing knowledge of local substance use and abuse trends and data, as well as focusing
on risk and protective factors to reduce substance use and abuse within high-risk populations.??

- Social media campaigns
- Printed material dissemination
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- Radio advertising

- Billboards

- Newsletters

- Resource fairs

- Speaking engagements

b) Education:

This strategy involves two-way communication and is distinguished from the information dissemination strategy by the
fact that interaction between the educator/ facilitator and the participants is the basis of its activities. Activities under this
strategy aim to affect critical life and social skills, including decision-making, refusal skills, critical analysis (e.g., of media
messages), and systematic judgment abilities.?

Parenting/Family Education curriculum, such as Strengthening Families, Guiding Good Choices, and Triple P. These
programs aim to enhance parenting behaviors and skills, enhance effective child management behaviors and parent-child
interactions and bonding, to teach children skills to resist peer influence, and reduce adolescent problem behaviors.??
Curriculum that teaches youth life skills, such as LifeSkills, which are designed to prevent teenage drug and alcohol abuse,
tobacco use, violence and other risk behaviors by teaching students self-management skills, social skills, and drug
awareness and resistance skills.??

- Evidence-based and promising practice curriculum administered in schools and summer camps.
- Community prevention education workshops for youth and adults.
- Mentors

) Alternatives:

This strategy provides for the participation of target populations in activities that exclude substance use. The assumption
is that constructive and healthy activities offset the attraction to, or otherwise meet the needs usually filled by, alcohol
and drugs and would, therefore, minimize or obviate resort to the latter.??

Drug-free community and/or youth events, including drug-free dances, sports tournaments, after-school youth
groups/programs/clubs, etc.??

Connection and engagement in cultural activities, tribal practices, and learning cultural and/or tribal ways.??

- Substance free community events for youth and families.
- Red ribbon week activities

- Youth summer camps

- Cultural programs

- Youth and adult leadership activities

. On campus Sober nights (IHEs)

d) Problem Identification and Referral:

This strategy aims at identification of those who have indulged in illegal/age-inappropriate use of tobacco or alcohol and
those individuals who have indulged in the first use of illicit drugs to assess if their behavior can be reversed through
education. It should be noted, however, that this strategy does not include any activity designed to determine if a person
is in need of treatment.?

Programs/classes for youth who have broken school campus rules regarding alcohol, tobacco, and other drugs (ATOD),
such as being in possession of ATOD or related paraphernalia. Classes aim to educate youth about the dangers of ATOD
use, offer alternatives to substance use, and prevent future infractions.??

- Collaborative partnerships with direct service agencies.
- Drug and alcohol impact panels

e) Community-Based Processes:

This strategy aims to enhance the ability of the community to more effectively provide prevention and treatment services
for substance abuse disorders. Activities in this strategy include organizing, planning, enhancing efficiency and
effectiveness of services implementation, interagency collaboration, coalition building, and networking.?

Building and sustaining of community-based coalitions (there are currently 20 SABG Prevention-funded coalitions within
the state).??

Strategic planning at state and local levels, which includes bringing together key stakeholders from the following sectors
to the table to engage in effective planning:?

Youth,?

Parents,?

Law enforcement,?

Schools,?

Businesses,?

Media,?

Youth-serving organizations,?

Religious and fraternal organizations,?

Civic and volunteer groups,?
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Healthcare professionals,?
State, local, and tribal agencies with expertise in substance abuse, and;?
Other organizations involved in reducing substance abuse.?

- Monthly coalition meetings

- Youth leadership committees

- Community and volunteer training
- Systematic planning

f) Environmental:

This strategy establishes, or changes written and unwritten community standards, codes, and attitudes, thereby
influencing incidence and prevalence of substance abuse in the general population. This strategy is divided into two
subcategories to permit distinction between activities that center on legal and regulatory initiatives and those that relate
to the service and action-oriented initiatives.?

The passing of local ordinances that affect the sale, manufacturing, or availability of ATODs, including alcohol tax
increases, moratoriums on alcohol/marijuana advertising around schools, parks, or places where youth are present, and
moratoriums on the establishment or placement of medical marijuana stores in local areas.?

The review of current ATOD policies within schools and/or communities, including the review of policies related to
prevention of ATOD use amongst youth, review of policies regarding “punishment” of youth who use or are caught, what
prevention strategies are used to decrease repeat behavior, and the eventual revision of policies to be prevention focused,
rather than punishment focused.?

- Collaboration with schools and community stakeholders.

- Community drug take back events

- Council meetings

- Review board participation

- Distribution of medication lock boxes

- Promoting/reviewing alcohol, tobacco, and drug use policies in schools

3. Does your state have a process in place to ensure that SUPTRS BG dollars are used only to fund primary ® ves (7 No
prevention services not funded through other means?

a) If yes, please describe.

AHCCCS is committed to administering the SABG primary prevention funds in a manner that is data-driven, cost effective,
and enhances service provision across the state in communities in need, aiming to fill gaps and reduce duplication.
AHCCCS does this in a number of ways.

One of the first steps to developing a scope of work and an agreement with a potential prevention partner is the
submission of a budget. All contracted primary prevention providers submit budgets to AHCCCS for review and approval
before work begins. This allows AHCCCS to review planned activities and planned expenditures to ensure that they meet
the requirements of the SABG primary prevention set aside. During this review, AHCCCS program and finance staff look for
duplication with other SABG budgets, other funding sources that AHCCCS may manage such as the SOR funds, and other
prevention efforts that AHCCCS is aware of generally. AHCCCS staff actively looks for duplication, and provides feedback
to the contractor/partner if there are concerns such as supplanting of funds or the need for cost allocation of funds.

AHCCCS participates in a number of collaborative efforts with other state, regional, tribal, and local entities that allows for
system communication regarding which primary prevention services are being funded and implemented throughout the
state. Examples include AHCCCS' work with Substance Abuse Coalition Leaders of Arizona (SACLAZ), the Arizona Substance
Abuse Partnership (ASAP), Governor's Office of Youth Faith and Family (GOYFF), PTTC, Wellington, and AHCCCS staff
overseeing other prevention initiatives. These collaborations allow AHCCCS to ensure there is no service duplication, and
for AHCCCS to gather information regarding any gaps and additional needs in services throughout the state, and
coordinate additional support to communities in need of prevention services.

Further, AHCCCS implements additional contracting and policy mechanisms as well as oversight and monitoring efforts
with all contracted prevention partners to review planned and actual activities and provide feedback on service gaps and
duplication. Contract deliverable requirements ensure contractors submit information to AHCCCS that allows AHCCCS to
assess the use of SABG dollars and may seek to review this information against other funds. These deliverables include
planning deliverables such as provider budgets, logic models, strategic plans, action plans, and evaluation plans as well
as Contractor Expenditure Reports (CERs) showing actual expenditures under SABG prevention. AHCCCS staff reviews CERs
from a programmatic and fiscal lens to ensure appropriateness and allowability under the grant.

AHCCCS prevention staff who provide this oversight and monitoring are trained in prevention basics at minimum such as
the SAPST, as well as prevention ethics. AHCCCS staff also are provided ongoing training to ensure that they are
knowledgeable and competent to support prevention contractors in their primary prevention work. Examples of
additional training provided to AHCCCS prevention staff includes the PTTC Prevention Academy, CADCA Annual Leadership
Forum, CADCA Mid-Year Forum, NPN Conference, and the AZ Drug Summit, among others.
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Since GOYFF administers a large portion of the SABG prevention funds, AHCCCS works closely with GOYFF to ensure both
parties are aware of which providers are funded and what programs/activities are funded under the SABG. AHCCCS and
GOYFF are increasing this effort in 2023, as GOYFF released a Request for Grant Applications (RFGA) to establish updated
agreements with prevention providers. The two agencies seek to work together to reduce duplication and cover gaps in
the prevention field in AZ. In 2023, AHCCCS also developed a document to compare prevention grant subrecipients under
AHCCCS prevention funding and shared information with GOYFF to offer transparency in funded subrecipients through
AHCCCS for enhanced decision making under the RFGA.

Additionally, AHCCCS previously collaborated with ASAP and the AZ National Guard Counter Drug Task Force on a review
of prevention funding in AZ, recipients and their activities under each funding source.

4. Does your state integrate National CLAS Standards into the implementation step? ® ves ' No

a) If yes, please describe in the box below.

AHCCCS works with internal staff as well as Contractors to ensure that services are implemented in accordance to the
needs and preferences of the people that the program serves.

The AHCCCS Statewide Substance Abuse Prevention Strategic Plan utilized the SAMHSA SPF for its structure. The plan
states “Through the five-step planing process, cultural competency and sustainability were prioritized, and there is
commitment among stakeholders to continue prioritizing cultural competence and sustainability throughout the plan’s
implementation and evaluation.”

Promote cultural competence among program staff, reflecting the communities they serve.

Examples - CBI's promotora program implemented in Mesa serving Hispanic/Latino/Spanish-speaking populations, served
by a staff member who is a native Spanish-speaker and utilizes a program build for Spanish-speaking populations.
Phoenix Indian Center implements cultural-specific programming for and by Indigenous peoples, with programming
developed specifically for the priority population.

AHCCCS also requires that Coalition Coordinators under the grant reside in the jurisdiction that they serve, to promote
services being planned and implemented by their own community members. AHCCCS provided a flexibility to this
requirement for one contractor in a rural/remote tribal community who required to be relocated. This allowed for the
contractor to maintain staff who is a part of the community to serve the community, in an effort to promote and maintain
CLAS standards, and to avoid staffing concerns.

Another example is the PAXIS program implementation of trainings among juvenile corrections staff. PAXIS strategically
utilized a trainer who had worked in corrections to better connect with the specific culture and needs of those being
served for effective program implementation.

b) If no, please explain in the box below.
5. Does your state integrate sustainability into the implementation step? (o Yes C No
a) If yes, please describe in the box below.

Sustainability is integrated into the implementation step by ensuring that the program maintains at least 1 full time
equivalent (FTE) Coalition Coordinator. The AHCCCS required workforce development plan deliverables for subrecipients
ensures sustainability and capacity of the program through all required contract process, including implementation.

If there is a funding need to continue an effective program, AHCCCS staff may with with other grant partners, state
agencies, and SAMHSA to identify how to maintain a program that is needed.

b) If no, please explain in the box below
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Narratve Question

SUPTRS BG statute requires states to spend not less than 20 percent of their SUPTRS BG allotment on primary prevention strategies directed at

individuals not who do not meet diagnostic criteria for a substance use disorder and are identified not to be in need of treatment. While primary

prevention set-aside funds must be used to fund strategies that have a positive impact on the prevention of substance use, it is important to

note that many evidence-based substance use primary prevention strategies also have a positive impact on other health and social outcomes

such as education, juvenile justice involvement, violence prevention, and mental health.

The SUPTRS BG statute requires states to develop a comprehensive primary prevention program that includes activities and services provided in

a variety of settings. The program must target both the general population and sub-groups that are at high risk for substance misuse. The

program must include, but is not limited to, the following strategies:

. Information Dissemination providing awareness and knowledge of the nature, extent, and effects of alcohol, tobacco, and drug use, abuse,
and addiction on individuals families and communities;

. Education aimed at affecting critical life and social skills, such as decision making, refusal skills, critical analysis, and systematic judgment
abilities;
. Alternative programs that provide for the participation of target populations in activities that exclude alcohol, tobacco, and other drug use;

. Problem Identification and Referral that aims at identification of those who have indulged in illegal/age inappropriate use of tobacco or
alcohol, and those individuals who have indulged in first use of illicit drugs, in order to assess if the behavior can be reversed by education to
prevent further use;

. Community-based Processes that include organizing, planning, and enhancing effectiveness of program, policy, and practice
implementation, interagency collaboration, coalition building, and networking; and

. Environmental Strategies that establish or change written and unwritten community standards, codes, and attitudes, thereby influencing
incidence and prevalence of the abuse of alcohol, tobacco and other drugs used in the general population.

In implementing the comprehensive primary prevention program, states should use a variety of strategies that target populations with different
levels of risk, including the IOM classified universal, selective, and indicated strategies.

Evaluation

1. Does your state have an evaluation plan for substance use primary prevention that was developed within ® ves O No
the last five years?

If yes, please attach the plan in BGAS by going to the Attachments Page and upload the plan.

2. Does your state's prevention evaluation plan include the following components? (check all that apply):
a) v Establishes methods for monitoring progress towards outcomes, such as targeted benchmarks
b) v Includes evaluation information from sub-recipients
c) |7 Includes SAMHSA National Outcome Measurement (NOMs) requirements
d) v Establishes a process for providing timely evaluation information to stakeholders
e) v Formalizes processes for incorporating evaluation findings into resource allocation and decision-making
f) |_ Other (please list:)
g) [ Not applicable/no prevention evaluation plan
3. Please check those process measures listed below that your state collects on its SUPTRS BG funded prevention services:
a) |7 Numbers served
b) v Implementation fidelity
c) |_ Participant satisfaction
d) v Number of evidence based programs/practices/policies implemented
e) |7 Attendance
f) v Demographic information
g) |7 Other (please describe):
narrative reports are optional, requesting subrecipients to provide a brief narrative to report on items that are not
otherwise captured.
4. Please check those outcome measures listed below that your state collects on its SUPTRS BG funded prevention services:
a) v 30-day use of alcohol, tobacco, prescription drugs, etc
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b)
[9)
d)

e)

9)

Heavy use
Binge use
Perception of harm
Disapproval of use

Consequences of substance use (e.g. alcohol-related motor vehicle crashes, drug-related mortality)

B BEVREV RV RN AN

Other (please describe):

AHCCCS worked with a contracted evaluation consultant to develop pre- and post-survey tools for SABG subrecipients to
administer as part of prevention direct service education programming. The tool is based off of National Outcome
Measures (NOMs) and also includes additional optional measures for prevention programs to choose from. The pre- and

post-surveys are to be customized to the program being implemented to measure the most appropriate outcomes being
targeted by the programming.

5. Does your state integrate the National CLAS Standards into the evaluation step? ® ves O No

a)

b)

If yes, please explain in the box below.

AHCCCS integrates CLAS standards in evaluation through contracting with a professional vendor, outlining requirements,
collaborating, and providing TA to the vendor as well as subrecipients as needed.

For example, Wellington, the current hired evaluation vendor, provides all materials in English and Spanish and ensures
language is appropriate to the age and reading level of the intended audience. Wellington has worked with multiple
SUBG prevention subrecipients to adapt evaluation tools to be more appropriate for the intended population, such as
adapting surveys intended for youth to interviews to assess impacts of programming on kindergarten age children, and
working with tribal or Spanish-speaking partners to adapt the survey questions in a way that is more appropriate for the
population served while maintaining survey tool validity.

One of the SUBG prevention subrecipients serves immigrants and refugee communities, thereby serving a wide array of
cultural and linguistic needs. AHCCCS, Wellington, and the contractor may collaborate to ensure CLAS standards are
integrated into the evaluation for this subrecipient. Just as with any other subrecipients, we will collaborate to meet the
CLAS standard needs for evaluation.

If no, please explain in the box below.

6. Does your state integrate sustainability into the evaluation step? ® ves O No

a)

b)

If yes, please describe in the box below.

AHCCCS and Wellington efforts for building sustainability into the evaluation step involves recorded, posted and shared
evaluation training resources. This includes but is not limited to the online SUBG prevention evaluation portal recently
developed, recorded evaluation trainings, evaluation portal user guides, and planning future funding for continued
evaluation services under the grant.

If no, please explain in the box below.
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CHAPTER 1: INTRODUCTION TO THE AHCCCS PRIMARY PREVENTION DATA
MANAGEMENT SYSTEM

AHCCCS Primary Prevention Grant Programs

AHCCCS is the awardee of the Substance Abuse Prevention and Treatment Block Grant (hereinafter
“SABG”) in the State of Arizona. This funding is administered by the federal agency Substance Abuse
Mental Health Services Administration (SAMHSA). AHCCCS uses the SABG program for prevention,
treatment, recovery support, and other services to supplement Medicaid, Medicare, and private
insurance services. Adhering to funding guidelines, AHCCCS uses block grant funds for the following
purposes:

1. Fund primary prevention by providing universal, selective, and indicated prevention activities
and services for persons not identified as needing treatment.

2. Fund priority treatment and support services for individuals without insurance or for whom
coverage is terminated for short periods of time.

3. Fund those priority treatment and support services that demonstrate success in improving
outcomes and/or supporting recovery that are not covered by Medicaid, Medicare, or private
insurance.

4. Collect performance and outcome data to determine the ongoing effectiveness of behavioral
health promotion, prevention, treatment, and recovery support services.

Specific to the Arizona Substance Abuse Primary Prevention Services grant which falls under purpose #1
above, Providers are funded to oversee and implement comprehensive primary prevention
interventions that are Evidence-Based (EBP), Research Based (RBP), Promising Practices (PP) or
Innovative Programs (IP) according to peer reviewed journals as defined by current SAMHSA guidance in
Selecting Best-fit Programs and Practices. The comprehensive primary prevention interventions serve
Institute of Medicine (IOM) populations as identified by community need and must include the six
Center for Substance Abuse Prevention (CSAP) prevention strategies.

About the Data Management System

The purpose of the AHCCCS Primary Prevention Data Management System is to collect Provider data on
several data points that must be reported by AHCCCS to SAMHSA on a monthly, quarterly, and annual
basis. These data points include aspects of program implementation (strategies and activities
implemented, service locations, tracking evidence-based programs, etc.), participants served
(demographics, IOM categories, special populations served, etc.), and program expenditures (by
strategy categories).

Data Management System Help Desk

A Help Desk is provided by Wellington Consulting Group and is available for the Arizona AHCCCS
Substance Abuse Primary Prevention Services Providers and users of the AHCCCS Primary Prevention
Data Management System. All inquiries are responded to within 24 hours. The Help Desk can be
contacted by email.

Samantha Martin Lyra Contreras
samantha@wellingtongroupconsulting.com lyra@wellingtongroupconsulting.com
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CHAPTER 2: ACCESSING THE DATA MANAGEMENT SYSTEM & BASIC NAVIGATION

Instructions on How to Access the Data Management System

A username and password are required to access the data management system. Users should contact
tech support to reset passwords. No guest access is allowed. You must have a username and password to
obtain access to the system.

Each Provider agency’s main point of contact should notify their AHCCCS Contract Manager when new
staff need access to and training on the system. Wellington will coordinate with each Provider agency to
schedule refresher and new staff training on the AHCCCS Primary Prevention Data Management System.

Accessing the Data Management System from the Internet

Once you have a username and password, you will be able to access the Data Management System
through the Internet. Use any of the following internet browsers: Internet Explorer, Google Chrome,
Safari, or Microsoft Edge. Do not use Mozilla Firefox.

Step 1: Open Internet Explorer, Google Chrome, Safari, or Microsoft Edge.
Step 2: In the address bar (not the search bar), type in the following address:

www.azpreventionsabg.org

Step 3: Log in using your assigned Username and password and

click "Submit”. A H CCCS

. Ari Health Care Cost C i S
No guest access is allowed. You must have a username and e e e
password to obtain access.

