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1.0
INTRODUCTION

1.1 
Purpose of Procurement

The Department of Human Resources, Division of Mental Health, Developmental Disabilities, and Addictive Diseases (MHDDAD), Office of Addictive Diseases is requesting proposals for substance abuse treatment for offenders being released from secure institutions.  The objective of this procurement is to solicit the services of qualified Georgia firms across the state to implement outpatient substance abuse treatment programs in selected areas of the State that target offenders, including parolees from state custody, state probationers in diversion centers and state probationers in detention centers, with the goal of:  1) reducing crime, 2) increasing public safety, 3) reducing substance use and abuse among parolees and probationers, 4) increasing access to treatment for parolees and state probationers, and 5) increasing retention in treatment for parolees and state probationers. 

Funds for this procurement are derived from the State allocation for substance abuse treatment.

1.2
Definition of Terms (Treatment and Prevention)

Agency – office, agency, department, board, bureau, commission, institution, authority, or other entity of the State of Georgia.

APS-  APS Healthcare, Inc., a DHR DMHDDAD contractor, an External Review Organization, (or ERO), provides external utilization review and service authorization for MHDDAD community-based and state hospital services. www.apsero.com
ASAM - American Society of Addiction Medicine   (www.asam.org), a certifying body for physicians that publishes level of care definitions and recommendations for best practices.


ATOD - Alcohol, Tobacco, and Other Drugs 

Best Practice -   Best practices are practices that incorporate the most salient, reliable, consistent, and objective information currently available regarding effectiveness and acceptability.

Cognitive – Behavioral Therapy - A highly structured psychotherapeutic method used to alter distorted attitudes and problem behavior by identifying and replacing negative inaccurate thoughts and changing the rewards for behaviors.
Consumer – an individual served in the MHDDAD delivery system.

CSAT - Center for Substance Abuse Treatment (http://www.csat.samhsa.gov/), the agency within the Substance Abuse Mental Health Services Administration (SAMHSA) responsible for administering 80% of the Substance Abuse Prevention and Treatment Block Grant (SAPTBG).
Cultural Competence- Cultural competence (CC) enables administrators and practitioners within and across systems of care to provide for a diverse population. CC speaks to the multi-levels of proficiency ranging from knowledge and awareness, through sensitivity, to proficiency in human encounters. CC includes a set of academic and interpersonal skills that allow individuals to increase understanding and appreciation of cultural differences and similarities. .  

Department - State of Georgia Department of Human Resources (DHR); large umbrella department of state government providing a wide range of social services and assistance through four major divisions [Aging Services, Family and Children Services, Mental Health, Development Disabilities and Addictive Diseases (http://mhddad.dhr.georgia.gov) and Public Health].  

DOAS – Department of Administrative Services 

Evaluation- The systematic collection and analysis of data needed to make informed decisions about a specific program or intervention.
Evidence-based strategies and /or programs  - a program that is theory driven, has activities related to the theory of change underlying the program model, has been well implemented, and has produced empirically verifiable outcomes, which are assumed or proven to be positive.

Evidence-Based Practice (EBP) - the use of current best evidence in making decisions about the care of individual patients with addictive disorders.
Faith-based organization - a private organization (religiously affiliated) that engages in inherently religious activities, such as religious worship, instruction, or proselytization, with 501 (c) 3 status.

Fidelity - The degree to which a specific implementation of a program or practice resembles, adheres to, or is faithful to the evidence-based model on which it is based.  

GDC – Georgia Department of Corrections - The Georgia Department of Corrections protects and serves the public as a professional organization that effectively manages incarcerated offenders and probationers while helping to provide a safe and secure environment for the citizens of Georgia.

ICRC - International Certification & Reciprocity Consortium/Alcohol and Other Drug Abuse is a not-for-profit voluntary membership organization comprised of certifying agencies involved in credentialing or licensing alcohol and drug abuse counselors, clinical supervisors and prevention specialists.
IOM - Institute of Medicine. The IOM classifications are as follows:  Universal Interventions target general population groups without regard to any specific risk factor(s); Selective Interventions target those who are at greater than average risk for substance abuse and are usually identified on the basis of the nature and number of risk factors for substance abuse to which they may be exposed, and Indicated Interventions aim at individuals who may have displayed signs of substance use or abuse and are designed to prevent the onset of regular substance use.

Levels of Care Services – levels of resource intensity, used to match consumer’s assessed needs and preferences with appropriate services and supports.

