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Foreword and Accompanying Statement by
Joseph A. Califano, Jr., Founder and Chairman

In this report, The National Center on Addiction
and Substance Abuse (CASA) at Columbia
University has identified the total amount spent
by federal, state and local governments on
substance abuse and addiction--the first time
such an analysis has ever been undertaken.

This CASA report finds that in 2005 federal,
state and local government spending as a result
of substance abuse and addiction was at least
$467.7 billion: $238.2 billion, federal; $135.8
billion, state; and $93.8 billion, local.” Total
government spending of $467.7 billion on
substance abuse and addiction amounted to 10.7
percent of their entire $4.4 trillion budgets.

Of every dollar federal and state governments’
spent on substance abuse and addiction in 2005,
95.6 cents went to shoveling up the wreckage
and only 1.9 cents on prevention and treatment,
0.4 cents on research, 1.4 cents on taxation or
regulation and 0.7 cents on interdiction.

Under any circumstances spending more than 95
percent of taxpayer dollars on the consequences
of tobacco, alcohol and other drug abuse and
addiction and less than two percent to relieve
individuals and taxpayers of this burden would
be considered a reckless misallocation of public
funds. In these economic times, such upside-
down-cake public policy is unconscionable.

The facts revealed in this report constitute a
searing indictment of the policies of government
at every level that spend virtually all of the funds
in this area to shovel up the wreckage of
substance abuse and addiction and practically
nothing to prevent and treat it.

In the face of evidence that prevention programs
aimed at smoking, illegal and prescription drug
abuse and underage and excessive adult drinking

“ In this report, numbers may not always add due to
rounding.

" This analysis does not include local spending due to
data limitations.



can be effective, and that many treatment
programs have outcomes more favorable than
many cancer treatments, our current spending
patterns are misguided. They drain urgently
needed funds from government budgets and
permit the savaging of millions of lives through
preventable accidents, homicides, suicides,
domestic violence, child abuse, sexual assaults,
unplanned pregnancies, homelessness, forgone
educations, STDs, birth defects and more than
70 illnesses requiring hospitalization. It is past
time for this fiscal and human waste to end.

The figures are based on 2005 spending because
that was the most recent year for which data
were available over the course of the study, but
there is nothing to suggest that anything in this
area has changed since then.

For three years, CASA has been analyzing the
federal budget and budgets of the 50 states, the
District of Columbia and Puerto Rico and
reviewing local government expenditures,
including case studies of four local jurisdictions.
Based on a careful examination of national and
peer-reviewed research, we have estimated the
spending related to smoking, underage and
excessive drinking and illegal and prescription
drug abuse and addiction. The result of this
effort is the first comprehensive picture ever
assembled of substance-related spending across
all levels of government.

Troubling as this unprecedented analysis is, it
understates the burden of substance abuse and
addiction on federal, state and local government
taxpayers. In every case CASA made the most
conservative assumptions about the burden of
substance abuse and addiction on government
budgets. Moreover, in some cases--higher
education, tobacco and drug-related
developmental disabilities, highway accidents
linked to illicit or controlled prescription drug
use, civil court costs, and workforce-related
turnover and higher health insurance costs--we
were unable to include any estimate at all due to
data limitations.

In these areas where we could not estimate costs,
we know that substance-related spending could
be sizable. For example, 22.9 percent of full-
time college students meet medical criteria for
substance abuse and addiction and about 80
percent of heavy drinkers and two-thirds of
illegal drug users in the U.S. are employed full
or part time, imposing increased costs on
governmental budgets for higher education and
the workforce.

In spite of its conservative nature, the report
offers the nation examples of just how much our
failure to prevent and treat addiction costs
federal, state and local governments. It also
offers specific actions to reduce the burden on
governments and taxpayers, save lives and
untold agony for millions of families, and
improve health.

Key 2005 findings of the report are:

® [or every dollar federal and state
governments spent to prevent and treat
substance abuse and addiction, they spent
$59.83 in public programs shoveling up its
wreckage.

® If substance abuse and addiction were its
own state budget category, it would rank
second just behind spending on elementary
and secondary education.

e |f substance abuse and addiction were its
own budget category at the federal level, it
would rank sixth, behind social security,
national defense, income security, Medicare
and other health programs including the
federal share of Medicaid.

® Federal and state governments spend more
than 60 times as much to clean up the
devastation substance abuse and addiction
visits on children as they do on prevention
and treatment for them.



Federal Outlays by Budget Function
Including Spending on Substance Abuse
and Addiction

(in Billions)
Budget Function* 2005
Social Security $523
National defense 494
Income security 348
Medicare 299
Other health 250
Substance abuse and addiction 238

* The top five budget categories also contain
costs linked to substance abuse and addiction.

This report represents the second in CASA’s
analysis of the impact of tobacco, alcohol and
other drug abuse and addiction on government.
Our first report, Shoveling Up: The Impact of
Substance Abuse on State Budgets, was released
in 2001 and was limited to state spending. Such
spending has increased since CASA’s 2001
report. In 2005, states spent 15.7 percent of
their budgets on substance abuse and addiction
compared with 13.3 percent in 1998, up more
than 18 percent.

Almost three-quarters (71.1 percent) of total
federal and state spending on the wreckage or
burden of addiction is in two areas: health care
and justice system costs. Increasing costs in
these areas are devastating state budgets while
health care costs are consuming a larger and
larger share of federal spending. The largest
share of federal and state spending to shovel up
the burden of substance abuse and addiction is in
health care costs (58.0 percent). At the federal
level, 74.1 percent of all shoveling up spending
is in the area of health care, underscoring the
critical importance of addressing this issue in the
context of national health care reform.

Sin taxes are inadequate to compensate for the
harm caused by tobacco use, underage drinking
and adult excessive drinking. The public health
goal for tobacco taxes is to help eliminate use.
The public health goal for alcohol taxes is to
curb underage and adult excessive drinking. For
each dollar in alcohol and tobacco taxes and
liquor store revenues that goes to federal and

state coffers, these governments spend $8.95 on
the consequences of smoking and alcohol abuse
and addiction.

To stem this hemorrhage of government
shoveling up spending, the report recommends
action in several areas:

e Prevention and early intervention,

e Treatment and disease management,
e Tax and regulatory policies; and,

e Expanded research.

Prevention is the top priority and the surest way
to reduce the burden that shoveling up imposes
on children, families and taxpayers. Prevention
begins with individuals changing their conduct.
It requires the kind of public health campaign
that cut smoking almost in half over the past
three decades; engages our elementary,
secondary and university educational systems;
and engages the medical profession in
screenings and brief interventions to avoid the
problem or identify it early when it can be dealt
with in time to reduce or eliminate the costs of
substance abuse and addiction to families,
government and society.

A focus of public health prevention efforts must
be our children: 17 years of research at CASA
have shown that a child who reaches age 21
without smoking, using illicit drugs or abusing
alcohol is virtually certain never to do so. We
need, for example, to launch an effective public
health media campaign aimed at drug abuse and
underage drinking as the American Legacy
Foundations’ truth® campaign has so
effectively targeted youth smoking.

As with other chronic health problems, it is
critical to acknowledge the issue of personal
responsibility. While some people are at greater
risk than others for developing addictive
disorders (genetics, family and community
characteristics, co-occurring health problems,
etc.), in the vast majority of cases initial use of
tobacco, alcohol or other drugs is very much a



matter of personal choice. When use of these
substances progresses to the point of meeting
medical criteria for abuse or addiction, changes
have occurred in the brain which make cessation
of use extraordinarily difficult. Having a
chronic disease should not, however, excuse an
individual from the consequences of his or her
actions or society from providing appropriate
health care. The bottom line is that while an
individual is responsible for his or her actions
related to the disease, the disease must be
treated.

Effective, evidence-based treatment is critical
since some nine percent of the U.S. population
has a clinical substance use disorder. The return
on investments in treatment would bring a smile
to any corporate CEO: scientific research has
established that every dollar spent on quality
treatment can deliver a return of $12.00 or more
in reduced substance-related crime and criminal
justice and health care costs. Failure of the
medical profession to treat substance abuse and
addiction as a chronic disease where relapse may
occur (like diabetes, depression, hypertension or
asthma) and the failure of the health insurance
industry across the board to provide adequate
coverage for such treatment are inhumane and
wasteful decisions that have resulted in broken
families, lost lives and billions in wasted
taxpayer dollars.

Deploying taxation to increase the price of
cigarettes has been an effective companion to
public health education in reducing smoking in
our nation. This tool can be used to help reduce
underage drinking and excessive adult drinking.
Regulatory policies to curb underage access to
tobacco and alcohol also can be effective in
reducing use. Just as reducing smoking has cut
health care costs, so can reducing underage and
adult excessive drinking.

Finally, we need to increase our knowledge
about the disease of addiction, its causes and
correlates, and effective prevention and
treatment strategies. This requires increased
investments in research. On a health problem
that costs this nation more than $450 billion in
2005, we spent only $1.6 billion on research.
Instead, we spent billions researching the

-iv-

consequences of addiction: cancers, strokes,
cardiovascular ailments, respiratory diseases and
AIDS. In 2005, the National Institutes of Health
which supports 90 percent of the nation’s basic
biomedical research, spent at least $11 billion
researching these five diseases and 15 percent of
this amount to study the largest single cause and
exacerbator of that quintet of leading killers and
cripplers.

To stop the nation’s profligate spending on the
burden of addiction, America must change its
culture. Just as we did with tobacco, starting in
1978, we have to educate Americans of the
health and other dangers of alcohol and other
drug use. As a nation, we must face the fact that
substance abuse is a public health problem and
addiction is a medical problem and respond
accordingly. We need the kind of campaign the
public health community mounted with respect
to AIDS: in a matter of a few years, AIDS went
from being seen as a social curse to being
recognized as a serious, treatable disease. It’s
time for the public health community to mount a
similar effort with respect to alcohol and other
drug abuse and addiction, to move the nation
from stigmatizing it to recognizing it as a
disease.

While America should invest both in supply and
demand reduction strategies, when it comes to
illicit drugs there appears to be much room for
improvement in the efficacy of $2.6 billion in
current federal drug interdiction activities. We
have been able to keep biological and nuclear
materials from entering our borders, but we
haven’t been able to stop the flow of illicit drugs
that kill and maim so many of our people and
destroy neighborhoods. We need to commit the
same level of expertise to keeping drugs out of
our nation that we have used so successfully for
biological and nuclear weapons.

This report includes many examples of proven
and promising practices to reduce the crushing
substance-related costs to government. Some
actions--like indoor smoking bans, alcohol tax
increases, screening and brief interventions and
addiction treatments--will yield immediate
results; most promising practices presented in



this report will provide significant savings over
longer periods.

One particularly promising change is that in
October 2008, Congress passed the Paul
Wellstone and Pete Domenici Mental Health
Parity and Addiction Equity Act, with the
support of key members of Congress including
Representatives Patrick Kennedy and Jim
Ramstad. The Act ensures that, as of January
2010, group health plans that provide any mental
health and addiction treatment will provide the
same coverage for mental health and addiction
treatment as they do for all other medical and
surgical care. While a major step toward
coverage of addiction treatment, the Act only
mandates parity for companies that already
provide these services. The nation needs to
make coverage for addiction treatment
consistent with coverage for other chronic
diseases.

This report lists the experts who served on our
Advisory Commission and who made invaluable
contributions. In particular, I would like to
thank the Commission Chairman, Frederick M.
Bohen, for his leadership and tireless effort. His
work and that of the Commission members
contributed significantly to the quality of this
product.

Susan E. Foster, MSW, CASA's Vice President
and Director of Policy Research and Analysis,
was the principal investigator and staff director
for this effort. The data analysis was conducted
by CASA’s Substance Abuse and Data Analysis
Center (SADAC®™), headed by Roger Vaughan,
DrPH, CASA Fellow and Professor of Clinical
Biostatistics, Department of Biostatistics,
Mailman School of Public Health at Columbia
University, and associate editor for statistics and
evaluation for the American Journal of Public
Health. He was assisted by Elizabeth Peters.
Others who worked on the project are: Sara
Blachman, Kristen Keneipp, MHS, Akiyo
Kodera, Linda Richter, PhD, Varouj Symonette,
JD, Sarah Tsai, MA, CASA's librarian David
Man, PhD, MLS, library research specialist
Barbara Kurzweil, and bibliographic data base
manager Jennie Hauser. Project interns included
Hannah Kim, Jason Lerner and Emily Toto.

Jane Carlson handled administrative
responsibilities.

For financial contributions toward this work, the
Board of Directors of CASA and our staff of
professionals extend our appreciation to The
Starr Foundation, CASA board member Joseph
Plumeri and Primerica Financial Services.

While many individuals and institutions
contributed to this effort, the findings and
opinions expressed herein are the sole
responsibility of CASA.