Username:

Do not use the Back button on the Internet browser to return to Password:
the previous page. The Back button will cause you to exit the data Submit
SyS tem. Tech Support

If data is entered incorrectly or if you need assistance with the Data Management System, click on the
Tech Support link on the main website page or send a direct email to contact the AHCCCS Data
Management System support team listed on page 1 of this user guide.

NOTE: The Data Management System will automatically sign the user out after 20 minutes of inactivity.
Completing one of the following actions will restart the 20 minute clock and allow you to remain logged
in:

e Change the page or form

e Leave the current field and move to another field

e Click the Save button associated with recently entered data
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Main Menu Layout

The first page in the Data Management System is the Main Menu page. Navigate from the Main Menu to
windows to enter and report data. Click on the button of the desired data section to gain access. Users of
the AHCCCS Primary Prevention Data Management System will be assigned a “level of access” when they
receive their username and password. Access to various data sections will be based on the assigned level
of access.

AHCCCS Primary Prevention Data Portal

Do not use the back button on your internet browser. Clicking the back button will log you out of the data portal.

o NS
)ﬁ N\ 0 FA
Objectives and Strategies, Activities, Narrative

Coalition Evaluation Data and Participants Reports

For technical assistance, please contact Samantha Martin at ingf pcor ing.com and Lyra Contreras at Lyra@Wellingtongroupconsulting.com.

Click here to download a copy of the User Guide.

Navigation of each button on the Main Menu is discussed in this User Guide in detail. To exit the Data
Management System at any time, close the application or web page.

Basic Navigation Buttons

Use the icons on the Main Menu and in the Navigation Bar to navigate through the AHCCCS Data
Management System. Buttons will appear across the top of each screen to assist in navigation of the
system:

The Home button returns to the Main Menu page.

m allows for searching data.
The m button goes to the previously accessed page.

The button saves the record or screen being viewed in PDF format.

CHAPTER 3: COALITION DATA AND TRACKING

Data pertaining to your substance abuse prevention coalition is tracked in this section of the data

management system. Click the Coalition button to begin.

The Coalition Resource Menu includes the following sections:

> -0

Coalition
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Coalition Resource Menu

@ Enter and Review Coalition Members
ﬁ Coalition Meeting Attendance

H Coalition Sector Report

l:/f Subcommittee Meeting Attendance

E Meeting Minutes (Optional)

Enter and Review Coalition Members

This section of the Data Management System is
Coalition Resource Menu designed to record your coalition membership.

@ Enter and Review Coalition Members

% Coalition Meeting Attendance

H Coalition Sector Report

.
D/ Subcommittee Meeting Attendance

Once you click on the “Enter and Review Coalition
E Meeting Minutes (Optional) Members” button, you will see the main navigation
buttons as follows: P4

Q rina v B W A

1. Add New Member: Enter the names and contact information for each member of the coalition.
Fields to be completed include Coalition member’s first name, last name, email address and agency
or profession. NOTE: Coalition Members need to be entered annually at the start of each new grant
year.

First Name Last Name Email Agency Coalition Sector Other Sector Active in Coalition?

| I 2 e B

A dropdown menu is available for selecting one of the SAMHSA recognized sectors for each coalition
member.

Select whether the member is active or not active in the coalition by clicking Yes or No under that
heading.

Click on the “save” button to save the record. m

4
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Once saved, you can enter another coalition member by clicking the Add New Member button, click
the Back button to return to the Coalition Resource Menu, or click the Home button to return to the
Main Menu.

2. Find: Once coalition members are entered, you are able to search the coalition roster for an existing
member. Click the “Find” button then enter information pertaining to the record or records you are
seeking. Searches can be conducted on any of the membership roster fields including first name, last
name, email address, agency, coalition sector or coalition membership status. After
entering the criteria, click the “search” button to display the list of records relevant to m
the search criteria that was entered.

Coalition Meeting Attendance

Coalition Resource Menu AHCCCS requires that at least nine (9) formal coalition
meetings take place each year. Monthly formal

@ Enter and Review Coalition Members coalition meetings shall be attended by at least eight

(8) sector representatives at least nine (9) months of

the calendar year from the mandated sectors. A formal

coalition meeting does not include workgroups,

subcommittee, or ad hoc meetings.

ﬁ Coalition Meeting Attendance

H Coalition Sector Report

After each meeting of the substance abuse coalition,
click on the “Coalition Meeting Attendance” button on
the Coalition Resource Menu, then click on the

Add New Meetin,
button to begin.

(NOTE: Coalition Members must be entered in the Data Management System as described above prior to
entering Coalition Meeting Attendance.)

I:/[ Subcommittee Meeting Attendance

E Meeting Minutes (Optional)

You will be prompted to enter the coalition meeting date, then click Coalition Meeting Date
the Save Date button. ->

Please enter the date of the Coalition Meeting:

(hveoyyyy ]
= B

After clicking the Save Date button, a list of all coalition members entered to date will appear with radial
buttons to select whether or not each particular member attended the Coalition meeting on that
particular date.

. . ¢, Update Attendance
After recording the attendance for each member, click on the button to refresh the page
and complete the attendance record for that meeting.
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Coalition Sector Report

Once coalition meetings and member attendance have been
Coalition Resource Menu entered into the Data Management System, this menu option
allows the user to run a report that shows the number of coalition
members in attendance at any given meeting or over a specified
timeframe and also provides a count of the number of member
o0 Goaltion Meeting Attendance sectors represented. NOTE: This report is for the main coalition
meetings and does not include subcommittee meetings.

‘ Coalition Sector Report
The following date filters are available for specifying the date range

to be included in the report:
e Monthly
EMeeting Minutes (Optional) e State Fiscal Year Quarters
e Federal Fiscal Year Quarters
e State Fiscal Year
e Federal Fiscal Year

e Select Date Range

To begin, select the report type based on the timeframe you would like to see:

Coalition Report Under each report type,

the user is able to select
the appropriate month,
quarter or annual fiscal
year for the desired data
report. If a different
timeframe is desired, the
Select Date Range
button allows you to
choose specific dates.
fows Once the timeframe is

O2022

. chosen, click on the
4_’/ Create Report button to
run the report.
The result will provide

the user with the number of coalition meetings, number of participants in attendance, and the total
number of sectors represented at the coalition meeting held during that specified timeframe.

m State Fiscal Year Federal Fiscal Year Select Date Range

Please select a month and year.

Month

® 1 January O6 June O 11 November
O 2 February O 7 July O 12 December
OsMarch O 8 August

O4aapril  O9 September

Osmay  O10 October

Once the report has been created, the user has the option to save the report as PDF by using the
navigation buttons at the top of the screen, return back to the Coalition Resource Menu, or return to the
Data Management System Main Menu.

6
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Subcommittee Meeting Attendance

Coalition Resource Menu

In addition to tracking formal coalition meetings,
attendance at workgroups, subcommittees or ad hoc
meetings should be tracked. After each meeting of the
subcommittees of the substance abuse coalition, the click
on the “Subcommittee Meeting Attendance” button on
the Coalition Resource Menu, then click on the

@ Enter and Review Coalition Members

% Coalition Meeting Attendance

H Coalition Sector Report
+ add‘!lew Subcommittee . X
g button to begin. You will be prompted
[:,/ Subcommittee Meeting Attendance to enter the Subcommittee meeting date, the type of
subcommittee, the Number in Attendance and any Notes
pertaining to the particular Subcommittee meeting; then

click the Save button.

E Meeting Minutes (Optional)

After clicking the Save Date button, a list of all coalition members Subconmiites

entered to date will appear with radial buttons to select whether or not r
. ope . Assessmen
each particular member attended the Coalition meeting on that t

Communication

particular date. The Subcommittee types available include the Education
f0| lowi ng: P Executive Committee
Finance
L ” . . Fundraising
Note, if “Other” is selected, enter the Subcommittee Type in the text -
box. After recording the Coalition Subcommittee meeting information, Membership
click the Save button. Planning
Policy
. . . . . . Recruitment
If an error is made when entering Subcommittee Meeting information, Special Events

clicking the ‘trash’ button will remove that Subcommittee meeting from  susstance specific

the data management system. Once Coalition Subcommittee Meeting VAT

information is complete, you can select a button to Add A New

Subcommittee Meeting, go Back to the Coalition Resource Menu or go Home (to the Main Menu).

Other

Meeting Minutes (Optional)

If the user chooses to enter Coalition Meeting Minutes
Coalition Resource Menu to the SABG Data Management System, click the
Meeting Minutes (Optional) button. If no meeting
minutes have
been added, the

@ Enter and Review Coalition Members No Meetings Minutes Entered

following No meetings minutes have been entered at this time. Use the
e - Add Meeting Minutes button to enter a meeting. Use the back
ﬁ Coalition Meeting Attendance message will button to return to the Coalition Menu.

appear. ==——%
E Coalition Sector Report m

.
D/ Subcommittee Meeting Attendance

E Meeting Minutes (Optional)

7
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To add minutes, click the Add New Meeting Minutes button. The user will be prompted to enter the
meeting date, upload a file containing the meeting minutes and to enter any notes regarding the meeting
and/or minutes.

Date Minutes Notes:

To download meeting minutes, right

click on the Document icon or
:} filename, choose Export Field @
Contents. Save File.

To upload a document containing meeting minutes, right click the container field under Minutes and
select “Upload Document” (On an iMac or if using a mouse without a right click button, hit the “control”
button while clicking the mouse in the container field under the Minutes heading).

After the Meeting Minutes details are entered, click the Save button. If an error is made when uploading

Meeting Minutes, clicking the button will remove those meeting minutes from the Data Management
System.

CHAPTER 4: OBJECTIVES AND EVALUATION DATA

Adhering to funding guidelines, AHCCCS uses a portion of the block grant funds to support primary
prevention by providing universal, selective, and indicated prevention activities and services for
persons not identified as needing treatment and to collect performance and outcome data to
determine the ongoing effectiveness of behavioral health promotion and prevention services.

Various theories are used to try to understand and predict how and why people change their unhealthy
behaviors to healthier ones. For example, to understand behavioral intent (a plan or likelihood that
someone will behave in a particular way in specific situations), a person’s attitudes toward that behavior
as well as external factors (such as influence from peers or parents) are examined. All of the prevention
programs link key intervention components and activities to key determinants of important behaviors.
The purpose of the AHCCCS Primary Prevention evaluation is to assess whether critical program
components or activities were implemented and whether they had an impact upon determinants,
important behaviors, and overall health goals.

Purpose of the AHCCCS Primary Prevention Evaluation

The AHCCCS Primary Prevention evaluation focuses on determining the impact of the prevention
programs on key risk and protective factors for certain target populations. In the design, it is
hypothesized that the more informed youth are about the risk/harm of underage drinking, marijuana use
and misuse and abuse or prescription medication, the more unfavorable their attitudes toward underage
drinking, marijuana use, and misuse/abuse of prescription drugs will become. It is also hypothesized that
the better the interpersonal relationships and positive perception of school safety, the more likely youth
will seek help at school from a counselor, teacher, or other adult. And thirdly, it is hypothesized that the
more parents and youth engage in communication around resistance strategies to reduce underage
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drinking, marijuana use and misuse and abuse of prescription medication, the less likely they are to
report 30-day use.

The following performance measures are required for Federal reporting. The Statewide Evaluation of the
AHCCCS Primary Prevention programs collects the following data to meet those reporting requirements:
1. Reduced Morbidity Abstinence from Drug Use/Alcohol Use
a. 30-day Use (Alcohol, Cigarette, Other Tobacco Products, Marijuana, lllegal drugs other
than Marijuana)
b. Perception of Risk/Harm of Use (Risk from Alcohol, Cigarettes, Marijuana)
c. Age of First Use (Alcohol, Cigarette, Other Tobacco Products, Marijuana, lllegal drugs
other than Marijuana)
d. Perception of Disapproval/Attitudes (self/peers) (Cigarettes, Marijuana, Alcohol)
2. Employment/Education
a. Perception of Workplace Policy (re: random drug and alcohol tests)
b. Average Daily School Attendance Rate
3. Family Communications Around Drug and Alcohol Use
a. Youth self-report
b. Parent self-report
4. Social Connectedness
a. Percentage of Youth Seeing, Reading, Watching, or Listening to a Prevention Message

N The selection of outcome objectives and the evaluation data obtained from
, 4 participant surveys are both housed under the Objectives and Evaluation Data
V Ln tab of the data management system. Click this button to begin.

A
44—

Objectives and
Evgluation Data NOTE: Outcome objectives and evaluation data must be collected and recorded

for each funding source.

To begin (1), select the funding source that Select Funding Source:
you are reporting under. Once a funding @© SABG —-@
source is selected, the drop down menu for © CRRSAA

selecting a reporting period will appear.
Select the current funding period (2) then
click continue (3): Select Reporting Period: __-< 2 }

| 2022 July 2021 - June 2022 v

Continue =p ’_@

The following pages cover each section of the Objectives and
Evaluation Data menu.

E Select/Review Objectives

View Evaluation Results

[

9
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Primary Prevention Program Outcome Objectives

SAMHSA has identified ten domains for National Outcome Measures (NOMs). The domains embody
meaningful, real-life outcomes for people who are striving to attain and sustain recovery, build resilience,
and work, learn, live, and participate fully in their communities. All recipients of funding from the
Substance Abuse Block Grant (SABG) must report on National Outcome Measures. The NOMs matrix
represents the beginning of a state-level reporting system that, in turn, will create an accurate and
current national picture of substance-abuse and mental-health services. See Appendix A for the
Evaluation Questions and Objectives for the required National Outcome Measures

Select/Review Objectives
At the start of EACH Primary Prevention grant funding year, each Provider must select and enter the
outcome objectives that pertain to each funding source received from AHCCCS.

When you click the Select/Review Objectives button, you will be
prompted to select whether you want to enter “new” objectives
or “review” objectives

--
‘ mm Select/Review Objectives
-
. View Evaluation Results previously selected.
NOTE, Once Objectives Do you want to enter data for the specified provider and funding

@ Enter objectives for a new program or review finalized o...

source or do you want to review finalized objectives?

have been selected for a particular funding source and grant

year, you are NOT able to remove those objectives from the Data P R Reicw
Management System. .

To begin selecting objectives, click the “new” button. You will see the following screen:

Please identify the program for which you are selecting/reviewing objectives: % Back A

Write in Program Name:
—

Is the program a single session or multi-session?

" . —
Single session Multi-session

Please identify the age range for participants who will receive this
program.

NOTE: If the program serves multiple age groups, please complete this
form once for each age range.

Under 8 years old (Very young child)
9- 12 years old (Young child) S—
13 and older (Youth Program)

Adult Program

Continue to Select/Review Objectives * _@

1. To begin, fill in the program name.

Select whether the program is single session or multi-session

3. ldentify the age range of participants to be served with the program. NOTE: If the program serves
multiple age groups, you should repeat the process for identifying objectives for each age range
served. Once the age range of participants is selected, the continue button will appear.

4. Click the button to Continue to Select/Review Objectives

N

All of the possible outcome objectives are listed. For a complete list of objectives, see Appendix A.
Providers must choose at least one objective, and may select multiple objectives, that align with the

10
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program focus, goals, and projected outcomes. At least one NOMs objective must be selected under the
category of participants to be served (young child, youth, adult, etc.). In addition to the NOMs objectives,
there are optional objectives for both youth and adults that may also be selected.

NOTE: Once objectives are selected and saved, Providers will not be able to modify those objectives
without written approval from the AHCCCS Contract Manager.

*= Finalize Objectives

Once all applicable objectives have been selected, click the button to save and
continue. You will be prompted to verify that you are ready to finalize the objectives specific to the
funding source, contract year, program and target population selected.

To continue, click ‘yes’ or if modifications are @  Areyouready to finalize your objectives?
needed, click ‘no’ to return to the objective
selection tables Objectives cannot be modified once finalized without approval

from AHCCCS. Please verify that all selections are complete
and correct. Are you ready to finalize your objectives?

Once the objectives are finalized, you will be asked to choose if you will be administering surveys 1) In
person (paper surveys), 2) online or electronically or 3) using both paper and online versions.

Please select if you would like paper surveys, SurveyMonkey
links (online), or both.

Both Online Paper

Once you select the type of survey to be administered, the page will refresh and show the final chosen
objectives.

View Evaluation Results

Survey tools have been designed to be used to collect data on the Primary Prevention programs in order
to provide an assessment of the impact of the programs on the target populations participating in the
programs. Three types of survey tools have been developed: Pre/Post, Post Only, and Retrospective Pre.
The type of survey used will depend upon the length and type of program being evaluated. See Appendix
B. The survey items created will increase our understanding of how or why the prevention strategy(ies)
either did or did not work and this assessment can typically guide subsequent program improvement.
The survey items can also increase our understanding of the relationships among the determinants,
behaviors, and health goals. By identifying and targeting those factors that both affect adolescents'
decisions about substance use and can be changed by certain prevention strategies, the chances of
reducing underage drinking and substance use among youth are greatly improved. This information can
then lead to the implementation of more effective program models. The tables in Appendix C provide an
overview of the AHCCCS Primary Prevention evaluation tool items, what’s being evaluated and why it is
being evaluated (i.e., what research studies say about “it” and the impact on prevention of substance

11
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use.) The Wellington Group will design program surveys for each Provider based on the program,
objectives chosen and target audience of each program.

When “paper” surveys are administered to adult or youth
SR e e 0 participants, Providers should scan and email completed surveys
to the Wellington Group staff within 48 hours of survey

administration. Upon receipt, data entry staff will enter data into

the Data Management System.

If online surveys are collected through Survey Monkey, data will be downloaded directly by Wellington
Consulting Group each month and uploaded into the Data Management System.

Once data has been entered into the system, users can access the raw data by selecting the View
Evaluation Results button.

Users have a variety of date options for Evaluation Results
viewing the evaluation data by selecting

one of the date specific buttons as shown
here.

choose the desired fiscal year or other

date range (month, quarter, etc.) then
ﬁ Create Report

click the button to
view the data.

Please select a report type:

Evaluation Results Filters

After selecting the Create Report button and running the evaluation
results, a set of additional filters appear to the right of the evaluation Go to Youth Breakdown )
results table. These options allow the user to filter the evaluation
data to view only youth or only adult data and includes demographic
data for each population age group.

Go to Adult Breakdown )

CHAPTER 5: STRATEGIES, ACTIVITIES, AND PARTICIPANTS

This section of the Data Management System is designed to capture, track, and
report on several aspects of primary prevention funded programs that must be
reported by AHCCCS to SAMHSA on a quarterly and annual basis. These data
points include aspects of program implementation (strategies and activities
Strategies, Activities, | implemented, service locations, tracking evidence-based programs, etc.),
and Participants participants served (demographics, IOM categories, special populations served,
etc.), and program expenditures (by budget and strategy categories).

