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concepts and implementation challenges of an evolving family-centered treatment approach for women 
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With Substance Use Disorders, identifies and discusses potential sources of funding for comprehensive 
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I. INTRODUCTION 

A. Overview  

Research on women and substance use disorders shows that relationships, especially with 
family and children, play an important role in women’s substance use, treatment, and 
long-term recovery. It follows then—and ample evidence supports this premise—that 
women benefit from comprehensive treatment that addresses their needs in the context of 
these relationships. But translating research into practice is not always easy. To advance 
the field of women’s treatment, the Substance Abuse and Mental Health Services 
Administration (SAMHSA), Center for Substance Abuse Treatment (CSAT) has prepared 
a two-part series on family-centered treatment for women with substance use disorders.  

The first paper, Family-Centered Treatment for Women With Substance Use Disorders— 
History, Key Elements and Challenges (Werner, Young, Dennis & Amatetti, 2007), 
examines the role of family in the context of treatment for women with substance use 
disorders and expands the earlier CSAT Comprehensive Substance Abuse Treatment 
Model for Women and Their Children (Comprehensive Model) to include older children, 
fathers, husbands, and other family members. It presents a continuum of family-based 
services and introduces, defines, and discusses the concepts and implementation 
challenges of this evolving approach to addressing substance use disorders. Chief among 
these challenges is how treatment providers can fund the model’s array of recommended 
clinical treatment and community support services—not only for women but also for 
children and other family members. This companion document, Funding Family-
Centered Treatment for Women With Substance Use Disorders, seeks to address this 
difficult issue.  

Treatment providers often rely on short-term or sole source funding strategies to provide 
a broad range of services. As demonstration projects end and new Federal and State 
funding priorities shift, providers have to expand to multiple sources of funding. There is 
a growing need to find ways of financing programs to make them sustainable.  

Yet many States, communities, and providers find it difficult to identify, much less 
coordinate, all available funding. As Griffin (2003) so aptly puts it, understanding 
funding is “a bit like plumbing. Complicated plumbing. Picking out the main pipes, 
seeing where they begin and end, is easy. Following all the twists and turns, their back­
ups and reverse flows and feeder systems and bypass valves, is hard” (emphasis in 
original). The existing treatment gap is, in part, associated with the difficulty States and 
providers have in adequately financing treatment programs (Mark et al., 2005). But it is 
also related to the need for effective partnerships at many different levels: among the 
various community organizations that serve women with substance use disorders and 
their children and families, between State and local government agencies and officials, 
between service providers and State and local policymakers, and between the public and 
private sectors.  
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CSAT’s family-centered treatment model assists providers in identifying discrete 
elements of the model and making their own assessments of how to finance the elements 
through available funding streams. For some elements, such as medical care, funding will 
be more available and sufficient to cover the cost of service delivery. Other elements that 
have traditionally been considered outside the realm of core substance abuse treatment, 
such as mental health, family supports, and many children’s services, may not be as 
easily funded. 

Providers will have to use flexible and diversified funding strategies—which are 
contingent on establishing effective working partnerships with other community 
organizations—to cover these services while they demonstrate to funders and other 
service systems why these components are critical in the comprehensive model of care. 
Providers will likely have to pursue an incremental, long-term, collaborative approach to 
planning, building, and sustaining the full array of services outlined in the model. Such 
an approach is all the more essential given that Substance Abuse Prevention and 
Treatment Block Grant (SAPTBG) funds—the funds most under the control of the 
treatment system—represent only 8 percent of all public dollars spent on substance abuse 
treatment nationally and, on average, less than half of a Single State Agency’s (SSA’s) 
substance abuse treatment expenditures (Mark et al., 2007; Office of National Drug 
Control Policy, 2006). 

B. Purpose and Organization of This Paper 

This funding paper is intended to help substance abuse treatment providers, State 
substance abuse agencies, and their collaborating service systems and providers identify 
and better understand potential sources of funding for comprehensive family-centered 
treatment and strengthen their overall financing strategies. More specifically, this paper 
does the following: 

Provides necessary background and context (e.g., information on the program and 
funding landscape, definition of funding terms) to inform providers’ efforts 
Identifies and describes major funding streams that support substance abuse 
treatment and related services for women and their children and families 
Highlights the experiences and insights of one organization, SHIELDS for 
Families, in developing an effective comprehensive services financing strategy 
Provides a set of concrete, next-step starting points for both providers and State 
agencies seeking to provide and fund comprehensive services 

The paper is divided into six sections. After this Introduction (Section I), Section II 
provides important starting points, background, and context for providers. Much of 
Section II focuses on the importance of knowing and incorporating the needs of 
communities and clients into funding decisions and the need for and challenges 
associated with multiple and integrated funding streams. 

Section III provides an overview of the primary sources of Federal funding, with an 
emphasis on the large pools of Federal formula or block grant funding that can be used 
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for substance abuse treatment and related support services for women and their children 
and families. Section IV discusses State-funding issues and general sources (e.g., tobacco 
settlement funds) that treatment providers can use.  

Section V discusses the role and importance of the private sector in supporting 
comprehensive treatment. It briefly discusses two private-sector funding sources in 
particular—foundations and private health insurance—that treatment providers may wish 
to consider. 

Section VI concludes with a set of next steps and recommendations for treatment 
providers and State agencies as they seek to develop and implement strategies to secure 
funding for comprehensive services. 

Throughout this paper, the experiences and insights of one organization, SHIELDS for 
Families, in developing an effective comprehensive services financing strategy are 
highlighted. These lessons, which emerged from an interview with Dr. Kathryn 
Icenhower, Executive Director of SHIELDS, are highlighted in Advice From SHIELDS 
boxes. SHIELDS was chosen because of its wealth of experience and success in securing, 
managing, and sustaining multiple funding sources; implementing a broad array of 
services for women, children, and families; and achieving positive outcomes for the 
individuals and families they serve. Appendix A contains a more detailed description of 
SHIELDS. 

It is important to underscore that fiscal context always matters. The information and 
suggestions in this paper are made with the awareness that in most States, fiscal 
constraints—including increased competition for existing dollars and funding levels that 
may fluctuate from year to year—are very real and significant factors affecting the 
provision of comprehensive family treatment services. These constraints make it all the 
more important to have a well-balanced array of funding that does not rely on any single 
source, but spreads the responsibility for supporting effective treatment programs across 
multiple funding streams. 
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II. ESSENTIAL BACKGROUND AND CONTEXT 

A. Before You Get Started—Taking Stock of Your Program and Community 

Before providers complete that next Request for Proposal (RFP) or search Grants.gov for 
that next funding opportunity, it is imperative they first take stock of not only their 
program but also the larger community services system. This need for upfront planning is 
based on an important premise: In today’s economic landscape, any future increases in 
available treatment dollars will likely be incremental or occur in funding streams that 
providers have not traditionally leveraged for substance abuse treatment and related 
support services, such as IV-E Child Welfare Services (see Section III), special State 
funds (see Section IV), and private health insurance providers (see Section V). Some 
traditional funding streams have remained relatively constant or increased only slightly. 
For example, the SAPTBG has increased about 10 percent over the last 8 years, from 
approximately $1.6 billion in 2000 to $1.76 billion in 2008 (Substance Abuse and Mental 
Health Services Administration, 2001, 2008a). 

At first glance, the absence of any infusion of new, external funds directly targeted to 
substance abuse treatment and related support services may seem problematic because 
comprehensive programs for women and their children and families (in comparison to 
standard services) can require additional funds. Yet, on closer examination, treatment 
providers will likely find good news—substantial sums of funding are already embedded 
in the community. The key is for providers to better understand these existing funding 
streams, specifically: 

How they flow into their communities 
How they are currently allocated among different service providers 
How they might be better allocated to meet the needs of women with substance 
use disorders and their children and families 
What is needed to tap into those existing resources 

Along with an increased understanding of the community’s funding landscape, providers 
must have a keen sense of the community’s and target population’s needs and the current 
service delivery environment.  

The questions below are designed to help providers gain this fundamental knowledge 
base as they seek to provide more comprehensive service delivery and improve treatment 
effectiveness.  

(1)  Who are my clients and what are their needs?    

Although this may seem like a simple question to answer, client populations and 
needs may undergo subtle shifts over time in response to policy changes or other 
factors. Providers need to ensure they have a thorough and accurate understanding of, 
and can correctly prioritize, their clients’ clinical treatment and supportive service 
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needs to answer the fundamental question of 
“financing for what?” For instance, a 
program may determine that its clients’ most 
critical needs are mental health services for 
the women, developmental services for the 
children, and employment services for the 
fathers. This information on priority needs is 
then used to shape a targeted financing 
strategy. 

To obtain this knowledge, providers can conduct a variety of activities, including case 
reviews, surveys or focus group discussions with current clients, exit interviews with 
clients who are being discharged, or followup with former clients to find out what 
services were the most and least useful and needed but not received. These activities 
can be modest in scale (i.e., feasible) and still provide practical information from 
front-line staff and clients. For instance, a case review could entail selecting a given 
month and reviewing the first 10 cases entering treatment to identify service needs. 
Or a “focus group” discussion could be conducted with program managers and 
clinicians at regularly scheduled staff meetings. 

Advice From SHIELDS 

Rather than simply “follow the 
funding,” providers must instead 
let their families’ needs drive their 
funding decisions. Funding that 
does not fit clients’ priority needs 
is not an appropriate target. 

(2)  What services do we currently provide to meet clients’ needs, and where do we fall 
short? What about others in the community that serve our clients?    

By comparing clients’ priority needs with existing program services, treatment 
providers can identify any significant gaps in service delivery. Treatment agencies 
need to look at whether they are providing the adequate level of structure and 
intensity of clinical treatment, in addition to the necessary support services, along the 
full continuum of care for these women and their children and families. In other 
words, does the program provide the adequate level, duration, intensity, and range of 
services to meet clients’ needs and achieve the desired outcomes? 

In assessing current services, treatment providers should also consider the efforts of 
others in the community. Given the broad range of needs that women with substance 
use disorders and their children and families typically have, they are likely to be 
clients of other community service systems (e.g., child welfare, criminal justice, 
mental health). To serve clients in the broadest context, effective collaboration with 
other agencies on the basis of clients’ needs and overlapping caseloads is needed 
(Center for Substance Abuse Treatment, 2000).  

The clinical treatment and support services outlined in the CSAT family-centered 
treatment paper (see Werner et al., 2007) may serve as a useful framework for 
program managers and clinicians to discuss what services are most important to the 
women, children, and families they serve. 
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specifically on substance abuse treatment is impossible to identify.59 A more detailed 
companion document to the State Expenditure Report is the 2002–2003 State Health 
Expenditure Report, which identifies and summarizes the amount of State-funded health 
expenditures in the following broad categories: Medicaid, SCHIP, State employees’ 
health benefits, corrections, higher education, insurance and access expansion, direct 
public health care, State facility-based services, community-based services, and 
population health (Milbank Memorial Fund, National Association of State Budget 
Officers, and the Reforming States Group, 2005). Information in each category includes 
expenditures to cover treatment of physical health conditions and mental health and 
substance abuse services. Again, spending on substance abuse treatment cannot be easily 
teased out because it falls under multiple categories including corrections, State facility-
based services, direct personal health expenditures, and population health expenditures.  

Most State funding for substance abuse treatment tends to come from State General 
Funds and cuts across various State agencies, including health, education, and criminal 
justice. Currently, no centralized source of information identifies across the States the 
total amounts allocated from State General Funds for substance abuse treatment to the 
various State agencies that provide substance abuse services. Rather, available data tend 
to report aggregate State-level expenditures, broken out more generally by State agency 
or major funding source.  