Chapter |

Introduction and Executive Summary

In 2005, federal, state and local governments
spent at least $467.7 billion on substance abuse
and addiction. This report is the first
comprehensive picture of substance related
spending across all levels of government.
Building on CASA’s 2001 report, Shoveling Up:
The Impact of Substance Abuse on State
Budgets, this report reveals the pervasive and
devastating burden of substance abuse and
addiction to all government budgets.

Federal and state” governments spent $3.3
trillion in 2005 to operate government and
provide public services such as education, health
care, income assistance, child welfare, mental
health, law enforcement and justice services,
transportation and highway safety. Hidden in
this spending was a stunning $373.9 billion--
11.2 percent--that was spent on tobacco, alcohol
and other drug abuse and addiction. A
conservative estimate of local government
spending on substance abuse and addiction in
2005 is $93.8 billion.

The vast majority of federal and state*
substance related spending--95.6 percent or
$357.4 billion--went to carry the burden to
government programs of our failure to prevent
and treat the problem while only 1.9 percent was
spent on preventing or treating addiction.
Another 0.4 percent was spent on research and
the remaining two percent was spent on alcohol
and tobacco tax collection, regulation and
operation of state liquor stores (1.4 percent) and
federal drug interdiction (0.7 percent).® For
every dollar the federal and state governments
spent on prevention and treatment, they spent
$59.83 shoveling up the consequences.

" Including the District of Columbia and Puerto Rico.
State funds include own source revenues, not federal
transfers.

" In this report numbers may not always add due to
rounding.

* This analysis does not include local spending due to
data limitations.

¥ Numbers do not add to 100 percent due to rounding.



A staggering 71.1 percent of total federal and
state spending on the burden of addiction is in
two areas: health and justice. Almost three-
fifths (58.0 percent) of federal and state
spending on the burden of substance abuse and
addiction (74.1 percent of the federal burden) is
in the area of health care where untreated
addiction causes or contributes to over 70 other
diseases requiring hospitalization. The second
largest area of substance-related federal and
state burden spending is the justice system (13.1
percent).

This report shows how governmental spending
is skewed toward shoveling up the burden of our
continued failure to prevent and treat the
problem rather than toward investing in cost
effective approaches to prevent and minimize
the disease and its consequences. Despite a
significant and growing body of knowledge
documenting that addiction is a preventable and
treatable disease, and despite a growing array of

prevention, treatment and policy interventions of

proven efficacy, our nation still looks the other
way while substance abuse and addiction cause
illness, injury, death and crime, savage our
children, overwhelm social service systems,
impede education and slap a heavy and growing
tax on our citizens.

In the current fiscal climate of growing
economic hardship, we no longer can afford
costly and ineffective policies that sap on
average $1,486 annually in government taxes
and fees from each man, woman and child in
America--$5,944 each year for a family of four.

Shoveling Up establishes the categories of state
spending that are tightly linked to tobacco,
alcohol and other drug abuse and addiction
(including both illicit and controlled prescription
drugs)--the targets for policy intervention. It
uses existing research to establish the proportion
of government spending in each of these target
categories that is substance related, providing
estimates of the total costs of substance abuse
and addiction--the aggregate costs--which
include both avoidable and unavoidable costs.
The bottom line for government is identifying
where substance abuse and addiction must be
prevented or treated if public costs are to be

reduced or avoided. We include examples of
proven and promising ways to reduce those costs
and examples of the potential for specific cost
avoidance/savings.

Key findings of this report are that in 2005:

e The federal government spent $238.2 billion
on substance abuse and addiction or 9.6
percent of the federal budget. If substance
abuse and addiction were its own budget
category, it would rank sixth in size--behind
social security, national defense, income
security,” Medicare and other health
programs.’

e State governments, including the District of
Columbia and Puerto Rico, spent 15.7
percent of their budgets ($135.8 billion) to
deal with substance abuse and addiction--up
from 13.3 percent in 1998. If substance
abuse and addiction were its own budget
category, it would rank second behind
elementary and secondary education. States
spend more on substance abuse and
addiction than they spend on Medicaid,
higher education, transportation or justice.’

e Local governments spent conservatively*
$93.8 billion on substance abuse and
addiction or 9.0 percent of local budgets,
outstripping local spending for
transportation and public welfare.'

e Of every dollar federal and state
governments spent on substance abuse and
addiction:

» 95.6 cents went to pay for the burden of
this problem on public programs.

“ Includes Temporary Assistance for Needy Families,
Supplemental Security Income and Social Security
Disability.

" Costs of substance abuse and addiction also are
embedded in the top five categories of spending.

* Due to data limitations, does not include all areas of
spending on the burden to public programs,
prevention, treatment, research, or taxation/regulation
of alcohol and tobacco.



Substance abuse and addiction
increases, for example, the cost of
America’s prisons and jails; Medicaid
and other health programs; elementary
and secondary schools; child welfare,
juvenile justice and mental health
systems; public safety; and government
payrolls.

» 1.9 cents went to fund prevention and
treatment programs aimed at reducing
the incidence and consequences of
substance abuse and addiction.

» 1.4 cents covered costs of collecting
alcohol and tobacco taxes, regulating
alcohol and tobacco products and
operating state liquor stores.

» 0.4 cents was spent on addiction-related
research.

» 0.7 cents was spent by the federal
government on drug interdiction.
(Figure 1.A and Table 1.1)

Figure 1.A
The Substance Abuse Dollar
Regulation/

Research  Compliance

0.4 cents 1.4 cents .

) Interdiction
Prevention/ 0.7 cents
Treatment
1.9 cents

Burden to
Public
Programs
95.6 cents
-

Note: Numbersdonot add to $100 duetorounding.

For every dollar federal and state
governments spent to prevent and treat
substance abuse and addiction, they spent
$59.83 in public programs shoveling up its
wreckage, despite a substantial and growing
body of scientific evidence confirming the
efficacy of science-based interventions and
treatment and their cost-saving potential.

The largest area of federal and state
government spending on the burden of
substance abuse and addiction was health
care, totaling $207.2 billion (58.0 percent) in
2005. Federal substance-related health care
spending totaled $170.3 billion, 74.1 percent
of all federal burden spending.

The second largest area of federal and state
spending on the burden of substance abuse
and addiction, and the largest area of state
spending, is the justice system, including
costs of incarceration, probation and parole,
juvenile justice and criminal and family
court costs of substance-involved offenders.
These costs totaled $47.0 billion (13.1
percent) in federal and state burden spending
in 2005. State substance-related justice
spending totaled $41.4 billion, 32.5 percent
of all state burden spending.

Other areas of significant federal and state
spending on the burden to government of
our failure to prevent or treat substance
abuse and addiction include:

> $33.9 billion on the burden to education
programs,

» $46.7 billion on the burden to child and
family assistance programs, and

» $11.8 billion on the burden to mental
health and developmental disabilities
programs.

Almost half (47.3 percent) of government
spending on substance abuse and addiction
cannot be disaggregated by substance. In
fact, research shows that most individuals
with substance use disorders use more than
one drug. Of the $248 billion in substance-
related spending that can be linked to
specific drugs of abuse, 92.3 percent is
linked to the legal drugs of alcohol and
tobacco.

For every dollar federal and state
governments spent on prevention or



treatment for children, they spent
$60.25 on the consequences of
substance abuse and addiction to them.
Combined federal and state
government spending in 2005 on costs
of substance abuse and addiction to
children totaled $54.2 billion.

® Alcohol and tobacco taxes fail to pay
their way. The public health goal for
tobacco taxes is to help eliminate use.
The public health goal for alcohol
taxes is to curb underage and adult
excessive drinking. For each dollar in
alcohol and tobacco taxes and liquor
store revenues that hit federal and state
coffers, these governments spent $8.95
cleaning up the wreckage of substance
abuse and addiction. Federal, state
and local governments collected $14.0
billion in alcohol and $21.2 billion in
tobacco taxes in 2005 for a total of
$35.2 billion; 18 states expended $4.4
billion in 2005 operating liquor stores
and collected $5.6 billion in revenues.
Few governments dedicate revenues to
reducing the burden of substance
abuse or addiction or use alcohol tax
increases as a way to reduce use by
teens.

e According to the National Institute on
Drug Abuse, the return on investing in
treatment alone may exceed 12:1; that
is, every dollar spent on treatment can
reduce future burden costs by $12 or
more in reduced drug-related crime
and criminal justice and health care
costs.

Building on the methodology developed
for our first analysis, this report is the
result of an intensive three year analysis.
As part of this unprecedented study,
CASA convened an advisory panel of
distinguished public officials, researchers
and representatives of federal, state and
local governments and interest groups.

Table 1.1

For Every $100.00 Federal and State Governments Spend on Substance Abuse and

[ranked b

Addiction:* ?

spending on prevention, treatment and research]

Amount Spent on

Amount Spent

State Prevention, Treatment on Burden to Regulation/
and Research Public Programs | Compliance”
Connecticut $10.39 $89.27 $0.35
Kentucky 7.32 92.01 0.67
Wyoming 6.90 71.83 21.27°
South Dakota 6.80 93.13 0.07
Oregon 5.55 84.38 10.06"
Maryland 453 95.34 0.13
Arkansas 431 95.28 0.41
Illinois 3.70 96.13 0.17
Mississippi 3.67 80.05 16.28°
District of Columbia 3.31 96.69 NA
Colorado 3.23 96.54 0.23
Louisiana 3.07 96.61 0.32
Montana 2.93 84.20 12.87°
Pennsylvania 2.84 80.55 16.62°
Washington 2.81 85.34 11.84°
lowa 2.66 87.46 9.88"
New Jersey 2.62 97.16 0.23
Idaho 2.58 67.96 29.46°
Georgia 242 96.38 1.20
Delaware 2.38 97.53 0.09
Minnesota 2.33 97.65 0.02
Oklahoma 2.30 97.31 0.39
Vermont 2.21 90.19 7.60°
Ohio 2.21 90.44 7.35°
New York 2.14 97.70 0.16
Wisconsin 212 97.83 0.05
Nebraska 1.99 97.86 0.15
Missouri 1.94 97.94 0.11
Texas 191 96.36 1.74
Florida 1.83 97.57 0.60
Arizona 1.77 97.97 0.27
California 1.71 97.99 0.30
Kansas 1.55 98.13 0.32
Virginia 1.54 84.93 13.53°
Massachusetts 1.45 98.51 0.04
West Virginia 1.33 91.75 6.92°
New Mexico 1.23 98.68 0.09
North Carolina 0.98 91.17 7.85°
Alaska 0.91 99.09 0.005
Michigan 0.90 88.53 10.58°
Maine 0.71 98.75 0.54°
South Carolina 0.64 99.29 0.07
Alabama 0.60 83.61 15.79°
Nevada 0.57 99.38 0.05
Hawaii 0.55 99.32 0.13
New Hampshire 0.22 61.09 38.69"
Puerto Rico 0.20 99.80 NA
Average State $2.38 $93.95 3.67
Federal® $2.33 $96.53 0.03
Average State and $2.35 $95.59 1.35

Federal Spending®

“Numbers may not add to 100 due to rounding.
8 Throughout this report, "State Total" or "State Average" refers to the 50 states, Puerto
Rico and the District of Columbia.
® One of 18 designated alcohol control states where state operates liquor stores. Total
liquor store expenditures in these states in 2005 were $4.4 billion; total liquor store

revenues were $5.6 billion.
¢ The difference between the sum of the columns and $100.00 is federal spending on

interdiction.
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For this report, CASA refined the methodology
developed for its 2001 Shoveling Up report in
several ways. In order to provide a basis of
national comparison with 1998 state data, CASA
recalculated state spending for 1998 based on
these refinements. All comparisons of total state
spending between 1998 and 2005 presented in
this report are based on the refined
methodology. Because CASA could not assure
uniformity in each state’s reporting between
1998 and 2005, state specific comparisons
between these two years should not be made.
(See Appendix B, Methodology)

CASA conducted an extensive review of more
than 900 articles and publications linking
substance abuse and addiction to public
spending. In order to provide guidance to
governments of more cost effective investments,
we examined a large body of national and
international research evaluating federal, state
and local programs designed to prevent and treat
substance use problems, regulate or tax addictive
substances and deal with their consequences,
and cost studies of their impact. In this report,
we include examples of promising interventions
along with available data on their results and
cost avoidance or income generation potential.

Next Steps

In CASA’s 2001 report, we made three key
recommendations: a) make targeted investments
in prevention and treatment; b) expand use of
state powers of legislation, regulation and
taxation to reduce the impact of substance abuse
and addiction; and ¢) manage investments for
better results. America’s failure to act on these
and other recommendations has contributed to
the current economic crisis governments now
face.

The U.S. federal, state and local governments no
longer can afford profligate spending in the area
of substance abuse and addiction. If current
trends continue, by 2012 spending to shovel up
the burden of substance abuse and addiction
could consume more than 18 percent of state
budgets. Current financial constraints coupled
with a large and growing body of scientific

evidence that substance use disorders are
diseases for which effective treatments exist
present many opportunities for more cost-
effective investments.