The following paragraphs contain important information regarding the data that must be entered and the
definitions that are used by SAMHSA to determine the categories of service. Please read this section prior
to entering data.

12
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Definitions and Reporting Due Dates
The Provider Profile and the Activities List should be completed upon grant award and must be updated
when new program delivery sites and activities are added to the program.

Direct Service Participants are defined as recipients of direct service activities and are tracked through
the enrollment information. The participant demographic data must be collected and entered in the Data
Management System as enroliment takes place. Each individual participant should be entered only once.
AHCCCS reviews and aggregates this data monthly. The participant data must be updated each month no
later than the 15 of the month following the reporting month (For example, October report information
must be completed by November 15").

NOTE: Individual Direct Service Participants within a particular direct service activity should only be
counted once.

Individual Based Activities (Direct Service)

Individual counts of participants should be unduplicated within a direct service activity. However, there
may be instances where a participant is counted more than once IF that individual participates in more
than one individual-based activity. In that case, the individual will be recorded under each activity
(however, each participant is entered only once on the Direct Service Participants section of the Data
Management System. For example, a young person may receive a prevention curriculum in his/her health
class and also participate in an after-school tutoring program. This individual would be reported twice.

Population Based Activities (Indirect Service)

The Indirect Services data may be provided as a duplicate count; that is, an individual who participates in
population-based activities may be recorded multiple times. For example, a young person may attend a
high school assembly on substance abuse, attend a health fair, and receive a brochure as part of the
implementation dissemination strategy. This individual would be reported three times, under three
different activities. The following month, the same individual might attend the same or different
population-based activities and he/she would be counted again. These types of activities address a broad
audience and implementation does not typically involve formal enroliment of the participants. Therefore,
the demographic data that is reported may be an estimation of the characteristics of the participants.

The Expenditures report must be completed once per month; report on monthly expenditures by
strategy and monthly expenditures on evidence-based programs. This report must be completed by the
15" of the month following the reporting period.

Accessing the Strategies, Activities and Participants Section of the Data Management System

Click the Strategies, Activities and Participants button to begin.

v

Next, select the Funding Source and Reporting Period to continue.

NOTE: Strategies, activities, and participants must be tracked separately for

. Strategies, Activities,
EACH funding source. and Participants

13
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under which you are reporting. Once
a funding source is selected, the drop 222:;,\
down menu for selecting a reporting
period will appear. Select the current

funding period (2) then click Select Reporting Period:
-

To begin (1), select the funding source
Select Funding Source: ___

‘continue’ (3) |2022 July 2021 - June 2022

I Continue =p I ——@
Provider Profile
Data collected in the Provider Profile: l
Provider Profile
e Provider Name

e AHCCCS Provider ID 2= Activities List
e |-BHS ID (Optional)
e Area(s) Served

e Funding Source

e Provider’s Main Street Address Sl e
e Targeted Substances Addressed EI e

e Targeted Populations ©8
e Risk Categories of Populations served by your grant funding
e Charitable Choice Questions

e Additional Program Address(es) and data specific to those program addresses

@ Direct Service Participants

At the start of the grant program, Providers should complete all applicable sections of the Provider

Profile. The first section, Main Street Address, is to be completed with the following information:

e Provider Name — once entered, the name will automatically populate after login to the AHCCCS
Primary Prevention Data Management System

e  AHCCCS assigned Provider ID

e |-BHS ID, a unique ID for each Provider assigned by SAMHSA,; this is optional and only assigned to
those agencies offering both prevention and treatment services

e Area served (county, town, school, or specific community being served by the funded Provider)

e Funding Source - this will automatically populate with the funding source selection made in the
previous screen

e Main Street Address of the Funded Provider

e (City of the Funded Provider

e State of Funded Provider

e Zip Code of Funded Provider

14
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Main Address:

Provider Name: AHCCCS Provider ID: BHS-ID: (This ID is not Area Served: Funding Source:
required for all agencies/
coalitions.)
Street Address: City: State: Zip Code:
AZ

In the next section, Providers should indicate which substances are being targeted by the programming
of the selected funding source for the Main Street Address. Select one or multiple substances targeted.
Substance choices include the following:

Alcohol

Cocaine

Heroin

Inhalants

Marijuana

Methamphetamines

Prescription Drugs

Synthetic Drugs

Tobacco

N

In the third section, select the target category or categories of populations being served at the Main
Street Address. NOTE: Although different populations may be served, the Provider should only mark the
target populations that are intentionally recruited for the program. The target categories include:
African American

American Indian/Alaskan Natives

Asian

Hispanic

Homeless

LGBTQ

Military Families

Native Hawaiian / Other Pacific Islander

Rural

Students in College

Underserved Racial and Ethnic Minorities

N

For the Main Street Address of program implementation, select the category or categories of high-risk
populations being served at the program implementation site. NOTE: Only high risk populations being
targeted and intentionally recruited for program participation at that location should be counted. The
categories of high risk participants include:

Abuse Victims

Already Using Substances

Child of Substance Abusers

Drop-outs

Economically Disadvantaged

Homeless or Runaway Youth

Mental Health Problems

Physically Disabled

Pregnant Women/Pregnant Teens

N O

15
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[ ] Violent and Delinquent Behavior
[ ] Other, Please Specify Other

The Charitable Choice questions are required by SAMHSA and are included in Section 5 of the Provider

Profile. Under Charitable Choice Provisions; Final Rule (42 CFR Part 54), SAMHSA grant recipients must:

1. Ensure that religious organizations that are Providers provide to all potential and actual program
beneficiaries (services recipients) notice of their right to alternative services;

2. Ensure that religious organizations that are Providers refer program beneficiaries to alternative
services; and

3. Fund and/or provide alternative services. The term “alternative services” means services determined
by the state to be accessible and comparable and provided within a reasonable period of time from
another substance abuse Provider (“alternative Provider”) to which the program beneficiary (services
recipient) has no religious objection. The purpose of this table is to document how the state is
complying with these provisions.

Providers should select each category that applies to show how the Provider will notify program
beneficiaries about the Charitable Choice options (check all that apply).
e Used model notice provided in final regulation.
e Used notice development by provider (email a copy to your AHCCCS Contract Manager).
e Provider has disseminated notice to religious organizations that are service Providers.

Providers should select each category that applies to the methods for referrals to alternative services
being used by the specific location (check all that apply).

e Provider has developed specific referral system for this requirement.

e Provider has incorporated this requirement into existing referral system(s).

e Other networks and information systems are used to help identify Providers.

The Provider should enter the total number of referrals made to other substance abuse Providers
(“alternative Providers”) that were necessitated by religious objection, as defined previously. NOTE: This
field should be updated monthly to include any additional referrals made during the reporting month
from a specific service delivery location.

The final section should be filled in as needed with notes from the Provider related to any Main location
services listed in the Provider Profile.

Be sure to click the Save button once you have finished completing the Provider ||
Profile.

Adding Additional Administrative Locations

For those Primary Prevention Providers operating T
prevention programming from an Administrative office Add New Administrative
location that is NOT the MAIN Street Address, it is
necessary to complete the Provider Profile information
detailed above pertaining to the additional Administrative address. NOTE: Administrative addresses do
not include partner, community or school organizations that are hosting prevention classes or activities.

16
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For each Administrative location operating programs under the selected funding source, click the + Add
New Administrative Location button and complete all of the sections of the Provider Profile for EACH
Administrative location including the following:

Section 1: Administrative location address

Section 2: Substances targeted by programs at that Administrative location

Section 3: Priority populations targeted by programs at that Administrative location

Section 4: High risk target populations targeted by programs at that Administrative location

Section 5: Charitable Choice notices and referral methods specific to services provided at that
Administrative location

Section 6: Notes related to the Administrative location services and programs

Activities List

Prior to entering any data pertaining to program participants, the Provider
must enter Strategies and Activities. The Activities List is used to record all
of the strategies and activities being implemented under the selected
funding and to indicate the type of each activity (evidence-based, promising
or innovative). To begin this task, click the Activities List button.
Information collected in this form include the following:

Provider Profile

2= Activities List

@ Direct Service Participants

e Funding Source (automatically populated once funding source is 3335235 s
selected)
e Prevention Strategy Fl Er it
Hr's Y

e Activity Category
e  Activity Description/Curriculum Name
e Type of Program

Strategy and Activity Definitions
All funded programs should fit into one of the Center for Substance Abuse Prevention (CSAP) defined
strategy and activity categories. Below is a list of the six strategies and corresponding activities.

INFORMATION Clearinghouse/Information Resource Centers
DISSEMINATION Resource Directories
Media Campaigns
Brochures
Radio And TV
Speaking Engagements
Health Fairs And Other Health Promotion Activity
Information Lines/Hot Lines
Other Information Dissemination Activity*
EDUCATION Parenting and Family Management
Ongoing Classroom and/or Small Group Sessions
Peer Leader/Helper Programs

Education Programs for Youth Groups

17
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ALTERNATIVES

PROBLEM
IDENTIFICATION AND
REFERRAL

COMMUNITY BASED
PROCESS

ENVIRONMENTAL

Mentors

Preschool ATOD Prevention Programs
Other Education Activity*

Drug Free Dances and Parties
Youth/Adult Leadership Activity
Community Drop-in Centers
Community Service Activity
Outward Bound

Recreation Activity

Other Alternative Activity*
Employee Assistance Programs
Student Assistance Programs

Driving While Under the Influence/Driving While Intoxicated Education Programs
Other Problem Identification and Referral Activity*
Community and Volunteer Training

Systematic Planning
Multi-agency Coordination and Collaboration/Coalition
Community Team-Building

Accessing Services and Funding

Other Community-Based Process Activity*

Promoting the Establishment or Review of Alcohol, Tobacco, and Drug Use Policies in
Schools

Guidance and Technical Assistance on Monitoring, Enforcement, Governing,
Availability and Distribution of Alcohol, Tobacco and Other Drugs

Modifying Alcohol and Tobacco Advertising Practices

Product Pricing Strategies

Other Environmental Activities*

NOTE: *Providers should attempt to classify program services under one of the available activity
categories rather than using the “Other” category under each strategy whenever possible. Use the help
section or keyword process described below to help classify an activity.

I need help classifying an activity!

At the top of the Activities List form is a button to offer
assistance in classifying a strategy and/or activity. Click the |

need help classifying an activity! button.

1) From this help screen, you can select a prevention strategy from the dropdown list, click the
Search button and view the definition of that strategy.

I need definitions of strategies or activities.

| want to search for information using keywords.

Select a prevention strategy:
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2) After viewing the strategy definition, you are able to select one of the activity categories listed
under that strategy from the dropdown menu and view the definition by clicking the Search

button.

Select an activity category:
3) Athird option for help in classifying a strategy or activity is to enter a keyword. Begin by selecting
the | want to search for information using keywords button.

I need definitions of strategies or activities. | want to search for information using keywords. ——@

Select a prevention strategy:

Once the user enters a keyword or several keywords separated by commas, click the search button and
one or more records will be displayed.

Enter keyword(s):

L

One or more strategies and activities containing the keyword/s listed will be displayed. The display will
show the Prevention Strategy, Prevention Strategy Definition, Activity Category as well as a definition of
the Activity. Use the arrows to scroll through the strategies and activities to determine which category
best fits the funded strategy and activity being implemented.

«=>.—

Once help is no longer needed, click on the ‘
the Activities List.

gioseteb button to return to entering activities in

Completing the Activities List

Once you have determined the appropriate strategy and activity
categories for your funded programs, you can enter each into the
Activities list. To begin entering a funded activity, select from one | ™
of the six CSAP Prevention Strategies as represented in the 1 Information Dissemination
dropdown menu. 2 Education

Prevention Strategy

v

1 3 Alternatives

After choosing the strategy, the list of corresponding activities " 4 Problem Identification and Referrals ™
become available in a dropdown list under 5 Community-Based Process
the Activity Category heading. b b asicd L

v
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In the next section, provide a written description of the activity or the Description/ Curriculum Name
curriculum name in the text box. —

Type of Program —

[ ol

1 Evidence-Based/ Research-Based Program

Finally, from the dropdown menu under the Type of Program heading,

2 Promising Practice indicate whether the activity is 1) Evidence-Based/Research-Based, 2) a

8 Innovative Program Promising Program or 3) an Innovative Program. To complete the entry,
click on the button. ————— m
NOTE: Once you enter and finalize an activity, the o Are you ready to finalize this activity?
activity cannot be changed. Be sure that you enter
all the information correctly and thoroughly prior to Once the activity is finalized, it cannot be changed. Are you

. .. . . . i i i i ?
finalizing the entry. Once the information is entered Eadyilofinalizeithistactivtye

and correct, select Yes to save the entry.

Continue entering each strategy and activity to be — g
implemented under the funding source, both direct and indirect service activities must be listed. If you

have multiple events/activities taking place in a particular month under the same Activity Category, you

can create separate descriptions of these events in the Activity List.

Click the button at the top of the page to restart the activity entry process.

NOTE: The Activities List must be completed for EACH funding source received for Primary Prevention
services from AHCCCS. If more than one funding source is being utilized by the Provider, return to the
Home screen, enter the Strategies, Activities and Participants section of the Data Management System
then select the next funding source and Reporting Period, then enter all Activities being funded by the
other funding source/s. In addition, activities will need to be entered EACH funding year of the grant.

Once the complete list of activities has been entered, options are available at the top of the page to 1)
filter the Activities List by strategy type or 2) view the full list of activities.

Filter by Prevention Strategy:
1 v Show All
— Activities

To filter, select a strategy category from the drop down menu and click the Go button.

Direct Versus Indirect Services and Activities

All activities implemented under Primary Prevention funding fall into one of two categories: Direct
Service Activities or Indirect Service Activities. To determine where a specific activity should be recorded,
Data Management System users should follow these guidelines:

Direct Services: Interactive prevention interventions that require personal contact with small groups to

influence individual-level change (i.e. classroom-based programs, parenting programs, community
training, etc.).
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Indirect Services: Population-based prevention interventions that require sharing resources and
collaborating to contribute to community-level change (i.e. compliance checks, media campaigns,
information dissemination, recreational activities, large group/assembly-style presentations, advocacy,
etc.).

To identify direct service activities, answer the following questions:

1) Does your training, curriculum, or program, etc. involve two-way interaction between the
presenter/facilitator and participant(s)?

2) Isthere a level of interaction with participants that allows you to collect their demographic data?

3) Is your activity multi-session? And if your activity is one session, does it last for one hour or more?

4) Are you using a pre/post or retrospective survey with participants at this activity?

If your answer to any of these questions is “NO”, the activity is most likely an indirect service. Please
contact your AHCCCS Program Administrator if you have further questions about a specific activity.

Direct Service Participants

Each participant enrolled in and served by Direct Services under AHCCCS

&g provider profi Primary Prevention funding must be entered into the Data Management
System. The menu at the top of the Direct Service Participants page contains
the features needed to add new participants, search for, and sort existing

l l participants, and view and print lists of participants.
@ Direct Service Participants

h NOTE: Prior to entering any Direct Service Participants, the Activities List
eS¢ Indirect Services . . .. .. . .
mm'm'a must be finalized and contain individual-based, direct service

@ Expenditures aCtiVities/progra ms.

To begin entering a Direct Service Participant (1), click the +Add New Participant button at the top of the

2= Activities List

page.
Search for a Participant Code: Show all Direct
Service
Enrollment Data Search: Participants

Participant Codes

A unique participant code must be assigned to each direct service participant and filled into the first field.

To protect the confidentiality of program participants, it is preferred that you use a unique identifier

rather than the participants’ names. Providers may choose their own method of selecting a participant

code or may use one of the example methods. Whichever method is selected to codify direct service

participants, the code must be used consistently throughout the life of the

grant funding and program implementation. Examples: Participant Code:

a) First Name Initial, Last Name Initial, Date of Birth (ex. JS10181995)

b) Location Abbreviation, First Name Initial, Last Name Initial, Date of Birth
(ex. CVHSJS10181995)
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Demographics
s el e Click on each of the demographic categories to select
cencer. I the demographic information for the participant. The

Rece: [ demographic categories include the following:
Ethicty: S U]

Age:

e Gender - response required
o Male
o Female
o Gender Unknown or participant identifies as gender other than Male or Female
e Race —response required
American Indian/Alaskan Native
Asian
Black or African American
Native Hawaiian/Other Pacific Islander
White
More Than One Race
Race Unknown
e Ethnicity — response required
o Hispanic/Latino
o Not Hispanic/Latino
o Ethnicity Unknown
e Age — maybe be left blank if unknown
o Enter the participant’s age at the time of enroliment

Demographic Summary

At any time, users of the Data Management System are able to retrieve a summary report of all
participants entered to date. Simply click on the Demographic Summary button at the top of the Direct
Service Participants page and a summary report will generate listing the age gender, race and ethnicity of
direct service participants entered to date.

O O O O 0O O O

Once you run the Demographic Summary report, you can either save your report as a PDF or Close
Demographics report by selecting the appropriate button at the top of the report.

ﬁ € Close Demographics

Participant Searches and Filters

Once all of the Direct Service participants have been entered into the Data Management System, the user
can filter the complete list of participants using one of three search fields:

e Search for a Participant Code (1)
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e Search by Enrollment Month (2)
e Search by Activity (3)

Search for a Participant Code: ﬁ Show all Direct
se"i“ —
Enrollment Data Search: S v ﬁ Participants

@

Once a search field has been selected, click one of the Go buttons (4) to view participants matching the
search criteria entered. To return to a view of the full list of participants, click the Show all Direct Service
Participants button (5).

NOTE: The search filters work two ways.
1. Identifying the first part of the field. Take for example the Participant Code,
“AA0322TOLLESON”. Search for this Participant Code by typing the first few characters of the
Participant Code "AA032”. If you type in "Toll", the search command looks for that
combination of letters/numbers at the start of any word. You would not find the Participant
Code "AA0322TOLLESON" because "Toll" is not at the beginning of the word.

2. Searching for a combination of letters/numbers positioned anywhere within the
Participant Code (like “Toll”) can be done using the following method: Type an
asterisk "*" before and after the text you want to search for. To find "Toll" anywhere
in the Participant ID, you need to type in "*toll*".

Activity/Activities
The Direct Service activities entered earlier into the Activities List section specific to the selected funding
source will appear under one of the strategy buttons.

Education Alternatives Problem ID and Referrals Community-Based Process

NOTE: Activities implemented under the Information Dissemination and Environmental strategies are all
Indirect Services and will not appear as one of the Direct Service strategy options. Only Strategy
categories added under the Activities List section for the selected funding source will appear (and may
not look the same as this example).

If there are no strategy buttons as shown, the following error message will be displayed:

No buttons here? Use the pink Back button to return to the menu and finalize your Activity List.