The States’ SAPTBG applications present funding information from the perspective of 
the SSAs, which have the primary responsibility for managing the provision of substance 
abuse treatment services that are supported by multiple funding streams (e.g., the 
SAPTBG, other Federal funds, State funds, Medicaid funds, private foundations). The 
State Substance Abuse Prevention and Treatment Block Grant Inventory, published by 
the Office of National Drug Control Policy, provides a detailed accounting of all SSA 
expenditures on substance abuse prevention, treatment, and other activities. In FY 2003, 
SSA expenditures from all State agencies (excluding Medicaid) totaled nearly $1.68 
billion and accounted for 42 percent of total expenditures on substance abuse treatment. 
State funds as a percentage of total SSA substance abuse expenditures varied among the 
States, ranging from 12 to 69 percent, with an average of 39 percent. State funds 
composed 50 percent or more of all substance abuse treatment spending in 13 States and 
25 percent or less of all funds in 12 States. SAPTBG dollars as a percentage of total 
expenditures ranged from 13 to 87 percent, with an average of 44 percent. SAPTBG 
funds made up 50 percent or more of all spending in 19 States and 25 percent or less in 9 
States (Office of National Drug Control Policy, 2006). 

In addition to General Funds and SAPTBG dollars, many States also provide funding 
sources that may be used to support substance abuse treatment and related services. 
Several are described below. Because State funding sources are so numerous and 
diverse—so much so that listing them all is not possible—providers need to be 
knowledgeable about how their State government is organized and which divisions are 
responsible for which funds (Center for Substance Abuse Treatment, 2000).  
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substance use treatment (Brady & Ashley, 2005; Mammo & Weinbaum, 1993; Oggins, 
2003). Among adult female clients specifically, those whose primary source of payment 
was private health insurance left treatment earlier than those with other payment sources 
(Brady & Ashley, 2005; Ashley, Sverdlov, & Brady, 2004).  

Thus, while the role of private coverage for substance abuse treatment services is limited, 
individual providers and coalitions of providers must seek to tap and maximize all 
available private coverage sources wherever possible. Public funding alone is not 
sufficient to enable treatment agencies to provide the necessary clinical treatment and 
individual, family, and community support services. The blending of various public– 
private funding sources is essential if treatment providers are to provide as wide a 
spectrum of care as possible to adequately meet the needs of parents and their children 
and families. 

In fact, in 2006, nearly two-thirds (64 percent) of treatment facilities said they accepted 
private health insurance, whereas more than half (52 percent) said they accepted 
Medicaid and 32 percent accepted State-financed health insurance (Office of Applied 
Studies, 2007a). This is important, considering that the majority (53 percent) of 
individuals who received substance abuse treatment in 2004 said they used two or more 
sources of payment for their services. Forty-four percent said they used their savings or 
earnings to pay for some or all of their treatment, and 26 percent mentioned that private 
health insurance was the source of payment. (Women were more likely than men to pay a 
portion of their treatment costs with private insurance, 31 vs. 24 percent.) Various types 
of public funding when combined (e.g., Medicaid, Medicare, other public assistance 
programs, military health care, courts) were used by 57 percent (Office of Applied 
Studies, 2006). 

D. Insurance Parity—An Unresolved Tension 

A difficult, ongoing issue within the private insurance sector is the subject of parity for 
substance abuse treatment. Parity requires that private health insurance cover the same 
level of benefits for mental health and substance use disorders as for other physical 
disorders and diseases. These elements include visit limits, deductibles, copayments, and 
lifetime and annual limits. Those who oppose parity argue that costs of health care and 
insurance premiums will increase (leading to a higher uninsured rate); effective treatment 
for substance abuse treatment does not exist; and many professional definitions of mental 
illness are too broad (i.e., they include all mental illnesses, not just those that are 
biologically based or SMIs). A plethora of studies have documented the cost benefits of 
providing parity and that parity can be implemented with minimal cost increases.86 In 
addition, although the costs of implementing substance abuse treatment parity are 
relatively small, the savings of effective treatment in health care, criminal justice, child 
welfare, and other systems costs can be substantial.87 Advocates argue that parity will 
reduce the stigma associated with mental and substance use disorders. 

Recently, momentum for parity has grown at both Federal and State levels. Still, there is 
no Federal law on parity, and only a handful of States have enacted full parity laws. In  
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1996, President Clinton signed into law the Mental Health Parity Act, which went into 
effect in 1998. The act was limited in a number of ways, including that it did not cover 
substance abuse. Congress has extended the original sunset provision repeatedly; the 
current extension runs through 2008. In January 2001, based on an earlier Presidential 
Directive, the Federal Employees Health Benefits (FEHB) program, the largest employer- 
sponsored health insurance Leveraging Private Insurance for  program in the Nation, instituted a Families With Co-Occurring Disorders 
full-parity policy for mental health 
and substance abuse services. An For children and parents affected by co-occurring 
evaluation of the FEHB parity mental and substance use disorders, mental health 
requirement concluded: “Overall, benefits for some children may be covered as a result 
the parity policy was implemented of their parents’ substance use disorders. Children who 
as intended with little or no are diagnosed with developmental disabilities and 

special education needs that are related to parental significant adverse impact on 
substance exposure (either prenatally or access, spending, or quality, while 
environmentally) may be eligible for mental health providing users of [mental health 
services as part of a comprehensive set of family and substance abuse] care treatment services. Although it may require difficult improved financial protection in negotiations among the separate systems, private 

most instances” (Northrup coverage may be combined with public eligibility for 
Grumman Information Technology, some children whose parents have coverage. 
Inc., 2004). 

Since 2001, several bills have been introduced into Congress—but none signed into 
law—to provide mental health and substance abuse parity. The Mental Health Equitable 
Treatment Act, which initially mirrored the FEHB parity provisions, has received much 
focus.88 It was first introduced in 2001, modified and reintroduced in 2003 as the Senator 
Paul Wellstone Mental Health Equitable Treatment Act, and reintroduced, with 
modifications as H.R. 1402 in 2005. This bill was unsuccessful. However, in September 
2006, the Betty Ford Center and Caron Treatment Center joined congressional sponsors 
to promote the bill and have created a Web site to raise public awareness and support for 
equal parity (Treatment centers join with Congressmen to demand parity, 2006). The bill 
was reintroduced in March 2007 as the Paul Wellstone Mental Health and Addiction 
Equity Act of 2007 (H.R. 1424). At about the same time, a compromise Senate bill, the 
Mental Health Parity Act of 2007 (S. 558) was reintroduced in the Senate. The Senate bill 
passed on September 18, 2007, and was referred to the House Subcommittee on Health, 
Employment, Labor, and Pensions. Meanwhile, H.R. 1424 passed the House on March 5, 
2008, and was placed on the Senate Legislative Calendar for debate. Both bills would 
expand on the 1996 Mental Health Parity Act by requiring parity for financial 
requirements (e.g., deductibles, copayments, annual and lifetime limits) and treatment 
coverage, though neither mandates group plans to provide substance abuse or mental 
health coverage (National Alliance on Mental Illness, 2007). The House bill is considered 
the more comprehensive of the two, in part because it requires group health plans that 
offer substance abuse or mental health coverage to cover every DSM diagnosis and 
condition (rather than allows insurance companies to determine which illnesses they 
cover) and it requires equity in out-of-network coverage if it exists on the medical-
surgical side. 
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At the State level, every State except Wyoming has enacted a law mandating or 
regulating mental health benefits (Nagy, 2006); however, not all extend coverage to 
substance abuse. Because there is no universally accepted definition of mental health and 
substance abuse parity, the National Conference of State Legislatures divides coverage 
into three categories: full parity (equal coverage), minimum mandated benefit laws 
(specifies base levels of coverage), and mandated offering laws (requires insurers to offer 
the option of coverage, but often with higher premiums) (Wood, 2005). Laws in 46 States 
include coverage for substance abuse, but equal benefits are provided to varying degrees, 
and some apply only to alcohol abuse or dependence. Only 13 of these States offer full 
parity for substance abuse; even then, North Carolina’s and South Carolina’s parity 
applies only to State employee health plans, and other States allow exceptions for small 
employers.89 Vermont’s parity law, enacted in 1998, is considered one of the most 
comprehensive for mental health and substance abuse treatment and has served as a 
model for other States (National Alliance on Mental Illness, 2006). To assist States in 
drafting legislation, the National Conference of Insurance Legislators (NCOIL) created a 
Mental Health Parity Model Act; NCOIL first adopted the model law in 2001, and it was 
readopted in 2004 and 2006 (National Conference of Insurance Legislators, 2006).  

 
However, even if full parity for substance abuse treatment were implemented, a question 
remains about whether it would be enough to increase access and ensure adequate quality 
of care for individuals with substance use disorders. Several challenges still need to be 
considered including, but not limited to, the following (see, for example, Greenfield, 
2005; Oggins, 2003; and Wood, 2005): 

 
• 
• 

• 

• 

• 

• 

Managed care organizations can act as gatekeepers and control access to benefits. 
Federal legislation prohibits States from placing insurance mandates on self-
funded health plans. 
Exemptions in parity legislation for small employers prevent many people from  
taking advantage of parity. 
Individuals with substance use disorders may be less likely to work (full or part 
time) than the general population and therefore are less likely to benefit from  
increases in employer-paid health insurance coverage.90  
Available level of treatment may be limited or inadequate (e.g., inappropriate for 
parents with substance use disorders and their children and families) or require 
significant copayments. 
Social stigma remains a barrier to care for many people in need of treatment. 

 
Clearly, much more work needs to be done to expand and strengthen public–private 
sector partnerships. Yet all parties must recognize both the potential and the necessity of 
such collaborations to achieve the desired outcomes for individuals and families affected 
by substance use disorders, as well as their communities and the nation as a whole.  
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VI. CONCLUSION—GUIDING PRINCIPLES AND ACTION STEPS  

This paper has discussed the various funding sources and strategies that can result in the 
development of comprehensive substance abuse treatment and support services for women and 
their children and families. The length and complexity of this paper are indicative of the 
challenging task of securing and integrating multiple funding streams to support the necessary 
range of services and appropriate continuum of care.  

The process of developing a comprehensive funding strategy is akin to constructing a large-scale 
building: a well-researched overall plan maps out each step and phase of the construction—from 
obtaining the necessary permits to building the foundation to installing the plumbing and 
electrical components to framing the structure to finishing the exterior and interior. A 
multidisciplinary construction team, guided by the influential leadership of the architect, 
contractor, and project engineer, is needed to ensure the plan is carried out. Creating a funding 
“building” is much the same. It requires initial research and groundwork to identify parameters 
and craft an informed plan. A thorough understanding of the community and clients then 
provides the basis for a solid foundation, while financial management and client data tracking 
systems provide the necessary wiring and plumbing. Qualified staff and collaborations, together 
with leadership and guidance from program administrators and State and local policymakers, 
frame, finish, and secure the structure. 

Embedded in this report is a set of seven principles that can guide the implementation of the 
overall “blueprint.” These guiding principles are outlined below,91 together with suggested 
action steps for treatment providers and State substance abuse agencies to design a process of 
seeking and securing funding that increases comprehensiveness and effectiveness.  

Guiding Principle 1: Ensure Clients’ Needs Drive the Funding Search 

No matter what specific funding tactic or strategy a State agency or individual provider may 
choose to adopt, the clients’ needs (rather than the agency’s needs or availability of restricted 
funds) must be the driving force behind all decisions for two reasons. First, most funders are 
astute at distinguishing a proposal that is written to improve client outcomes from one that is 
written to meet an organization’s immediate funding needs. Second, clients’ needs, rather than a 
funder’s objectives, are the best measure for determining which services need to be added to 
complete the comprehensive services array. The bottom line: The odds of obtaining new 
resources increase as an agency or organization gains skills in gathering and applying 
information about what clients need to succeed in treatment and recovery. 