As with other chronic health problems, it is
critical to acknowledge the issue of personal
responsibility. While some people are at greater
risk than others for developing addictive
disorders (genetics, family and community
characteristics, co-occurring health problems,
etc.), in the vast majority of cases initial use of
tobacco, alcohol or other drugs is very much a
matter of personal choice. When use of these
substances progresses to the point of meeting
medical criteria for abuse or addiction, changes
have occurred in the brain which make cessation
of use extraordinarily difficult. Having a
chronic disease should not, however, excuse an
individual from the consequences of his or her
actions or society from providing appropriate
health care. The bottom line is that while the
individual is responsible for his or her actions
related to the disease, the disease must be
treated.

Alternative Practices to Reduce Disease
and Costs to Government

There are four types of alternative actions that
governments should take in order substantially
to avoid or reduce the more than $467.7 billion
this nation spends annually on the burden of
substance abuse and addiction to government:

e Prevention and early intervention;

e Treatment and disease management;
e Tax and regulatory policies; and,

e Expanded research.

Prevention and Early Intervention. The
largest impact on spending to shovel up the
consequences of this problem would be to make
significant investments in prevention to help
avoid the costs altogether, and in screenings and
brief interventions to catch the problem early
and alter the course of the disease and its costs



to families, government and society. Prevention
and early intervention strategies should include:

» Public Health Information. Consistent
with other successful public health efforts to
educate the public about little understood
diseases including depression or HIV/AIDS,
federal, state and local governments should
educate the public about addiction as a
disease, risk factors that increase
individuals’ vulnerability, the importance of
screening, and programs people can turn to
for help. All addictive substances should be
addressed, including tobacco, alcohol and
other drugs.

» Comprehensive Prevention Messages and
Programs. Prevention is the cornerstone of
any public health initiative. Prevention
initiatives should be focused on children: 17
years of research at CASA have shown that
a child who reaches age 21 without
smoking, using illicit drugs or abusing
alcohol is virtually certain never to do so.
Prevention strategies should focus on
curbing the human and social costs of
substance abuse and addiction and co-
occurring problems through comprehensive
messages and approaches that are provided
early and are reinforced in families, schools
and communities.

A key target of opportunity is high risk
children in public programs. Governments
should take advantage of points of leverage
in government health, justice, public safety,
education, child and family assistance,
housing, mental health and developmental
disabilities and workplace programs to
provide targeted prevention messages,
ensuring that initiatives are tailored to the
age, gender and cultural groups they are
targeting.

» Screenings, Brief Interventions and
Referrals to Treatment. Because the costs
of untreated addiction are so high and the
human consequences so great, every person
entering a government funded health
service, criminal justice or social welfare
setting should be screened for substance use

disorders and offered effective interventions
and treatment where indicated. Intervening
early is essential to prevent addiction and its
consequences and screenings and brief
interventions have proven efficacy.
Examples of venues for screenings and brief
interventions include: emergency
departments, health clinics, trauma centers
and doctors’ offices; schools and colleges;
welfare, child welfare, mental health and
developmental disabilities services; and
traffic safety, juvenile justice and adult
corrections programs.

Examples of Immediate Benefits of
Interventions:

1. Screenings and Brief Interventions--
reductions in hospitalizations.

2. Alcohol and tobacco tax increases--
reductions in cirrhosis, accidents and
STD transmission for alcohol taxes,? and
in heart disease, strokes, smoking related
pregnancy and birth problems for
tobacco.®

3. Indoor smoking bans--reductions in
hospitalization for heart attacks.”

4. Addiction treatments--reductions in
alcohol and other drug related medical
visits and inpatient mental health visits.”

To implement such screenings and help
assure access to needed services, CASA has
drafted a Model Bill of Rights for Children
in Juvenile Justice Systems. The model bill
provides guidance to states for a legislative
mandate and framework for improvements
in the field of juvenile justice related to
substance abuse.

Governments should train workers in
publicly funded programs to provide
screenings, brief interventions and referrals
to treatment. They also should expand
medical billing codes for screenings and
brief interventions for tobacco, alcohol and
other drug use in all health care venues and



assure coverage through all publicly funded
insurance programs.

Treatment and Disease Management. Since
approximately 9.0 percent of the U.S. population
already has a clinical substance use disorder,®
quality treatment and disease management
services are essential. Failure to provide these
services is just as unacceptable as failure of our
health care system to provide treatment for
diabetes, depression, hypertension or asthma
would be.

» Treatment. As with any other health
condition, it is essential to look for problems
of addictive disorders, properly diagnose
them and provide effective treatments.
Government programs provide excellent
opportunities to connect people with
substance use disorders with the
interventions and treatments they need, and
have the leverage to keep them in treatment
long enough to make a difference. In
providing services through public systems, it
is important to understand that relapse is
frequently a part of the recovery process as
it is with recovery from other chronic
diseases.

In all areas of government spending on the
burden of substance abuse and addiction,
governments should conduct comprehensive
assessments of those who screen positive for
a substance use disorder and assure access to
the full range of behavioral and
pharmacological treatment options and
social supports, tailored to the gender, age,
culture and life circumstances of patients.

Treatments should include effective services
for co-occurring health and mental health
problems and the availability of
detoxification services. Governments
should assure that all treatment programs
and services that receive government funds
meet evidence-based medical criteria; assure
that treatment providers are properly trained
and licensed; and work with existing
treatment providers and the medical
community to integrate addiction treatment
into the medical system.

Providing treatment particularly is important
for all substance-involved individuals who
are in our nation’s justice systems, diverting
both adults and juveniles from further
engagement with the justice system where
possible. Governments should expand
evidence-based alcohol and other drug
treatment courts and diversionary treatment
and aftercare programs for adult and
juvenile offenders, and eliminate mandatory
sentencing laws for substance-involved
offenders that remove prosecutorial and
judicial discretion in treatment referrals and
monitoring and compliance with treatment
protocols. Without treating the addiction of
offenders, attempts to reduce justice-related
costs will not succeed.

» Disease Management. To address the long-
term disease management needs of those in
publicly funded programs with chronic
substance use disorders, government should
assure access to long-term medical
management as we do for any other chronic
disease. This would include management of
co-occurring health and mental health
problems. Governments also should assure
access to recovery support including
education, vocational training, employment;
life, parenting and other family skills;
childcare, housing and transportation
support; and mutual support through such
programs as AA, NA or Smart Recovery.
To assure that such recovery supports are
available, governments should train publicly
funded staff to help their clients access
aftercare and mutual support programs.

Taxation and Regulation. Because regulatory
and tax policies can have enormous impact on
curbing underage and excessive use of alcohol
and reducing smoking, they should be integral
parts of a national strategy to prevent and treat
addiction. Alcohol taxes, for example, yield
immediate reductions in cirrhosis, accidents and
STD transmission, while increases in tobacco
taxes reduce the prevalence of heart disease,
strokes, smoking related pregnancy and birth
problems.



Governments should adopt a broad range of tax

and regulatory policies including: Examples of Alternative Practices to Prevent

and Reduce Substance Abuse and Addiction

e Increase taxes on tobacco to help eliminate
use, and on alcohol to prevent underage
initiation and reduce adult excessive
drinking; classify malternative beverages

Prevention and Early Intervention

e Targeted media campaigns
e  Comprehensive family, school and community-

(alcopops) as liquor rather than beer. based prevention
e Screenings, brief interventions and treatment
e Restrict tobacco and alcohol advertisements referrals
from youth audiences, and prohibit direct to
consumer marketing of controlled Treatment and Disease Management

prescription drugs.
e Behavioral and pharmacological treatments for
chronic illness

Intensive case management

Drug treatment alternatives to prison

Prison based treatment/aftercare

Recovery coaching

Supportive housing

Employee Assistance Programs

o Enact/increase enforcement of
comprehensive clean indoor air laws and
other smoking bans, and laws restricting the
sale of tobacco and alcohol to minors.

e End insurance discrimination by requiring
all public and private insurers to cover
evidence-based prevention, intervention, Taxation and Regulation
treatment and management services for

substance use disorders using the same e Alcohol and tobacco tax increases
payment and coverage requirements as other e Health insurance coverage for addiction
illnesses; abolish state Uniform Accident e Indoor smoking bans
and Sickness Policy Provision Laws that e Keg registration laws
limit insurers” medical liability if individuals e Lowered blood alcohol levels for intoxicated
are injured while they are intoxicated. driving offenses
e Tobacco quit lines
Over half of federal and state spending on e 21 year old drinking age
the burden of addiction is in the area of
health. Health care reform that recognizes Research

addiction as a disease and provides access to
effective treatment is the best way to reduce
these costs. In the absence of
comprehensive health care reform,

e  Factors influencing risk
e Best practices
e  Costs and benefits of interventions

governments should make these changes in
Medicare, Medicaid and other public health

future cost-saving initiatives. Such research
programs.

should be designed to: increase our
understanding of substance abuse and addiction
through genetic, biological and social science
research; establish a baseline against which to
measure progress and document impact at
regular intervals; and fund research on best-
practices for prevention and treatment of
substance use and co-occurring disorders. More
research attention also should be devoted to
documenting the benefits of prevention,

Research and Evaluation. America must
increase knowledge about the disease of
addiction, its causes and correlates and effective
prevention and treatment strategies. This
requires increased investments in research.

Research that increases our understanding of
substance use disorders is key to quality
assurance and will help to develop and guide



treatment, taxation and regulatory initiatives
compared with the costs of our failure to do so.

Targeted Interdiction. In the face of limited
evidence of the efficacy of current interdiction
efforts to reduce drug use and related
government costs, the federal government
should reevaluate and retarget its investments in
interdiction and reconsider the balance of
investment in interdiction compared with
investments in prevention and treatment.
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Chapter Il

Uncovering the Costs of Substance Abuse and Addiction

to Government
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As federal, state and local governments grapple
with shrinking revenues and an unprecedented
economic downturn, maximizing limited
resources and controlling government waste are
at a premium. Perhaps in no other areas of
government spending are there such
opportunities for cost avoidance and economic
return than in spending on substance abuse and
addiction.

In 2005, substance-related spending on the part
of federal and state” governments amounted to
an estimated $373.9 billion--11.2 percent of the
total federal and state spending. Of this
spending, 95.6 cents of every dollar went to
shoulder the burden of our failure to prevent and
treat substance abuse and addiction and only 1.9
cents was spent on prevention, treatment.
Another 0.4 cents of every substance-related
dollar was spent on research; 1.3 cents was spent
on alcohol and tobacco taxation, regulation and
operation of state liquor stores; the remaining
0.7 cents was spent on federal drug interdiction.
(Table 2.1)

While data are limited for substance-related
spending at the local level, CASA estimates that
local spending on the burden of substance abuse
and addiction and local operation of liquor stores
was at least $93.8 billion in 2005. Adding this
amount to federal and state substance-related
spending brings the total to $467.7 billion--more
than the costs to society of heart disease, cancer
or obesity."

The enormous costs resulting from substance
abuse and addiction, however, are not limited to
government spending. The private sector loses
billions each year through higher insurance
rates, increased security and lost productivity
caused by substance abuse and addiction. Other
costs impossible to quantify are the human ones:

“ Including the District of Columbia and Puerto Rico.
" Numbers do not add to 100 percent due to rounding.



pain and suffering because of homicides,
suicides, rape and other sexual assault, illness,
broken families, neglected and abused children,

lives shattered by substance-

impaired drivers, teen pregnancy, sexually
transmitted diseases or domestic violence.?

In this groundbreaking new report, CASA
updates its analysis of state spending first
published in 2001 as Shoveling Up: The Impact

of Substance Abuse on State Budgets. This 2009

report, for the first time, expands its analysis to
include federal and select local jurisdictions in

order to provide a more complete picture of
government spending on this problem.

This new report is designed to:

o Reveal the true impact, often hidden, that
substance abuse and addiction have on the
costs of federal, state and local government.

o Itemize federal, state and local government
spending on this problem, distinguishing
costs for 1) prevention, treatment and
research; 2) interdiction; 3) regulation and
compliance; and 4) the burden to public

Table 2.1
Federal and State Spending on Substance
Abuse and Addiction

Percent of Substance-

Budget Sector $ in Millions Related Spending
Burden Spending: $357,432.9 95.6
Health $207,222.4
Justice 46,976.8
Adult Corrections 33,136.5
Juvenile Justice 4,318.9
Judiciary 9,521.5
Child/Family Assistance 46,696.0
Education 33,895.6
Mental Health/Developmental 11,771.6
Disabilities
Mental Health 9,272.7
Developmental Disabilities 2,499.3
Public Safety 9,302.8
Federal and State Workforce 1,567.7
Prevention/Treatment/Research: 8,777.4 2.4
Prevention 1,975.4
Treatment 4,534.3
Unspecified P/T* 663.6
Research 1,604.1
Interdiction (Federal Level Only): 2,638.2 0.7
Regulation/Compliance 5,066.2 1.4
Licensing and Control 308.0
Collection of Taxes 346.4
Liguor Store Expenses 4,445.7
Total** $373,914.7 100.0

* State reporting does not allow disaggregation of costs by category.
** Numbers may not add due to rounding.
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programs of not
preventing and treating
substance abuse and
addiction.

o lllustrate, through
examples of promising
programs, the value of
more cost-effective
government investments.