LOCUS – Level of Care Utilization System for Psychiatric and Addiction Services, developed by the American Association of Community Psychiatrists 

Matrix Model Treatment Services – An outpatient model responsive to the needs of stimulant-abusing patients, employing a replicable protocol that can be evaluated.  Treatment content draws heavily upon published literature pertaining to relapse prevention, family and group therapies, drug education, self-help participation and drug abuse monitoring.

Memoranda of Agreement (MOA) – A formalized signed agreement by collaborative partners demonstrating commitment to a proposed  program/practice/policy that provides information as to specific roles and responsibilities.

MHDDAD Provider Manual- Provider Manual for Community Mental Health, Developmental Disabilities and Addictive Diseases Providers under contract with the Regional Office, Department of Human Resources.  Manual provides standards and requirements for all individual and organizational providers who contract or subcontract with the Division.  The MHDDAD Provider Manual can be accessed at the MHDDAD website: http://mhddad.dhr.georgia.gov/portal/site/DHR-MHDDAD/menuitem.8d349b4fc181e44b50c8798dd03036a0/?vgnextoid=e28d28e726c5b010VgnVCM100000bf01010aRCRD
MICP- Multi-Purpose Information Consumer Profile( may need definition if they are going to use).
NAADAC - National Association of Alcoholism and Drug Abuse Counselors 
National Outcome Measures (NOMS) – Ten domains identified by SAMHSA as the National Outcome Measures, or NOMs. The domains identified embody meaningful, real life outcomes for people who are striving to attain and sustain recovery, build resilience, and work, learn, live, and participate fully in their communities
NIDA - National Institute on Drug Abuse (www.nida.nih.gov )

O.C.G.A. - Official Code of Georgia Annotated (state statutes)

Offeror/Proposer   - Respondent to this Request for Proposals – Legal entity responding (i.e. agency, company, organization, joint venture, partnership, etc.)

Outcome Measures – Data used to measure the achievement of objectives and goal(s).
Recovery Management (RM) – RM model shifts the emphasis of treatment from an acute care model to one of sustained recovery management.  It wraps traditional interventions within a continuum of recovery support services spanning the stages of change and problem resolution.  Some of these include recovery priming, stage appropriate recovery education, peer-based recovery coaching, early re-intervention (when needed) and post-treatment monitoring and support.   

RFP - Request for Proposals – Competitive procurement in which an Offeror’s technical approach and capability to perform is evaluated.

Risk Factors - Scientifically established factors or determinants for which there is strong objective evidence of a causal relationship to a problem. 


SAMHSA – Substance Abuse Mental Health Services Administration

Stages of Change (SOC) – Derived from the Transtheoretical Model of Behavior Change, the SOC describe the stages and processes people go through in attempting to bring about a change in a particular health behavior.  The SOC include: Precontemplation, Contemplation, Preparation, Action, Maintenance and Relapse.  
SBPP – State Board of Pardons and Parole - the executive branch of Georgia’s government, authorized to grant paroles, pardons, reprieves, remissions, commutations, and to restore civil and political rights
Sustainability - Ability to continue a program after funding is ended; the achievement of continued economic, social and environmental aspects policies and programs of community, initiative.  Sustainability for the purpose of this effort includes economic (financial) longevity and viability as well as continued positive outcomes or results of policy, strategy, program efforts.

Target Population   - The target population is the specific population segment of people whom a particular program or practice is designed to serve or reach.

1.3
Background  

Substance abuse is a chronic, relapsing disorder influenced by numerous interacting biological, psychological, and social factors.  Many men and women who struggle with substance abuse come in contact with the criminal justice system.  They suffer severe personal losses including a restriction of their freedom, family separation, loss of gainful employment, and a decline in their physical wellbeing.  The loss and devastation to victims of crimes are beyond measure.  Communities pay for crime in many ways:  police protection, crime processing through the court system, emergency room admissions, property loss, and increased insurance rates.

Strong empirical evidence over the past few decades consistently has shown that substance abuse treatment reduces crime.  For many people in need of alcohol and drug treatment, contact with the criminal justice system is their first opportunity for treatment.  A substance use disorder may be recognized and diagnosed for the first time, and legal incentives to enter substance abuse treatment sometimes motivate the individual to begin recovery.  For other offenders, arrest and incarceration are part of a recurring cycle of drug abuse and crime.  Ingrained patterns of maladaptive coping skills, criminal values and beliefs, and a lack of job skills may require a more intensive treatment approach, particularly among offenders with a prolonged history of substance abuse and crime (SAMHSA, TIP 44, 2006).  