Steps for Treatment Providers: Know what is happening in the communities and to clients. This 
entails conducting a needs assessment, focus group, or related activities (as suggested in Section 
II) to identify and prioritize clients’ clinical treatment and supportive service needs and to match 
those needs with available funding sources that would improve comprehensiveness. 
Communicate and share information about clients’ needs with other service providers and State 
substance abuse agencies.  
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Steps for State Agencies: Adopt a family-centered approach to recovery that focuses on ensuring 
that the various treatment and support needs of clients with substance use disorders and their 
families are met across a spectrum of fragmented and often isolated agencies (Center for 
Substance Abuse Treatment, 2000). State substance abuse agencies must work with other State 
agencies to assemble cross-systems data on clients who overlap systems and programs, such as 
women with co-occurring physical and mental disorders and parents with substance use disorders 
who are involved in the welfare or child welfare systems. A critical first step is for those State 
agencies most likely to be dealing with individuals with substance use disorders to compile 
prevalence data on substance use issues among their client populations involved in TANF, child 
welfare, mental health, juvenile and criminal justice, and other systems. This State-level data can 
be compared with national prevalence data to assess what data State agencies may need to better 
understand their caseloads. If State agencies’ current technology does not capture basic 
prevalence and related data, then a suggested interim step would be a more limited case review 
to quantify how often families need substance abuse treatment and particular support services. 
State agencies should communicate and work closely with various service providers, who may 
be compiling relevant information (either formally or informally) that can inform State-level 
decisionmaking. For large States, these steps may also be taken at the county level. 

Guiding Principle 2: Map and Track Funding Streams  

As discussed in Section II, both treatment providers and State agencies need to acquire baseline 
knowledge—what treatment resources exist, at what levels, controlled by whom, and for what 
populations—of a community’s or State’s institutional funding base. Such knowledge is essential 
to leverage existing dollars more effectively and determine what new funding sources have the 
most potential and should be targeted. 

Steps for Treatment Providers: Use contacts such as SSAs or State or county provider 
associations to find out which agencies have the most responsibility, authority, and influence 
regarding substance abuse treatment policy and funding decisions. To obtain a better sense of 
State funding priorities, the SSA can provide a copy of the State agency’s annual plan for the 
allocation of SAPTBG and other key Federal funds, if available, that support substance abuse 
treatment and related support services (Center for Substance Abuse Treatment, 2000). 

Steps for State Agencies: Invest resources in building and sustaining a substance abuse treatment 
funding inventory, which will prove to be a useful planning tool. Take incremental steps if 
necessary. If the State provides its localities with a breakout of substance abuse funding by 
geographic area, complete the picture by adding the full array of funding streams to this 
inventory. Explore the possibility of geocoding the data so that allocations to specific 
communities can be mapped. If one does not already exist, develop an interagency workgroup to 
focus on continually improving the depth, breadth, and accuracy of the data so that the inventory 
becomes precise and all-encompassing. 
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Guiding Principle 3: Develop Collaborative Relationships at All Levels 
 
Comprehensive funding requires comprehensive networking and collaboration. This 
collaboration needs to be multidirectional. Both vertical and horizontal relationships are 
important including, but not limited to, links among the following: 
 
• 

• 

• 
• 

• 
• 
• 

Various local substance abuse treatment providers (e.g., to develop networks across the 
continuum of care and modalities to increase the network’s competitive edge) 
Local substance abuse treatment providers and other local service providers (e.g., mental 
and primary health care providers)  
Substance abuse treatment providers and State substance abuse agencies  
State substance abuse agencies and other State service systems (e.g., child welfare, 
criminal justice, welfare, education)  
State substance abuse and collaborating systems and their Federal agency counterparts  
State substance abuse agencies and State insurance and legislative offices 
Private- (e.g., foundations, health insurance companies) and public-sector funding 
sources 

 
Collaboration across these multiple fronts seeks to achieve several interrelated goals: 

 
• 

• 
• 
• 
 

Leverage all available resources and expertise to research, identify, track, pursue, obtain, 
and manage different funding streams  
Provide a more comprehensive range of services to clients  
Provide services more efficiently and effectively  
Enhance outcomes for women and their children, families, and communities 

Negotiating for funding from a prospective revenue source is a critical collaborative skill, yet the 
capacity to collaborate is developmental in that agencies acquire it through practice and by 
applying lessons learned (their own or others). As providers and State agencies become more 
adept at true collaboration, their ability to access and secure new and multiple sources of funding 
will improve. Over time, treatment providers and agencies will learn how to negotiate for 
additional resources in a way that produces results and value for both funders and grantees. 
 
Steps for Treatment Providers: Identify what Ohio found that cross-agency collaboration community collaborations currently exist and was facilitated by the passage of a statute 
whether their mission, values, and target specifying that the Department of Alcohol 
populations are a good match. Determine what to and Drug Addiction Services coordinate the 
bring to the table and how establishing a substance abuse treatment services of 
partnership will provide tangible benefits to all various State departments, the criminal 
involved entities and maximize client outcomes. justice and law enforcement systems, the 
Work with provider associations, State agencies, legislature, local programs, and substance 
and other information sources to identify possible abuse professionals (Rosenbloom, Leis, 
funding options. Explore other service providers’ Shah, & Ambrogi, 2006). 
willingness and ability to collaborate to fill in gaps 
in comprehensiveness. Learn the service language and goals of other systems.  
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Steps for State Agencies: Support joint associations or networks of providers and other 
collaborative efforts to expand funding. Convene and collaborate with other State agencies (e.g., 
child welfare services, Medicaid, employment, criminal justice) that are interested in substance 
abuse treatment and whose programs and resources are essential to support effective recovery for 
individuals with substance use disorders and provide prevention and intervention services for 
their children and families. Extend collaborative ventures to include public and private 
partnerships that can provide consistent and sustained support and State-level attention to these 
issues, even in the face of changes in State leadership or the emergence of new and competing 
priorities (Join Together, 2006). To establish common goals, expand collaboration, maximize 
funding, create incentives for quality improvement across State agencies that manage various 
funding streams, and strive to develop memorandums of understanding and joint contracting 
models or protocols (Marton, Daigle, & de la Gueronniere, 2005; Join Together, 2006). Multiple 
State agencies that purchase substance abuse services should seek to establish consistent 
purchasing practices and uniform requirements for the same benefits and work together to bridge 
gaps in benefits that affect treatment access and outcomes (Smith & Mulkern, 2006). 

Guiding Principle 4: Ensure Funding Is Diversified 

With Federal funding from the SAPTBG representing only 8 percent of all public dollars spent 
on substance abuse treatment nationally and, on average, less than half of an SSA’s substance 
abuse treatment expenditures (Mark et al., 2005), the need to create a diverse funding portfolio is 
clear. The ideal portfolio should move beyond this core source to include a broader range of 
institutional funding sources, such as Medicaid and Title IV-E Child Welfare Services; available 
discretionary funding from Federal, State, and private foundation sources; and private health 
insurance reimbursement and managed care contracts. However, States and localities vary 
widely in their skills and experience in identifying and integrating different funding sources and 
in implementing unified funding strategies (e.g., pooling or redirecting funds). 

Steps for Providers: Assess not only the organization’s capacity and capability to identify and 
integrate different funding sources but also that of current and potential collaborating partners 
and State and local substance abuse agencies. Knowing the organization’s and others’ current 
funding sophistication levels is important to adequately gauge the amount of time and energy 
that will be required to adopt a comprehensive funding strategy and to plan accordingly.  

Steps for State Agencies: Invest the time and resources to stay current on external funding 
streams. Take advantage of available technical assistance and related resources from 
SAMHSA/CSAT and other Federal agencies, as well as foundations that fund major substance 
abuse treatment initiatives, such as the Resources for Recovery program (see box), which 
emphasize broad dissemination of lessons learned. State agencies must also make it a priority to 
engage the private sector and encourage private health insurance companies and businesses that 
purchase health insurance benefits for their employees to offer adequate coverage for substance 
abuse treatment. 
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Resources for Recovery Initiative—Lessons Learned and Available Tools  

The Resources for Recovery program was established in 2002 with funding from The Robert 
Wood Johnson Foundation to help States enhance their capacity to treat individuals with 
substance use disorders. Each of the 15 selected States was required to identify and implement 
strategies to expand substance abuse treatment access and resources and enhance treatment 
outcomes. States were encouraged to work within existing funding resources, increase 
collaboration between their Medicaid and substance abuse treatment systems, and create 
innovations in current State financing of care.  

Key components of the program included grant funds to support planning and analysis; onsite 
specialized technical assistance; peer-based technical assistance; cohort technical assistance 
opportunities; and information dissemination. Grantees implemented various strategies, including 
the creation of formal partnerships, needs assessments and gap analyses, indepth exploration of 
funding opportunities for services, evaluation and assessment protocols to better identify 
individual service needs, consolidated purchasing or contracting arrangements, creation of 
administrative efficiencies, and program and service redesign (Smith & Mulkern, 2006).  

Initial results show that during the first year of the program, funding for substance abuse services 
increased by $5.6 million, and second year funding is expected to increase by another 25 
percent—gains that should translate into increased access and new and renewed formal 
collaborations among State purchasers that extend well past grant timeframes. New service 
development focused on case management, medication management, community supports and 
aftercare, community and ambulatory detoxification, and multisystemic therapy (Smith & 
Mulkern, 2006).  

The program’s overall evaluation will focus on five domains: access to treatment and numbers 
served, service utilization, financing and cost savings, infrastructure improvements that support 
substance abuse services, and a taxonomy of the service names and procedure codes used in each 
State. 

There are a number of available Resources for Recovery materials that treatment providers and 
State agencies may find useful, including examples of and tools for developing State Action 
Plans, a cross-agency financing and purchasing analysis guide, and presentations and related 
materials from the Policy Forum and other State meetings.92 

Guiding Principle 5: Customize the Approach and Prioritize Targets 
 
Each State has a different mix of available funding sources; thus, any funding approach must be 
adapted to a State’s or community’s current landscape. In general, States and localities today 
have considerably more authority than before to make policy and funding decisions that can 
significantly affect the provision of substance abuse treatment. One result of this increased State 
and local discretion, as stressed in the introduction to Section III, is that the way funds are 
actually used and allocated varies tremendously from community to community, governed in 
large part by State and local priorities, policies, politics, economics, leadership, and other 
extenuating factors. 
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Selecting the optimum targets for funding efforts needs to be carefully tailored to an agency and 
its locale. In some States, State resources rather than Federal grants may be the best bet for 
expanded funding for comprehensive treatment. In other States, private funding may offer more 
potential based on the presence of foundations or other sources with a special commitment to 
women and children’s programs. In still other cases, funding from agencies and programs that 
have an indirect connection to treatment may be the most suitable, based on recent expansions or 
newly created funding sources (e.g., tobacco settlement funding, State treatment as an alternative 
to incarceration, other ballot initiatives). Take stock of all options, and target a few best bets 
based on where resources are most significant, where new flexibility may be available, and 
where champions of an integrated funding approach may already exist (National Center on 
Substance Abuse and Child Welfare, 2004).   

Steps for Treatment Providers: Use the funding treatment inventory (described above) to assess 
what other treatment providers in the community have done and to prioritize possibilities. Use 
both funding inventories and other external resources (e.g., newsletters, quarterly reports, 
listservs, legislative updates, tracking services) to assess recent trends in funding, identify what 
existing sources are increasing and decreasing, unearth potential new sources in the public and 
private sectors, and monitor policy changes (e.g., TANF reauthorization) and their implications 
for funding of substance abuse services. As discussed in Section V, develop and nurture personal 
relationships with funders. Use these relationships to test ideas before submitting a proposal and 
to review positive and negative feedback received on past proposals to determine resubmission 
potential, rather than start anew. 

Steps for State Agencies: Analyze how the State’s funding streams are both similar to and 
different from other States as a means of exploring policy options for diversifying and using 
funding more effectively. Determine whether the State could better use Federal funds to expand 
coverage for substance use treatment services. Assess the State agency’s current and potential 
use of entitlement funding for clients services and supports, including Medicaid, child care 
entitlements, and other income support and health-financing funding streams. 