In addition to updating the
impact of substance use on
state budgets, this report
offers insight into promising
programs governments have
used to control the costs
associated with substance
abuse and addiction. CASA
conducted extensive literature
reviews of academic articles
and government research
institute reports to find
evidence-based programs that
demonstrate efficacy as well
as cost-effectiveness. Almost
all promising programs have
been evaluated by multiple
reviewers or at multiple
points in time.



Successful programs range, for example, from
in-prison treatment and aftercare, to drug courts,
screenings and brief interventions, school-based
prevention, intensive case management and
increased enforcement for DUI. Given the large
and growing body of knowledge about the
disease of addiction and how to prevent and treat
it, America no longer can justify wasting billions
in taxpayer dollars because of our failure to
prevent and treat addictive disorders.

Methodology

Using the survey instrument created for its 2001
report, CASA administered a survey in July of
2006 to all 50 states, the District of Columbia
and Puerto Rico. (See Appendix A, State Survey
Instrument) Forty-five states, Puerto Rico and
the District of Columbia completed the survey.”
The participating jurisdictions constitute
approximately 96.3 percent of total state budget
spending for the nation and 94.5 percent of the
population. In order to present a national picture
of state spending, CASA estimated spending
associated with substance abuse and addiction in
the five non-participating states and for certain
categories of spending not supplied by the
participating states. (See Appendix B,
Methodology)

Due to the impracticality of attempting to
contact and survey all federal agencies, CASA
collected federal fiscal year 2005 budget data,
using the budget categories established in the
state survey as a guide. CASA conducted a
literature review on the federal budget process
and examined federal programs and types of
federal expenditures to ensure our estimates
captured as much relevant spending as possible.

CASA developed a local budget survey
instrument replicating the methodology used in
the state survey. To account for the differences
in state and local budget structures and
expenditure areas, CASA reviewed budget
documents from several local governments and
the classification of local spending by the U.S.
Census Bureau, and consulted with statistical as

“ Indiana, North Dakota, Rhode Island, Tennessee
and Utah did not participate in the survey.
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well as state and local finance experts. In
September 2006, CASA began requesting the
participation of 14 municipalities, selected in
conjunction with leaders from the U.S.
Conference of Mayors and the National
Association of Counties, based on size,
geography and government structure (city,
county, or consolidated city-county). Four local
jurisdictions completed the survey: Charlotte
and Mecklenburg County, North Carolina;
Nashville, Tennessee; and Multnomah County,
Oregon. These local governments provide
snapshots of local spending. CASA estimated
total local spending using Census data. (See
Appendix B, Methodology)

Linking Expenditures to Substance Abuse
and Addiction

Substance abuse and addiction both cause and
exacerbate costs governments bear. Untreated,
addiction alone causes or contributes to more
than 70 other diseases requiring hospitalization.
Certain cancers, heart, liver and kidney diseases,
for example, may be caused by smoking,
drinking or other drug use.® Likewise, addiction
may cause child abuse and neglect, violent crime
or mental illness or it may be one of several
contributing or precipitating factors.

This report provides estimates of the total costs
of substance abuse and addiction--the aggregate
costs--which include both avoidable and
unavoidable costs. The bottom line for
government is identifying where substance
abuse and addiction must be prevented or treated
if public costs are to be reduced or avoided.

This report establishes the categories of state
spending that are tightly linked to tobacco,
alcohol and other drug abuse and addiction
(including both illicit and controlled prescription
drugs)--the targets for policy intervention. It
uses existing research to establish the proportion
of government spending in each of these target
categories that is substance-related, and then
applies those percentages, weighted by state
specific rates of heavy binge drinking and illicit
drug use. (See Appendix B, Methodology)



Changes in Methodology between 1998 and
2005

For this report, CASA refined the methodology
developed for its 2001 Shoveling Up report in
the following ways (See Appendix B,
Methodology):

e To provide more precise estimates and
accommodate the inclusion of federal and
local spending, we developed separate
estimates by payer type (i.e., Medicare,
Medicaid, other federal, other state, etc.) of
the percent of health care costs attributable
to substance abuse and addiction.

¢ Due to an inconsistency in reporting of state
spending on regulation and compliance for
the 17 liquor control states participating in
our survey, we used the U.S. Census to
identify state spending on liquor stores.

e We updated the percent of juvenile
offenders who were substance involved
based on CASA’s 2004 study Criminal
Neglect: Substance Abuse, Juvenile Justice
and the Children Left Behind.

o Due to a lack of consistency in how states
reported spending on judicial programs, we
have replaced all state data on judicial
spending with estimates derived from data
from the Bureau of Justice Statistics and the
National Center for State Courts Court
Statistics Project.

¢ In calculating the costs of substance abuse
and addiction for the five non-participating
states, we used secondary sources in those
areas where secondary sources were used for
all participating states.

e We adjusted the substance-related fractions
of spending in each budget category to
reflect differences among states and
localities and changes in the prevalence of
heavy binge drinking and illicit drug use
between 1998 and 2005.
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Because CASA could not assure uniformity in
each state’s reporting between 1998 and 2005,
state specific comparisons between these two
years should not be made; only gross national
comparisons can be drawn. In order to provide a
basis of national comparison for selected
summary items, CASA recalculated state
spending for 1998 based on these
methodological refinements. All comparisons of
total state spending between 1998 and 2005 are
based on the refined methodology.

Shifts in Government Spending Patterns
between 1998 and 2005

From 1998 to 2005, federal spending has grown
from $1.7 trillion ($2.0 in 2005 dollars) to $2.5
trillion--a 22.1 percent increase in 2005 dollars.
Spending by the Department of Health and
Human Services increased 28.9 percent from
$451.3 billion (in 2005 dollars) to $581.5 billion
in 2005."

The National Association of State Budget
Officers indicates from 1998 to 2005, state
spending increased by 15.7 percent from $736.0
billion in 2005 dollars to $851.2 billion.®
Despite overall spending increases, significant
cuts occurred in several budget areas while
spending grew sharply in others. Spending on
health care grew more than any other category--
jumping 49.1 percent from $83.9 billion in 1998
(in 2005 dollars) to $125.1 billion in 2005.
Spending on corrections also increased (16.8
percent) as did spending on elementary and
secondary education (15.3 percent) and
transportation (5.9 percent). States partially
offset these increases with spending cuts to
public assistance programs that serve the poor
and needy. State spending for public assistance
dropped more than 16.8 percent from 1998 to
2005 and spending for Temporary Assistance to
Needy Families (TANF) decreased more than
37.1 percent.®

Costs of Substance Abuse and
Addiction to Government

Most substance-related spending is found hidden
in departments and activities that do not wear



the substance abuse or addiction label. This is
because untreated substance use disorders wreak
havoc with society--increasing crime,
compromising parenting, disrupting education
and the ability to engage in steady employment
and weakening an already anemic health care
system.

CASA estimated costs in four major categories:

e Spending to carry the burden of substance
abuse and addiction in government
programs including health,
child/family/housing assistance, public
safety, justice, elementary/secondary
education, mental health, developmental
disabilities and workforce;

e Spending for prevention, treatment and
research programs;

e Spending on federal drug interdiction; and,

e Spending related to taxation and regulation
of tobacco and alcohol and operation of state
and local liquor stores.

By far, the largest share of spending is for the
costs of carrying the burden of substance abuse
and addiction in government programs. Federal,
state and local costs to carry this burden equal a
minimum of $1,486 for each person in America.

Federal Spending

CASA conservatively estimates that the federal
government spent $238.2 billion on substance
abuse and addiction in 2005, approximately 9.6
percent of the $2.5 trillion federal budget. If
substance abuse and addiction were its own
budget category, it would rank sixth--just behind
social security, national defense, income
security, Medicare and other health programs.

Of the $238.2 billion in federal substance-related
spending, 96.5 percent was spent to carry the
burden of our failure to prevent or treat it; 2.3
percent was spent on preventing or treating the
problem and research, 1.1 percent on
interdiction, and 0.03 percent on regulating

alcohol and tobacco sales and collecting taxes.

(Table. 2.2)

Of all federal spending on the burden of

substance abuse and addiction, 74.1 percent

occurs in a single area--health care.

Table 2.2

Federal Spending on Substance Abuse and Addiction

Percent of

Budget Sector $in Substance-
Millions | Related Spending

Burden* $229,887 96.5
Prevention/Treatment/Research 5,543 2.3
Interdiction 2,638 1.1
Taxation & Regulation 82 0.03
Total $238,151 100.0

* Includes spending in health, child/family/housing assistance,
public safety, justice, elementary/secondary education, mental

health, developmental disabilities and workforce.

and Addiction

Federal Outlays by Budget Function’
Including Spending on Substance Abuse

(in Billions)

Budget Function* 2005

Social Security $523.3
National defense 493.9
Income security 347.6
Medicare 298.6
Other health 250.4
Substance abuse and addiction 238.2

linked to substance abuse and addiction.

* The top five budget categories also contain costs
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State Spending

States spent a total of $135.8 billion on
substance abuse and addiction in 2005,
approximately 15.7 percent of total state
spending ($864.3 billion). States spend more
only on elementary and secondary education.

Of total state substance-related spending, 94.0
percent was spent to carry the burden in state
programs of our failure to prevent or treat
substance abuse and addiction while only 2.4
percent was spent on prevention, treatment or
research. The remaining 3.7 percent was spent
on regulating alcohol and tobacco sales,
collecting taxes and operating liquor stores.
(Table 2.3)

The largest share of state spending on the burden
of substance abuse and addiction is in the area of
justice (32.5 percent).

Table 2.3
State Spending on Substance Abuse and Addiction

Percent of
Budget Sector $in Substance-
Millions | Related Spending
Burden* $127,545 94.0
Prevention/Treatment/Research 3,235 2.4
Taxation & Regulation 4,984 3.7
Total $135,764 100.0

* Includes spending in health, child/family/housing assistance,
public safety, justice, elementary/secondary education, mental
health, developmental disabilities and workforce.

State Outlays by Budget Function®
Including Spending on Substance Abuse
and Addiction

(in Billions)

Budget Function* 2005

Elementary & Secondary Education $235.2
Substance Abuse and Addiction 135.8
Medicaid 123.0
Higher Education 108.2
Transportation 65.5
Corrections 40.8

* Spending on substance abuse and addiction also is
included in other four budget categories.

Local Spending

Due to data limitations, CASA was unable to
estimate the total costs to local governments of
substance abuse and addiction. Using local
census data, however, CASA estimated that
local spending on the burden of substance abuse
and addiction and local operation of liquor
stores” was at least $93.8 billion in 2005--9.0
percent of total local budgets. The largest

share of local burden spending was in the area of
justice (29.2 percent).

“ Montgomery County, Maryland only.

Of the four local jurisdictions that CASA
surveyed, the average amount spent on
substance abuse and addiction was 10.9 percent
of local budgets. Of this spending, an average of
97.6 percent was spent to carry the burden in
local programs of our failure to prevent and treat
the problem. Only an average of 2.4 percent
was spent on preventing or treating the problem.

Government Spending by
Substance

Almost half (47.3 percent) of government
spending on substance abuse and addiction
cannot be disaggregated by substance. In fact,
research shows that most individuals who abuse
or are dependent on addictive substances use
more than one drug.® Of the $248 billion in
substance-related spending that can be linked to
specific drugs of abuse, 92.3 percent is linked to
the legal drugs of alcohol and tobacco.

Tobacco

Total government spending as a consequence of
tobacco use that can be differentiated by
substance is an estimated $79.4 billion, all in
health-related costs:

$57.2 billion in federal health care spending;

$14.0 billion in state health care spending;
and,

e 8.2 billion in local health care spending.
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Alcohol

Total government spending that can be linked to
alcohol alone is an estimated $149.2 billion:

e $112.3 billion in federal spending, including
$109.3 billion in health care and the
remaining $3.0 billion in alcohol
enforcement efforts (underage drinking,
drunk driving), prevention and treatment on
Indian lands, NIAAA research and alcohol
regulation and compliance.

e $23.9 billion in state spending, including
$1.5 billion on highway safety and local law
enforcement associated with drunk driving;
$960.0 million in state costs for the
developmentally disabled as a result of Fetal
Alcohol Syndrome; and $21.5 billion in
state health care costs.

e $13.0 billion in local health care spending.
Other Drugs

Total government spending as a consequence of
other drug use that can be differentiated by
substance is an estimated $18.7 billion:

e $16.4 billion in federal spending: $7.8
billion in dedicated drug enforcement,”
$39.5 million in drug court costs, $2.6
billion for drug interdiction, $2.5 billion for
prevention, treatment, research and
evaluation, and $3.8 billion in health care
COSts.

e $1.9billion in state spending: $336 million
for public safety costs for drug enforcement
programs, $138 million for drug courts, and
$1.5 million linked to illicit and controlled
prescription drugs in state spending on
Medicaid.

e $342.3 million in local health care spending.