Select the Strategy category (pink button), then the Activity from the drop down list in which the new
participant has enrolled. Choose the IOM Category that best describes the participant as related to their
enrollment in the selected activity. Choose from the categories of Universal, Selective or Indicated.
Finally, select the date that the participant enrolled in the selected activity.
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ALC082570

See the example

If the participant is enrolled in a
second activity under the same Student Assistance Programs: Student diversion program - SABG Funding b

Strategy category, select the + Add

NOTE: Enter the date of enroliment in i
the selected activity. + Add New Activity

A

New Activity Button, select the Universal Direct v 03/25/2022
activity and the IOM category then

enter the enrollment date for that activity. If an activity needs to be removed, click the Trash button to

remove the activity.

Once the activity enrollment information is entered and completed, click the Save button (1). If the
participant needs to be deleted or removed from the Data Management System, click the
Trash button (2) to remove that participant.

N -

Indirect Services

Provider Profile

2= Activities List

@ Direct Service Participants

Indirect Services

[
=27 Expenditures
HH'sY

Prior to reporting on Indirect Services, be sure all activities, including
Indirect Services, have been entered on the Activities List.

.. [ ] Data Entry or Review?
After clicking on the

Indirect Services Do you want to ENTER indirect service data for one activity or
button, you will be REVIEW indirect service data for a selected month?

asked if you would

like to Review

C . . Cancel Review m
existing Indirect

L

Services or Enter —
new Indirect Services.

To begin entering Indirect Services, click the Enter button. For one time or time limited services, select
the month that the Indirect Service took place from the dropdown menu. (1) For on-going activities, the
Indirect Services record should be completed each month. Provide the details on how many participants
were indirectly served that month.

Step 2: Select a Prevention Strategy:

2 Education

3 Alternatives

4 Problem Identification and Referrals
5 Community-Based Process

6 Environment
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Step 1: Select a month:

] @ Next, select the Prevention Strategy category (2). Once you choose a

Prevention Strategy category, all of the Activities entered in the

2 Februa

3 March ’ Activities List under that Strategy category will appear to the right of
ge! the Strategies. To finalize the Indirect Services entry, select the

:11 Activity from the populated list (3).

7 July

8 August After selecting the appropriate Activity, you will be prompted to

9 September enter new participant data for that activity. In addition to entering

10 October

11 November

the total number of

Step 3: Select an Activity:

individuals -
indirectly served, @_
demographic
data for the indirect service populations must be reported
including the following:
e Age Ranges

12 December

e Gender
o Race Categories Total number of individuals reached
e Ethnicity Categories I

NOTE: The sum of each demographic category must equal the total number of individuals reached.

ﬁ Be sure to click the Save button after the demographic data has been entered for the
Indirect Services in this Activity. If the Indirect Service activity needs to be

removed, click the Trash button. — W
To continue entering additional Indirect Services, click the + Add Another Add Another Indirect
Indirect Service Form button at the top of the page. If you have multiple Service Form

events/activities taking place in a particular month under the same Activity Category, you can create
separate descriptions of these events in the Activity List.

Expenditures

The Expenditure
Report is due by the
15 of the month
following the
reporting period.
Click the

Provider Profile

Do you want to ENTER an expenditure report for one month or
REVIEW the cumulative expenditure data for the selected
reporting period?

= Activities List

@ Direct Service Participants

. Cancel Review Enter
.g%i%g. Indirect Services Expendltures tab.
SEE You will be asked if you choose to Review or Enter expenditure [data; to
l E& e l begin a new Expenditure Report, select Enter.
Select a month:
Next, select an Expenditure reporting month from the drop down menu. Then i

click here to continue:
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I Continue to Expenditure Report * I

[ ) No records

No records found. Would you like to enter new data?

continue entering Expenditure data.
ves (NN

When entering a new Expenditure Report for a particular
month, you will receive a message indicating that no data is
found. Would you like to enter new data? Select Yes to

The monthly total in the first column (Current Period) must equal the Contract Expenditure Report (CER)

total submitted to AHCCCS for that month. /

Expenses per strategy
Note: Use leading 0 for cents only entry (ex. 0.53)

V 4

NOTE: The amount

Information

Community-Based
Budget Category Current Period Dissemination Education Aternative Environmental

Problem ID and
Referral

Total

- |

SAMHSA requires all Primary Prevention grant recipients to track and report expenditures by strategy.

The sum of all of the strategies combined must add up to the total expenditures for that month (Current

Period).

Expenses per strategy
Note: Use leading 0 for cents only entry (ex. 0.53)

NOTE: The amount
entered for here
should be in line with
your monthly Contract
Expenditure Report
CER).

Budget Category

Current Period

Information

Dissemination Education

Alternative

Community-Based
Process

Environmental

Problem ID and
Referral

Total

Monthly Totals:

$25000.00

L1 ]

In the last column, the totals of the amounts entered into each strategy line item will automatically
calculate. NOTE: The total of the Current Period line items and the total of all the Strategy line items

must match. If these numbers do not match, you will see a red box in the TOTAL column.

Once the sum of all strategies match the Current Period, the red cell will disappear.

~~

For each of the strategy columns, enter the dollar amount expended on each of the six strategies for the
reporting period. NOTE: Enter the dollar amounts using only numbers and decimal points (no commas).

Expenses per strategy
Note: Use leading 0 for cents only entry (ex. 0.53)

NOTE:fhe amount
enterfld for here
should fe in line with
your mofjthly Contract
Expendjture Report

ER).

Cuw( Period

Information

Community-Based
Dissemination

Process

Problem ID and
Budget Category Education Alternative Environmental Referral ;ulal

Monthly Totals: $25000.00 $2500.00 $6578.52 $5432.48 $4600.33 $2193.67 $3695.00 $25000.00

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

26

Page 188 of 684



NOTE:

Red cells indicate required data is missing or totals do not match.

Yellow cells indicate money was entered but there are no participants in the specified
prevention strategy. If no direct participants are enrolled in activities or services under the
specified prevention strategy during the month, please document one (1) participant under
indirect services. This allows the expenditures per strategy category data required by
SAMSHA to calculate correctly.

After completing the monthly expenditures and expenditures by Strategy columns, be sure the
expenditure categories mirror the participants served under those categories each month. If there are no
Direct Service or Indirect Service participants entered in a Strategy category that month, the field under
the Strategy category will be yellow.

If funds were expended under a Strategy but no participants were enrolled that month (for example,
time was spent planning, purchasing, hiring, etc.), enter at least one indirect participant under the
appropriate activity under that Strategy category to allow the expenditure per Strategy category data to
calculate correctly.

The second table of the Expenditures tab collects information on Additional Expenditure Allocation
Categories.

Percent Allocated to:

Prevention (other than primary prevention)
and Treatment Services

Pregnant Women and Women with
Dependent Children

Primary Prevention

Early Intervention Services for HIV

Syringe Service Programs

%

%

%

Total:

%

In this table, enter the percentage of each month’s expenditures allocated to the following categories:
e Prevention (other than primary prevention) and Treatment Services
e Pregnant Women and Women with Dependent Children
e Primary Prevention
e Early Intervention Services for HIV
e Syringe Service Programs

The total of these category allocations (percentages) should be 100%. NOTE: This table must be
completed each month. The table will turn red if data is not entered into the table.

The final question on the Expenditure form pertains to Administrative Expenditures. If Administrative
costs were expended during the reporting month, select Yes.

Did this coalition have Indirect or Administrative Expenditures this month?

@Yes ONo
|

Percent of

For the month, what was the total for Indirect or lini i ?

d to D

Planning, Coordination, and
Needs Assessment

Quality Assurance Training (Post ) | Education (P Program Development Research and Evaluation Information Systems

% % % % % % %

Total: %
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Next, enter the dollar amount expended on Administrative costs. Finally, fill in the percent of
Administrative Expenditures allocated to each of the following Administrative Expense Categories in the
table.

¢ Planning, Coordination, and Needs Assessment - Any funding mechanism with community-based
organizations or local governments for planning and coordination fall into this category. Needs
assessment projects to identify the scope and magnitude of the problem, resources available, gaps in
services, and strategies to close those gaps should also be included in this category. Expenditures for
activities such as planning meetings, data collection, analysis, and writing are allowed.

e Quality Assurance — This category includes activities at any level (state, region, Provider) to assure
conformity to acceptable professional standards and to identify problems that need to be remedied.

e Training (post-employment) — This category includes expenditures for staff development and
continuing education for personnel employed in local programs as well as support and coordination
agencies, as long as the training relates to substance abuse services delivery. Typical costs include
course fees, tuition and expense reimbursements to employees, trainer(s) and support staff salaries,
and certification expenditures.

e Education (pre-employment) — This category includes support for students and fellows in vocational,
undergraduate, graduate, or postgraduate programs who have not yet begun working in substance
abuse programs. Costs might include scholarship and fellowship stipends, instructor(s) and support
staff salaries, and operating expenses.

o Program Development — This category includes consultation, technical assistance, and material
support to local Providers and planning groups. Generally, these activities are carried out by state
level agencies.

e Research and Evaluation — This category includes program performance measurement, evaluation,
and research, such as clinical trials and demonstration projects to test feasibility and effectiveness of
a new approach. These activities may have been carried out by the principal agency of the state or an
independent organization.

¢ Information Systems — This includes collecting and analyzing treatment and prevention data to
monitor performance and outcomes. These activities might be carried out by the principal agency of
the state or an independent organization.

The total of these category allocations (percentages) should add up to 100%. NOTE: This table must be
completed if Indirect or Administrative Costs were expended that month. The table will turn red if data is
not entered into the table and the first question was checked “Yes”. \

Did this coalition have Indirect or Administrative Expenditures this month? ® Yes O No

Be sure to click the Save button after the Expenditures data has been entered for the
month. If the Expenditure report needs to be removed, click the Trash button.

CHAPTER 6: NARRATIVE REPORTS (OPTIONAL)

Each month of the contract year, providers are able enter a narrative report by
F i selecting this button from the Main Menu of the Data Management System.
Narrative
Reports
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NOTE: The completion of the monthly narrative report is OPTIONAL. Providers can use this form to
provide further narrative information to support the direct and indirect participant service numbers and
expenditure reports.

Select the funding source and grant year (reporting period) for the report you wish to enter. NOTE: As
with all of the previously described reports, a separate monthly narrative report must be completed for
each funding source.

Select Funding Source:

@ SABG
O CRRSAA

Select Reporting Period:

2022 July 2021 - June 2022 J

After the funding source and reporting period are selected, select the month for Select Month:
which you are completing the report then click Continue.

1 January
/
2 February
Indicate whether you are entering a new report (Enter), reviewing an already 3 March
submitted report (Review), or exiting the screen (Cancel). :;”"'
ay
o Data Entry or Review? G
7 July
o 8 August
Do you want to ENTER an monthly narrative report for a coalition 9 September
or REVIEW the monthly narrative reports for the coalition(s) in ) Opt "
ctober

the specified reporting period?
11 November

12 December

cancel  review  (HECD

Click Enter to start a new monthly narrative report. The top of the page will indicate the Coalition name
and the selected month. Providers will enter a text response to the following question:

Please provide a brief narrative to report on items that are not otherwise captured in the coalition's process and outcomes
measures (items to consider include, but are not limited to: successes, challenges, best practices identified, EBP fidelity
and/or adaptations considerations, workforce development, and technical assistance needs).

Once the response has been typed into the space provided, click “ to keep or to delete
the report.

To review an already submitted report, select the funding source, reporting period and month as
described above then click Review. The previously saved report for the month selected will be displayed.
NOTE: This does not allow the Provider to edit an

existing report. If the user clicks inside the text box, the ® Cannot modify data here

following message will be displayed.

Monthly Narratives can only be reviewed here. Please use the

o back button to return to where funding source and the month
— are selected and choose to ENTER data instead of REVIEW data.
To edit an existing Narrative Report, select the ENTER
button rather than the Review button. U —
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APPENDIX A: NOMS EVALUATION QUESTIONS AND OBJECTIVES

Table 1
NOMs Domain: Youth Evaluation Objectives
Questions
Abstinence from drug Does the Objective 1a: By (insert date), there will be a 1%

use/alcohol use — 30-
day use (alcohol,
cigarette, other tobacco
products, marijuana,
illegal drugs other than
marijuana)

implementation of
the PPP decrease 30-
day use among youth
participants?

increase in the percentage of youth who report NO
use of alcohol in past 30 days as measured by the
Youth Primary Prevention Survey.

Objective 1b: By (insert date), there will be a 1%
increase in the percentage of youth who report NO
use of cigarette in past 30 days as measured by the
Youth Primary Prevention Survey.

Objective 1c: By (insert date), there will be a 1%
increase in the percentage of youth who report NO
use of other tobacco products in past 30 days as
measured by the Youth Primary Prevention Survey.
Objective 1d: By (insert date), there will be a 1%
increase in the percentage of youth who report NO
use of e-cigarettes/vaping in past 30 days as
measured by the Primary Prevention Survey.
Objective 1e: By (insert date), there will be a 1%
increase in the percentage of youth who report NO
vaping of marijuana in past 30 days as measured by
the Primary Prevention Survey.

Objective 1f: By (insert date), there will be a 1%
increase in the percentage of youth who report NO
use of marijuana (smoke or edibles) in past 30 days
as measured by the Primary Prevention Survey.
Objective 1g: By (insert date), there will be a 2%
increase in the percentage of youth who report NO
use of prescription drugs in past 30 days as
measured by the Primary Prevention Survey.
Objective 1h: By (insert date), there will be a 1%
increase in the percentage of youth who report NO
use of other illegal drugs in past 30 days as
measured by the Primary Prevention Survey.
Objective 1i: By (insert date), there will be a 2%
increase in the percentage of youth who report NO
use of prescription pain relievers in past 30 days as
measured by the Primary Prevention Survey.
Objective 1j: By (insert date), there will be a 2%
increase in the percentage of youth who report NO
use of prescription stimulants in past 30 days as
measured by the Primary Prevention Survey.
Objective 1k: By (insert date), there will be a 2%
increase in the percentage of youth who report NO
use of multiple drugs at the same time in past 30
days as measured by the Primary Prevention
Survey.
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NOMs Domain: Youth Evaluation Objectives
Questions
Abstinence from drug Does the Objective 2a: By (insert date), youth participants

use/alcohol use —
Perception of
Risk/Harm of Use
(alcohol, cigarettes,
marijuana)

implementation of
the PPP increase
youth perception of
risk / harm of ATOD
use?

will show at least a 4% increase in their perception
of risk/harm of smoking cigarettes as measured by
the Primary Prevention Survey.

Objective 2b: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of using e-cigarettes/vaping as
measured by the Primary Prevention Survey.
Objective 2c: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of vaping marijuana as measured by
the Primary Prevention Survey.

Objective 2d: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of using marijuana (smoke/edibles) as
measured by the Primary Prevention Survey.
Objective 2e: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of using marijuana concentrates as
measured by the Primary Prevention Survey.
Objective 2f: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of underage drinking as measured by
the Primary Prevention Survey.

Objective 2g: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of binge drinking as measured by the
Primary Prevention Survey.

Objective 2h: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of using prescription drugs such as
OxyContin, Percocet, Vicodin, Adderall, Ritalin, or
Xanax as measured by the Primary Prevention
Survey.

Objective 2i: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of using prescription drugs such as
Adderall, Ritalin, Concerta, Vyvanse, Dexedrine as
measured by the Primary Prevention Survey.
Objective 2j: By (insert date), youth participants
will show at least a 4% increase in their perception
of risk/harm of using other illegal drugs as
measured by the Primary Prevention Survey.

Abstinence from drug
use/alcohol use — Age
of First Use (alcohol,
cigarettes, other
tobacco products,
marijuana or hashish,

Does the
implementation of
the PPP decrease the
age of first use
reported by youth?
(comparison over 3
year periods)

Objective 3a: By (3-year date), there will be a 10%
increase in the percentage of high school students

(grades 9-12) who report they never tried alcohol as

measured by the Primary Prevention Survey.
Objective 3b: By (3-year date), there will be a 10%
increase in the percentage of high school students
(grades 9-12) who report they never tried
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NOMs Domain: Youth

Evaluation
Questions

Objectives

heroin, Rx pain
relievers)

cigarettes/other tobacco products as measured by
the Primary Prevention Survey.

Objective 3c: By (3-year date), there will be a 10%
increase in the percentage of high school students
(grades 9-12) who report they never tried e-
cigarettes/vaping as measured by the Primary
Prevention Survey.

Objective 3d: By (3-year date), there will be a 10%
increase in the percentage of high school students
(grades 9-12) who report they never tried marijuana
as measured by the Primary Prevention Survey.
Objective 3e: By (3-year date), there will be a 10%
increase in the percentage of high school students
(grades 9-12) who report they never tried
prescription drugs as measured by the Primary
Prevention Survey.

Objective 3f: By (3-year date), there will be a 10%
increase in the percentage of high school students
(grades 9-12) who report they never tried other
illegal drugs as measured by the Primary Prevention
Survey.

Abstinence from drug
use/alcohol use —
Perception of
disapproval/attitudes
(cigarettes, marijuana
experimentally,
regularly, alcohol, peer
disapproval of
cigarettes)

Does the
implementation of
the PPP increase
youth perception of
disapproval/attitudes
toward ATOD use?

Objective 4a: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward use of cigarettes/tobacco products
as measured by the Primary Prevention Survey.
Objective 4b: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward use of e-cigarettes/vaping as
measured by the Primary Prevention Survey.
Objective 4c: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward vaping marijuana as measured by
the Primary Prevention Survey.

Objective 4d: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward use of marijuana as measured by
the Primary Prevention Survey.

Objective 4e: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward use of marijuana concentrates as
measured by the Primary Prevention Survey.
Objective 4f: By (insert date), youth participants will
show at least a 5% increase in their unfavorable
attitudes toward underage drinking as measured by
the Primary Prevention Survey.

Objective 4g: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward binge drinking as measured by the
Primary Prevention Survey.
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NOMs Domain: Youth

Evaluation
Questions

Objectives

Objective 4h: By (insert date), youth participants
will show at least a 5% increase in their unfavorable
attitudes toward use of Rx pain relievers drugs as
measured by the Primary Prevention Survey.
Objective 4i: By (insert date), youth participants will
show at least a 5% increase in their unfavorable
attitudes toward use of Rx stimulant drugs as
measured by the Primary Prevention Survey.
Objective 4j: By (insert date), youth participants will
show at least a 5% increase in their unfavorable
attitudes toward use of other illegal drugs as
measured by the Primary Prevention Survey.
Objective 4k: By (insert date), youth participants
will show at least a 5% increase in their perception
of their friends’ unfavorable attitudes toward
smoking one or more packs of cigarettes a day as
measured by the Primary Prevention Survey.

Perception of
Workplace Policy

Employment/Education:

Does the
implementation of
the PPP increase
youth perception of
workplace policy

around random drug

and alcohol tests?

Objective 5: By (insert date), youth participants will
show a least a 5% increase in their positive
perception regarding workplace policy of random
drug and alcohol tests.

Family Communications
Around Drug and
Alcohol Use (Youth)

Does the
implementation of
the PPP increase
youth
communications
around drug and
alcohol use?