In particular, draw from the experiences of other Florida learned that, through its local match 
program, county dollars can be redirected to 
expand local services and that the State 
alcohol and drug association can act as an 
intermediary between other State agency 
goals and local providers (Abbott, Bryant, 
Daigle, & Engelhardt, 2006).   

States (see box) and seek to maximize use of 
Medicaid by expanding the number of Medicaid 
substance abuse providers, increasing Medicaid 
reimbursement rates, establishing new Medicaid 
service codes and definitions, and developing a 
local match program to fund Medicaid specialized 
substance abuse services using local county tax 

funding. For example, gather data from other States on the extent to which the use of expanded 
Medicaid eligibility definitions has resulted in cost offsets of the kind documented in 
Washington and other States.93 
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Guiding Principle 6: Promote the Connections Between Funding and Outcomes 

No matter who or what the funding source, evidence of effectiveness is frequently a prerequisite 
for initial and continued funding. Collection of outcomes data is now a necessary part of program 
design and service delivery. At both the community and the State levels, such data can document 
overlapping caseloads (e.g., welfare recipients, offenders) and the value that substance abuse 
treatment adds to other agencies’ clients and services (Center for Substance Abuse Treatment, 
2000; Resources for Recovery, n.d.). To successfully tap into resources from other service 
systems, the substance abuse treatment system will have to draw on more comprehensive 
outcomes data to show how the provision of such services is connected to a wider range of 
positive outcomes (e.g., improved parental functioning, employment retention) that are of 
concern and relevance to other provider and State agencies.  

As solid evaluations of women’s treatment and 
To ensure that public funds were spent on family treatment programs build up over time, the 
effective services that produced positive case for cost effectiveness becomes easier to make. 
outcomes, the Oregon Legislature passed SBAlthough this evidence will not necessarily ensure 
267 in 2003 to require the use of evidence-immediate increases in net allocations for based practices by substance use treatment comprehensive treatment models, it will build a providers. The legislation, which went into 

solid foundation of effectiveness that—over the effect in 2005, mandates that in the first year, 
longer haul—will persuade funders and others to 25 percent of State funding be spent on 
blend resources to support comprehensive services evidence-based programs; this increases to 50 
for women and their children and families. In percent in 2007 and 75 percent in 2009 and 

thereafter. The legislation also states that addition, the more public and private funders 
compliance with this requirement will be 
considered in the State appropriations process

require data on evidence-based practice treatment 
model, the greater the possibility that funding can 

(Marton et al., 2005). be redirected away from less intensive, less 
effective models and applied to more In 2002, Delaware implemented a 
comprehensive, effective models (see box). performance-based contracting system (in 

place of cost-reimbursement contracts) with 
all of its outpatient treatment programs. From Steps for Treatment Providers: Identify an 
2001 to 2006, average rates of patientindividual (e.g., the program director or manager) 
capacity utilization increased from 54 to 95 who can take a leadership role to nurture and 
percent, and the average proportion of support the development, implementation, and patients who were actively engaged in more institutionalization of an outcomes-based approach than 30 days of treatment increased from 53 

(Marton et al., 2005). Track clients beyond 12- and to 70 percent. The State has recently entered 
18-month timeframes for longer term data on into a similar performance-based contract 
client impact of comprehensive treatment and with its largest detoxification clinic, with 
aftercare services. In addition to quantitative data, financial incentives subject to patients 
gather qualitative data that brings families’ stories connecting to ongoing care after 

detoxification is completed (Treatment 
Research Institute, 2008). 

of recovery to life. (These stories will also play a 
role in increasing public education and awareness 
about families’ needs; see guiding principle 7 
below.) Develop shared outcomes with collaborative service providers, with the understanding 
that cross-systems data will enable substance abuse providers to show child welfare, criminal 
justice, welfare, and other systems that their clients improve as a result of working with 
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substance abuse treatment providers. Use available Federal, State, and local data sources to 
establish benchmarks against which to gauge progress.  

Steps for State Agencies: Strengthen State agency information systems to ensure compliance 
with—as well as the ability to meet and exceed—new federally mandated NOMs. Develop 
specific outcome measures for all State-supported substance use programs. Be sure to include 
outcome measures that reflect the predominant service needs of the client populations that both 
substance abuse and other systems serve. For example, if collaborating with criminal justice to 
provide services to offenders, document the appropriate outcomes related to reductions in 
recidivism or drug-related charges. Hold treatment agencies and contractors accountable by 
rewarding those that meet or exceed their stated objectives and penalizing those that do not 
(unless they can improve their program to achieve desired outcomes) (Join Together, 2006). 

Guiding Principle 7: Work To Change the Rules and the Priority Given to Substance 
Abuse Funding 

Decisions at the State and community levels can be changed by effective dissemination of 
baseline data and public education about the importance and effectiveness of substance abuse 
treatment. It is more important than ever for providers to become actively involved in the 
policymaking process and to take a stand when States and communities set priorities that 
overlook or adversely affect persons who need substance abuse treatment (Center for Substance 
Abuse Treatment, 2000). Effective advocacy rests, in large part, on the ability to present 
compelling quantitative and qualitative data that demonstrate the benefits of treatment not only 
to individuals but also to communities and society in general. Thus, this last guiding principle is 
inextricably linked to guiding principle 6 regarding accountability. 

Advocacy is important in obtaining waivers or other related forms of discretion that result in 
greater funding and service delivery flexibility. Such advocacy can be aimed at administrative 
actions as well as legislative enactments, because it is often an individual’s or single agency’s 
narrow interpretation of the legislation rather than the actual language of the law that acts as the 
obstacle to funding flexibility. Dr. Kathryn Icenhower at SHIELDS for Families describes this 
problem as one of “categorical thinking, not categorical funding,” noting that the difficulty often 
lies in how an agency applies the money or in having people mired in bureaucracy, rather than in 
too restrictive legislative mandates. 

Steps for Treatment Providers: Build public awareness about the nature of substance use 
disorders, the need to improve treatment capacity, and the benefits of treatment by developing 
relationships with local news media as well as public relations or marketing firms that engage in 
pro bono work that might communicate your messages. Look into other possible resources in 
your community (e.g., local United Way, development firms) that might assist in these matters. 
Develop relationships with local and State legislators. Seek champions who will rally others. 
Invite them to community forums or request that they hold hearings on the impact of substance 
abuse and treatment effectiveness; ask them to visit your treatment program to meet and hear 
from clients; and include them on newsletter, fundraising, or other related mailing lists. Use 
graduates from the treatment program as spokespeople. 
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To increase State funding flexibility, explore with legislative staff the extent to which legislators 
support—and are willing to sponsor—legislation that will streamline application processes, 
blend funding streams, or institute other types of funding reforms. Join a provider network or 
association to stay informed, strengthen the agency’s collective voice, and expand its reach. Ask 
local legislators for an annual summary of State funding that flows into their district to shed light 
on gaps in existing data and bolster arguments for the need both to consolidate funding streams 
and to create a comprehensive funding inventory that cuts across all State agencies. 

Steps for State Agencies: Review the relevance of other States’ legislative enactments that have 
made treatment funding streams more flexible through waivers, blended funding, and other 
approaches. Assess whether similar enactments or administrative flexibility can move the State 
toward more comprehensive services. Work with and support providers to build public 
awareness about substance use disorders and treatment. Examine the extent to which the State 
agency can implement new or modify existing policies and procedures that support 
comprehensive family-centered treatment. 

A. Summary 

This section began with the suggestion that treatment providers and State agencies use a 
“construction perspective” as they seek to implement a comprehensive funding strategy that 
supports the wide array of treatment and support services needed by women with substance use 
disorders and their children and families. As is true in construction, where putting up the first 
building is more challenging than subsequent structures that follow the same blueprint, providers 
and agencies will find the task more manageable as they move into the process. The principles 
outlined in this section can be followed and carried out, as made clear by the examples provided 
throughout this report. These are not theoretical approaches but practical methods of constructing 
a broad and deep effort to expand funding. Although challenging, the overall effort to secure and 
integrate multiple funding sources from the public and private sectors will ultimately reap better 
results and is a necessary and rewarding element of providing comprehensive treatment services. 
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Notes 

1 In the last decade, the “theory of change” concept has become an increasingly valuable tool to help comprehensive 
community-based initiatives evaluate their efforts. A theory of change is a strategy or blueprint for how an initiative 
will achieve its large-scale, long-term goals. It identifies and maps all the preconditions, pathways, and interventions 
necessary for success and creates a commonly understood vision among stakeholders of desired long-term results, 
how they will be reached, and what will be used to measure progress along the way. A logical extension in the 
design and evaluation of comprehensive programs for women with substance use disorders is the inclusion of a 
“theory of resources.” This added emphasis is needed because decisions about what resources it will take to launch, 
operate, sustain and take a project to scale are often underemphasized or even ignored in developing new initiatives. 
In developing a theory of resources, a wide lens must be used, since the fiscal needs of any comprehensive treatment 
initiative will change over a project’s existence—from start-up to going full-scale to sustainability and replication. 
Information about the theory of change process is available from the Theory of Change Web site 
(http://www.theoryofchange.org [retrieved May 8, 2006]), a joint venture between ActKnowledge and the Aspen 
Institute Roundtable on Community Change. 

2 See, for example, SAMHSA’s National Registry of Evidence-based Programs and Practices (NREPP) for program 
outcomes for strategies to decrease the incidence of alcohol, tobacco, and illegal drug use among youth at high risk 
(http://nrepp.samhsa.gov); findings from a review of programs that aim to increase the employment of individuals or 
populations at risk of serious criminal involvement (Bushway & Reuter, 1998); and findings from afterschool 
programs (Afterschool Alliance, 2005). 

3 The Finance Project (http://www.financeproject.org) develops and disseminates research, information, tools, and 
technical assistance for improved policies, programs, and financing strategies regarding children, families, and 
communities. The discussion and definitions on various funding strategies presented in this section of the paper are 
drawn from the many invaluable publications available from the Finance Project. In particular, a key source used in 
helping compile much of this information is Hayes, Flynn, and Stebbins (2004).  

4 Other resources that provide examples of effective financing strategies in related social services fields, but not 
necessarily specific to serving women with substance use disorders, include Stroul and colleagues (2008) and Pires, 
Lazear, and Conlan (2008). 

5 Although some formula or block grant programs can be pooled, other Federal funds, particularly those from 
discretionary grant programs, do not lend themselves to pooling because they require independent reporting to 
Federal agencies. 

6 DRA added Section 472(i) to Title IV-E to allow a State to claim allowable administrative costs under more 
limited circumstances. For more information, refer to Administration for Children, Youth and Families Program 
Instruction ACYF-CB-PI-06-06, issued August 23, 2006 (retrieved October 24, 2006, from 
http://www.acf.hhs.gov/programs/cb/laws_policies/policy/pi/pi0606.htm). DRA also makes several changes to the 
definition of Medicaid targeted case management and what can be billed as an administrative service (see 
Rosenbaum & Markus, 2006). 

7 This figure represents the average amount of State funds spent on substance abuse prevention and treatment in 
2003, based on what States reported in their fiscal year 2006 SAPTBG applications (Office of National Drug 
Control Policy, 2006).  

8 As noted, a multitude of sources were consulted to develop this section of the report and determine potentially 
allowable uses of different Federal funding sources. This effort included a review of numerous funding papers and 
reports from various research and policy organizations, in particular, those published by the Finance Project 
(http://www.financeproject.org) and the Bazelon Center for Mental Health Law (http://www.bazelon.org), as well as 
a report to SAMHSA on funding for mental health and substance abuse services for children and adolescents (Bassin 
et al., 2006). Because determinations of allowable uses may be subject to the interpretation of a given organization 
and/or the report’s authors depending on their focus and perspective, discrepancies were sometimes encountered in 
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the information reviewed. Where possible, the authors of this report sought to clarify information through other 
sources. The information presented here thus reflects our best summary judgment of all sources assessed. 