As reported in the State Board of Pardons and Parole (SBPP) 2005 Annual Report, the profile of adult offenders in Georgia indicates there are:

· 24,276 State Parolees
· 50, 921 State Inmates

· 133,165 State Probationers

· 5,080 Probationers in Facilities

· 6,079 County-Sentenced

· 262,041 MM Probationers

· 21,630 In Jail Awaiting Trial

Additionally, Approximately 75% of offenders entered prison with a drug-related history, and approximately 6700 parolees were enrolled in ASAM Level I treatment in fiscal year 2005, with a 44% completion rate.  One consistent research finding indicates that involvement in substance abuse treatment reduces recidivism for offenders who use drugs.  Substance abuse treatment is found to be cost effective as well.  It is estimated that for every dollar invested in treatment, $7 in future costs were saved.  

1.4 
CURRENT EFFORTS

Seventy to eighty percent of parolees in Georgia have a substance abuse history and are in need of substance abuse screening, assessment and access to timely, affordable and effective treatment.  This is problematic throughout the state.  SBPP staff surveys reveal difficulties in obtaining substance abuse assessment and treatment services for parolees from the current delivery system.  Attempts to address the problem have been coordinated at the SBPP district or regional level through chief parole and probation officers and various community providers.  

The problem exists to some degree throughout the state’s 159 counties.  A survey conducted by the SBPP relative to current provider’s substance abuse services revealed several areas of concern: 

a.    services (assessment and treatment) are too costly for parolees-especially those
recently released from prison or jail,

b. up-front fees without allowing for billing arrangements are required before admission/participation,

c. information regarding parolee attendance and progress needed for effective supervision isn’t supplied in a timely manner, if at all, 

d. turnover of counselors and program managers makes sustaining service delivery improvements difficult,

e. multiple assessment appointments discourage follow through,

f. group times occur when parolees are working,

g. services are based on psycho-education instead of cognitive behavioral-based approaches, and

h. in-patient treatment beds are insufficient for the need.

The treatment of addiction is currently delivered by federal and state funding allocations through the MHDDAD regional system.  Provision of services to the criminal justice population has depended on a local contracting process with varying degrees of proficiency in the area of substance abuse treatment and integrated services.  As stated above, the SBPP and other criminal justice entities have found substance abuse treatment services lacking for their specific population in that consumers were often denied access to treatment based on non-ability to pay, hours of operation that did not allow for a consumer who worked business hours to access treatment services, and a general reluctance to serve consumers involved in the criminal justice system.  

This proposal is to expand outpatient treatment capacity in select counties to remove barriers to addiction treatment for the criminal justice population.  These areas will be considered “pilot sites”, and will be evaluated for possible replication in subsequent years.  

STRATEGY/IMPACT:  While many similarities exist between substance abuse treatment for those in the criminal justice system and for those in the general population, people in the criminal justice system have added stressors, including their precarious legal situation, and their criminal thinking and criminal values along with the more typical resistance and denial issues found in other substance abuse treatment populations.  Many offenders have a long history of psychosocial problems that have contributed to their substance abuse:  interpersonal difficulties with family members, difficulties in sustaining long-term relationships, emotional and psychological problems and disorders, difficulty managing their anger and stress, lack of education and vocational skills, and problems finding and maintaining gainful employment.  

Strategies in working with the criminal justice, substance abusing population should include, addressing basic needs such as homelessness, life skills, criminality, and criminal thinking, consumer manipulativeness, and “criminal code”, criminal identity, anger management, cultural identity, and role as a family member or parent.  
The treatment of addictive diseases, involves the provision of an organized set of practices and programs designed to address the abuse, misuse and dependency upon psychoactive substances, along with the attendant life consequences.  The Division of MHDDAD is committed to the implementation of evidenced-based practices (EBP) within the scope of addiction treatment services.  The Matrix model is an excellent example of an EBP developed for the treatment of stimulant-use disorders.  Providers under this contract will be expected to utilize Matrix Model treatment services or a similar EBP in order to meet the treatment needs of those served who have diagnosable problems due to their substance use.  