* Programs focusing only on drug enforcement.
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Government Spending for Children

For every dollar federal and state governments
spent on prevention and treatment for children,
they spent $60.25 on the consequences of
substance abuse and addiction for them. CASA
was able to identify $54.2 billion in 2005 federal
and state government spending on the child-
related costs of substance abuse and addiction.
Of this amount, $53.3 billion was spent on all of
the consequences to them while only $0.9 billion
went to prevention and treatment for children.

CASA’s research has shown that if we can keep
children from smoking cigarettes, abusing
alcohol or using other drugs until they are 21,
their risks of ever doing so are profoundly
diminished. One of the most striking findings in
2005 is that government at all levels continues to
spend heavily to shovel up the wreckage that
substance abuse visits on children while
spending little to prevent and treat the problem.

The largest share of substance-related spending
on the burden of substance abuse and addiction
for children--$33.9 billion--was in the education
system. School costs linked to substance abuse
and addiction include increased special
education for those with Fetal Alcohol Spectrum
Disorder (FASD), increased security and health
care costs, vandalism, lost productivity of staff
and special programs for at-risk youth. Federal
spending totaled $5.4 billion and state spending
totaled $28.5 billion.

The second largest share ($15.1 billion) went for
children who are victims of child abuse and
neglect, foster care costs, independent living
programs, adoption readiness, and other child
welfare programs. Of this amount, $7.2 billion
was spent by the federal government and $7.9
billion by the states.

An additional $4.3 billion ($194 million by the
federal government and $4.1 billion by the
states) was spent through the juvenile justice
system.



The Government Response to
Addiction

Risky use of addictive substances is a public
health problem that is preventable through
changes in public attitudes and behaviors while
addictive disorders are medical problems that
must be addressed through a host of behavioral
and pharmacological therapies and recovery
supports.

The nation’s failure to address addiction as a
disease has resulted in staggering costs to
American taxpayers. If left untreated, it can
progress to a chronic health condition like heart
disease, cancer or diabetes that requires
continual and costly medical management.*

In the 20009 fiscal year, federal, state and local
governments are facing unprecedented budget
shortfalls.** Unemployment is at its highest
level since 1983." State and local income tax
revenues are expected to decrease and sales and
property tax revenues are also expected to
decline significantly.™® Dwindling government
revenues are further complicated by the rapidly
growing demand for government assistance as
unemployed workers and their families seek
social services, income assistance and health
care while weathering the downturn.**

Without federal assistance, states and localities
that are unable to borrow to cover their
expenditures or draw down reserves will be
forced either to increase taxes or make
substantial cuts in spending. History indicates
that health and social programs are the most
frequent targets for spending cuts during
difficult economic times. During the downturn
from 2002 to 2004, states made substantial cuts
to public health programs leading to the loss of
health care coverage for over one million
Americans.” At least 17 states have already
proposed reducing access to health care
services™ and several states have specifically
targeted programs providing services for drug
treatment, drug courts and addiction-related
services.’
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As governments continue to cope with budget
shortfalls, addiction prevention and treatment
programs often are sacrificed as expendable.
This approach is dangerous and shortsighted and
will serve only to increase the costs of addiction
to government.

Facing risky substance use and addiction as
public health and medical problems before they
impose huge social costs is the only way that
government can curb this drain on the public tax
dollar. Proven cost-effective alternatives and
promising practices are presented in Chapters
I11-V to help guide government action.



Chapter I

The Burden of Substance Abuse and Addiction to

Federal Programs

Calculating the Federal Burden

1. Identify total federal spending for each budget
category where substance abuse or untreated
addiction have been demonstrated* to cause or
increase spending.

2. Multiply total spending in each category by the
share of such spending linked to substance abuse
and addiction.*

3. Sum substance-related federal spending in all
categories for total burden spending.

4. ldentify total federal substance-related spending
on prevention, treatment, research, alcohol and
tobacco taxation and regulation and drug
interdiction and add to total burden spending for
total substance-related spending.

5. Divide burden spending by total substance-related
spending for percent spent on burden.

* |dentified through national and other peer-reviewed
literature.

See Appendix B, Methodology.

In 2005, 96.5 percent or $229.9 billion of total
federal substance-related spending ($238.2
billion) went to shovel up the wreckage of
substance abuse and addiction in Medicare,
Medicaid, federal prisons, schools, child
welfare, income assistance and other federal
programs. (See Appendix B, Methodology).
This is an amount equal to 9.3 percent of the
entire federal budget in 2005.

Of this amount, an overwhelming 74.1 percent
can be found in one budget category--health.
Federal spending on the burden of substance
abuse and addiction in health care programs
dwarfs spending in all other areas of the burden
combined. (Table 3.1, Figure 3.A)

Figure 3.A
Burden of Substance Abuse and Addiction on
Federal Programs by Budget Sector (Percent)
Total = $229,887 Million

Mental Health/  Public Safety Federal
Developmental 3.3% Workforce
Disabilities 0.4%

1.6% Justice
Child/Family System
Assistance 2 4%

16.0%
Education
2:4% Health Care
Yy — T741%
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Table 3.1 N Health--The
Burden of Substance Abuse and Addiction Predominant
on Federal Programs by Budget Sector
Area of
Percent of Burden
Federal Budget Sector $in Burdenon | Per Capita i
Millions Federal Spending Spendmg
Programs
Health $170,269 | 74.1 $561.34  Healthcare
Child and Family Assistance 36,693 | 16.0 120.97 spending by the
Child Family Assistance 9,809 federal government
Child Welfare 7172 reached a high of
Income Assistance 5,608 $527.5 billion in
Employment Assistance 1,350 2005 representing
Housing/Homeless Assistance 3,763 21.4 percent of the
Food/Nutritional Assistance 8,990 federal budget.
Public Safety 7,490 3.3 24.69 Substance abuse or
Justice 5,552 2.4 18.30 addiction caused or
Adult Corrections 3,951 contributed to
Juvenile Justice 194 $170.3 billion or
Judiciary 1,407 32.3 percent of this
Education (Elementary/Secondary) 5,391 2.4 17.77 amount.
Mental Health/Developmental Disabilities 3,601 1.6 11.87
Mental Health 2,062
Developmental Disabilities 1,539 Federal substance-
Federal Workforce 891 0.4 2.94 relatec_i health care
Total $229,887* | 100.0 $757.80° _ spending equals

* Numbers may not add due to rounding.

8 CASA used population estimates for 2005 from the U.S. Census Bureau to calculate per capita

spending.

74.1 percent of total
federal spending on
the burden of

substance abuse

Figure 3.B
Burden of Substance Abuse and Addiction
on Federal Health Care Programs (Percent)
Total = $170,269 Million
Other Medical  Indian Medical

Programs 0.7%
Veterans 1.2%
Administration
Medical
5.4% Centers for
Medicare and
Medicaid

92.7%

and addiction and 6.9 percent of the entire
federal budget.

The largest share of federal health spending on
the burden of substance abuse and addiction
($157.8 billion) is found in the Medicare and
Medicaid programs. The Veterans Health
Administration spent an additional $9.2 billion
on the burden of substance-related health care
spending and Indian medical programs account
for $1.2 billion. The remaining $2.1 billion is
spent on other medical programs. (Figure 3.B)

The federal government spends more than 30
times as much to cope with the health
consequences of substance abuse and addiction
as it spends on prevention, treatment and
research.
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Promising Investments in Health

The federal government has taken several
significant steps toward providing
comprehensive insurance coverage for
individuals with substance use disorders.

In 2001, the Federal Employee Health Benefit
(FEHB) program ended insurance discrimination
for mental health and substance use disorders.
An evaluation of this change found that,
contrary to fears, costs to insurance companies
did not increase as a result. When secular trends
were taken into account, only one plan showed a
significant change in spending (a decrease of
more than $288 per user); the change did not
significantly affect the other plans. Out-of-
pocket spending for mental health and substance
use disorders decreased in six out of nine plans.
Individuals’ access to addiction treatment
increased slightly but significantly in all nine
plans.*

In October 2008, Congress passed the Paul
Wellstone and Pete Domenici Mental Health
Parity and Addiction Equity Act. The Act
ensures that, as of January 2010, group health
plans that provide any mental health and
addiction treatment will provide the same
coverage for mental health and addiction
treatment as they do for all other medical and
surgical care. The Act only mandates parity for
companies that already provide these services.
Insurance plans that do not offer any mental
health or addiction treatment benefits will not be
required to extend their coverage to include
those services, but can continue to limit their
coverage of mental health and substance
disorder treatment services. Under the new law,
addiction treatment coverage will not be
restricted by any financial or benefit limitations.
Businesses with 50 or fewer employees do not
need to comply, and if a health plan experiences
a two percent increase in actual total costs in the
first year (one percent thereafter), it will be
exempted from the law.?

The U.S. Preventive Services Task Force
(USPSTF) in 2004 found good evidence that
screening conducted in primary care settings can
accurately identify patients engaging in risky
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alcohol use that endangers their health but who
do not yet meet criteria for alcohol dependence.
The Task Force also found good evidence that
brief counseling and follow-up can reduce
consumption.® Based on these findings, the
USPSTF recommends that screening and
counseling interventions be provided in primary
care settings to reduce alcohol abuse by adults,
including pregnant women.

The Centers for Medicare and Medicaid recently
approved billing codes for alcohol and other
drug assessments and brief interventions;
however, use of these codes is limited.* For
Medicare, services can be provided only to
evaluate patients with perceived signs/symptoms
of addiction, not as a routine screening
measure.® For Medicaid, the codes must be
activated under the state’s plan in order to
qualify for reimbursement.®

Child and Family Assistance

The second largest areas of federal spending on
the burden of substance abuse and addiction is in
child and family assistance programs.

In 2005, the federal government spent $235.4
billion on programs related to child and family
assistance. Of this amount, 15.6 percent or
$36.7 billion is directly linked to substance
abuse and addiction, including child welfare,
food and nutritional assistance, income
assistance, housing/homeless assistance, child
and family assistance and employment
assistance. (Figure 3.C)

Figure 3.C
Burden of Substance Abuse and Addiction
on Federal Child and Family Assistance
Programs (Percent) Total = $36,693 Million

Employment
Other Assistance
Child/Family 3.7%

Assistance

26.7% Child Welfare
Housing/ 19.5%d/
Homeless Fqg
Assistance Nutritional
10.3% Income Assistance
24.5%




Of the $229.9 billion the federal government
spends on the burden of substance abuse and
addiction, 16.0 percent is devoted to child or
family assistance. More than six times as much
is spent coping with substance abuse in child
and family assistance programs than is spent on
prevention, treatment and research.

Child Welfare

Federal spending on child welfare totaled $9.7
billion in 2005. Of this amount, an estimated
74.1 percent or $7.2 billion is caused or
exacerbated by substance abuse and addiction.

Food and Nutritional Assistance

The federal government spent $38.3 billion in
2005 on programs providing nutritional
assistance, including food stamps and the special
supplemental nutrition program for women,
infants and children. Of this amount, 23.5
percent or $9.0 billion goes to cope with the
burden of substance abuse and addiction.

Income Assistance

In 2005, total spending by the federal
government for income support was $144.7
billion, including $17.3 billion for Temporary
Assistance to Needy Families (TANF) and
$127.4 billion for the Supplemental Security
Income Program (SSI). An estimated 3.9
percent or $5.6 billion of this total was spent to
support individuals coping with substance abuse
and addiction.

Housing/Homeless Assistance

In 2005, the federal government spent $10.6
billion to provide housing assistance and
programs assisting the homeless. Of this
amount, 35.6 percent or $3.8 billion was spent to
cope with the burden of substance abuse and
addiction.
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Other Child and Family Assistance
Programs

In 2005, the federal government spent $26.2
billion on other child and family assistance
programs including community and social
services block grants. Of this amount, 37.4
percent or $9.8 billion was spent to cope with
the burden of substance abuse and addiction.

Employment Assistance

Spending by the federal government for
employment assistance totaled $5.8 billion. Of
this amount, 23.1 percent or $1.4 billion was
associated with substance abuse and addiction.

Public Safety

In 2005, the federal government spent $10.7
billion on highway safety, accident prevention,
investigation and dedicated drug enforcement
programs.” An estimated $7.5 billion (70.0
percent) of this amount was spent on the burden
of substance abuse. The majority of this money
($6.6 billion) was spent on dedicated drug
enforcement programs. (Figure 3.D)

Figure 3.D
Burden of Substance Abuse and Addiction
on Federal Public Safety Programs
(Percent) Total = $7,490 Million

Tribal Law
Public Safety/  Enforcement
Highw ay 0.8%  Other Public
Trust Fund Safety

0.6%

FBI
9.0%

1.3%

Dedicated
Enforcement
88.4%

Dedicated drug enforcement efforts include the
$1.1 billion spent on international drug control
including illicit crop eradication, infrastructure
development, marketing and technical support
for alternative crops, promoting the rule of law,

* Programs focusing only on drug enforcement.




and expanding judicial capabilities. An example
is the Andean Counterdrug Initiative in the State
Department.