9 For more detailed information on any of the funding sources listed, refer to the Catalog of Federal Domestic 
Assistance at http://www.cfda.gov.  

10 SAPTBG funds can be used to screen and assess for mental health issues but cannot be used to provide direct 
mental health services; the latter may be provided using the Community Mental Health Services Block Grant. 
Several States (Arizona, Connecticut, Missouri, New Mexico, and Oregon) have used SAPTBG funds for mental 
health screening, clinical consultation, and assessment (see Substance Abuse and Mental Health Services 
Administration, 2002).  

11 In addition, the statute (Title 42, Chapter 6A, Subchapter XVII, Part B, Subpart ii, Sec. 300x-28) says that States 
must “coordinate prevention and treatment activities with the provision of other appropriate services (including 
health, social, correctional and criminal justice, educational, vocational rehabilitation, and employment services)” 
(retrieved from http://www.access.gpo.gov/uscode/title42/chapter6a_subchapterxvii_partb_subpartii_.html).  

12 A directory of SSAs is on the SAMHSA Web site at 
http://www.samhsa.gov/Grants/generalinfo/state_agencies.aspx (last updated April 5, 2007).  

13 More detailed information on the NOMs can be found at http://www.nationaloutcomemeasures.samhsa.gov. 

14 One State financing strategy used to increase Medicaid coverage and reimbursement of substance abuse treatment 
services is delegated management. With this approach, the State Medicaid agency arranges for the State substance 
abuse authority to perform certain Medicaid administration activities. The State substance abuse authority may 
provide the State Medicaid agency with substance abuse clinical guidance, manage the publicly funded specialty 
provider network, provide Medicaid matching funds, and support utilization management and outreach activities. 
Delegation is done in a manner that ensures that the State Medicaid agency retains required program administration 
and oversight responsibilities (McCarty, Edmundson, Green, & McFarland, 2003).  

15 For more information on Medicaid waiver programs, go to the CMS Web site, 
http://www.cms.hhs.gov/medicaid/waivers. 

16 The Protecting the Medicaid Safety Net Act of 2008 (H.R. 5613) passed the House on April 23, 2008 and on April 
28, 2008 (the latest major action at the writing of this report) was placed on the Senate Legislative Calender under 
General Orders, Calendar No. 719. The companion bill being considered in the Senate is S. 2819. 

17 Oregon and Iowa are examples of two States where moving to a managed substance abuse care model resulted in 
positive outcomes (D’Ambrosio, Mondeaux, Gabriel, & Laws, 2003; McCarty & Argeriou, 2003). 

18 States must maintain funding for qualified program expenditures at a level equivalent to at least 80 percent of the 
State’s share of AFDC expenditures in FY 1994. If a State meets the minimum work participation rate requirements, 
the MOE requirement drops to 75 percent. Tribes are not subject to matching or MOE requirement. 

19 The Final Rule generally limits the counting of substance abuse treatment to the job search and readiness 
assistance activity. However, it states that if a portion of substance abuse treatment meets a common-sense 
definition of another work activity (such as community service or job skills training directly related to employment), 
then the hours of participation in that activity may count under the appropriate work category. In addition, if hours in 
unsubsidized, subsidized private-sector, and subsidized public-sector employment include treatment services, a State 
may count those paid hours under that work activity. See Section 261.2(g) of TANF Final Rule, available at 
http://www.acf.hhs.gov/programs/ofa/finalru.htm. 
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20 The Final Rule defines 1 week as 20 hours for a work-eligible individual who is a single custodial parent with a 
child younger than age 6 and 30 hours for all other work-eligible individuals. Thus, 6 weeks equals 120 hours for the 
first group and 180 for all others. 

21 Personal correspondence, November 22, 2006, with Elena M. Carr, U.S. Department of Labor, Drug Policy 
Coordinator Office of the Assistant Secretary for Policy, Washington, DC. 

22 For a list of State and local Workforce Investment Boards, as well as other contacts, visit the U.S. Department of 
Labor Employment and Training Administration Web site at http://www.doleta.gov/regions. 

23 A list of Community-Based Family Resource and Support (CBFRS) State lead agency contacts is available on the 
FRIENDS National Resource Center for CBFRS at http://www.friendsnrc.org. 

24 Maximizing Fiscal Resources for the CBCAP State Lead Agencies: A Guidebook and Tool Kit includes practical 
information on leveraged fund claims, fundraising strategies, worksheets, and other tools and resources. It is 
available on the FRIENDS National Resource Center Web site at http://www.friendsnrc.org. 

25 Case assessments can be done in the context of case planning. According to the Child Welfare Policy Manual, “A 
case assessment might consider information regarding psychological, developmental, behavioral and educational 
factors; explore underlying or disguised issues such as family violence or substance abuse; examine the child and the 
family’s needs, strengths, resources and existing support systems; and explore whether it is safe for the child to 
remain in or return to the home. Furthermore, it could include information on the child's past history, current 
adjustment, direct observations, and family history. Specialized assessments such as psychiatric, medical or 
educational assessments are medical or educational services, respectively, and are not, therefore, allowable under 
Title IV-E (45 CFR 1356.60(c)) and Child Welfare Policy Manual Section 8.1B. Time spent analyzing specialized 
assessments to inform the case plan, however, is allowable” (Administration for Children and Families, n.d.a).  

26 Examples of other unallowable social services include therapeutic child care, counseling and therapy with the 
child and biological family to resolve the problems that led to the need for out-of-home placement, counseling and 
therapy to plan for the child’s return to the community, and psychological or educational testing, evaluation, and 
assessment. These costs may be claimed under other programs such as Title IV-B or the Social Services Block Grant 
(Administration for Children and Families, n.d.b).  

27 For example, the Proposed Child Welfare Program Option has been included in each of the President’s budget 
proposals for FY 2004–2008 but has yet to be introduced into legislation. If passed, this legislation would offer 
States a choice between current IV-E program and a 5-year capped, flexible allocation of funds equivalent to 
anticipated IV-E program levels. Proponents believe this change would allow innovative State and local child 
welfare agencies not only to do away with burdensome and costly eligibility determination and claiming functions 
but also to redirect funds toward services and activities that more directly achieve safety, permanency, and well­
being for children and families. Proponents argue that States would enjoy more flexibility while focusing on results 
for children and high-quality services, retaining existing child protections, and benefiting from a financial safety net 
(in the form of access to emergency funds under the TANF Block Grant) in the case of an unanticipated increase in 
their foster care population. 

28 The Deficit Reduction Act of 2005, passed in February 2006, provided a 1-year increase in mandatory funding for 
PSSF for FY 2006. 

29 In fiscal year 2002, eight States (Alaska, Arkansas, Idaho, Maine, Massachusetts, Nevada, Pennsylvania, and 
Utah) reported using some of their PSSF funds to provide substance abuse assessment and treatment services for 
some clients. Services included education and prevention, case management, and recovery and followup support. 
Idaho provided PSSF funds to a community coalition to assess the prevalence of pregnant women with substance 
use disorders and babies exposed to drugs and to develop a health care program to address maternal substance abuse 
(James Bell Associates, 2002). 
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30 For information on State CCDF plans and reports, visit the National Child Care Information Center at 
http://www.nccic.org. 

31 Although EPSDT requires that children be provided all federally allowable Medicaid treatment services 
determined to be medically necessary, it does not automatically override every benefit restriction a State may have. 
It also does not require States to cover a particular type of service provided that the service is otherwise reasonably 
accessible and available to the child (Fox & McManus, 2005). 

32 As an example, Guilford Child Health in North Carolina uses CPT billing code 96110 when a social worker 
administers a secondary developmental screen or assessment in response to an at-risk score on the Ages and Stages 
Questionnaire or concern about other risk factors such as maternal substance abuse or depression (Rosman, Perry, & 
Hepburn, 2005).  

33 Minnesota created the Children’s Therapeutic Services and Supports benefit for children who have been 
diagnosed with an emotional disturbance of any severity; the benefit includes a wide range of mental health services, 
including skills-building services for the child and his/her family (Kaye et al., 2006; see also Johnson & Knitzer, 
2005).  

34 The National Conference of State Legislatures has compiled a State-by-State list of substance abuse treatment 
benefits in non-Medicaid SCHIP plans; it is available at http://www.ncsl.org/programs/health/schiptable06.htm 
(retrieved March 31, 2005). 

35 The reauthorized IDEA allows local education agencies (LEAs) to reduce their own local spending on special 
education by an amount equal to 50 percent of the increase in Federal funding from 1 year to the next. For example, 
if the LEA receives an increase of $5,000 in Federal funds from the previous year, it can reduce its own local 
funding by $2,500. Any reduction in the maintenance-of-effort level is permanent (U.S. House of Representatives 
Committee on Education and the Workforce, 2005).  

36 Part B-identified disabilities include mental retardation, hearing impairments (including deafness), speech or 
language impairments, visual impairments (including blindness), serious emotional disturbance, orthopedic 
impairments, autism, traumatic brain injury, other health impairments, developmental delays, emotional or 
behavioral disorders, or specific learning disabilities that require special education and related services. 

37 In 2004, only eight States had exercised this option, and only half of those explicitly mentioned family or 
environmental risk factors, such as parental substance abuse, in their definitions (Johnson & Knitzer, 2005).  

38 P.L. 108-36. Keeping Children and Families Safe Act of 2003. Amendment to Section 106(b) of the Child Abuse 
Prevention and Treatment Act (42 USC 5105a(b)). 

39 Under the DSM-IV, “V” codes include such conditions as noncompliance with treatment; physical/sexual abuse 
of an adult or child; partner, sibling, or parent-child relational problem; occupational or academic problem; child, 
adolescent, or adult antisocial behavior; and religious or spiritual problem. 

40 Much of the information provided here can be found in Maternal and Child Health Bureau (n.d.).  

41 For a list of State contacts, go to https://performance.hrsa.gov/mchb/mchreports/link/state_links.asp. 

42 Information on State allotments is available at http://www.acf.hhs.gov/programs/ocs/ssbg/docs/allocs.html. 

43 A list of SSBG State officials is available from ACF at http://www.acf.hhs.gov/programs/ocs/ssbg/docs/stoff.htm. 
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44 The Uniform Definitions of Services are available from the SSBG Web site at 
http://www.acf.hhs.gov/programs/ocs/ssbg/procedures/unifdef.html. Substance abuse services, as defined by the 
Uniform Definitions of Services, are those services or activities that are primarily designed to deter, reduce, or 
eliminate substance abuse or chemical dependence. Except for initial detoxification services, medical and residential 
services may be included but only as an integral but subordinate part of the service. Component substance abuse 
services or activities may include a comprehensive range of personal and family counseling methods, methadone 
treatment for people who abuse opioids, or detoxification treatment for people who abuse alcohol. Services may be 
provided in alternative living arrangements such as institutional settings and community-based halfway houses.  

45 The 12 States were Arkansas,  Connecticut, Illinois, Minnesota, Mississippi, Nevada, North Carolina, Ohio, 
Rhode Island, Utah, Virginia, and Wyoming (Administration for Children and Families, 2007). 

46 For information on different State examples, see the Administration for Children and Families’ Social Services 
Block Grant Program Annual Report 2002 and the Social Services Block Grant Program Annual Report 2003. 

47 Most States have their plan available on their child welfare department Web sites; State fact sheets with 
information on State coordinators, administration of Chafee dollars, services for youth older than 18, and more are 
available from the National Child Welfare Resource Center for Youth Development at 
http://www.nrcys.ou.edu/yd/state_pages.html. 

48 For a list of the State JABG coordinators, go to http://ojjdp.ncjrs.org/jabg/jaibg.html (retrieved April 10, 2006). 

49 Much of the information on the Community Prevention Incentive Grants program was compiled from Office of 
Juvenile Justice and Delinquency Prevention (1994, 2001). 