Objective 6: By (insert date), youth participants will
show at least a 5% increase in the number of times
they have talked to their parents/caregiver about
ATOD in the past 12 months.

Family Communications
Around Drug and
Alcohol Use (Parents of
children aged 12-17)

Does the
implementation of
the PPP increase
parent
communications
around drug and
alcohol use?

Objective 7: By (insert date), adult participants will
show at least a 5% increase in the number of times
they have talked to their youth about ATOD in the
past 12 months.

Retention: Percentage
of Youth Seeing,
Reading, Watching, or
Listening to a
Prevention Message.

Does the
implementation of
the PPP increase
youth exposure to
prevention
messages?

Objective 8: By (insert date), youth participants will
show at least a 10% increase in their exposure to
prevention messages (seeing, reading, watching or
listening) in the past 12 months as measured by the
Primary Prevention Survey.

Table 2 provides the Evaluation Questions and Objectives for the measurement of optional risk
and protective factors for youth.
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Table 2

YOUTH Risk/Protective Factors
& Domain (Optional)

Evaluation Questions

Objectives

School/Community Factor:
School Engagement / Physical
and Psychological Safety —
Youth Perception of School
Climate

Does the implementation of
the PPP increase youth
perception of school climate?

Objective: By (insert date), there
will be a 4% increase in the ratings
of school climate by youth as
measured by the School Climate
survey addendum.

Individual Factor: Good Goal
Setting Skills and Problem
Solving - Youth Perception of
Goal Setting and Problem-
Solving Skills.

Does the implementation of
the PPP increase youth
perception of their goal setting
and problem solving skills?

Objective: By (insert date) there
will be a 4% increase in youth
rating of their goal setting and
problem solving skills as measured
by the Problem Solving/Goal
Setting survey addendum.

Individual Factor: Perceived
Stress: Youth Self-Report of
Perceived Stress

Does the implementation of
the PPP decrease youth self-
report of stress?

Objective: By (insert date) there
will be a 5% decrease in youth
perceived stress as measured by
the Perceived Stress Scale
addendum.

Individual Factor: Self-efficacy:
Youth Perception of Self-
efficacy

Does the implementation of
the PPP increase youth rating
of their ability to implement
those behaviors needed to
produce a desired effect?

Objective: By (insert date) there
will be a 5% increase in youth
rating of self-efficacy on the Self-
Efficacy survey addendum.

Individual Factor: Social
Connectedness: Youth
Perception of Sense of
Belonging

Does the implementation of
the PPP increase youth sense
of belonging?

Objective: By (insert date) there
will be a 3% increase in youth
rating of social connectedness as
measured by the Belonging Scale
survey addendum.

Table 3 provides evaluation questions and objectives for the measurement of optional risk and

protective factors for adults.

Table 3

ADULT Risk/Protective Factors
& Domain (Optional)

Evaluation Questions

Objectives

Family Factor: Family provides
structure, limits, rules,
monitoring, and predictability:
Frequency of Parent
communication with children
regarding alcohol or other
substance use.

Does the implementation of
PPP activities increase the
number of times parent talk
to their children about
alcohol and/or other
substance use in the past 30
days?

Objective: By (insert date) there will
be a 5% increase in the number of
times parents report talking to their
youth in the past 30 days about
alcohol and/or other substance use
as measured by the Adult PPP
Survey: Family-child Communication
Section.

Community Factor: Societal/
community norms about
alcohol and drug use: Adult
Perception of Risk/Harm of
Substance Misuse.

Does the implementation of
PPP activities increase adult
perception of the risk/harm
of substance misuse among
the elderly or other adult
populations?

Objective: By (insert date) there will
be a 5% increase in adult perception
of risk/harm of substance misuse
among the elderly or other adult
populations as measured by the
Adult PPP Survey: Perception of
Risk/Harm of Substance Misuse
section.
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Community Factor: Societal/
community norms about
alcohol and drug use: Adult
Perception of Laws and Norms
Favorable to Drug Use

Does the implementation of
PPP activities designed to
impact laws and norms
favorable to drug use have an
impact on community
attitudes perception of
community norms?

Objective: By (insert date) there will
be a 2% increase in adult perception
of community norms about alcohol
and drug use among youth as
measured by the Adult PPP Survey:
Perception of Community Norms
section.

Community Factor: Adult
Knowledge of Substance Use
(Marijuana, Rx, Alcohol,
Vaping)

Do the PPP 360 Presentations
on key substances
(Marijuana, Rx, Alcohol, and
Vaping) increase adult
knowledge of each
substance?

Objective: By (insert date) there will
be a 5% increase in adult knowledge
of (insert substance) as measured by
the Adult PPP Survey: 360 Substance
section.

Community Factor:
Community Mobilization: Adult
Involvement in Community
Action/ Knowledge of
Issues/Resources

Does participation in PPP
community mobilization
change adult involvement,
concern, and knowledge for
the prevention of alcohol and
other substance use?

Objective: By (insert date) at least
70% of the participants in the
community mobilization activity will
indicate an increase in involvement,
concern, and knowledge as
measured by the post only
Community Mobilization Survey.

Family Factor: Clear
expectations for behavior and
values: Adult attitude toward
youth substance use.

Does the implementation of
PPP activities increase adult
unfavorable attitudes toward
youth substance use?

Objective: By (insert date) there will
be a 5% increase in adult
unfavorable attitudes toward youth
substance use as measured by the
Adult PPP Survey: Attitude toward
Youth Substance Use section.

Family Factor: Clear
expectations for behavior and
values: Adult perception of
risk/harm of youth substance
use.

Does the implementation of
PPP activities increase adult
perception of risk/harm of
youth substance use.

Objective: By (insert date) there will
be a 5% increase in adult perception
of risk/harm of youth substance use
as measured by the Adult PPP
Survey: Perception of Risk/Harm of
Youth Substance Use section.

Family Factor: Family provides
structure, limits, rules,
monitoring, and predictability:
Frequency of parent/child
communication regarding
alcohol or other substance use.

Does the implementation of
PPP activities increase the
number of times parent talk
to their children about
alcohol and/or other
substance use in the past 30
days?

Objective: By (insert date) there will
be a 5% increase in the number of
times parents report talking to their
youth in the past 30 days about
alcohol and/or other substance use
as measured by the Adult PPP
Survey: Family-child Communication
Section.

Community Factor: Societal/
community norms about
alcohol and drug use: Adult
perception of risk/harm of
substance misuse.

Does the implementation of
PPP activities increase adult
perception of the risk/harm
of substance misuse among
the elderly or other adult
populations?

Objective: By (insert date) there will
be a 5% increase in adult perception
of risk/harm of substance misuse
among the elderly or other adult
populations as measured by the
Adult PPP Survey: Perception of
Risk/Harm of Substance Misuse
section.
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Community Factor: Societal/
community norms about
alcohol and drug use: Adult

Favorable to Drug Use

Perception of Laws and Norms

Does the implementation of
PPP activities designed to
impact laws and norms
favorable to drug use have an
impact on community
attitudes perception of
community norms?

Objective: By (insert date) there will
be a 2% increase in adult perception
of community norms about alcohol
and drug use among youth as
measured by the Adult PPP Survey:
Perception of Community Norms
section.

Community Factor: Adult
Knowledge of Substance Use
(Marijuana, Rx, Alcohol,
Vaping)

Do the PPP 360 Presentations
on key substances
(Marijuana, Rx, Alcohol, and
Vaping) increase adult
knowledge of each
substance?

Objective: By (insert date) there will
be a 5% increase in adult knowledge
of (insert substance) as measured by
the Adult PPP Survey: 360 Substance
section.

Community Factor:

Involvement in Community
Action/ Knowledge of
Issues/Resources

Community Mobilization: Adult

Does participation in PPP
community mobilization
change adult involvement,
concern, and knowledge for
the prevention of alcohol and
other substance use?

Objective: By (insert date) at least
70% of the participants in the
community mobilization activity will
indicate an increase in involvement,
concern and knowledge as
measured by the post only
Community Mobilization Survey.

Table 4 provides an Evaluation Question and Objective for the measurement of collaboration

among coalition members.

Table 4

& Domain (Optional)

COALITION Risk/Protective Factors

Evaluation Questions

Objectives

nonprofit organizations,

organizations with common
prevention goals

Community Factor: Collaboration,
Coordination, Cooperation among

government agencies and other

Does the implementation
of PPP coalition activities
increase collaboration
among the group
membership?

Objective: By (insert date) there
will be a 5% increase in readiness
to collaborate among the group
membership as measured by the
Wilder Collaboration Factors

Inventory.
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APPENDIX B: PRIMARY PREVENTION EVALUATION TOOLS

Youth P.rlmary Prevention Evaluation Tool Question What’s Being Scale Why is it being Evaluated
#/Question Evaluated
In the past 30 days, how many days did you: Past 30-Day Indicate how Drug use is implicated in a number of developmental
1. Drink one or more drinks of an alcoholic beverage? Use many days problems in adolescence: poor academic performance
2. Smoke part or all of a cigarette? (NOMS) they had used | gexyal precocity, aggression and violence, gang
3. Use other tobacco products? spgciﬁc . involvement, and mental distress and disorder.
4. Use electronic cigarettes (e-cigarettes, vapes) flllle ;:;C;s) n Although substance use is not thought to cause all of
5. Vaped marijuana? days these problems, it is empirically associated with a
6. Smoked marijuana or had edibles? number of problem behaviors and with adolescent
7. Use prescription drugs to get high? delinquency in general.
8. Use any other illegal drugs such as heroin, cocaine or crack,
methamphetamines?
9. Use prescription pain relievers without a doctor telling you to
take them (OxyContin, Vicodin, Percocet, Fentanyl)
10. Use prescription stimulants without a doctor telling you to
take them (Adderall, Ritalin, Concerta, Vyvanse, Dexedrine)
11. Use multiple drugs at the same time (including alcohol,
prescription drugs, marijuana, and other illegal drugs)
How much do you think people risk harming themselves Perception of | A 4-point Perceived risks or beliefs about the harmful effects of
(physically & in other ways) if they: Risk/Harm of | scale with 1 alcohol or drugs are strongly associated with substance
1. Smoke one or more packs of cigarettes per day? NOT Use b_engg “no use. According to The National Center on Addiction and
including e-cigarettes) (NOMS) rblSk af‘ld 4 Substance Abuse at Columbia University, Fact Sheets,
2. Use e-cigarettes or vape? ri:;?? great teens 15 and older who drink are seven times (drug use —
3. Vape marijuana? ' five times) more likely to have sexual intercourse and
4. Use marijuana? (smoke or edibles) twice as likely to have it with four or more partners than
5. Use marijuana concentrates? (honey oil, wax, crumble, non-drinking teens. At-risk clusters occur when drugs and
shatter, budder) alcohol are used, meaning that at-risk behaviors tend to
6. Have one or two drinks of an alcoholic beverage (beer, wine, cluster together — smoking, drug and alcohol abuse and
liquor) nearly every day? sexual activity. Attitudes about the risks associated with
7. Have five or more drinks of an alcoholic beverage in a row substance use have historically been closely related to
once or twice a week? their use. Examining youths' attitudes about the risks
8. Use prescription pain relievers such as OxyContin, Percocet, associated with using substances and their perception of
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;(/(Sll:lels:’ix(;ll:nary Prevention Evaluation Tool Question Ei,l:llltl ast?delng Scale Why is it being Evaluated
Vicodin, Adderall, Ritalin, or Xanax without a doctor telling the availability of substances provides needed prevention
them to take them? information.
9. Use prescription drug stimulants such as Adderall, Ritalin,
Concerta, Vyvanse, Dexedrine without a doctor telling them
to take them?
10. Use other illegal drugs such as heroin, cocaine or crack,
methamphetamines?
How old were you when you first: Age of First Asked to give | Initiating substance use during childhood or adolescence is
1. Had a drink of an alcoholic beverage? Use the age when | linked to substantial long-term health risks. Early (aged 12
2. Smoked part or all of a cigarette? (NOMS) they firstused | 4 14) to late (aged 15 to 17) adolescence is generally
3. Used electronic cigarettes (e-cigs, vapes)? specific regarded as a critical risk period for the initiation of
4. Used marijuana or hashish? EE?;::?EZ; a alcohol use with multiple studies showing associations
5. Used prescription drugs to get high? few sips) between age at first alcohol use and the occurrence of
6.

Used other illegal drugs?

alcohol abuse or dependence. Moreover, there is evidence
across a range of other substances—including marijuana,
cocaine, other psychostimulants, and inhalants—that the
risk of developing dependence or abuse is greater for
individuals who initiate use of these substances in
adolescence or early adolescence than for those who
initiate use during adulthood.
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Youth P.rlmary Prevention Evaluation Tool Question What’s Being Scale Why is it being Evaluated
#/Question Evaluated
How do you feel about someone your age Perception of S-pointscale | Having attitudes favorable to tobacco, alcohol, or drugs is
1. Smokes one or more packs of cigarettes per day? (NOT Disapproval/ with “1” being | associated with increased risk of using substances in
including e-cigarettes) Attitudes Strongly adolescence (Hawkins, Catalano, & Miller, 1992). Data
2. Uses e-cigarettes regularly? (e-cigs, vaping) (Is\?lofﬁesers) %?P;OYC and suggest that attitudes toward substance use tend to be
3. Vape marijuana? ( ) S tronzlll;g substance-specific. Youth-directed substance use
4. Use marijuana once or twice a week? (smoke or edibles) Disapprove prevention programs seeking to affect this outcome should
5. Smokes or vapes marijuana concentrates (honey oil, wax, expect the percent of youth with unfavorable attitudes
crumble, shatter, budder) toward substance use to increase before finding reduced
6. Takes one or two drinks of an alcoholic beverage (beer, levels of substance use.
wine, liquor) nearly every day?
7. Has five or more drinks of an alcoholic beverage, in a row,
once or twice a week?
8. Uses prescription drugs such as OxyContin, Percocet,
Vicodin, Adderall, Ritalin, or Xanax?
9. Uses prescription stimulants (Adderall, Ritalin, Concerta,
Vyvanse, Dexedrine)?
10. Uses other illegal drugs such as heroin, cocaine or crack,
methamphetamines?
11. How do you think your close friends would feel about you
smoking one or more packs of cigarettes a day?
Think about if you were going to work for an employer and Employment/ 3-point scale One measure requested for this grant funded program is
answer the following questions. Education: with 1 being the perception of drug testing in the work environment.
1. How likely is it that you would work for an employer that Perception of “More likely” | The ultimate objectives are to increase or retain
conducts random alcohol and drug tests? ﬁ\(/)(l)irglace 21\1;0311 lbdei?lgke employment, reduce workplace AOD use, and increase
(NOMS) 1o difference”. | POSitive perception of workplace policy regarding random
drug and alcohol tests.
In the past 12 months, how often have you: Parent/ child 4-pointscale | Parent/child communication has been found to have
PARENT communication | from 1 = statistically significant inverse associations with youth
1. Talked to your youth about alcohol, tobacco, and or other in the past 12 Never to 4 = substance use. Parent-child communication is a
drugs? glgl(l)ﬂll)s about ?i/[n?éz than 5 potentially modifiable protective factor of adolescent

substance use. Substantial literature indicates that
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Youth P.rlmary Prevention Evaluation Tool Question What’s Being Scale Why is it being Evaluated
#/Question Evaluated
YOUTH (NOMS) greater frequency and quality of general parent-child
1. Talked to your parents/caregivers about alcohol, tobacco, and communication are negatively associated with
or other drugs? adolescent substance use. For instance, one
2. Talked to at least one adult (not your parents) about alcohol, study found that perceived difficulty talking to parents
tobacco, and or other drugs? about problems is associated with increased risk of
substance use in both boys and girls. Based on
children’s self-reports, the amount of time parents
spend with their children and the frequency of parent-
child communication are both associated with reduced
risks for tobacco onset and alcohol use in the past
month. Consistent with these findings, enhancing
parent-child communication is a common target in
substance use interventions for adolescents.
In the past 12 months, how often have you: Exposure to 4-point scale Media exposure to anti-drug campaigns is showing
1. Seen or heard an ad, message, or presentation about “not” media around from 1 = promising findings showing significantly more negative
smoking, “not” vaping, “not” drinking, “not” using drugs? “not using” a Neverto4= | peliefs and attitudes, lower intentions to use and lower
2. Received written information or materials like brochures, substance. Many Times. receptivity to pro-substance ads and marketing practices.
flyer, booklet, picture about risks of alcohol or drug use? (NOMS) Normative education approaches include content and
3. Attended a presentation or class on risk of alcohol or illegal activities to correct inaccurate perceptions regarding the
drug use or on how to say “no”. high prevalence of substance use. Many adolescents
4. Attended a health fair, assembly, family night or event where overestimate the prevalence of smoking, drinking, and the
information on risk of alcohol or illegal drug use was use of certain drugs, which can make substance use seem
presented. to be normative behavior. Educating youth about actual
rates of use, which are almost always lower than the
perceived rates of use, can reduce perceptions regarding
the social acceptability of drug use. One way to present
this information would be to collect and provide findings
from classroom, school, or local community survey data
that show actual prevalence rates of substance use in the
immediate social environment. Otherwise, this can be
taught using national survey data which typically show
prevalence rates that are considerably lower than what
teens believe. Additionally, normative education attempts
to undermine popular but inaccurate beliefs that substance
use is considered acceptable and not particularly
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Youth Primary Prevention Evaluation Tool Question
#/Question

What’s Being
Evaluated

Scale

Why is it being Evaluated

dangerous. This can be done by highlighting evidence
from national studies that shows strong anti-drug social
norms and generally high perceived risks of drug use in
the population. Normative education materials are often
included in social resistance programs.

W

hd

© %0 N o

Think about your school and indicate how much you agree
with these statements.

1.
2.

Teachers and staff seem to take a real interest in my future.
Teachers or another adult in my school are available when I
need to talk to them.

It is easy to talk with teachers or other staff in my school.
At my school, there is a teacher or some other adult who
notices when I’m not there.

Teachers or some other adult at my school help us students
with our problems.

Problems in this school are solved by students and staff.
School rules are enforced consistently and fairly.

My teachers believe that I can do well in my school.

I feel close to people at this school.

Youth
perception of
school climate

4-point scale
with 1 being
“strongly
disagree” and
4 being
“strongly
agree”.

There is extensive research that shows school climate
having a profound impact on students’ mental and
physical health. School climate has been shown to
affect middle school students’ self-esteem, mitigate the
negative effects of self-criticism, and affect a wide
range of emotional and mental health outcomes.
Research has also revealed a positive correlation
between school climate and student self-concept. A
positive and sound socio-emotional climate of a school
is also related to the frequency of its students’
substance abuse and psychiatric problems. More
specifically, a positive school climate is linked to lower
levels of drug use as well as less self-reports of
psychiatric problems among high school students. In
early adolescence, a positive school climate is
predictive of better psychological well-being. Research
findings indicate that the lack of enforcement of school
rules and the presence of unsafe places in and around
the school influence adolescent drug use directly and
indirectly through their effects on violence
victimization. Experimental research shows that an
improved school social environment—including
student participation in school, relationships, and a
positive school ethos—predicts reductions in student
substance use. They also found that school-level and
individual-level observational studies consistently
reported that disengagement and poor teacher-
student relationships were associated with drug use
and other risky health behaviors.
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goals.
3. Ican usually handle whatever comes my way.

setting skills

“strongly
disagree” and
5 being
“strongly
agree”.