Many behavioral treatments have been found to be effective for addiction.  Indeed, behavioral therapies are often the only available, effective treatment approaches to many drug problems, including cocaine addiction, for which there is, as yet, no viable medication. However, integration of both types of treatments may ultimately prove to be the most effective approach for treating addiction. It is important that consumers receive services that match all of their treatment needs. A behavioral therapy component that is showing positive results in many cocaine-addicted populations is contingency management. Contingency management may be particularly useful for helping patients achieve initial abstinence from cocaine. Some contingency management programs use a voucher-based system to give positive rewards for staying in treatment and remaining cocaine free. 

Cognitive-behavioral therapy, or “Relapse Prevention,” is another approach. Cognitive-behavioral treatment, for example, is a focused approach to helping addicted individuals abstain—and remain abstinent—from cocaine and other substances. The underlying assumption is that learning processes play an important role in the development and continuation of substance abuse and dependence. The same learning processes can be employed to help individuals reduce drug use and successfully cope with relapse. This approach attempts to help consumers recognize, avoid, and cope; i.e., recognize the situations in which they are most likely to use drugs, avoid these situations when appropriate, and cope more effectively with a range of problems and problematic behaviors associated with drug abuse. This therapy is also noteworthy because of its compatibility with a range of other treatments patients may receive, such as pharmacotherapy.
In addition, providers will adhere to the guidelines published by the National Institute on Drug Abuse regarding the provision of addiction treatment in general. They include the following:    

Principles of Effective Treatment

1. No single treatment is appropriate for all individuals. Matching treatment settings, interventions, and services to each individual's particular problems and needs is critical to his or her ultimate success in returning to productive functioning in the family, workplace, and society. 

2. Treatment needs to be readily available. Because individuals who are addicted to drugs may be uncertain about entering treatment, taking advantage of opportunities when they are ready for treatment is crucial. Potential treatment applicants can be lost if treatment is not immediately available or is not readily accessible. 

3. Effective treatment attends to multiple needs of the individual, not just his or her drug use. To be effective, treatment must address the individual's drug use and any associated medical, psychological, social, vocational, and legal problems. 

4. An individual's treatment and services plan must be assessed continually and modified as necessary to ensure that the plan meets the person's changing needs. A patient may require varying combinations of services and treatment components during the course of treatment and recovery. In addition to counseling or psychotherapy, a patient at times may require medication, other medical services, family therapy, parenting instruction, vocational rehabilitation, and social and legal services. It is critical that the treatment approach be appropriate to the individual's age, gender, ethnicity, and culture. 

5. Remaining in treatment for an adequate period of time is critical for treatment effectiveness. The appropriate duration for an individual depends on his or her problems and needs (see pages 11-49). Research indicates that for most patients, the threshold of significant improvement is reached at about 3 months in treatment. After this threshold is reached, additional treatment can produce further progress toward recovery. Because people often leave treatment prematurely, programs should include strategies to engage and keep patients in treatment. 

6. Counseling (individual and/or group) and other behavioral therapies are critical components of effective treatment for addiction. In therapy, patients address issues of motivation, build skills to resist drug use, replace drug-using activities with constructive and rewarding nondrug-using activities, and improve problem-solving abilities. Behavioral therapy also facilitates interpersonal relationships and the individual's ability to function in the family and community. (Approaches to Drug Addiction Treatment section discusses details of different treatment components to accomplish these goals.) 

7. Medications are an important element of treatment for many patients, especially when combined with counseling and other behavioral therapies. Methadone and levo-alpha-acetylmethadol (LAAM) are very effective in helping individuals addicted to heroin or other opiates stabilize their lives and reduce their illicit drug use. Naltrexone is also an effective medication for some opiate addicts and some patients with co-occurring alcohol dependence. For persons addicted to nicotine, a nicotine replacement product (such as patches or gum) or an oral medication (such as bupropion) can be an effective component of treatment. For patients with mental disorders, both behavioral treatments and medications can be critically important. 

8. Addicted or drug-abusing individuals with coexisting mental disorders should have both disorders treated in an integrated way. Because addictive disorders and mental disorders often occur in the same individual, patients presenting for either condition should be assessed and treated for the co-occurrence of the other type of disorder. 

9. Medical detoxification is only the first stage of addiction treatment and by itself does little to change long-term drug use. Medical detoxification safely manages the acute physical symptoms of withdrawal associated with stopping drug use. While detoxification alone is rarely sufficient to help addicts achieve long-term abstinence, for some individuals it is a strongly indicated precursor to effective drug addiction treatment (see Drug Addiction Treatment Section). 