50 Personal correspondence with Heidi Hsia, Program Manager, State Relations and Assistance Division, Office of 
Juvenile Justice and Delinquency Prevention, U.S. Department of Justice. April 10, 2006. 

51 Contact information for each State’s Title V Coordinator or Juvenile Justice Specialist is available from the Office 
of Juvenile Justice and Delinquency Prevention Web site, http://ojjdp.ncjrs.org/titlev/grant.html (retrieved 
November 10, 2006). 

52 The Title V Model Programs Guide and Database can be accessed through OJJDP’s Title V Community 
Prevention Grants homepage at http://ojjdp.ncjrs.org/titlev/index.html. 

53 More information on the performance measures can be found from the U.S. Department of Housing and Urban 
Development’s Office of Community Planning and Development at 
http://www.hud.gov/offices/cpd/aidshousing/programs/formula/index.cfm. 

54 Beginning in FY 2007, Title II formula grants will be awarded based on the prevalence of HIV disease; that is, 
reported AIDS cases and HIV infections that have not yet progressed to AIDS. 

55 According to the Projects for Assistance in Transition From Homelessness 2004 Annual Report Data Summary, 
59 percent of persons served had a co-occurring substance use disorder in addition to a serious mental illness 
(retrieved April 12, 2006, from http://www.pathprogram.samhsa.gov/pdf/PATH_Facts_2004.pdf). 

56 A list of State agencies and PATH-funded service providers is available from SAMHSA’s Center for Mental 
Health Services (retrieved February 20, 2007, from http://www.pathprogram.samhsa.gov/contacts/default.asp).  

57 Contact information on the State Administering Agency for the Byrne Justice Assistance Grant Program is 
available from the U.S. Department of Justice, Office of Justice Programs Web site (retrieved November 10, 2006, 
from http://www.ojp.usdoj.gov/saa). 
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58 See, for example, SAMHSA’s available technical assistance and training for grant applicants at 
http://www.samhsa.gov/Grants/technical_assistance.aspx.  

59 For an example of the annual State expenditure report, see National Association of State Budget Officers (2004). 

60 Four States—Florida, Minnesota, Mississippi, and Texas—entered into separate settlements and do not receive 
funds under the Master Settlement Agreement.  

61 This discussion of State tobacco settlement expenditures for substance abuse treatment focuses on funds allocated 
for alcohol and drug treatment; it does not include smoking or tobacco prevention or cessation programs, which 
many more States support with these funds. 

62 House File 862—An Act Relating to and Making Appropriations from the Healthy Iowans Tobacco Trust and the 
Tobacco Settlement Trust Fund (retrieved April 11, 2007, from 
http://coolice.legis.state.ia.us/legislation/enrolled/HF862.html). 

63 The 10 States are Arizona, Idaho, Kansas, Mississippi, Montana, New Jersey, Nevada, Oregon, Tennessee, and 
Utah (George Washington University Medical Center, 2003). 

64 See the 2005, 2006, and 2007 reports, The Fiscal Survey of States, prepared by the National Governors 
Association and the National Association of State Budget Officers, available at 
http://www.nasbo.org/publicationsReport.php. In FY 2006, one additional State made changes to its 
cigarette/tobacco taxes, but the result was a decrease in revenue.  

65 Sources for this section include California Campaign for New Drug Policies (2000), Drug Policy Alliance (n.d.), 
and Little Hoover Commission (2003). 

66 See the 2002, 2003, 2004, and 2007 reports, Evaluation of the Substance Abuse and Crime Prevention Act, 
prepared for the California Department of Alcohol and Drug Programs by the UCLA Integrated Substance Abuse 
Program, available at http://www.prop36.org/report_menu.html. 

67 Author Sid Gardner’s personal correspondence with Mark Matlin, Little Hoover Commission, February 22, 2008. 

68 More information about Proposition 10 can be found on the California First 5 Web site at http://www.ccfc.ca.gov. 

69 Iowa HF 875—Appropriations—Health and Human Services, signed by Governor on June 14, 2005 (retrieved 
April 11, 2007, from http://coolice.legis.state.ia.us/legislation/enrolled/HF825.html). 

70 New Hampshire House HB 206—Final Version (retrieved November 11, 2005, from 
http://www.gencourt.state.nh.us/legislation/2005/HB0206.html). 

71 Search of the National Conference of State Legislatures State substance abuse legislation database conducted 
March 20, 2008 (http://www.ncsl.org/programs/health/substAbuse_bills.cfm). 

72 The Little Hoover Commission is an independent State oversight agency that was created in 1962. The 
commission’s mission is to investigate State government operations and—through reports, recommendations, and 
legislative proposals—promote efficiency, economy, and improved service. More information is available at 
http://www.lhc.ca.gov/lhc.html. 

73 Background funding and program information and a link to California’s FY 2005−06 Budget Allocation Summary 
is available at http://www.adp.cahwnet.gov/ADPLTRS/05-02.shtml. 
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74 Information on both The Children’s Budget and The Report Card can be found on the Philadelphia Safe and 
Sound Web site at http://pss.verveinternet.com/publications/publist_childrensbudget.php. 

75 See State Departments; Public Officers and Employees, Chapter 75, Article 37. Department of Administration, 
75-3721. Governor’s budget report; contents; submission to legislature; children’s budget document; Kansas 
homeland security budget document, at http://www.lesterama.org/KS/Chapter_75/statutes/75-3721.html. 

76 Arkansas, Georgia, Kentucky, Louisiana, Michigan, Montana, West Virginia, and Wyoming, for instance, 
specifically mention funding-related system improvements in their brief project descriptions (U.S. Department of 
Health and Human Services, 2004; review of SAMHSA grant awardees conducted March 20, 2008, available 
through http://www.samhsa.gov/grants).   

77 Two sources that provide a good discussion of the benefits are Substance Abuse and Mental Health Services 
Administration (2005a) and National Technical Assistance Center for State Mental Health Planning (2000). 

78 Total charitable giving from four sources—individual (living) donors, bequests by deceased individuals, 
foundations, and corporations—was estimated to be $250 billion in 2004. Foundation giving accounts for only about 
11 percent of charitable donations (Giving USA, 2005).  

79 Family foundations represent a subfield within the foundation world that is rapidly growing, in part because of 
rising wealth among second- and third-generation family members of pioneer philanthropists, against the 
background of an estimated $40 trillion in wealth transfers among generations from 2000 to 2050 
(http://www.ncfp.org/advisor-research.html and 
http://www.economist.com/printedition/displayStory.cfm?Story_ID=2963247). One estimate puts this number as 
high as $136 trillion. 

80 Search of The Foundation Directory Online conducted April 30, 2006, using the following search terms under 
field of interest: “substance abusers,” “substance abuse treatment,” “substance abuse services,” “substance abuse 
prevention,” “mental health/addictions,” and “alcoholism.” This service is available by subscription through The 
Foundation Center: http://foundationcenter.org. 

81 For information on The Robert Wood Johnson Foundation’s Substance Abuse Policy Research Program and its 
other national programs, go to http://rwjf.org/applications/solicited/npolist.jsp?interestAreaId=131. 

82 The Foundation Center also has a list of the top 50 U.S. foundations awarding grants for mental health (circa 
2003) available at 
http://foundationcenter.org/findfunders/statistics/pdf/04_fund_sub/2003/50_found_sub/f_sub_f_03.pdf.  

83 Search of The Foundation Directory Online conducted April 30, 2006. The following search terms were used to 
identify child welfare-type services: “foster care”; “crime/violence prevention, child abuse”; “children services”; 
“children, foster care”; “children, adoption”; “child development services”; “child abuse”; and “abuse prevention.” 
The following search terms were used to identify family services: “family services”; “family services, single 
parents”; “family services, parent education”; “family services, domestic violence”; “family services, counseling”; 
and “family services, adolescent parents.” This service is available by subscription through The Foundation Center: 
http://foundationcenter.org. 

84 This section was written using material from sources that included De Vita & Fleming (2001); 
Grantsandfunding.com (2001); National Technical Assistance Center for State Mental Health Planning (2000); 
Nelsen (n.d.); Substance Abuse and Mental Health Services Administration (2005a); and United States Grants.org 
(n.d.). 

85 States that never had an exclusion law or have amended or repealed their exclusion laws to prohibit the denial of 
benefits include Colorado, Connecticut, Iowa, Maryland, Massachusetts, Michigan, Minnesota, Nevada, New 
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Hampshire, New Mexico, North Carolina, Oklahoma, Rhode Island, South Dakota, Utah, Vermont, Washington, 
and Wisconsin (Alcohol Policy Information Systems; Insurer’s liability for health/sickness losses due to intoxication 
as of January 1, 2007; retrieved March 21, 2008, from http://www.alcoholpolicy.niaaa.nih.gov). 

86 For reference of the various studies that have been conducted, see, for example, Azrin et al. (2007); Coalition in 
Fairness in Mental Health and Substance Abuse Insurance (2000); Curley (2003); Greenfield (2005); and 
Rosenbach, Lake, Young, Conroy, Quinn, Ingels, et al. (2003). 

87 See, for example, Daley et al. (2000); Flynn, Kristiansen, & Porto (1999); French, McCollister, Cacciola, Durell, 
& Stephens (2002); Lennox, Scott-Lennox & Holder (1992); McCaul & Furst (1994); and Svikis et al. (1997). 

88 Other bills have also been introduced that include language about mental health and substance abuse parity. For 
example, in April 2005, the Time for Recovery and Equal Access to Treatment in America (TREAT America) Act 
(H.R. 1258) was introduced. The bill included a section on substance abuse parity, but with certain exceptions (e.g., 
small employers), and was referred to the House Subcommittee on Employer–Employee Relations. A related bill, S. 
803, was introduced in the Senate and referred to the Committee on Health, Education, Labor, and Pensions. In May 
2005, the Health Security for All Americans Act (H.R. 2133) was introduced; section 2203 on health insurance 
coverage requirements includes mental health and substance abuse treatment benefits parity. The bill was referred to 
the House Subcommittee on Health. The summary and status of all bills can be searched at THOMAS – Library of 
Congress, http://thomas.loc.gov. 

89 To arrive at the number of States with full parity, minimum mandated benefits, or mandated offerings, it was 
necessary to compile information from multiple sources, some of which conflicted with one another. Sources 
consulted included, but were not limited to Alcohol Policy Information Systems (2007); American Academy of 
Child and Adolescent Psychiatry (2005); American Society of Addiction Medicine (2007); Bazelon Center for 
Mental Health Law (2007); Center for Policy Alternatives (2002); Mental Health America (2007); Nagy (2006); 
National Conference of State Legislatures. (2002, 2007); Perlman (2006); Robinson, Connolly, Whitter & Magaña, 
(2006); Rosenbach, Lake, Young, Conroy, Quinn, Ingels, et al. (2003); and Rosenberg (2005). Although a limited 
Internet search and review of selected State legislature Web sites was conducted to resolve some discrepancies 
among sources, an exhaustive search of all State statutes to address all inconsistencies was beyond the scope of this 
report. To the best of the authors’ knowledge, the 13 States with full parity for substance abuse are Colorado, 
Connecticut, Delaware, Hawaii, Maine, Minnesota, North Carolina, Oregon, Rhode Island, South Carolina, 
Vermont, Virginia, and West Virginia. The five States that do not have any kind of laws governing substance abuse 
coverage parity are Arizona, Idaho, Iowa, Oklahoma, and Wyoming. The remaining States have either minimum 
mandated benefits or mandated offerings for substance abuse (though some are limited to only alcohol abuse): 
Alabama, Alaska, Arkansas, California, District of Columbia, Florida, Georgia, Illinois, Indiana, Kansas, Kentucky, 
Louisiana, Maryland, Massachusetts, Michigan, Mississippi, Missouri, Montana, Nebraska, New Hampshire, New 
Jersey, New Mexico, New York, Nevada, North Dakota, Ohio, Pennsylvania, South Dakota, Tennessee, Texas, 
Utah, Washington, and Wisconsin. 