: 7 7 7 Ty
Youth P.rlmary Prevention Evaluation Tool Question What’s Being Scale Why is it being Evaluated

#/Question Evaluated

1. Ican work out my problems if I try hard enough. Problem S-point scale The importance of understanding how adolescents make
2. It’s easy for me to stick to my plans and accomplish my solving & goal | with 1 being decisions lies in the challenging and difficult problems

they face today. If we as adults are to guide adolescents in
making decisions, we need to know what information they
possess, what information they choose to use, and their
cognitive ability. Personal resilience strengths consist of
cooperation and communication, empathy, problem—
solving, self—efficacy, self-awareness, and goals and
aspirations.

Fill in @ indicating how often in the last month you felt:

1. That you were unable to control the important things in your
life?

2. Confident about your ability to handle your personal

problems?

That things were going your way?

4. That difficulties were piling up so high that you could not
overcome them?

w

Youth Stress

5-point scale
where 1 =
Never and
5=Always

Stress is an inevitable, normal experience that is felt when
an individual is unsure if she can meet the demands of her
environment. Depending on the context, stress can be one
of three things: 1) positive and conducive to healthy
development, 2) simply tolerable with no strong effects, or
3) toxic and conducive to physical, emotional, and mental
impairment (Center on the Developing Child, 2015).
Adolescence is a period marked by physical and
psychological changes such as greater involvement in peer
relationships and increased autonomy. Some of these
changes likely contribute to the increase in exposure to
stressors that is typically seen after the transition from
childhood to adulthood. Although some increase in
exposure to stressors during this time is expected,
particularly high levels of stress during adolescence have
been associated with increased depressive symptoms and
externalizing symptoms. Adolescence is a time of
significant and rapid change that is associated with
increases in both exposure to stressors and likelihood of
alcohol and drug use. As a result, stressors occurring
during early- to mid-adolescence may contribute uniquely
to the development of substance use. In particular,
stressors during this time may relate to early-onset
substance use (i.e., prior to age 15), which has been related
to the development of substance use disorders. Several
theories have been developed to explain how exposure to
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: 7 7 7 Ty
Youth P.rlmary Prevention Evaluation Tool Question What’s Being Scale Why is it being Evaluated
#/Question Evaluated
stressors may specifically relate to substance use. The
stress-coping model and self-medication model of
substance abuse suggest that substance use increases as
users attempt to regulate their emotions and manage
reactions to negative or stressful experiences. Cross-
sectional research has found that both severe stressors,
such as experiencing or witnessing violence or being
abused, as well as more moderate stressors, such as
problems at school, work-related stress, and family
conflict are more common among substance-using
adolescents and young adults.
Fill in @ indicating how much you agree with the following Self-Efficacy 5-point scale Self-efficacy is the belief that one has the ability to
statements. where 1 = implement the behaviors needed to produce a desired
1. Ican always manage to solve difficult problems if I try hard Strongly effect. There has been growing interest in the role of self-
enough disagree tlo efficacy as a predictor and/or mediator of treatment
2. If someone does not agree with me, I can find means and Z;;rong Y outcome in a number of domains. In numerous studies of
ways to get what I want substance abuse treatment, self-efficacy has emerged as an
3. [Itis easy for me to stick to my aims and accomplish my important predictor of outcome, or as a mediator of
goals treatment effects. Other studies found that self-efficacy
4. Tam confident that I could deal efficiently with unexpected was related to the occurrence or frequency of drinking or
events drug use. It has been found that self-efficacy was a
5. Thanks to my resourcefulness, I know how to handle relatively strong predictor of post-treatment abstinence
unforeseen situations and the frequency of marijuana use reported a significant
6. I canremain calm when facing difficulties because I rely on relationship between self-efficacy expectancies during
my coping abilities inpatient alcohol dependence treatment and several
7.  When I am confronted with a problem, I can usually find frequency-related outcome variables: the likelihood of
several solutions drinking; time to first drink; and time to relapse during the
8. IfIam in a bind, I can usually think of something to do year following treatment. In the substance abuse field, it
9. No matter what comes my way, I’m usually able to handle it has been postulated, and generally accepted, that if clients

are taught coping skills (e.g., problem-solving, social
skills, communication skills) and they subsequently
experience success as a result of implementing those skills
in lieu of using substances, this mastery experience is
likely to enhance their efficacy beliefs.
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5. Did you have a chance to ask questions about topics or issues
that came up in the program?

6. Have you ever taken a class that talked about the same
information as this class?

: 7 7 7 Ty

;(/(Sll:ilsfi:;l;nary Prevention Evaluation Tool Question E;l:illtl ast?delng Scale Why is it being Evaluated

1. I feel disconnected from the world around me. Social 5-point scale The concept of sense of belonging as connectedness is an

2. Even around people I know, I don’t feel that I really belong. | Connectedness | where I = abstract dimension of relatedness. Gaining an

3. I feel so distant from people. / Sense of Strongly understanding of this concept within a cultural worldview

4. Thave no sense of togetherness with my peers. Belonging disagree tlo has the potential to positively impact the mental health of

5. Tdon’t feel related to anyone. Zitéong y ethnic minority populations. Sense of belonging as

6. I catch myself losing all sense of connectedness with society. connectedness portrays the dynamic nature of human

7. Even among my friends, there is no sense of existence. It is a dynamic phenomenon of social

brother/sisterhood. significance. Belonging scores were positively related to

8. Idon’t feel that I participate with anyone or any group. actual program attendance over a 6-month period, self-
reported attendance in the last week, and protective factors
found in communities. Belonging scores were moderately
and negatively related to community-based risk factors.
Connectedness reflects actions, which can be
increased or decreased through intervention and
attitudes which can be shaped or developed through
intervention. Thus, connectedness may be more
amenable to intervention than is resiliency, and its
predictors and consequences are thoroughly studied in
the literature on adolescent risk-taking and social
development.

1. Did you feel interested in the program sessions and classes? | Program 4-point Assess whether youth are receptive to programs being

2. Did you feel the material presented was clear? satisfaction Likert-type delivered, and that facilitators are offering a physical and

3. Did discussions or activities help you to learn program scale (NO!' = emotionally safe environment for learning.

lessons? l,no=2, vl
4. Did you feel respected as a person? _ i; and YES!

Printed: 9/14/2023 6:06 PM - Arizona - OMB No. 0930-0168 Approved: 04/19/2021 Expires: 04/30/2024

44

PRgge268 of 884




1.

PN B Wy

10.

(physically & in other ways) if they:

Try cigarettes once or twice?

Use cigarettes regularly?

Using e-cigarettes or vaping.

Try marijuana once or twice?

Use marijuana regularly?

Take one or two drinks of an alcoholic beverage once or twice?
Use alcohol (beer, wine, liquor) regularly?

Have five or more drinks of an alcoholic beverage in a row once
or twice a week?

Use prescription drugs regularly for the purposes of getting
high?

Uses other illegal drugs such as heroin, cocaine or crack,
methamphetamines?

perception of the
serious risk and
health problems of
alcohol and
substance use

ADULT Primary Prevention Evaluation Tool Question What’s Being
#/Question Evaluated Scale Why is it being Evaluated
How do you feel about YOUTH: Adult/Parent 5-point scale | Research shows that teens and young adults do
1. Drinking alcohol? attitude toward with 1 being | believe their parents should have a say in whether
2. Drinking alcohol at parties or events where there are adults? ATOD use among | Approveto 5 | they drink alcohol. Parenting styles are important —
3.  Smoking cigarettes? youth being teens raised with a combination of encouragement,
. . . Strongly . .. .
4. Using e-cigarettes/vaping? Disapprove warmth, and appropriate discipline are more likely
5. Using marijuana? to respect their parents’ boundaries. Understanding
6. Using prescription drugs to get high? parental influence on children through conscious
7. Using over the counter drugs like cough syrup, sinus medication, and unconscious efforts, as well as when and how to
or cold medicine to get high? talk with children about alcohol, can help parents
8. Using other illegal drugs such as heroin, cocaine or crack, have more influence than they might think on a
methamphetamines? child’s alcohol use. Parents can play an important
role in helping their children develop healthy
attitudes toward drinking while minimizing its risk.
How much do you think youth risk harming themselves Adult/Parent Scale of 1 to | Similar to parental attitudes toward underage

4 where 1 =
No Risk and
4 = Great
Risk.

drinking and substance use by youth, parental
perception of risk and health problems impacts on
youth perception of risk/harm. Research has shown
that dialogue between parents and young people can
influence teen drug use.

1.

In the past 12 months, how often have you:

Talked to your children about alcohol, tobacco, and or other
drugs?

Adult/Parent —
Child
Communication
about alcohol and
drug use

Scale of 1 to
4 with the
following
values: 1 =0
times; 2 =1
to 2 times; 3
=3to5

Parent-child communication and connectedness
appear to be protective against substance use during
adolescence. Substantial literature indicates that
greater frequency and quality of general parent—
child communication are negatively associated with
adolescent substance use.
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ADULT Primary Prevention Evaluation Tool Question What’s Being
#/Question Evaluated Scale Why is it being Evaluated
times; and 4
= More than
5 times.
Read each statement below and mark your opinion. Elderly Adult Scale: 1=Yes | Alcohol and prescription drug abuse affects up to
1. Ttis dangerous to take someone else’s prescription medicine. Knowledge / 2=No 3=I 17% of adults over the age of 60 as per the
2. Ttis OK to share prescription medicine with my friends. Awareness of Don’tKnow | Natjonal Institute on Alcohol Abuse and
3. Taking prescription medicine together with over-the-counter ths)ki Harm of Alcoholism (NIAAA). Due to insufficient
medicine is always safe. ?:lciﬁglclml{iuse knowledge, limited research data, and hurried
4. A person could have a seizure if they take more than the drugs) office visits, health care providers often overlook
recommended amount of certain prescription medicines. substance abuse among the elderly. This is made
5. Taking prescription pain pills and drinking alcohol is risky. worse by the fact that the elderly often have
6. Itis OK to throw the pills in the trash when they get old. medical or behavioral disorders that mimic
7. Ttis OK to mix medicines without talking to a doctor or symptoms of substance abuse, such as
pharmacist. depression, diabetes, or dementia. At-risk
8. Taking some supplements (like vitamin pills, herbal remedies, drinking is more prevalent among older adults
and other over-the-counter supplements) can be risky if you are than AUD and is likely responsible for a larger
taking certain prescription medications. share of the harm to the health and well-being of
9. When I get a prescription filled, it is important to talk to the older adults. Guidelines provided by the
pharmagist and ask questions about ipteractions with other American Geriatrics Society and the National
medications or supplements I am taking. ) Institute for Alcohol Abuse and Alcoholism
10. It is important to take a list of all the medications that I am taking recommend that older adults drink no more than
and all the over-the-counter medicines and supplements that I am 7 standard drinks (12-0z beer, 4- to 5-0z glass of
taking to all my visits with the doctor. wine, 1.5 oz of 80-proof liquor) per
11. Tknow where there are permanent drop box locations in my week. Prevalence rates for older-adult at-risk
county Wherzl can dispose of old, unused or unneeded drinking (defined as more than 3 drinks on one
prescription drugs. . .
12. Older individuals should not drink any alcohol if they have ggfia;rsllaotz(;ionkl)(;ri 6&5})2 Zoi?r?ef :?r?; \{v(;a gl;/)o ?:;i
medical conditions that can be made worse by alcohol, for . . ' :
. . women. There is also a substantial proportion of
example, diabetes, heart disease. he older-adult population who are binge
13. The recommended limit of drinks for men and women over ages t ¢ older-aduit pop fi 5
of 60 is 1 standard drink per day and no more than 7 drinks a drinkers (ge-nera-lly de 1ne?d as > or more
week. (sitafr.ld-etllrd drinks ;n ori(ei drlndkllntg)epllsodet, télou§h
o . efinitions vary for older adults). In a study o
14. One standard drink is equal to a can of beer or a glass of wine. community-based older adults who reported
drinking one or more drinks in the previous 3
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ADULT Primary Prevention Evaluation Tool Question What’s Being

#/Question Evaluated Scale Why is it being Evaluated
15. As one ages, lean body mass and the ability of the liver to months, 67% reported binge drinking in the last
process alcohol is diminished. year. Older adults take more prescribed and over-

the-counter medications than younger

adults, increasing the risk for harmful drug
interactions, misuse, and abuse. A cross-sectional
community-based study of 3005 individuals aged
57 to 85 years found that 37.1% of men and
36.0% of women used at least 5 prescription
medications concurrently. The study also found
that about 1 in 25 of the participants were at risk
for a major drug interaction, and half of these
situations involved nonprescription medications.
Research has shown a strong association
between depression and alcohol use disorders
that continues into later life. In addition, a
number of older adults also suffer from increased
anxiety. Depression and alcohol use are the most
commonly cited co-occurring disorders in older
adults. Among those aged 65 and older, over 13%
of those with lifetime major depression also met
criteria for a lifetime alcohol use disorder.
Twenty percent of older adults with depression
have a co-occurring alcohol use disorder. At-risk
and problem drinking among the elderly is likely
to increase existing feeling of depression. Older
adults with this comorbidity can be more difficult
to diagnose and treat because each of these
problems may complicate the other. It is
important from a clinical standpoint to assess
depressive symptoms in addition to assessing for
alcohol and psychoactive medication misuse.

1. Ifakid drank some beer, wine or hard liquor (for example, Laws and Norms 4-point scale | Community norms are the attitudes and policies a
vodka, whiskey or gin) in your neighborhood would he or she | Favorable to Drug | 1=YES! community holds about drug use and crime. When
be caught by the police? Use these norms and community laws are favorable
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ADULT Primary Prevention Evaluation Tool Question What’s Being
#/Question Evaluated Scale Why is it being Evaluated
2. If a kid smoked marijuana in your neighborhood, would he or 2=yes 3=no | towards substance use or crime or if they are
she be caught by the police? 4=NO! unclear, children are at higher risk. It is well
3. Ifakid carried a handgun in your neighborhood, would he or documented that social norms predict a range of
she be caught by the police? health behaviors, including exercise, tobacco,
alcohol, and illicit drug use.
MARIJUANA Adult Knowledge | Retrospectiv | The Arizona Rx Drug Initiative model was
For the following questions, please indicate how much you agree of Substance Use e Pre designed to be a coordinated effort between
BEFORE you heard the presentation. Then, think about NOW and | 360 Presentations Sfale: action items implemented at the state and policy
how much you agree now AFTER the presentation. %jgﬂgf 11\&/1;;:1:%) I;S;g:fg level, in conjunction with corresponding action
For each item, mark (X) one response for BEFORE the program and ’ 4=Strongly items implemented at the local community level.
one response for AFTER the program. Pregnant Women Agree This approach tapped into an existing

1. The potency of marijuana has increased since the 1970s.

2. Students who use marijuana tend to get lower grades and are
more likely to drop out of high school.

3. Anew trend in marijuana use is smoking liquid or wax
marijuana in an e-cigarette, known as vaping.

4. Repeated marijuana use can lead to addiction.

5. Early first use of marijuana is associated with the most
significant impairment.

6. Marijuana can reduce inhibition, which can lead to risky
behaviors.

7. Kids who are regular users of marijuana are more likely to
use other drugs.

8. Adolescence is a critical period for brain development.

9. Tknow how to talk to my children about marijuana use.

10. I'know what to do if I spot drug or alcohol use in any of my
children.

VAPING

For the following statements, please indicate how much you agree
with the statement BEFORE you heard the presentation. Then,
think about NOW and how much you agree NOW, AFTER the
presentation.

Knowledge

community-based substance abuse infrastructure
and the social capital it represents and allows for
new and innovative community-based initiatives
to be implemented without the immediate need
for a large upfront investment of cash resources.
Instead, the focus is placed on leveraging existing
community-based networks and the strategic
infusion of additional resources to support
emerging community needs.

The community coalitions, their task groups, and
local champions serve as the primary vehicle of
change responsible for spearheading and driving
all local efforts across the five strategies. By
taking an approach that relies on the leadership
and involvement of community members, the
Arizona Rx Drug Initiative has leveraged the
passion and energy of those who are directly
impacted by, and have a vested interest in, the
problem of prescription drug misuse and abuse
in “their own backyards.”
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ADULT Primary Prevention Evaluation Tool Question What’s Being

#/Question Evaluated Scale Why is it being Evaluated
For each item, mark one response for BEFORE the program and one The other 360 presentations are modeled after
response for AFTER the program. the Rx360 model.

1. E-cigs/E-juice contains nicotine, flavorings, and harmful
carcinogens once it is heated.

2. E-cigs create a vapor from the addictive liquid nicotine (juice)
and is bad for your health.

3. Nicotine can act as a neurotoxin and impair development of
the pre-frontal cortex (area for decision making, judgment,
and planning).

4. Abottle of e-juice contains enough nicotine to kill an adult.

Each pod is the equivalent of a pack of cigarettes.

6. Ifeellike I know enough about specific resistance strategies to
help my kids say “no” to vaping.

7. Tobacco companies intentionally use cartoons and flavorings
that are sweet and appealing to youth.

8. E-cigs are not a safe alternative to cigarettes.

9. JUULs contain nicotine and are just as addictive as cigarettes.

10. Users inhale a lot of chemicals, especially if the vapor is
flavored and can exacerbate asthma and other lung
conditions.

11. Nicotine is a highly addictive substance and acts as a gateway
drug with the effect of addiction, especially in adolescents.

12. Nicotine changes the way synapses are formed which can
alter the way the brain controls attention and learning.

U

ALCOHOL

For the following statements, please indicate how much you agree
with the statement BEFORE you heard the presentation. Then,
think about NOW and how much you agree NOW, AFTER the
presentation.

For each item, mark one response for BEFORE the program and one
response for AFTER the program.
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ADULT Primary Prevention Evaluation Tool Question What’s Being

#/Question Evaluated Scale Why is it being Evaluated

1. Youth who start drinking before the age of 15 are five times
more likely to develop a problem than those who start
drinking at 21.

2. Underage drinking among youth in our community is a
problem.

3. Short term or moderate drinking impacts learning and
memory much more in youth than in adults.

4. Drinking is more harmful to youth than adults because their
brains are still developing.

5. Damage to the brain from alcohol in the teen years can be
long-term and irreversible

6. Ifeellike I know enough about specific resistance strategies to
say “no” to drinking.

7. The amount of alcohol you drink in a can of beer is the same
amount as in a shot of liquor or a glass of wine

8. Drinking alcohol while pregnant can damage a developing
fetus causing a baby brain damage

9. When someone is passed out from alcohol, the alcohol in the
blood can continue to rise.

10. Long term use and/or heavy drinking can cause cancer of the
mouth, esophagus, throat, liver, colon and breast. It can also
cause stroke and liver disease.