10. Treatment does not need to be voluntary to be effective. Strong motivation can facilitate the treatment process. Sanctions or enticements in the family, employment setting, or criminal justice system can increase significantly both treatment entry and retention rates and the success of drug treatment interventions. 

11. Possible drug use during treatment must be monitored continuously. Lapses to drug use can occur during treatment. The objective monitoring of a patient's drug and alcohol use during treatment, such as through urinalysis or other tests, can help the patient withstand urges to use drugs. Such monitoring also can provide early evidence of drug use so that the individual's treatment plan can be adjusted. Feedback to patients who test positive for illicit drug use is an important element of monitoring. 

12. Treatment programs should provide assessment for HIV/AIDS, hepatitis B and C, tuberculosis and other infectious diseases, and counseling to help patients modify or change behaviors that place themselves or others at risk of infection. Counseling can help patients avoid high-risk behavior. Counseling also can help people who are already infected manage their illness. 

13. Recovery from drug addiction can be a long-term process and frequently requires multiple episodes of treatment. As with other chronic illnesses, relapses to drug use can occur during or after successful treatment episodes. Addicted individuals may require prolonged treatment and multiple episodes of treatment to achieve long-term abstinence and fully restored functioning. Participation in self-help support programs during and following treatment often is helpful in maintaining abstinence. 

Treatment providers who contract with the DMHDDAD are expected to recognize and adhere to the Principles of Drug Abuse Treatment for Criminal Justice Populations published by the National Institute on Drug Abuse in 2006: 

1. Drug addiction is a brain disease that affects behavior
Drug addiction has well-recognized cognitive, behavioral, and physiological characteristics that contribute to continued use of drugs, despite the harmful consequences. Scientists have also found that chronic drug abuse alters the brain’s anatomy and chemistry and that these changes can last for months or years after the individual has stopped using drugs. This transformation may help explain why addicts are at a high risk of relapse to drug abuse even after long periods of abstinence, and why they persist in seeking drugs despite deleterious consequences. 

2. Recovery from drug addiction requires effective treatment, followed by management of the problem over time.
Drug addiction is a serious problem that can be treated and managed throughout its course. Effective drug abuse treatment engages participants in a therapeutic process, retains them in treatment for an appropriate length of time, and helps them learn to maintain abstinence over time. Multiple episodes of treatment may be required. Outcomes for drug abusing offenders in the community can be improved by monitoring drug use and by encouraging continued participation in treatment. 

3. Treatment must last long enough to produce stable behavioral changes.
In treatment, the drug abuser is taught to break old patterns of thinking and behaving and to learn new skills for avoiding drug use and criminal behavior. Individuals with severe drug problems and co-occurring disorders typically need longer treatment (e.g., a minimum of 3 months) and more comprehensive services. Early in treatment, the drug abuser begins a therapeutic process of change. In later stages, he or she addresses other problems related to drug abuse and learns how to manage the problem.

4. Assessment is the first step in treatment.
A history of drug or alcohol use may suggest the need to conduct a comprehensive assessment to determine the nature and extent of an individual’s drug problems; establish whether problems exist in other areas that may affect recovery; and enable the formulation of an appropriate treatment plan. Personality disorders and other mental health problems are prevalent in offender populations; therefore, comprehensive assessments should include mental health evaluations with treatment planning for these problems.

5. Tailoring services to fit the needs of the individual is an important part of effective drug abuse treatment for criminal justice populations.
Individuals differ in terms of age, gender, ethnicity and culture, problem severity, recovery stage, and level of supervision needed. Individuals also respond differently to different treatment approaches and treatment providers. In general, drug treatment should address issues of motivation, problem-solving, skill-building for resisting drug use and criminal behavior, the replacement of drug using and criminal activities with constructive non-drug using activities, improved problem-solving, and lessons for understanding the consequences of one’s behavior. Treatment interventions can facilitate the development of healthy interpersonal relationships and improve the participant’s ability to interact with family, peers, and others in the community.

6. Drug use during treatment should be carefully monitored.
Individuals trying to recover from drug addiction may experience a relapse, or return, to drug use. Triggers for drug relapse are varied; common ones include mental stress and associations with peers and social situations linked to drug use. An undetected relapse can progress to serious drug abuse, but detected use can present opportunities for therapeutic intervention. Monitoring drug use through urinalysis or other objective methods, as part of treatment or criminal justice supervision, provides a basis for assessing and providing feedback on the participant’s treatment progress. It also provides opportunities to intervene to change unconstructive behavior—determining rewards and sanctions to facilitate change, and modifying treatment plans according to progress.