Plan Colombia: Drug Crop Eradication
and Alternative Development in the Andes

In 2005 the United States provided
counternarcotics assistance through the Andean
Counterdrug Initiative (ACI) to support Plan
Colombia-- introduced by President Pastrana to
end the country’s 40-year old armed conflict,
eliminate drug trafficking, and promote economic
and social development.” ACI funds were used
for purposes of:

e Interdiction, to train and support national
police and military forces, provide
communications and intelligence systems,
support the maintenance and operations of
host country aerial eradication aircraft, and
improve infrastructure related to
counternarcotics activities.

e Alternative development to support
infrastructure development and marketing and
technical support for alternative crops in coca
growing areas.®

Of the $229.9 billion spent by the federal
government on the burden of substance abuse
and addiction, 3.3 percent was spent in public
safety. CASA believes that federal costs in this
area actually are much higher because this
estimate does not include costs of accidents
linked to illicit or controlled prescription drug
use; however, data are not available for a more
precise estimate.

Justice

In 2005, the federal government spent $6.7
billion for justice-related programs in adult
corrections, juvenile justice and the judiciary.
Of this spending, 82.4 percent ($5.6 billion) was
caused or exacerbated by substance abuse and
addiction. Of the $229.9 billion substance-
related spending on the burden of this problem
in federal programs, 2.4 percent was spent in
justice programs.
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Adult Corrections

The federal government spent $4.9 billion in
2005 on adult corrections in the federal prison
system including incarceration, reentry
programs, and parole. Of this amount, 81.0
percent ($4.0 billion) was spent on substance-
involved offenders. (Figure 3.E)

Figure 3.E
Burden of Substance Abuse and
Addiction on Federal Adult Corrections
Programs (Percent)
Total = $3,951 Million

Reentry Parole
Programs 0.2%
0.6%
Prisons
99.2%

Juvenile Justice

A total of $244.1 million was spent by the
federal government in 2005 for juvenile
detention and corrections, and for delinquency
prevention, mentoring and reentry programs.
An estimated 79.5 percent of this amount
($194.1 million) was spent on substance-
involved youth. (Figure 3.F)

Figure 3.F

Burden of Substance Abuse and Addiction
on Federal Juvenile Corrections

Programs (Percent) Total = $194 Million

Incarceration
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Reentry
Programs
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Prevention/
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Judiciary

In 2005, the federal government spent $1.6
billion for federal criminal courts,” aid to local
and family courts and for dedicated drug courts."
Of this amount, 86.9 percent ($1.4 billion) was
for substance-involved offenders. (Figure 3.G)

Figure 3.G
Burden of Substance Abuse and
Addiction on Federal Judiciary
Programs (Percent)
Total = $1,407 Million

Dedicated
Drug Courts
Aidto  2.8%
Local/Family
gg%t/j Criminal
Courts
73.5%

CASA was unable to estimate the substance-
related costs of civil courts; therefore, these
costs were excluded leading to a very
conservative estimate of the burden to the
federal judiciary.

Promising Investments in Justice

Based on a significant body of research, the
National Institute on Drug Abuse has developed
a set of principles to guide governments in
dealing with substance-involved offenders. (See
text box)

Education

In 2005, the federal government spent $44.3
billion on elementary and secondary education
programs including grants to state and local
educational agencies, Tribal education,
mentoring and the Safe Schools Initiative. Of
this amount approximately $5.4 billion or 12.2
percent was spent coping with the impact of
substance abuse and addiction on America’s
schools. (Figure 3.H)

“ At the federal level, probation is a function of the
federal courts.
" Programs focusing only on drug courts.
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Figure 3.H
Burden of Substance Abuse and
Addiction on Federal Education Programs
(Percent) Total = $5,391 Million

Tribal Mentoring/
Education Safe School
Expenditures Initiative
2.8% 2.8%

Education
94.4%
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11.
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13.

The National Institute on Drug Abuse
Principles of Drug Abuse Treatment for
Criminal Justice Populations®

Drug addiction is a brain disease that affects
behavior.

Recovery from drug addiction requires effective
treatment, followed by management of the
problem over time.

Treatment must last long enough to produce stable
behavioral changes.

Assessment is the first step in treatment.

Tailoring services to fit the needs of the individual
is an important part of effective drug abuse
treatment for criminal justice populations.

Drug use during treatment should be carefully
monitored.

Treatment should target factors that are associated
with criminal behavior.

Criminal justice supervision should incorporate
treatment planning for drug abusing offenders,
and treatment providers should be aware of
correctional supervision requirements.

Continuity of care is essential for drug abusers re-
entering the community.

A balance of rewards and sanctions encourages
pro-social behavior and treatment participation.
Offenders with co-occurring drug abuse and
mental health problems often require an integrated
treatment approach.

Medications are an important part of treatment for
many drug abusing offenders.

Treatment planning for drug abusing offenders
who are living in or re-entering the community
should include strategies to prevent and treat
serious, chronic medical conditions, such as
HIV/AIDS, hepatitis B and C and tuberculosis.




Of the $229.9 billion federal burden of
substance-related spending, 2.4 percent was
spent in the area of elementary and secondary
education, roughly equivalent to the total
amount of federal spending on all substance
abuse prevention, treatment and research.

CASA did not include estimates of the cost of
substance abuse and addiction to higher
education due to lack of available data, thus
considerably underestimating the costs in this
area.

Higher Education: A Missed Opportunity

Although CASA was unable to estimate the costs
of substance abuse and addiction to higher
education, those costs are likely significant.
CASA’s report Wasting the Best and the
Brightest: Substance Abuse at America’s Colleges
and Universities found that almost one in four
full-time college students (22.9 percent) meet
medical criteria for substance abuse or
dependence. Substance abuse and addiction
among college students is linked to poor academic
performance, property damage, vandalism, fights,
a host of student health problems and institutional
liability costs. *° Each year more than 1,700
college students die from unintentional alcohol-
related injuries; more than 97,000 students are
victims of sexual assaults or date rape; and almost
700,000 students are assaulted by other students
who were drinking.™

According to the Drug-Free Schools and
Communities Act Amendments of 1989 (Part 86),
in order to receive federal funding, institutions of
higher education must implement policies and
programs to prevent students’ and employees’
unlawful possession, use or distribution of alcohol
and illicit drugs.*® Nearly every institution of
higher learning in the U.S. receives federal
funding that would require them to meet these
stipulations.

However, CASA was not able to identify any
evidence that these regulations are, in actuality,
enforced.™ Furthermore, they do not apply to
controlled prescription drug abuse or smoking--
two forms of substance use that are prevalent on
college campuses.™* Federal implementation of
this Act for alcohol and other drugs could have a
profound effect on reducing the harm and costs of
substance abuse and addiction to higher education.

Mental Health and Developmental
Disabilities

In 2005, the federal government spent $18.7
billion in the area of mental health and
developmental disabilities. An estimated $3.6
billion (19.3 percent) of this amount was spent
on treatment of co-occurring mental health
problems or developmental disabilities caused or
exacerbated by substance abuse and addiction.
(Figure 3.1)

Figure 3.1
Burden of Substance Abuse and Addiction on
Federal Mental Health Programs
(Percent) Total = $3,601 Million

Developmental
Disabilities
42.7% Mental Health

57.3%

-
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Of the $229.9 billion the federal government
spent on the burden of substance abuse, an
estimated 1.6 percent was spent on substance
abuse and addiction in the areas of mental health
and developmental disabilities.

Mental Health

Federal spending in 2005 on mental health
programs totaled $3.6 billion. An estimated
56.7 percent or $2.1 billion was spent by the
federal government to cope with the impact of
substance abuse and addiction in mental health
programs including services for veterans.

Developmental Disabilities

In 2005, the federal government spent $15.1
billion on programs for the developmentally
disabled. CASA estimates that 10.2 percent or
$1.5 billion of federal costs for programs for the
developmentally disabled are a result of Fetal
Alcohol Syndrome. Because of data limitations,
CASA was unable to estimate the costs to
programs for the developmentally disabled




linked to tobacco or illicit drug use; hence this
estimate is extremely conservative.

Federal Workforce

In 2005, the federal government spent $161.7
billion in payroll and an additional estimated
$80.9 billion in fringe benefit costs for federal
workers. Substance abuse and addiction
compromise the productivity of any workforce
and increase the costs of doing business.

Substance abuse is associated with lower
productivity, increased turnover, workplace
accidents and higher health insurance costs.
Due to data limitations, CASA was able only to
estimate the costs of substance abuse and
addiction to the federal government for payroll
and fringe benefits linked to absenteeism--0.4
percent or $890.8 million--thus significantly
underestimating these costs. (Table 3.2)

Table 3.2
Burden of Substance Abuse on
Workforce
Federal Budget Sector $in
Millions
Payroll $594
Estimated Fringe 297
Total* $891

* Numbers may not add due to rounding.
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Chapter IV

The Burden of Substance Abuse and Addiction to State Budgets

Calculating the State Burden

1. For each state, identify total state spending for
each budget category where substance abuse or
untreated addiction have been demonstrated™ to
cause or increase spending.

2. Multiply total spending in each category by the
share of such spending linked* to substance abuse
and addiction, weighted by the state prevalence of
heavy binge drinking and drug use compared with
other states.

3. Sum substance-related state spending in all
categories for total burden spending.

4. Identify total state substance-related spending on
prevention, treatment, research, alcohol and
tobacco taxation and regulation and add to total
burden spending for total substance-related
spending.

5. Divide burden spending by total substance-related
spending for percent spent on burden.

* Identified through national and other peer reviewed
literature.

See Appendix B, Methodology.

In 2005, 94.0 percent ($127.6 billion) of total
state substance-related spending went to carry
the burden of our failure to prevent and treat
addiction in public systems from criminal justice
to Medicaid to transportation and public safety.
This amounts to 14.8 percent of total state
spending--up from 12.5 percent in 1998.

Since 1998, one major trend in spending stands
out: the share of the burden of substance abuse and
addiction to state health care programs has grown
from 20.2 percent to 29.0 percent in 2005,
surpassing spending in the area of education to
make it second only to substance-related justice
spending. (Figure 4.A and Table 4.1)

Figure 4.A
Burden of Substance Abuse and Addiction on
State Programs by Budget Sector (Percent)
Total = $127,545 Million

Mental Health/  Public Safety Federal

Developmental 1.4% Workforce
Disabilities 0.5%
6.4% -
Justice
Child/Family System
Assistance 32.5%
7.8%
Education
0,
22.4% Health Care
29.0%
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Table 4.1

Burden of Substance Abuse and Addiction
on State Programs by Budget Sector

Percent
State Budget Sector $in of Burden Per
Millions on State Capita
Programs | Spending
Justice $41,425 325 $136.57
Adult Corrections 29,186
Juvenile Justice 4,125
Judiciary 8,115
Health 36,953 29.0 121.83
Education (Elementary/Secondary) 28,504 22.4 93.97
Child/Family Assistance 10,003 7.8 32.98
Child Welfare 7,893
Income Assistance 2,111
Mental Health/Developmental Disabilities 8,170 6.4 26.93
Mental Health 7,211
Developmental Disabilities 960
Public Safety 1,813 14 5.98
State Workforce 677 0.5 2.23
Total* $127,545° 100.0 $420.49

* Numbers may not add due to rounding.

2 State spending on the burden of substance abuse and addiction to public programs totals
$127.545 billion. Spending for prevention, treatment and research equals $3.235 billion and
spending for regulation and compliance totals $4.984 billion. The combined total equals
$135.702 billion. CASA rounded total spending to $135.8 billion and spending on the burden

to state programs to $127.6 billion.

® In this report, CASA used population estimates for 2005 from the U.S. Census Bureau to

calculate per capita spending.

The Big Three: Justice, Health and

Education

Spending in the three areas of justice, health and
education account for 83.8 percent of total state
spending on the burden of substance abuse and

addiction--up from 79.9 percent in 1998.

Justice

In 2005, states spent a total of $51.3 billion for

justice-related programs in adult corrections,

juvenile justice and the judiciary amounting to
5.9 percent of their budgets. Of this amount,

$41.4 billion (80.7 percent) was linked to
substance abuse and addiction because a

significant majority of arrested and convicted
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offenders are substance
involved.” Of justice
spending on the burden,
70 percent was in adult
corrections.

(Figure 4.B)

The share of the burden
of substance abuse and
addiction states spend
in the justice system has
dropped from 37.7
percent in 1998 to 32.5
in 2005, offset by
increases in state
spending in health
programs. States spend
13 times the amount
shoveling up the
wreckage of substance
abuse and addiction in
the justice system than
on prevention,
treatment and research
combined.