PRESCRIPTION DRUGS

For the following statements, please indicate how much you agree

with the statement BEFORE you heard the presentation. Then,

think about NOW and how much you agree NOW, AFTER the

presentation.

For each item, mark one response for BEFORE the program and one

response for AFTER the program.

1. It is dangerous to take someone else’s prescription medicine.

2. Itis NOT OK to share prescription medicine with my friends

3. Taking prescription medicine together with over-the-counter
medicine is not always safe
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recommended amount of certain prescription medicines

ADULT Primary Prevention Evaluation Tool Question What’s Being
#/Question Evaluated Scale Why is it being Evaluated
4. A person could have a seizure if they take more than the

1.

Fill in @ to indicate how much your participation has changed
your involvement, concern, and knowledge

Since my participation in (fill in name of program), my personal
involvement in organized activities for the prevention of alcohol
and other drug abuse has...

Since my involvement in (fill in name of program), my personal
concern for preventing alcohol and other drug abuse in my
community has...

Since my involvement in (fill in name of program), my personal
knowledge of the risk factors that contribute to alcohol and other
drug abuse has...

Since my involvement in (fill in name of program), my personal
knowledge of community programs and community resources
that address alcohol and drug abuse has. ..

Since my involvement in (fill in name of program), my personal
knowledge of community Drop Box locations has...

in Community
Action /
Community
Mobilization/
Knowledge of
Issues/Resources

5. Taking prescription pain pills and drinking alcohol is risky

6. Itis NOT OK to throw the pills in the trash when they get old

7. It is dangerous to mix medicines without talking to a doctor or
pharmacist

8. Taking some supplements (like vitamin pills, herbal remedies,
and other over-the-counter supplements) can be risky if you are
taking certain prescription medications

9. When I get a prescription filled, it is important to talk to the
pharmacist and ask questions about interactions with other
medications or supplements I am taking

10. It is important to take a list of all the medications that I am taking
and all the over-the-counter medicines and supplements that I am
taking to all my visits with the doctor.

11. Tknow where there are permanent drop box locations in my
county where I can dispose of old, unused or unneeded
prescription drugs.

Post Only Survey Adult Involvement | 4-point scale: | Community mobilization is designed to increase

1=Decreased
, 2=Not
changed,
3=Increased
a little,
4=Increased
alot

community readiness and engage communities in
prevention activities and actions to reduce use of
harmful legal products among youth. For example,
one study demonstrated via efforts to prevent
alcohol abuse that effective community mobilization
can support prevention actions and engage more
community members. Effective community
mobilization is essential to implementing a mutually
supportive mix of prevention approaches, i.e.,
environmental strategies and a school-based
prevention curriculum. Coalitions or partnerships
consisting of key leaders, agencies, and
organizations provide a substantial base to mobilize
the entire community to address a health or social
problem. Coalition capacity-building training and
technical assistance should also be provided to
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amount of time in our collaborative efforts.

ADULT Primary Prevention Evaluation Tool Question What’s Being
#/Question Evaluated Scale Why is it being Evaluated
6. Since my involvement in (fill in name of program), my belief strengthen or build coalitions where they are in the
that I have the ability to influence change in my community early stages of organizing or reorganizing.
around alcohol and drug abuse prevention
7. Since my involvement in (fill in name of program), my personal
knowledge of youth substance use has...
8. Since my involvement in (fill in name of program), my personal
knowledge of mental health and mental illness has...
What’s
Being
Coalition Evaluation Tool Question #/Question Evaluated Scale Why is it being Evaluated
Wilder Collaboration Inventory Coalition 5-point scale: Community coalitions are often formed to help
1. Agencies in our community have a history of working together. Effectiveness | 1=Strongly communities mobilize resources and coordinate
2. Trying to solve problems through collaboration has been common in this Disagree to activities that improve the public’s health.
community. It’s been done a lot before. >=Strongly Conceivably, coalitions may contribute to all
3. Leaders in this community who are not part of our collaborative group seem Agree phases of health program delivery, from planning
hopeful about what we can accomplish. to implementation and sustainability. Most
4.  Others (in this community) who are not a part of this collaboration would important, however, may be the role of coalitions
generally agree that the organizations involved in this collaborative project in assisting communities with identifying,
are the “right” organizations to make this work. planning, and subsequently adopting effective
5. The political and social climate seems to be “right” for starting a health programs. In this regard, community
collaborative project like this one. coalitions may be best served by the promotion of
6. The time is right for this collaborative project. evidence-based programs—those that have been
7. People involved in our collaboration always trust one another. systematically evaluated and shown to be effective
8. Thave a lot of respect for the other people involved in this collaboration. in qhangipg health-related behavior. One area in
9.  The people involved in our collaboration represent a cross section of those which eVldence—ba.sed standards and programs
who have a stake in what we are trying to accomplish. have bef:n well aﬁ}culated 1 dmg abus.e
10. All the organizations that we need to be members of this collaborative group preventlop. Coalitions are partlcularly Important
have become members of the group. to the dellver.y. of @g abuse preyentlon programs
11. My organization will benefit from being involved in this collaboration. becausq coalitions include constituents and
12. People involved in our collaboration are willing to compromise on important prevention stakeholders from many
p 0 our collaboratio g to compromise on impo ) . .
. perspectives. By bringing together representatives
aspects for our project. from local government, law enforcement
13. The organizations that belong to our collaborative group invest the right i >

education, media, parent groups, health agencies,
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Coalition Evaluation Tool Question #/Question

What’s
Being
Evaluated

Scale

Why is it being Evaluated

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.
217.

28.

29.

30.

Everyone who is a member of our collaborative group wants this project to
succeed.

The level of commitment among the collaboration participants is high.
When the collaborative group makes major decisions, there is always enough
time for members to take information back to their organizations to confer
with colleagues about what the decision should be.

Each of the people who participate in decisions in this collaborative group
can speak for the entire organization they represent, not just a part.

There is a lot of flexibility when decisions are made; people are open to
discussing different options.

People in this collaborative group are open to different approaches to how
we can do our work. They are willing to consider different ways of working.
People in this collaborative group have a clear sense of their roles and
responsibilities.

There is a clear process for making decisions among the partners in this
collaboration.

This collaboration is able to adapt to changing conditions, such as fewer
funds than expected, changing political climate, or change in leadership.
This group has the ability to survive even if it had to make major changes in
its plans or add some new members in order to reach its goals.

This collaborative group has tried to take on the right amount of work at the
right pace.

We are currently able to keep up with the work necessary to coordinate all
the people, organizations, and activities related to this collaborative project.
People in this collaboration communicate openly with one another.

I am informed as often as I should be about what goes on in this
collaboration.

The people who lead this collaborative group communicate well with the
members.

Communication among the people in this collaborative group happens both
at formal meetings and in informal ways.

I personally have informal conversations about the project with others who
are involved in this collaborative group.

and businesses, coalitions can provide a
community forum for identifying, planning, and
adopting prevention programs that would not
otherwise be possible through the efforts of a
single agency.
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Coalition Evaluation Tool Question #/Question

What’s
Being
Evaluated

Scale

Why is it being Evaluated

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

I have a clear understanding of what our collaboration is trying to
accomplish.

People in our collaborative group know and understand our goals.

People in our collaborative group have established reasonable goals.

The people in this collaborative group are dedicated to the idea that we can
make this project work.

My ideas about what we want to accomplish with this collaboration seem to
be the same as the ideas of others.

What we are trying to accomplish with our collaborative project would be
difficult for any single organization to accomplish by itself.

No other organization in the community is trying to do exactly what we are
trying to do.

Our collaborative group had adequate funds to do what it wants to
accomplish.

Our collaborative group has adequate “people power” to do what it wants to
accomplish.

The people in leadership positions for this collaboration have good skills for
working with other people and organizations.
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APPENDIX C: EVALUATION REQUIREMENTS

Evaluation Tools

Participation in the statewide evaluation of the Primary Prevention grant is required for Primary
Prevention programs funded under AHCCCS’ SABG, CRRSAA and other grant funding. Providers

may not conduct pre or post evaluation activities in addition to these requirements.

Providers will be provided with the various surveys and are able to select administration of

either paper surveys, electronic surveys, or both. For surveys administered online, Providers will
be provided with a personalized survey link and data will automatically be sent to the statewide

evaluation team, Wellington Consulting Group, for data analysis. For paper surveys that are
administered in-person, Providers are required to scan the surveys and email them to the
Evaluation Team staff within 48 hours of administration. Once survey data is received, the
survey data is viewable from the View Evaluation Results button of the Objectives and
Evaluation tab on the Main Menu.

The collection of the following Outcome Data is required.

REQUIRED FOR SAMHSA PERFORMANCE MEASURES

Domain: Reduced Morbidity Abstinence from Drug Use/Alcohol Use

Measure
30-Day Use

Measure Calculation

Data Collection Tools

30-Day Use: Alcohol

# and % who reported having used alcohol during the
past 30 days; percent change between pre/post.

Youth Primary Prevention
Survey

30-Day Use: Cigarette

# and % who reported having smoked cigarettes
during the past 30 days; percent change between
pre/post.

Youth Primary Prevention
Survey

30-Day Use: Other
Tobacco Products

# and % who reported having used other tobacco
products during the past 30 days; percent change
between pre/post.

Youth Primary Prevention
Survey

30-Day Use: Marijuana

# and % who reported having used marijuana or
hashish during the past 30 days; percent change
between pre/post.

Youth Primary Prevention
Survey

30-Day Use: Other lllegal
drugs

# and % who reported having used other illegal drugs
during the past 30 days; percent change between
pre/post.

Youth Primary Prevention
Survey

Measure
Perception of Risk/Harm

Measure Calculation

Data Collection Tools

Alcohol

# and % reporting moderate or great risk; percent
change between pre/post.

Youth Primary Prevention
Survey

cohorts over specified time period.

Cigarettes # and % reporting moderate or great risk; percent Youth Primary Prevention
change between pre/post. Survey

Marijuana # and % reporting moderate or great risk; percent Youth Primary Prevention
change between pre/post. Survey

Measure Measure Calculation Data Collection Tools

Age of First Use

Alcohol Average age of first use; percent change between Youth Primary Prevention
cohorts over specified time period. Survey

Cigarettes Average age of first use; percent change between Youth Primary Prevention

Survey
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Other Tobacco Products

Average age of first use; percent change between
cohorts over specified time period.

Youth Primary Prevention
Survey

Marijuana

Average age of first use; percent change between
cohorts over specified time period.

Youth Primary Prevention
Survey

Other lllegal drugs

Average age of first use; percent change between
cohorts over specified time period.

Youth Primary Prevention
Survey

Measure Perception of
Disapproval/ Attitudes

Measure Calculation

Data Collection Tools

Disapproval of Cigarettes

# and % somewhat or strongly disapproving; percent
change between pre/post.

Youth Primary Prevention
Survey

Perception of Peer
Disapproval of Cigarettes

# and % reporting their friends would somewhat or
strongly disapprove; percent change between
pre/post.

Youth Primary Prevention
Survey

Disapproval of Using
Marijuana
Experimentally

# and % somewhat or strongly disapproving; percent
change between pre/post.

Youth Primary Prevention
Survey

Disapproval of Using
Marijuana Regularly

# and % somewhat or strongly disapproving; percent
change between pre/post.

Youth Primary Prevention
Survey

Disapproval of Alcohol

# and % somewhat or strongly disapproving; percent
change between pre/post.

Youth Primary Prevention
Survey

Domain: Employment/Education

Measure

Measure Calculation

Data Collection Tools

Perception of Workplace
Policy

# and % reporting that they would be more likely to
work for an employer conducting random drug and
alcohol tests; percent change between pre/post.

Youth Primary Prevention
Survey

Average Daily School
Attendance Rate

ADA divided by total enrollment and multiplied by
100; percent change over specified time period.

Monthly Report of Average
Daily School Attendance

Domain: Crime and Criminal Justice

Measure

Measure Calculation

Data Collection Tools

Alcohol Related Traffic
Fatalities (ARTF)

Number of ARTF divided by total # of traffic fatalities
and multiplied by 100; percent change over specified
time period.

US Department of
Transportation, National
Highway Traffic Safety
Administration Data

Alcohol and Drug Related
Arrests (ADRA)

# of ADRA divided by total # of arrests and multiplied
by 100; percent change over specified time period.

Bureau of Justice Statistics

Domain: Social Connected

ness

Measure

Measure Calculation

Data Collection Tools

Family Communications
around Drug and Alcohol
Use (Youth)

# and % of youth reporting having talked with a
parent; percent change over specified time period
between pre/post.

Youth Primary Prevention
Survey

Family Communications
around Drug and Alcohol
Use (Parents of Youth)

# and % of parents reporting they have talked to their
youth; percent change over specified time period
between pre/post.

Adult Primary Prevention
Survey

Domain: Retention

Measure

Measure Calculation

Data Collection Tools

Exposure to Prevention
Messages

# and % of youth reporting having been exposed to
prevention message; percent change between
pre/post.

Youth Primary Prevention
Survey

The collection of the following performance measures is optional.

OPTIONAL PERFORMANCE MEASURES

Measure

Measure Calculation

Data Collection Tools

Youth Perception of
School Climate

# and % of youth reporting how well each of the
school climate items describes their school; percent
change between pre/post.

Youth Primary Prevention Survey:
Addendum
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OPTIONAL PERFORMANCE MEASURES

Measure

Measure Calculation

Data Collection Tools

Youth Perception of Goal
Setting and Problem
Solving

# and % of youth reporting using goal setting and
problem solving skills; percent change between
pre/post.

Youth Primary Prevention Survey:
Addendum

Youth Self Report of
Perceived Stress

# and % of youth reporting decrease in perceived
stress; percent change between pre/post.

Youth Primary Prevention Survey:
Addendum

Youth Perception of Self-
Efficacy

# and % of youth reporting increase in belief in how
much they can achieve their goals; percent change
between pre/post.

Youth Primary Prevention Survey:
Addendum

Youth Perception of
Sense of Belonging

# and % of youth reporting increase in their sense
of belonging; percent change between pre/post.

Youth Primary Prevention Survey:
Addendum

Adult Attitude toward
Youth Substance Use

# and % of adults somewhat or strongly
disapproving; percent change between pre/post.

Adult Primary Prevention Survey

Adult Perception of Risk/
Harm of Youth Substance
Use

# and % of adults reporting moderate or great risk;
percent change between pre/post.

Adult Primary Prevention Survey

Frequency of Parent/
Child Communication
regarding Alcohol or

Other Substance Use

# and % of adults reporting they have talked to
their youth; percent change over specified time
period.

Adult Primary Prevention Survey

Adult Perception of Risk/
Harm of Substance
Misuse

# and % of adults reporting increase in knowledge;
percent change between pre/post.

Adult Primary Prevention Survey

Adult Perception of Laws
and Norms Favorable to
Drug Use

# and % of adults reporting change in laws and
norms favorable to drug use; percent change
between pre/ post.

Adult Primary Prevention Survey

Adult Knowledge of
Substance Use
(Marijuana, Rx, Alcohol,
Vaping)

# and % of adults reporting increase in knowledge
after presentation; percent change between
pre/post.

Adult Primary Prevention Survey

Adult Involvement in
Community Action/
Knowledge of Issues/
Resources

# and % of adults reporting an increase in
involvement / knowledge after participation in the
program.

Adult Primary Prevention Survey

Administering the Evaluation Tools

Pre/Post Tools

The Pre tools should be administered to program participants who are:
e Enrolled in evidence-based or evidence-informed programs with multiple sessions.
e The tool should be administered during the first session; if someone enrolls during the
second session, the tool should also be administered to that person.

e The pre survey should not be administered to any participant starting a program after
the third lesson of any session has been delivered.

The Post tools should be administered to program participants who have completed the

program:

e The tool should be administered during the last session of the program.

e The length of the last session should be planned in order to provide sufficient time for
completion of the evaluation tool.

e If a participant is leaving the program with more than two lessons left in a session, they
would not be given the post evaluation.
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Post Only Tool & Retrospective Pre Tool

The Post Only and Retrospective Pre tools are used for one-time only sessions. The length of the

session or presentation should be planned in order to provide sufficient time for completion of

the evaluation tool.

e The Post Only tool includes items that measure self-report of increase in knowledge or
awareness as well as self-report of intention to do something after receiving the program
information or training. It should be noted that percent gain cannot be measured when
using a Post Only measure.

e The Retrospective Pre tool is a way to assess participants’ self-reported changes in
knowledge, awareness, skills, confidence, or attitudes. The Retrospective Pre Tool can be
used with one-time only programs such as Rx360. The tool is administered after the
program, and participants are asked:

o Torate their current knowledge, skill, attitude, behavior Now or After as a result of
the program.

o Then, to reflect back and rate that same knowledge, skill, attitude, behavior Before
participating in the program.

Timeframe for Data Collection

The evaluation tools will be administered according to each Provider’s internal program
implementation timeline. Data from pre/post evaluation tools will be organized by “program
participation year.” The program participation year has been designed to maximize the number
of sessions from which pre and post data will be available, especially for programs that operate
in schools. Each program participation year runs from July 1 thru June 30, unless otherwise
specified (i.e. CRRSAA funding).

Parental Consent Forms

If required, active parental consent must be obtained for any and all youth participants prior to
participating in the program and/or completing the evaluation. An “active consent” requires a
parent or legal guardian to sign and return a form if they consent for their child to participate in
the program and in the evaluation. Parents may consent to allowing their child to participate in
the program and not the evaluation without consequence.

Parental consent forms must be kept by the individual Provider for a period of five years and
then destroyed according to the individual organization’s records retention policy. The
contractor should keep the consent forms in a locked cabinet in a secured area.

Programs should use the AHCCCS provided consent form, but may add any additional topics to
the forms such as, emergency contact information, allergies, t-shirt sizes, etc.

Youth Assent

At the time the evaluation tool is handed out to the youth, the facilitator should read to the
youth the evaluation script designated for the tool that is being completed. The scripts provide
the youth with the assent information letting them know they can opt out of answering certain
guestions on the evaluation or opt out entirely from taking the evaluation. The scripts also
provide information on how to complete the survey.
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NOTE: /f a youth opts out entirely from taking the pre or post evaluation, please indicate it on
the attendance record.

Attendance Records

AHCCCS requires that attendance records be kept on every participant attending a curricula
session. With the new evaluation process, attendance sheets should include a checklist
indicating if each participating youth received active parental consent to participate in the
program and another column indicating if the youth has received parental consent to participate
in the evaluation. If the consent forms were not required, the checklist should be marked “NA”.
A standard attendance sheet has been developed for Provider use. Programs should use the
AHCCCS attendance sheet as this documentation will be reviewed during site visits for
verification that evaluation tools were administered.