90 One recent study found that improved access to employer-paid insurance did not translate into increased use of 
private insurance to pay for past-year treatment. Of people who said they had private insurance and got treatment, 
fewer than half reported they used their insurance to pay for treatment. Another 24 percent did not know whether 
their insurance covered treatment (Oggins, 2003). 

91 These guiding principles echo and indeed reinforce many of the recommendations put forth in other major reports; 
in particular Center for Substance Abuse Treatment (2000); Join Together (2006); and National Center on Substance 
Abuse and Child Welfare (2004).  

92 These and other resources can be found on various Web sites connected with the Resources for Recovery project. 
The Resources for Recovery homepage, http://www.resourcesforrecovery.org, contains national program and State 
contact information as well as an overview of State strategies and materials from Policy Forum meetings in which 
participating State teams came together to discuss, develop, and implement strategies to expand substance abuse 
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treatment access and resources. Other meeting materials are available through the Center for Health Care Strategies 
Purchasing Institute, http://www.chcs.org/info-url_nocat3961/info-url_nocat_show.htm?doc_id=206329, which 
provided additional technical assistance on the project. 

93 See, for example, Cawthon & Schrager (1995); Estee & Nordlund (2003); French, Salomé, & Carney (2002); 
Maynard, Cox, Krupski, & Stark (1999); and Wickizer & Longhi (1997). 
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Overview of Shields for Families, Inc. 
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APPENDIX A. OVERVIEW OF SHIELDS FOR FAMILIES, INC.  

SHIELDS for Families, Inc. (SHIELDS), is a comprehensive, community-based agency that 
serves 3,000 South Central Los Angeles annually. Since its inception in 1987, SHIELDS has 
focused on child welfare, family reunification, and family preservation issues, while evolving to 
meet other priority needs of this inner-city community. SHIELDS employs more than 270 full-
time employees and 30 consultants and has an annual budget of more than $15.5 million to 
operate 26 programs, including four collaborative networks for which SHIELDS acts as the lead 
agency. SHIELDS uses a center-based one-stop shopping model with home visitation. Core 
services include substance abuse treatment; outreach, intake, and assessment; case management; 
child development; youth services; mental health; family preservation; vocational services; 
housing; transportation; and aftercare. SHIELDS is a contracted CalWORKs (California’s 
Temporary Assistance for Needy Families [TANF] program) treatment program, a certified 
Medi-Cal provider for mental health and substance abuse treatment, and a United Way agency.  

SHIELDS’s primary goals are to (1) promote family reunification and support families 
remaining intact in the community, (2) strengthen families through the provision of 
comprehensive and collaborative services, (3) improve the general well-being of families 
through comprehensive health programs and preventive social services, and (4) promote self-
sufficiency and economic independence. 

The agency was formed in 1987 in response to the high incidence of infants born at Martin 
Luther King Hospital in South Central Los Angeles who were prenatally exposed to drugs. Using 
a fiscal intermediary, SHIELDS implemented three programs to target the special needs of these 
infants. In 1991, SHIELDS incorporated as a State of California private, nonprofit organization 
focusing on family-based services addressing issues inherent to the South Central Los Angeles 
community. 

SHIELDS provides services to families who reside in South Central Los Angeles, including the 
Watts/Willowbrook and Compton communities. This area has the largest percentage of 
minorities in Los Angeles County with an ethnic breakdown of approximately 16.5 percent 
Caucasian, 65.0 percent Latino, 33.0 percent African American, and 2.1 percent other. This area 
also has the highest rates of unemployment and overcrowded housing units in the county; its 
residents have a medium income of $14,944.93 

SHIELDS receives Federal, State, and county funds, as well as funding from private foundations. 
Federal support includes grants from the Substance Abuse and Mental Health Services 
Administration, Center for Substance Abuse Treatment (CSAT), U.S. Department of Housing 
and Urban Development (HUD), Administration for Children and Families, and Health 
Resources and Services Administration. Local support includes funding from the Los Angeles 
County Department of Mental Health, Los Angeles County Department of Children and Family 
Services (DCFS), Los Angeles County Alcohol and Drug Program Administration, Los Angeles 
First Five Commission, and Los Angeles City Community Development Department.  
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The organization has received numerous awards and recognition for its work with families 
including the C. Everett Koop Award, International Athena Award, the Office of National Drug 
Control Policy Special Recognition Award, and HOPE Award. It has been featured on television 
(e.g., 48 hours, CNN, and local news) and in the print media, with special publications by the 
Children’s Defense Fund, the Washington Health Foundation, and the Los Angeles Times. Staff 
members of SHIELDS sit on numerous local, State, and Federal coalitions and task forces and 
provide direct input to policy initiatives regarding child development, family preservation, and 
substance abuse issues. 

SUBSTANCE ABUSE TREATMENT SERVICES 

SHIELDS offers seven substance abuse treatment programs with a total capacity to serve 375 
families. Programming includes outpatient, day-treatment, and residential services. Special 
programs are provided for individuals with co-occurring disorders, perinatal clients, adolescents, 
General Relief and TANF recipients, CARE voucher recipients93, Compton Drug Court 
participants, and Substance Abuse and Crime Prevention Act referrals (also known as 
Proposition 36, California’s treatment instead of incarceration initiative). 

Housing is offered as a component of the residential program, and satellite housing is available 
for families enrolled in day treatment. Currently, SHIELDS is the only program in the country 
that allows an entire family to reside in housing and enroll in program services. All treatment 
programs incorporate individual, group, and family counseling; intensive case management; life 
skills training; educational classes on alcohol and drugs, HIV/AIDS, health, anger management, 
and relapse prevention; mental health services; special issue groups on sexual abuse, grief and 
loss, and family reunification; vocational and educational courses; parenting and child 
development education; child development centers; a therapeutic nursery; afterschool youth 
services; and transportation. SHIELDS’s Adolescent Treatment Program provides 
comprehensive mental health and substance abuse treatment services to youth identified by the 
Department of Probation and DCFS as having substance use problems. SHIELDS also has a 
grant from CSAT to provide HIV/AIDS outreach, education, testing, and counseling services in 
collaboration with the Drew AIDS Project.  

The agency also offers the following components to enhance treatment access and availability, 
and support long-term recovery: 

• 

• 

Outreach. Outreach services are provided in the targeted community through street 
outreach staff. In addition, SHIELDS has four outreach staff members in two local 
Department of Public Social Services offices, two full-time staff members in the 
Compton Superior Court, and one full-time staff member in the Edelman Juvenile 
Dependency Court. 

Community Access Services Center. SHIELDS operates an assessment center 5 days a 
week to provide for substance abuse, mental health and domestic violence assessment, 
referral, and placement services.  
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• Aftercare. Lifetime aftercare services are provided to all program graduates. Services  
include counseling, case management, support groups, advocacy and leadership training,
access to job placement and housing services, and social activities. 

 
SHIELDS’s substance abuse treatment programs have been used as national models for CSAT 
and HUD, with treatment completion rates of more than 70 percent (compared with the national 
average of 25 percent), family reunification rates at 85 percent, and ongoing recovery rates at 90
percent, with 80 percent of program graduates employed or enrolled in school or training 1 year 
after discharge. 
 
CHILDREN AND YOUTH SERVICES 
 
SHIELDS is the only program in the country that enrolls all children in services with their 
mother or father, enabling families to remain intact and reducing out-of-home placement rates, 
particularly for children of color. Specific programs for children and youth include the following

• 

• 

t

i

• 

Four Child Development Centers that serve children ages 0 to 5 of families in substance 
abuse treatment, with approximately 160 children enrolled in services at any given time. 
All children receive ongoing developmental screenings and assessments, Individual 
Education Plans, and intensive center and home-based early childhood education 
services. 

The SHIELDS’s Healthy Start program, which provides comprehensive services to 200 
pregnant and postpartum women with substance use disorders and their children (ages 0 
o 2) annually. These services include all the core components of Healthy Start: outreach

and client recruitment, case management, health education, screening for perinatal 
depression, and intergenerational continuity of care. Since Healthy Start services were 
mplemented in 1998, 924 high-risk pregnant and postpartum with substance use 

disorders and their children through 2 years of age have enrolled in and received 
comprehensive Healthy Start services. 

The Heroes and Sheroes youth programs, which provide prevention and early 
intervention services for children ages 6 to 18 whose parents are enrolled in SHIELDS 
programs. The youth programs provide culturally based, afterschool and weekend 
programming that includes self-awareness, tutoring, mentor services, and social and 
recreational activities. 

 
Because of the various services provided, the following achievements have been made:  
• 

• 
• 
• 

The rate of substance-exposed births has dropped to less than 1 percent in the population
served. 
Ninety percent of the children are current on all immunizations. 
All (100 percent) of mothers and children have a medical home. 
None of the children were born at very low birth weight. 

• Sixty percent of youth have improved attitudes toward school and education. 



 
 

 

                                                                                                                                                             
 
• Three-fourths (75 percent) of youth have improved their grades in math and English. 
• More than three-fourths (77 percent) of youth have both increased their self-esteem and 

self-confidence and improved their cultural awareness or identity and community 
mobilization activities.  

  
MENTAL HEALTH SERVICES 
 
SHIELDS has been a principal mental health services provider in South Central Los Angeles 
since 1997, focusing efforts on some of the most underserved communities in the County of Los 
Angeles. SHIELDS provides center-, home-, and community-based services as well as extensive 
outreach to increase client and family access and use of services. Mental health services include 
individual, group, and family counseling; case management; psychological testing; psychiatric 
evaluation; medication support; and crisis intervention. Programs are provided for children, 
youth, and adults; in addition, specialized programming is provided to specific populations 
including youth in the juvenile justice system and individuals with co-occurring disorders. 
Mental health services for children and youth include the following: 

• 

• 

• 

• 

• 

• 

Therapeutic Nursery. A day-treatment program for children ages 3 to 5 with severe 
emotional/behavioral disturbances that prevent adaptive functioning in a regular 
preschool or nursery school setting. 

HUB Clinic .An outpatient program that specifically works in concert with the 
King/Drew Medical HUB to provide services to children 18 years and younger who are 
involved with DCFS, particularly children in foster care. 

School-Based Mental Health. Outpatient services for school-age children (elementary 
through high school) provided on site at 17 schools located in the Los Angeles Unified 
and Compton Unified School Districts. 

Multi-Systemic Therapy. Intensive in-home, evidence-based services provided to a 
targeted subpopulation (e.g., certain criminal offenders) of Los Angeles County youth 
ages 12 to 17 on probation. 

Functional Family Therapy. Intensive in-home, evidenced-based family therapy provided 
to youth ages 11 to 17 who are on informal probation with the Los Angeles County 
Department of Probation. 

Revelations Dual Diagnosis Program. An intensive outpatient program that provides 
services to youth ages 13 to 21 with co-occurring substance use and mental disorders.   

 
Specific mental health programs for adults include the following: 

• 

• 

Eden Dual Diagnosis Program. A 5-day-a-week day-treatment program that offers 
mental health services and substance abuse treatment to adult women with co-occurring 
disorders and their children. 

CalWORKs Mental Health. Outpatient services for CalWORKs participants who have 
mental health problems identified as barriers to employment. 
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• 

• 

CalWORKs Homeless Families. Outpatient services to assist CalWORKs clients who are 
homeless or at risk for being homeless in developing the skills needed to sustain 
permanent independent housing. 

GROW. Outpatient services for General Relief recipients that have mental health 
problems identified as barriers to employment. 