Adult Corrections.
The largest share of
state justice-related

spending is in the area of adult corrections.

Figure 4.B

Burden of Substance Abuse and
Addiction on Justice Programs
(Percent) Total = $41,425 Million

Juvenile
Justice
10%

Judiciary
20%

Adult
/. Corrections
70%

* The term “substance-involved offender” refers to an
inmate with one or more of the following
characteristics: ever used illegal drugs regularly;
convicted of a drug law violation; convicted of an
alcohol offense; under the influence of alcohol or
other drugs during the crime that led to incarceration;
committed offense to get money for drugs; had a

history of alcohol abuse.




States spent $36.3 billion in 2005 for adult
corrections including incarceration, probation
and parole.

Of this amount, 80.5 percent ($29.2 billion) was
spent on substance-involved offenders:

$25.9 billion went to run and build prisons
to house offenders;

$1.8 billion for parole;
$1.0 billion for probation; and,
$473 million was spent on state aid to

localities for substance-involved offenders.
(Figure 4.C)

e The Center for Substance Abuse Treatment
(CSAT) at SAMHSA,; and,

e The National Institute on Drug Abuse.”

There is, however, no mechanism in place to
ensure implementation, making these standards
and guidelines essentially non-binding
recommendations often ignored by state
legislatures and sparsely implemented by
correctional authorities.*

As alternatives to spending billions on
incarceration of substance-involved offenders,
states have experimented with promising, cost-
effective approaches that involve treating the
addictions of offenders. Key program features
include the use of standardized risk

Figure 4.C
Burden of Substance Abuse on
Adult Corrections (Percent)

Total = $29,186 Million
Probation and
Parole/Early

Other
gegeasse' él'lnd Alternatives to
ther Similar Incarceration

Programs
6%

4%

Categorical
Aid to
Localities
2%

Prisons
89%

assessments to identify treatment needs and
the use of evidence-based treatments,
reentry planning and aftercare. In these
promising programs, the combination of
treatment and aftercare is critical to
success.

In Hlinois, for example, the state converted
an entire state prison into a therapeutic
community inpatient program with reentry
services and an aftercare component. The
Sheridan Correctional facility, located in
LaSalle County, Illinois, was reopened as a
treatment center in 2004. The prison
serves offenders from across the State who

participate on a voluntary basis. During

the first three and a half years of operation, The
Illinois Criminal Justice Information Authority
found that Sheridan graduates saved the
Department of Corrections approximately $2.1
million annually and a total of more than $7.3
million in avoided incarceration costs.’

Promising Investments in Adult Corrections.
Over the last 20 years, there has been a growing
body of professional standards proposed for
providing addiction treatment in prisons and
jails, developed by professional societies and
scientific agencies including:

Inmates who completed California’s in-prison
therapeutic community treatment program
(Amity) had the option of continuing their
recovery process with an aftercare program
(Vista). Those who completed both in prison
treatment and aftercare had re-incarceration rates

e The American Correctional Association
(ACA), in cooperation with the Commission
on Accreditation for Corrections;

e The National Institute of Corrections,
through its National Task Force on
Correctional Substance Abuse Strategies;

“ See the NIDA Principles of Drug Abuse Treatment
for Criminal Justice Population described in Chapter
.
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Sheridan Correctional Facility®

Adult male offenders sentenced to serve nine- to 24-
months in an Illinois state correctional facility, who
screen positive for a substance use disorder can
volunteer to enter the treatment program at Sheridan.”

Upon entry, Sheridan inmates undergo assessments
that are used to develop individualized treatment
plans. Prior to treatment participation, inmates go
through a one month program orientation that
introduces them to the program and the principles of
therapeutic community treatment. After orientation
offenders are required to attend daily addiction
treatment therapy, educational and vocational
programming and job assignments for the remainder
of their sentence.

For every day participants comply with their
treatment program they receive earned good conduct
credits (EGCC). Each credit reduces offenders’
sentences by half a day.

Prior to their release inmates receive re-entry
planning services. They are required to participate in
employment verification, urinalysis and
aftercare/additional treatment for one to three years
after re-entering the community.

Over the first three and a half years of operation,
Sheridan graduates accumulated more than 133,000
days of EGCC; equivalent to accruing 364 years
worth of avoided incarcerated days.” The average
cost per inmate of a year of incarceration in the
Illinois DOC is $21,600. Based on this figure,
Sheridan graduates saved the DOC more than $7.3
million during the first three and a half years of
operation, or $2.1 million annually.

These savings are only a small fraction of the
potential program benefits. One year after their
release, Sheridan graduates are 17 percent less likely
than their peers to be rearrested for a new crime and
42 percent less likely to be reincarcerated. Reduced
recidivism leads to decreased criminal justice costs
and victim costs.

“ Inmates must be sentenced for crimes appropriate
for incarceration in a medium security prison--no
murderers or sex offenders--and cannot be diagnosed
with severe mental health problems.

133,000 days/365 days = 364.38 years.
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that were half that of those who did not complete
both components. Five years after being
released from prison, 42 percent of inmates who
completed the Amity treatment and Vista
aftercare programs had been reincarcerated for
an average of 343 days; 86 percent of inmates
who completed only the Amity treatment
program had been reincarcerated for an average
of 634 days; and 83 percent of inmates who
received no treatment while in prison had been
reincarcerated for an average of 626 days.”

Juvenile Justice. In 2005, states spent a total of
$5.2 billion for juvenile detention and
corrections and for construction and
maintenance of juvenile correctional facilities.
An estimated 79.4 percent of this amount or $4.1
billion was spent on substance-involved youth.

Promising Investments in Juvenile Justice. In
its 2004 report, Criminal Neglect: Substance
Abuse, Juvenile Justice and The Children Left
Behind, CASA found that substance-involved
children and teens caught up in juvenile justice
systems are more likely than other youth to
come from broken and troubled families, to be
abused or neglected, to have dropped out of
school or to have learning disabilities and mental
health disorders.” CASA recommended that
each child entering the juvenile justice system
receive a comprehensive personal, family, social
and medical evaluation to determine their needs
and that states provide appropriate treatment and
other services to meet those needs.

To implement such screenings and help assure
access to needed services, CASA has drafted a
Model Bill of Rights for Children in Juvenile
Justice Systems. The model bill provides
guidance to states for a legislative mandate and
framework for improvements in the field of
juvenile justice related to substance abuse.

In 2000, Washington State implemented a
treatment program for juvenile offenders with
co-occurring substance use and mental health
problems called Family Integrated Therapy
(FIT). The program is available to offenders,
ages 11 to 17 and a half, referred by the State
Juvenile Rehabilitation Administration based on
the diagnosis of co-occurring illnesses. The FIT



program incorporates components from four
evidence-based treatment programs, Multi-
Systemic Therapy, Motivational Enhancement
Therapy, Relapse Prevention and Dialectical
Behavioral Therapy.®

The program begins two months prior to an
adolescent’s release and continues for four to six
months post-release. Therapists begin by
motivating patients, families and community
members in the program and work to increase
parenting skills and strengthen family
relationships. The focus later shifts to changing

amount, $8.1 billion or 82.3 percent is spent on
substance-involved offenders:

e $4.5billion in criminal courts;

e $2.5 billion in family courts; and,

e $1.1 billion in juvenile courts.

Within these totals are a reported $432 million

in state aid to local courts and $138 million for
drug courts. (Figure 4.D)

destructive behaviors with the involvement of
family, peer, school and neighborhood networks.
Through the program, patients learn how to
regulate their emotions and improve coping
skills and positive social behaviors. The FIT
office in each county employs four therapists,
including mental health and chemical
dependency specialists. Therapists are available
to families 24 hours a day and work closely with
parole officers and juvenile rehabilitation staff.

The felony recidivism rate for FIT members 18
months following completion of the program
was 27 percent, significantly lower than their

Figure 4.D
Burden of Substance Abuse on the
Judiciary (Percent)
Total = $8,115 Million

Family

31%

Criminal
Courts
55%
Juvenile
Courts
14%

peers’” rate of 41 percent. The cost per
adolescent and family for the FIT program in
2004 was $8,968 (in 2003 dollars). Net savings
equaled $11,749 in avoided justice system
expenditures per FIT patient.’

Judiciary. The judicial system consists of
criminal, family, juvenile and civil courts.
CASA was not able to estimate the substance-
related costs of civil courts because of the lack
of available data, yielding a conservative
estimate of the burden of substance abuse and
addiction on the courts.

For all but civil courts, states spend
approximately $9.9 billion each year.! Of this

“ Peers included juvenile offenders from counties
without the FIT program who would have otherwise
been eligible.

" Due to a lack of consistency in how states reported
spending on judicial programs, CASA estimated state
judicial expenditures using data from the Bureau of
Justice Statistics and the National Center for State
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Promising Investments in the Judiciary. The
Brooklyn Drug Treatment Alternatives to Prison
Program (DTAP) is a residential drug treatment
program with educational, vocational and social
support services for non-violent, drug addicted,
repeat felony offenders. A five year evaluation
conducted by CASA found that DTAP graduates
had lower rearrest rates, were less likely to
return to prison, and more likely to be employed
at about half the average cost of incarceration
than a matched comparison group at two years
post-program or post-release.’

I have found that drug courts are one of the best
investments a state can make.®

--James McDonough
Secretary of the Florida Department of Corrections

Courts' Court Statistics Project. See Appendix B,
Methodology.



Health Care

In 2005, states spent approximately $130.1
billion of their own funds (15.1 percent of state
budgets) to finance health care under the
Medicaid program, the federal-state health
insurance program for the poor and medically
needy, and to finance health care costs for
people who do not qualify for Medicaid. In
2005, states spent more on Medicaid than any
other single budget sector other than elementary
and secondary education.™

Between 1998 and 2005, the largest shift in state
spending on the burden of substance abuse and
addiction to state budgets occurred in the area of
health care. The burden of substance abuse and
addiction drained $37.0 billion (28.4 percent)
from state health care budgets. Nearly all of
these expenditures ($32.0 billion or 86.6
percent) are funds for the Medicaid program.
General assistance medical care and other health
insurance programs including SCHIP account
for the remaining $5.0 billion (13.4 percent).
(Figure 4.E)

Figure 4.E
Burden of Substance Abuse and
Addiction on Health Care Programs
(Percent) Total = $36,953 Million

Other
Health

General

Assistance Medicaid
in Medical 87%
Care z
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States pay over 11 times the total amount spent
on prevention, treatment and research coping
with the burden of substance abuse and
addiction in the health care system.

Promising Investments in Health Care.
Although physicians and other health care
professionals are often in the best position to
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address substance abuse in patients, they
frequently lack the training to recognize the
disease, fail to screen for it or do not know how
to respond if they do spot it. Too often they
focus instead on treating the symptoms or other
acute illness resulting from it.** By spotting
substance abuse early, states can prevent risky
use from progressing to addiction thus saving
billions in health care costs. Evidence has
demonstrated that even minimal interventions
can prevent risky substance use from becoming
an addictive disorder. Screening and brief
interventions have been shown to reduce
harmful or risky drinking by up to 19 percent,*
hospitalizations by up to 37 percent and
emergency department visits up to 20 percent.*?

Some states have begun investing in screening
and brief intervention programs. A significant
science-base documents the program and cost
effectiveness of this approach in a variety of
settings including emergency departments,
primary care facilities, prenatal care facilities,
college health centers, DUI offender programs
and Employee Assistance Programs.™*

Washington State began the Washington
Screening, Brief Intervention, and Referral to
Treatment (SBIRT) program in 2003 with
federal grant assistance from the Federal Center
for Substance Abuse Treatment. The initiative
was implemented in nine hospitals in the
counties of Tacoma, Everett, Olympia,
Toppenish, Vancouver and Yakima. Incoming
adult emergency room and trauma center
patients were screened by full-time chemical
dependency professionals in order to assess their
risk for developing substance use disorders.
Patients who screened positive for a moderate to
high risk received one to four brief interventions
employing self-awareness and behavioral
motivation techniques. Patients with more
severe problems were referred to brief therapy or
directly to treatment programs. Through the
SBIRT program, the monthly per member
medical costs of the aged, blind or disabled
Medicaid recipients participating in the program
decreased by $190 six months to a year after



patients received their screenings and brief
interventions.

After six months, patients who were screened
and provided with brief interventions cut their
average monthly alcohol use in half (from 10
days to five days), reduced their average
monthly binge drinking by more than two-thirds
(from 10 days to three days) and cut their
average illicit drug use in half (from 14 days to 7
days). Alcohol abstinence rates increased from
28 percent to 47 percent, and illicit drug
abstinence rates increased from 55 percent to 71
percent. °

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

Based on the rate of screenings in 2007, about
22,000 emergency room patients will be screened
in 2008, and an estimated 1,200 aged, blind or
disabled Medicaid recipients subsequently will
receive brief interventions. The medical cost
reductions for this population alone could lead to
$2.7 million in Medicaid savings.™®

Education

The third largest area of state spending on the
burden of substance abuse and addiction is in
education. Due to the lack of available data,
CASA was not able to include any estimate of
the cost of substance abuse and addiction to
higher education, resulting in an extremely
conservative estimate of substance-related
education spending.