Talking Points for Evaluation of Programs

When reviewing the evaluation tool with the participants, schools, parents, etc. the following

points may be helpful for program staff:

e The purpose of the Primary Prevention evaluation is to assess whether critical program
components or activities were implemented and whether they had an impact upon
determinants, important behaviors and overall prevention goals.

e Only aggregate data is being reported so there is nothing to identify an individual who
completes the survey.

e The evaluation tools ask participants to provide their opinions based on the information they
learned during their attendance in the program.

e Parents or legal guardians may be required to give active parental consent for their youth to
participate in the evaluation. Although parental consent is given, the youth still have the
option to opt out of answering any questions, which may make them feel uncomfortable or
may opt out of participating in the evaluation at all.

e Parents or legal guardians may request a copy of the evaluation tools at any time.

To assist with explaining why the questions on the tools are being asked, refer to the chart
provided under the section “Purpose of the Primary Prevention Evaluation Tool.”

Spanish-language Documents

The evaluation tools have been translated into Spanish. The facilitator scripts for each
evaluation tool have been translated and can be given to or read to those youth who are
Spanish dominant and may not understand it read in English. The Parental Consent form has
also been translated. The translations follow the English version of the document.
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IHE EVALUATION PLAN

AHCCCS SABG/CRRSAA FUNDING OF PRIMARY PREVENTION PROGRAMS

Process

Data Source/ Method for

Evaluation Question Measurement/Variable Collecting Analysis
Primary Prevention Priorities Number of people reached by population of focus category Target population data Frequency
and Special Populations (Studentsin college, military families, LGBTQ, American Indians, collected at enrollmentin Analysis

What are the population
groups on which grantees are
focusing their prevention
efforts?

What are the targeted
substances on whichgrantsare
focusing their efforts?

African American, Hispanic, Homeless, Native Hawaiian, Asian,
Rural)

Number and type of substance being targeted (Alcohol, Tobacco,
Marijuana, Rx Drugs, Cocaine, Heroin, Inhalants,
Methamphetamine, Synthetic Drugs)

Perception of successes, challenges, & barriers by key
stakeholders

primary prevention programs
Participant-level service
encounter records
Challenges/barriers and
successes collected from
optional monthly narrative
reports

Content Analysis

What strategies and services
are planned and delivered to
these populations?

Number and type of direct and indirect prevention strategies and
activities per strategy

(Information Dissemination, Education, Alternative Activities,
Problem Identification and Referral, Community-based Process,
Environmental)

Number of evidence-based, promising practice programs and
strategies being offered

Strategy and activity reports
collected through portal on
monthly basis

Frequency
Analysis

# of evidence-
based funded
Total # of
programs

% of evidence-
based programs

How many people wereserved Number of people served and reached — direct services Enrollment in direct services Frequency
through direct services and Number of people reached — indirect services collected at intake Analysis
reached through indirect Number of peoplereached — universal direct, universal indirect, Number attending indirect

strategies selective, indicated. services collected at event

What are the demographic Number of people reached by demographic category in direct Demographic characteristics Frequency
characteristics of the services (race/ethnicity, gender, age). collected at enrollment Analysis

participants who enrolled in
direct services

What are the challenges with
data collection

Types of challenges with data collection that impact on analysis
and reporting

List of challenges

Content Analysis
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Outcomes

Data Source/ Method for

Evaluation Question Measurement/Variable Collecting Analysis
Abstinence Change in Behavior Young Adult PreventionSurvey Frequency
How did participants’ 1.Number and percent of participants who report no use of targeted (Pre/Post) forevidence-based Analysis
knowledge, attitudes, substances in past 30 days programs Descriptive
behaviors, and awareness of 2.Number and percent of participants who report a reduction in use UofA H&W Survey Analysis

resources change during
participation in direct services?

of targeted substances from baseline to exit.

Percent Change

Perception of Risk/Harm:
Marijuana Use

Does the implementation of
the PPP have a positive impact
in marijuana perceptions of
harm?

1. Number and percent of young adults participating in direct
services who report a positive impactin marijuana perceptions of
harm from baseline to exit.

Young Adult PreventionSurvey
(Pre/Post) forevidence-based
programs

Frequency
Analysis
Descriptive
Analysis
Percent Change

Perception of Risk/Harm:
Binge Drinking

Does the implementation of
the PPP have a positive impact
in binge drinking perceptions of
harm?

1. Number and percent of young adults participating in direct
services who report a positive impactin marijuana perceptions of
harm from baseline to exit.

Young Adult PreventionSurvey
(Pre/Post) forevidence-based
programs

Frequency
Analysis
Descriptive
Analysis
Percent Change

Optional Risk/Protective
Factor (Goal Setting/Problem
Solving)

Does the implementation of
the PPP increase young adult
perceptionof their goal setting
and problem-solving skills?

1. Number and percent of young adults reporting an increase in
their ratings of goal setting and problem-solving skills from
baseline to exit.

Young AdultPreventionSurvey
(Pre/Post) forevidence-based
programs with goal setting and
problem-solving items.

Frequency
Analysis
Descriptive
Analysis
Percent Change

Optional Risk/Protective
Factor (Perceived Stress)
Does the implementation of
the PPP decrease young adult
self-report of stress?

1. Number and percentof young adults reporting a decrease in their
ratings of perceived stress from baseline to exit.

Young Adult PreventionSurvey
(Pre/Post) forevidence-based
programs with perceived stress
items.

Frequency
Analysis
Descriptive
Analysis
Percent Change

Optional Risk/Protective
Factor (Social Connectedness)
Does the implementation of
the PPP increase young adult
sense of belonging?

1. Number and percent of young adults reporting an increase in
their ratings of social connectedness from baseline to exit.

Young AdultPreventionSurvey
(Pre/Post) forevidence-based
programs with social
connectedness items.

Frequency
Analysis
Descriptive
Analysis
Percent Change
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The evaluation team thanks The Arizona Health Care Cost Containment System (hereafter
referenced as AHCCCS) Office of Grant and Project Management Team, Division of Health
Care and Management, for their efforts and guidance with this evaluation.

About AHCCCS:

Founded in 1982, AHCCCS (pronounced 'access') is Arizona's Medicaid program. Medicaid is a
federal healthcare program jointly funded by the federal and state governments for individuals
and families who may qualify for acute or long-term services.

Built on a system of competition and choice, AHCCCS is a $12 billion program that operates
under an integrated managed care model, through a Research and Demonstration 1115 Waiver.
Contracted health plans coordinate and pay for medical services delivered by more than 70,000
health care providers for 1.9 million individuals and families in Arizona.

e Mission: Reaching across Arizona to provide comprehensive, quality health care to
those in need.

e Vision: Shaping tomorrow's managed care...from today's experience, quality and

innovation.

e Values: Passion, Community, Quality, Respect, Accountability, Innovation, Teamwork,
Leadership

¢ Credo: Our first care is your health care.
About LeCroy & Milligan Associates, Inc.:

Founded in 1991, LeCroy & Milligan Associates, Inc. (hereafter referenced as LMA) is a
consulting firm specializing in social services and education program evaluation and training
that is comprehensive, research-driven and useful. Our goal is to provide effective program
evaluation and training that enables stakeholders to document outcomes, provide
accountability, and engage in continuous program improvement. With central offices located in
Tucson, Arizona, LMA has worked at the local, state and national level with a broad spectrum
of social services, criminal justice, education and behavioral health programs.

Suggested Citation:

LeCroy & Milligan Associates, Inc. (2018). Arizona Statewide Prevention Needs Assessment.
Tucson, AZ.
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The Substance Abuse Block Grant (hereafter referenced as SABG) Program was authorized by
US Congress to provide funds to States, Territories, and American Indian Tribes for the purpose
of planning, implementing, and evaluating activities to prevent and treat substance use and/or
misuse and is the largest Federal program dedicated to improving publicly-funded substance
use prevention and treatment systems. On July 1, 2016, the Arizona Department of Health
Services, Division of Behavioral Health Services (ADHS/DBHS) the former designated State
agency to administer the SABG Block Grant, merged with AHCCCS. This merger was passed
by the legislature at the recommendation of the Governor and consolidated the administration
of physical and behavioral health services under one agency. As a result, AHCCCS became the
Single State Authority (SSA) in the administration for the SABG Blog Grant. This report
represents the first AHCCCS Statewide Prevention Needs Assessment after this merging.

AHCCCS contracted with LMA to conduct a comprehensive statewide prevention needs
assessment to better understand the current substance use prevention activities occurring in
Arizona, as well as identify the totality of the State’s prevention needs.
The Needs Assessment workplan included the following components (See Exhibit 1):

* Develop and Implementing the Needs Assessment Approach and Evaluation Plan

* Generate a Community Prevention Inventory

* Conduct Focus Groups throughout Arizona

* Conduct Key Informant Interviews throughout Arizona

* Conduct an Online Survey for the Substance Use Prevention Workforce

* Synthesize Secondary Data Analysis for a multitude of Data Sources

LMA engaged seven team members to complete this comprehensive Statewide Needs
Assessment:

Katie Haverly, M.S. - Project Lead

Kate McDonald, PhD - Quantitative Analysis

Sonia Cota-Robles, PhD, JD - Qualitative Data Collection and Analysis

Steven Wind, PhD - Qualitative Data Collection and Analysis

Debby Urken, MSW - Qualitative Data Collection and Analysis
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Frankie Valenzuela - Data Management

The State Needs Assessment process was successfully completed with the assistance and
coordination of a Steering Committee which included AHCCCS and the AHCCCS’ SABG Block
Grant funded partners also known as the Regional Behavioral Health Authorities (hereafter
referenced as RBHAs) including the Cenpatico Integrated Care (CIC) which serves Southern
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Arizona, Mercy Maricopa Integrated Care (MMIC) which serves Central Arizona, and Health
Choice Integrated Care (HCIC) which serves Northern Arizona; and the Tribal Regional
Behavioral Health Authorities (TRBHA) including Pascua Yaqui and Gila River Health Care
(which are unique and not synonymous with RBHAs); and the Governor’s Office of Youth,
Faith, and Family hereafter (GOYFF).
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process possible:
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* The Arizona Suicide Prevention Coalition (AZSPC)

* The Arizona Prevention Workforce participants

* The Community Prevention Coalitions and other prevention programs for providing

information for the Community Prevention Inventory.
* The Focus Groups’ participants across the State
* The Inter-Tribal Council of Arizona (ITCA),
* The Key Informant Interviews’ participants across the State
* The Prevention Specialists Workforce
* The Substance Abuse Coalition Leaders in Arizona (SACLA)
* The University of Arizona, Arizona State University and Northern Arizona University
* The LGBTQ/GSM (Gender and Sexual Minority) Statewide Advisory Committee

* The communities and other participants that supported and contributed with additional
resources
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Data Limitations

There were considerable data limitations in the development of this report. The time frame for
the evaluation team to complete the Statewide Needs Assessment was limited to three months
during the summer of 2018. Due to this short time frame, primary data collection for focus
groups and interviews were conducted with those groups and individuals that responded
quickly to requests from the evaluation team. Although an enormous amount of support and
requests were made, due to scheduling concerns, travel coordination, resource availability, and
willingness to participate, the reader should interpret qualitative findings as a sampling of
perspectives in Arizona and should not consider the findings to be a statistically significant
representation for the State. There may also be selection bias involved in the reporting on those
groups and interviews because of the criteria mentioned above. In addition, it is important that
the reflections of those members from the Pascua Yaqui Tribe and Gila River Indian
Community focus groups and interviews not be generalized to each other or to other Tribes in
Arizona. Of Arizona’s 22 Federally recognized Tribes, these were the only two Tribes the
evaluation team were able to connect with as part of this assessment. Finally, the inventory of
prevention programs identified in this document do not reflect all of the prevention programs
and activities currently being implemented in the State.

LeCroy & Milligan Associates, Inc.
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Executive Summary

The 2018 Statewide Prevention Needs Assessment was a systematic process to collect and
analyze information to describe the prevention needs of Arizona. This assessment is a practical
tool that will allow community planners, stakeholders and coalitions, in collaboration with local
and State governments, to identify the levels of risk and protective factors operating in their
communities that are predictive of substance use and/or misuse and related behaviors. This
information can then be utilized by these groups to assist with reducing substance use and
misuse risk factors, while enhancing protective factors to positively affect behavior(s). This
information can be utilized to inform policy and program planning, allocation of funding, and
guide the statewide strategic prevention plan. In addition, this assessment can provide clarity
on current prevention programs across the State to better identify the gaps in available services
and resources. The needs assessment included a four-pronged evaluation initiative divided in
secondary data analyses, primary data collection and analyses, the collation of a community
substance use prevention inventory, and the conduction of a statewide substance use
prevention workforce survey. The overall purpose of the needs assessment was to explore the
following four main questions:

What are the current substance use issues in Arizona by region and subpopulation?
What substance use prevention programs are active in Arizona?

What are the causes for using and/or abusing substances in Arizona?

L

What are the recommendations for the future of substance use prevention in Arizona?

The secondary data analyses included the gathering, review and summation of statewide and
national data sources. Data for the secondary analysis originated from both statistical surveys
and administrative sources. The primary data collection activities included conducting focus
groups and interviews with key informants throughout Arizona. Nineteen focus groups
comprised of 172 individuals were conducted throughout the three main regions of Arizona
(north, central and south) with a mix of urban and rural communities. Four subpopulations of
interest (Youth, Veterans, Elderly, and those that identify as Lesbian, Gay, Bisexual,
Transgender or Questioning (LGBTQ) guided the majority of the scheduling of these groups. In
addition, one focus group was conducted with the Pascua Yaqui TRBHA, and one focus group
was conducted with Promotores serving the Phoenix (Central) area. Participants of all focus
groups included active members of the populations or individuals involved with the
populations. Eighteen key informant interviews were conducted on a one-on-one basis with
persons who could provide access to specific information about a population, and/or who
understood the risk factors or substance use problem behaviors of that population. These
included community leaders, coalition leaders, RBHA administrators, medical health
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professionals, school principals, refugee prevention specialists, superintendents, related school
staff, Tribal elders, Tribal council members and university prevention specialists.

A variety of sources were utilized to develop the Community Prevention Inventory. Many
known programs and coalitions were invited to participate in a digital survey. Additional
information about coalitions was obtained at Substance Abuse Coalition of Leaders in Arizona
(SACLA) meetings and through phone contact. The project team also obtained information
about prevention efforts at the State’s three public universities directly from the university staff
responsible for coordinating such efforts. Online research was also utilized to source
information for the inventory. The Substance Use Prevention Workforce Survey was a digital
survey shared with individuals affiliated with organizations and coalitions that focused on
substance use prevention. LMA distributed survey invitations through primary agencies and
key contacts, to complete the surveys and/or forward them to secondary contacts in the target
populations. The survey was completed by 142 individuals who self-identified as working or

volunteering in substance use and/or misuse prevention.

The analysis and summation across all evaluation components contributed to 10 major findings:

1) An increasing number of Arizonans of all ages and in all regions are suffering from
untreated mental health issues that are leading to substance use and/or misuse.

2) LGBTQ identified individuals in all regions are experiencing significantly more risk
factors for, consequences of, and issues with substance use and/or misuse as compared to
non-LGBTQ identified individuals.

3) Vaping (e-cigarettes, etc.) is increasing in Arizona for youth in middle and high schools
and is significantly higher than national averages.

4) The Counties that are experiencing the most severe consequences of substance use in
Arizona are: (1) Gila County, (2) Navajo County, (3) Mohave County, and (4) Pima
County.

5) A lack of social support and/or someone to turn to/talk to is a protective factor for
substance use and/or misuse to which many Arizonans do not have access.

6) The normalization of marijuana and other substances may be leading to increased
substance use.

7) Reductions in funding and resources for schools prohibit effective prevention programs
from being delivered to high needs communities.

8) Recent efforts to combat the prescription drug opioid crisis in Arizona are leading to
increased street drug use.

9) Prevention programs that are culturally competent, engaging and up to date are more
effective and should be prioritized.

10) If basic needs are not being met (e.g. shelter, food, safety, physical health, mental health,
social support) then prevention programs and efforts often fail.
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For more information about the Arizona Statewide Prevention Needs Assessment, please
contact Gabrielle Richard at Gabrielle.Richard@azahcccs.gov and/or Katie Haverly at

katie@lecroymilligan.com.
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Introduction

A Needs Assessment is a systematic process for collecting and analyzing information to
describe the needs of a population. For substance use prevention, it allows community
planners in collaboration with local and state governments to identify the levels of risk and
protective factors operating in a given community that are predictive of substance use and
related problem behaviors which can then inform policy and program planning. This process
can also identify current prevention programs that are occurring across the State to better
understand where gaps may exist, as well as what programming is most effective to help
improve prevention activities statewide.

Needs Assessment Approach

This assessment was done utilizing the SAMHSA's Strategic Prevention Framework (SPF)
(https:/ /www.samhsa.gov/capt/applying-strategic-prevention-framework). The SPF is a

planning process for preventing substance use and misuse. The five steps and two guiding
principles of the SPF offer prevention professionals a comprehensive framework for addressing
the substance misuse and related behavioral health problems facing their communities. The
effectiveness of the SPF begins with a clear understanding of community needs and engages
community members in all stages of the planning process. The steps are as follow:

Step 1: Assess Needs
Step 2: Build Capacity
Step 3: Plan
Step 4: Implement
Step 5: Evaluate
The SPF also includes two guiding principles:

Cultural competence: The ability to interact effectively with members of a diverse
population.

Sustainability: The process of achieving and maintaining long-term results.
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Strategic Prevention Framework Diagram- Partnership for Success

The Arizona Statewide Prevention Needs Assessment is related to the critical first step of this
process and will feed into and support each of the subsequent four steps.

The SPF planning process has five distinctive features according to SAMHSA. The SPF model is:

1. Data-driven: Quality decisions require quality data. The SPF is designed to help
practitioners gather and use data to guide all prevention decisions — from ranking the
community impact of each substance misuse issue, to choosing the most appropriate
methods to address those problems. Data also helps practitioners determine whether
communities are making progress in meeting their prevention needs.

2. Dynamic: Assessment is more than just a starting point. Practitioners will perform frequent
ongoing assessments as the prevention needs of their communities change, and as
community capacity to address these needs evolve. Communities may also simultaneously
engage in activities categorized in different steps. For example, practitioners may need to
find and mobilize additional capacity to support implementation once an intervention is
underway. For these reasons, the SPF is a circular, rather than a linear, model.

3. Focused on population-level change: Earlier prevention models often measured success by
evaluating individual program outcomes or changes among small groups. But effective
prevention means implementing multiple strategies that address the constellation of risk
and protective factors associated with substance misuse in a given community. This macro-
oriented thinking is more likely to create an environment that helps people support healthy
decision-making.

4. Intended to guide prevention efforts for people of all ages: The SPF challenges prevention
professionals to look at substance misuse among populations that are often overlooked but
at significant risk, such 