 
CHILD WELFARE SERVICES 
 
SHIELDS has been providing child welfare services to families in Compton, Watts, and 
surrounding areas since 1992, as one of the original nine family preservation programs in Los 
Angeles County. As one of the first providers, SHIELDS was instrumental in the design of the 
program, development of policies and procedures, and implementation of services. During the 
program’s first 4 years, the City of Compton’s foster care rate decreased by 29 percent. As a 
result of these positive outcomes, SHIELDS was selected to implement several pilot programs in 
Compton, including Families First (Alternative Response) and the Points of Engagement 
Assessment Program. Both programs have become the prototypes for Los Angeles County and 
have assisted in decreasing the out-of-home placement rate by nearly one-third (31 percent). 
SHIELDS’s child welfare programs include the following: 
 

• 

• 

• 

• 

• 

Point of Engagement. SHIELDS staff work directly and in collaboration with the 
emergency response DCFS staff when a high-risk family is identified during a child 
abuse investigation. A clinical staff member goes to the home and conducts a 
standardized assessment of the caregivers to determine their capability to provide a safe 
environment for their children. 

Multidisciplinary Assessment and Treatment Program. The program provides 
comprehensive assessment and linkages to resources for children who are wards of the 
court and are in out-of-home placement under DCFS jurisdiction, as well as their 
families or caregivers. 

Family Support. A collaborative program that provides supportive services to families to 
prevent their involvement with the child welfare system. Services include case 
management; emergency basic support services; structured parent/child and family-
centered activities; employment services; health, parenting, and educational classes; and 
linkage services. 

Partnership for Families (PFF). This program provides a one-stop, comprehensive, 
collaborative, and culturally competent continuum of services targeted to pregnant 
women and high-risk families referred from the Wateridge DCFS Office. PFF includes 
external capacity building in the community, as well as an internal capacity-building 
component to enhance the seven partner agencies involved in the collaborative.  

Family Preservation. This collaborative, community-based program works with high-risk 
families referred by DCFS. SHIELDS provides, in collaboration with three community 
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partners, intensive and comprehensive services to families to reduce the risk of out-of­
home placement. 

• Adoption Promotion and Support Services (APSS). This program enhances opportunities 
for the healthy development of children and youth by increasing permanency and 
stability through adoption. APSS provides a continuum of care including individual and 
family therapy, mentor program, support and discussion groups, case management, and 
linkage services. 

 
SUPPORTIVE SERVICES 
 
Since its inception, SHIELDS has been providing supportive services to meet families’ basic 
needs and ensure their success during and after program completion.  Supportive services include 
the following:  

• Housing. Low-income housing is provided for eligible program participants enrolled in 
one of SHIELDS’s programs. Currently, SHIELDS has 126 units of housing at 3 sites. 
Each site has resident managers and housing case managers to provide 24-hour 
availability, onsite property management, and intensive housing case management 
services to all residents. Security is provided at each site, in addition to onsite teaching  
and demonstration of homemaking services. SHIELDS also works collaboratively with 
the Department of Mental Health, Beyond Shelter, and the Housing Authority of the City 
and County of Los Angeles to assist clients in accessing Section 8 and other permanent 
housing. In addition, SHIELDS has access to emergency hotel vouchers through its 
Federal Emergency Management Agency (FEMA) and Family Preservation programs for 
homeless families. Approximately 250 families who are homeless are provided with  
housing annually. 

• 

• 

• 

Transportation. SHIELDS has 16 vans to transport eligible families to program services, 
medical appointments, and related services. Bus tokens are also provided to clients to 
assist with transportation.  

Food Bank. A Food Bank provides hot meals daily to SHIELDS’s program participants. 
Nonperishable food is also available and distributed weekly to SHIELDS’s participants 
and the community. Nearly 197,000 hot meals are served annually.  

Vocational and Educational Services.  A continuum of vocational training and job 
placement services is a component of all treatment programs and is offered through 
SHIELDS’s Vocational Services Center site. All primary services are provided by 
SHIELDS and its collaborating partners, which include the Los Angeles Unified School 
District, Department of Rehabilitation, Housing Authority of the City of Los Angeles, 
DCFS, and Los Angeles Community Colleges. In addition, SHIELDS provides onsite 
high school equivalency degrees, as well as certification programs in child development 
and fiber optics (RF Technician). SHIELDS also works in collaboration with the GAIN 
(Greater Avenues for Independence) program, the City of Hawthorne, the City of Los 
Angeles, and the Housing Authority of the City of Los Angeles to provide clients with 
subsidized work experience and on-the-job training. In the past 3 years, more than 300  
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individuals have become gainfully employed, and more than 100 students received their 
high school diplomas.  

 

SHIELDS EXODUS and TAMAR VILLAGE PROGRAMS 
 
Among SHIELDS most unique programs are Exodus and TAMAR Village, which incorporate 
housing and basic needs with family-centered treatment and onsite related social services.  
 
The Exodus Family Day Treatment program is an 86-unit apartment complex in Compton for 
pregnant and parenting women and their families. It provides comprehensive care for women and 
their children, including family support and reunification. Annually, approximately 60 women 
and 250 children are served; the average length of stay is 18 to 24 months. Families may remain 
in housing for 1 year after program completion to transition back to the community. Onsite 
services include substance abuse and mental health treatment, a child development center, a 
youth program, medical care, and a vocational services center. The facility also houses two 

 playgrounds, a community room, and laundry facilities for its residents. 
 
Originally funded in 1994 with a grant from CSAT, the goals for Exodus are to: 

• 
• 
• 
• 
• 

Achieve positive perinatal outcomes. 
Improve the well-being of children and families and promote family reunification. 
Treat physical, psychological, and addictive disorders. 
Assist families in achieving economic and social self-sufficiency. 
Assist families with stable and affordable housing. 

 
The results of a rigorous national evaluation and SHIELDS’s local evaluation found that for the 
women enrolled in Exodus: 

• 
• 
• 
• 

• 

• 

Program completion rates averaged between 65 to 75 percent. 
An average of 80 percent remained drug-free at 6 and 12 months after treatment. 
Criminal justice involvement was reduced by 90 percent. 
Nearly two-thirds (65 percent) were employed or enrolled in school or job training at 
time of discharge. 
Eighty-five percent were reunified with their children who had been placed in foster or 
kinship care. 
All (100 percent) had high school diplomas. 

 
Positive outcomes for children involved with the Exodus program included the following: 

• Increased numbers of babies born drug free (95 percent healthy births annually). 
• 
• 
• 

Improved physical, mental, and social health of children. 
Improved gross and fine motor skills. 
Improved language development and cognition. 
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• Reduced behavioral problems. 
• Improved school performance. 
• Improved family bonding and social functioning. 

 
TAMAR Village is SHIELDS’s newest housing program and provides a nontraditional family-
centered residential treatment program to families in South Central Los Angeles who are 
involved with the child welfare system because of parental abuse of methamphetamine or other 
substances. TAMAR opened in 2008 with funding from the Children’s Bureau and is a 
partnership of SHIELDS, the Los Angeles County DCFS, the Los Angeles County Sheriff’s 
Department, the Los Angeles County Public Defender’s Office, and the Corporation of 
Supportive Housing. TAMAR can house 30 families using the Exodus program treatment model.  
 
For more information about SHIELDS for Families contact: 
Kathryn Icenhower, Ph.D., LCSW 
SHIELDS for Families, Inc. 
12714 South Avalon, Suite 300 
Los Angeles, CA 90061 
Phone (323) 242-5000 
Fax (323) 242-5011 
kicenhower@shieldsforfamilies.org  
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APPENDIX B. 

Examples of Federal Discretionary Grant 
Programs That Support Substance Abuse 
Treatment and Related Support Services 
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APPENDIX B. EXAMPLES OF FEDERAL DISCRETIONARY GRANT PROGRAMS 
THAT SUPPORT SUBSTANCE ABUSE TREATMENT AND RELATED SUPPORT 

SERVICES 
 
Below is a sampling—not an exhaustive list—of current major Federal discretionary programs 
that could support clinical treatment and community support services for women and their 
children and families. Because various opportunities change with budget cycles and shifts in 
priorities, routine monitoring of funding prospects is needed. Please refer to the Catalog of 
Federal Domestic Assistance (http://www.cfda.gov) for more information about these programs. 
Additional Web-based resources (e.g., http://www.grants.gov) provide information about new 
funding opportunities and identify and track discretionary programs. 

 

GRANT PROGRAMS THAT SUPPORT SUBSTANCE ABUSE TREATMENT AND 
RELATED SUPPORTIVE SERVICES FOR PARENTS/ADULTS 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Access to Recovery (ATR) 

Addiction Treatment for Homeless (AT-HM) 

HIV Outreach 

Pregnant and Postpartum Women/Residential Treatment for Women and Their Children 
(PPW/RWC) 

Promoting Safe and Stable Families (PSSF) Discretionary Grant Program  

Recovery Community Services Program (RCSP) 

Screening, Brief Intervention, and Referral to Treatment (SBIRT) 

Targeted Capacity Expansion (TCE) 

Targeted Capacity Expansion/HIV (TCE/HIV) 

Targeted Grants To Increase the Well-Being of, Improve the Permanency Outcomes for, 
and Enhance the Safety of Children Affected by Parental Methamphetamine or Other 
Substance Abuse (also under Children’s Services below) 

Treatment Drug Court (TDC) 

 

GRANT  PROGRAMS  THAT  SUPPORT  CHILDREN’S  SERVICES  

Abandoned Infants Assistance Program  
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• C

• C

• D

• F

• H

• H

• S

• S

• S

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Adoption Opportunities  

Child Abuse and Neglect Discretionary Activities  

Child Welfare Services Training Grants  

Comprehensive Community Mental Health Services for Children With Serious 
Emotional Disturbances (SED) 

Drug Prevention Program  

Healthy Start Initiative  

Head Start  

Foster Grandparent Program  

Gang-Free Schools and Communities—Community-Based Gang Intervention  

Gang Resistance Education and Training  

Linking Actions for Unmet Needs in Children’s Health (Project LAUNCH)  

Special Education Grants for Children with Disabilities  

State Early Childhood Care Systems (ECCS)  

Targeted Grants To Increase the Well-Being of, Improve the Permanency Outcomes for, 
and Enhance the Safety of Children Affected by Parental Methamphetamine or Other 
Substance Abuse (also under Parent/Adult Services above)  

GRANT PROGRAMS THAT SUPPORT SERVICES THAT BROADLY ADDRESS THE
NEEDS OF WOMEN, CHILDREN, AND FAMILIES 

ommunity Capacity Development Office 

onsolidated Health Centers 

rug-Free Community Grants 

amily and Community Violence Prevention Program 

ealthy Communities Access Program 

ealthy Marriage Promotion and Responsible Fatherhood Grants 

afe and Drug-Free School and Communities 

helter-Plus Care 

ocial Services Research and Demonstration Grants 
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GRANT  PROGRAMS  THAT  SUPPORT  SERVICES  FOR  SPECIFIC  POPULATIONS  OF 

WOMEN  AND/OR  CHILDREN 

Criminal/Juvenile Justice 

• 

• 

• 

• 

• 

• 

Criminal and Juvenile Justice and Mental Health Collaboration  

Demonstration Cooperative Agreements for Development and Implementation of 
Criminal Justice Treatment Networks  

Drug Court Discretionary Grant Program  

Juvenile Mentoring Program  

Mentoring Children of Prisoners  

Offender Reentry Program  

American Indian  

• Indian Child Welfare Act—Title II Grants  

• Indian Country Alcohol and Drug Prevention  

• Tribal Youth Program  

• Urban Indian Health Services  

HIV/AIDS  

• Coordinated Services and Access to Research for Women, Infants, Children, and 
Youth—Ryan White CARE Act, Title IV Program  

• HIV Emergency Relief Project Grants (Ryan White CARE Act, Title I)  

• HIV Prevention Activities—Non-Governmental Organization Based  

Homeless  

• Basic Center Grant (Runaway, Homeless Children)  

• Education and Prevention Grants to Reduce Sexual Abuse of Runaway, Homeless, and 
Street Youth  

• Supportive Housing Program  

• Transitional Housing Assistance for Victims of Domestic Violence, Stalking, or Sexual 
Assault  

• Transitional Living for Homeless Youth  
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