In 2005, States spent roughly $235.2 billion or
27.2 percent of their state budgets on elementary
and secondary education. CASA estimates that
12.1 percent of this amount or $28.5 billion was
spent coping with the impact of substance abuse
in our elementary and secondary schools.

“ Relative to the medical costs of similar aged, blind
and disabled beneficiaries who visited emergency
rooms around the same time but were not screened or
who did not receive a brief intervention.

Of total state spending on the burden of
substance abuse and addiction to public
programs, 22.4 percent falls to the schools--
almost nine times more than states spend on all
prevention, treatment and research.

Promising Investments in Education.
CASA’s study, Malignant Neglect: Substance
Abuse and America’s Schools, found that most
prevention initiatives employed in schools are
narrowly focused, not evidence based or not
faithfully replicated. Consequently, they fail to
make a difference. Instead what is required is a
comprehensive approach that targets the full
range of risk factors children and teens face,
including substance availability, parental
substance abuse, mental health and behavioral
problems, learning disabilities, community
circumstances and low parental engagement.*’

One school and community-based program that
has shown success among high-risk 8- to 13-
year old youth from socially distressed
neighborhoods is CASASTART™™ (Striving
Together to Achieve Rewarding Tomorrows).
The program focuses on preventing and
reducing negative behaviors, such as being
disruptive in school, participating in delinquent
acts and substance use. CASASTART
students and their families are provided eight
core services: in-school case management,
education services, family services, recreational
after-school and summer time activities,
mentoring, community policing, incentives and
juvenile justice interventions.'®* Through
collaborations between local law enforcement,
schools, community organizations and social
service and health agencies, the core services are
tailored to fit the local cultures and practices.™
Students generally stay in the program for two
years.?

When compared with similar groups of students
who did not participate in CASASTARTM
programs, CASASTART®™ students are involved
with less drug use and drug trafficking and fewer
violent crimes.?* A year following program
completion, CASASTART®M students were
significantly less likely than their peers (51
percent vs. 65 percent) to report past-month use
of cigarettes, alcohol, inhalants or marijuana.



They also were about half as likely as their peers
(5 percent vs. 9 percent) to report past-month use
of psychedelic, crack, cocaine, heroin or
nonmedical prescription drugs. CASASTARTM
participants were less likely to be involved with
delinquent peers, felt as though they had more
positive support from their peer groups,
experienced less peer pressure than their peers,
and were promoted to the next grade more often.?

Several federal agencies highlight model
programs that consistently demonstrate strong
positive short-term effects. CASASTARTM is
hailed by SAMHSA, OJIDP and the National
Dropout Prevention Center as a model program
and was one of nine Safe and Drug Free School
Programs the Department of Education ranked
as exemplary in 2001.%2 The Life Skills
Training (LST) Program, Project ALERT and
Project Northland are other examples of multi-
component prevention education curricula that
have been identified as exemplary by SAMHSA
and the U.S. Department of Education.

Other Service Programs

Approximately 14 percent of the burden of
substance abuse and addiction to state programs
fall in the categories of child and family
assistance, mental health and developmental
disability programs--down from 18.6 percent in
1998. Our failure to prevent and treat substance
use disorders cost states $18.2 billion in 2005
through these programs; however, these same
programs also represent opportunities for
interventions that can reduce costs over the
longer term. For example, providing treatment
to substance-involved women who have
neglected or abused their children may avoid
costly foster care services, and providing
prevention and early intervention services to
their children may help avoid their own
substance-related future problems.

Child and Family Assistance

In 2005, states spent $24.4 billion on child
welfare and income support programs. Of this
amount, the burden of substance abuse and
addiction is $10.0 billion--41.1 percent of total

2
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spending in this area. Seventy-nine percent of
this spending is in the area of child welfare.
(Figure 4.F)

Figure 4.F
Burden of Substance Abuse on Child
and Family Assistance Programs
(Percent) Total = $10,003 Million
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States spend three times more responding to the
problem of substance abuse in child and family
assistance programs than they report spending
for all substance-related prevention, treatment
and research.

Child Welfare. In 2005, states spent $10.6
billion of their own revenues on the child
welfare system. Of this amount, at least 74.5
percent or $7.9 billion is caused or exacerbated
by substance abuse and addiction. The largest
share of spending was for adoption assistance,
foster care and independent living programs
(%$4.9 billion). These costs signal the potential
for future trouble since children who are
neglected or abused by a substance-involved
parent are more likely to abuse their own
children and to develop substance use
disorders.?

Promising Investments in Child Welfare. To
address the problems of addiction in the child
welfare system, Illinois started the Illinois
Recovery Coach Program in Cook County in
2000 under a federal waiver that permitted the
funding of alternative services under federal
child welfare matching grant programs.
Compared with a control group, the
demonstration design matched custodial parents
with substance use disorders whose children
were in out-of-home care with intensive case
management specialists known as Recovery
Coaches (RCs). Judges, caseworkers or
attorneys involved in families’ temporary



placement hearings may refer parents for
substance use assessments based on
substantiated or alleged substance abuse.
Following their assessments, parents deemed to
have an unmet treatment need receive same-day
program referrals and are assigned to a RC.

RCs are privately contracted intensive case
management specialists. They help parents plan
their treatment program and remain engaged
with their recovery process. They also provide
housing, domestic violence, parenting and
mental health needs assessments and help their
clients overcome personal barriers and access
appropriate government benefits. RCs conduct
outreach visits to families’ homes and
caregivers’ treatment facilities in order to
provide support and encourage parents to remain
motivated. And, if necessary, RCs address
families’ emergency needs, including serving as
client advocates in the child welfare and judicial
systems. After treatment completion, RCs
continue to work with parents and encourage
their use of aftercare and recovery support
services. Between 2002 and 2005, according to
the University of Illinois, Children and Family
Research Center, cumulative net savings due to
the RC initiative as compared with the control
group grew from $9,300 to $5.6 million in
avoided child welfare expenditures.?

Income Support Programs. Total state
spending for income support was $13.8 billion
in 2005 for Temporary Assistance to Needy
Families (TANF), General Assistance and state
supplements to the Supplemental Security
Income Program (SSI). Of this amount, a
conservative estimate of $2.1 billion (15.4
percent) supports individuals with substance use
problems:

e $1.7 billion through the TANF program
(23.5 percent of TANF spending);

e $397 million in General Assistance (23.5
percent of General Assistance spending);
and,

e $68.8 million in Supplemental Security
Income (SSI) (1.2 percent of SSI spending).
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Promising Investments in Income Assistance.
CASASARD®M, an ongoing welfare
demonstration program for substance-addicted
mothers, was designed to get women engaged in
treatment and employment services, and help
them become sober and successfully move to
stable employment. Conducted in Essex
(including Newark) and Atlantic (including
Atlantic City) Counties, New Jersey,
CASASARD®M uses an innovative intensive
case management approach to providing services
for these women compared with the standard
care approach that focuses on employment first,
screening and referral. The program includes:

e OQOutreach and assessments--all women
applying for welfare benefits undergo brief
screenings and those with potential disorders
are given diagnostic assessments;

e Planning, motivational enhancement and
treatment to encourage women in need to
enroll in programs that address their
individual problems;

e Treatment coordination, monitoring and
advocacy to encourage women to stick with
their program--case managers also help
women overcome their related employment
barriers such as childcare or lack of
transportation;

o Aftercare follow-up, peer support meetings
and relapse monitoring to encourage women
to stick with abstinence; and,

e Crisis management and termination.

Compared to women receiving standard care, the
women receiving the intensive case management
approach were almost twice as likely to be
completely abstinent at the 12 and 24 month
follow-ups, and were more than twice as likely
to be employed full-time at the end of two years.
Based on these promising findings, New Jersey
is expanding the program to an additional 17
counties.



Mental Health/Developmental Disabilities

In the areas of mental health and developmental
disabilities, states spent $22.4 billion in 2005 of
their own revenues. Conservatively, $8.2 billion
(36.4 percent) of it was spent on treatment of a
mental health problem or developmental
disabilities co-occurring with and caused or
exacerbated by substance abuse or addiction.
The largest share (88.3 percent) was spent on
mental health programs. (Figure 4.G)

Figure 4.G
Burden of Substance Abuse on
Mental Health/Developmental Disabilities
Programs (Percent)
Total = $8,170 Million
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For every dollar states report spending on
prevention, treatment and research related to
substance abuse and addiction, they spend
almost two and a half dollars to deal with its
burden in programs for the mentally ill and
developmentally disabled.

Mental Health. State spending in 2005 on
mental health programs totaled $12.8 billion.
An estimated 56.3 percent or $7.2 billion was
spent to cope with the impact of substance use
disorders on the mental health system.

Developmental Disabilities. In 2005, states
spent $9.6 billion on programs for the
developmentally disabled. Substance use by a
woman during pregnancy can result in
developmental disabilities for the child. CASA
estimates that at least 10.0 percent or $959.9
million of state costs for programs for the
developmentally disabled are a result of Fetal
Alcohol Syndrome (FAS). Because of data
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limitations, CASA was unable to estimate the
costs to programs for the developmentally
disabled linked to tobacco or illicit or controlled
prescription drug use; hence this estimate is
extremely conservative.

Promising Investments in Mental Health and
Developmental Disabilities. The close
relationship between mood disorders and
substance use disorders can complicate
diagnosis and treatment.?” Scientific research
has shown that individuals with anxiety or mood
disorders are almost twice as likely to suffer
from a substance use disorder. Among veterans
with PTSD, for example, studies indicate that as
many as half may have a co-occurring substance
use disorder.?®

My adopted son is now a 22 year old man with fetal
alcohol syndrome. At 12 months he only weighed 12
pounds. He has made good progress despite an 1Q of 64,
skull and facial anomalies, 15 eye and ear surgeries,
being high risk for vision loss, ADHD, poor judgment
and an eating disorder. Now he is actively drinking on
“weekends only." While my work on his behalf was
given with love and he contributed his willingness to
learn and grow, over his 22 years a range of supports--
including an adoption subsidy, state medical assistance,
energy assistance, HUD housing, WIC and food support,
medical cabs, respite caregivers, special needs summer
camp, sheltered employment and a special needs
apartment with in-building staff--have all been poured
into this one case. The financial worth of these supports-
-along with my lost earnings as a 20-year full time stay-
at-home caregiver/educational advocate/medical case
manager and loving MOM--have not been tabulated.?
We pray his drinking will not increase.

--Linda Lee Soderstrom, MA, LPN

Research shows that treating co-occurring
disorders together instead of separately can
increase retention and reduce hospitalization and
arrests among individuals with such disorders.*
According to a study of 981 veterans with co-
occurring psychiatric and substance use
disorders from 15 treatment facilities, receiving
services in a dual diagnosis treatment climate
and greater participation in 12-step and mental
health aftercare programs were associated with
higher rates of abstinence during the year



following treatment completion. Aftercare
participation was associated with higher levels
of general and substance-specific coping in
addition to abstinence.*

The Parent-Child Assistance Program (PCAP),
initiated with the support of a federal research
grant from the Center for Substance Abuse
Prevention provided to Washington State in
1991, was designed to prevent developmental
disabilities resulting from prenatal alcohol and
other drug exposure. The program serves heavy
substance using women who are pregnant or up
to six months postpartum. Through regularly
scheduled home visits, case managers provide
practical assistance and emotional support to a
small group of clients for up to three years.” In
addition to connecting clients with treatment and
other community services, case managers also
keep an eye on the needs of their clients’
children. Every four months case managers help
their clients identify and re-assess their goals.**

Mothers involved in the initial demonstration
program were more likely than their peers to
enroll in inpatient or outpatient addiction
treatment (52 percent vs. 44 percent), achieve at
least one year of continuous abstinence (37
percent vs. 32 percent) and regularly use a
reliable method of contraception (43 percent vs.
32 percent).*

Replications of the PCAP in Washington State
have demonstrated even greater outcomes: 74
percent enrolled in inpatient or outpatient
treatment, 53 percent achieved at least one year
of continuous abstinence and 51 percent used a
reliable method of contraception. Among
women enrolled in the replication projects, an
estimated 15 alcohol-exposed births were
prevented over the course of their three years in
the program. The cost of the three year program
is just under $15,000 per client. The estimated
average lifetime savings from preventing one
case of FAS are $1.5 million.*

“ Case managers are generally un-credentialed
paraprofessional women who also have overcome
significant hurdles such as poverty or substance use
disorders.

Public Safety and the State
Workforce

The remaining two percent of state spending on
the burden of substance abuse and addiction to
state programs is spent in the areas of public
safety and the state workforce, costing states
$2.5 billion in 2005. This is an extremely
conservative estimate since, with the exception
of special drug enforcement programs, CASA
was able only to estimate costs linked to alcohol.

Public Safety

I