7. Treatment should target factors that are associated with criminal behavior.
“Criminal thinking” is a combination of attitudes and beliefs that support a criminal lifestyle and criminal behavior. These can include feeling entitled to have things one’s own way; feeling that one’s criminal behavior is justified; failing to be responsible for one’s actions; and consistently failing to anticipate or appreciate the consequences of one’s behavior. This pattern of thinking often contributes to drug use and criminal behavior. Treatment that provides specific cognitive skills training to help individuals recognize errors in judgment that lead to drug abuse and criminal behavior may improve outcomes.

8. Criminal justice supervision should incorporate treatment planning for drug abusing offenders, and treatment providers should be aware of correctional supervision requirements.
The coordination of drug abuse treatment with correctional planning can encourage participation in drug abuse treatment and can help treatment providers incorporate correctional requirements as treatment goals. Treatment providers should collaborate with criminal justice staff to evaluate each individual’s treatment plan and ensure that it meets correctional supervision requirements as well as that person’s changing needs, which may include housing and childcare; medical, psychiatric, and social support services; and vocational and employment assistance. For offenders with drug abuse problems, planning should incorporate the transition to community-based treatment and links to appropriate post-release services to improve the success of drug treatment and re-entry. Abstinence requirements may necessitate a rapid clinical response, such as more counseling, targeted intervention, or increased medication, to prevent relapse. Ongoing coordination between treatment providers and courts or parole and probation officers is important in addressing the complex needs of these re-entering individuals.

9. Continuity of care is essential for drug abusers re-entering the community.
Those who complete prison-based treatment and continue with treatment in the community have the best outcomes. Continuing drug abuse treatment helps the recently released offender deal with problems that become relevant only at re-entry, such as learning to handle situations that could lead to relapse; learning how to live drug-free in the community; and developing a drug-free peer support network. Treatment in prison or jail can begin a process of therapeutic change, resulting in reduced drug use and criminal behavior post-incarceration. Continuing drug treatment in the community is essential to sustaining these gains.

10. A balance of rewards and sanctions encourages prosocial behavior and treatment participation.
When providing correctional supervision of individuals participating in drug abuse treatment, it is important to reinforce positive behavior. Non-monetary “social reinforcers” such as recognition for progress or sincere effort can be effective, as can graduated sanctions that are consistent, predictable, and clear responses to noncompliant behavior. Generally, less punitive responses are used for early and less serious noncompliance, with increasingly severe sanctions issuing from continued problem behavior. Rewards and sanctions are most likely to have the desired effect when they are perceived as fair and when they swiftly follow the targeted behavior. 

11. Offenders with co-occurring drug abuse and mental health problems often require an integrated treatment approach.
High rates of mental health problems are found both in offender populations and in those with substance abuse problems. Drug abuse treatment can sometimes address depression, anxiety, and other mental health problems. Personality, cognitive, and other serious mental disorders can be difficult to treat and may disrupt drug treatment. The presence of co-occurring disorders may require an integrated approach that combines drug abuse treatment with psychiatric treatment, including the use of medication. Individuals with either a substance abuse or mental health problem should be assessed for the presence of the other.

12. Medications are an important part of treatment for many drug abusing offenders.
Medicines such as methadone and buprenorphine for heroin addiction have been shown to help normalize brain function, and should be made available to individuals who could benefit from them. Effective use of medications can also be instrumental in enabling people with co-occurring mental health problems to function successfully in society. Behavioral strategies can increase adherence to medication regimens.

13. 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.
The rates of infectious diseases, such as hepatitis, tuberculosis, and HIV/AIDS, are higher in drug abusers, incarcerated offenders, and offenders under community supervision than in the general population. Infectious diseases affect not just the offender, but also the criminal justice system and the wider community. Consistent with Federal and State laws, drug-involved offenders should be offered testing for infectious diseases and receive counseling on their health status and on how to modify risk behaviors. Probation and parole officers who monitor offenders with serious medical conditions should link them with appropriate healthcare services, encourage compliance with medical treatment, and re-establish their eligibility for public health services (e.g., Medicaid, county health departments) before release from prison or jail. 

2.0 
MANDATORY REQUIREMENTS
This section identifies all mandatory requirements which must be present in the Offeror’s proposal before further consideration will be given. 

2.1
Offeror Qualification Requirements

1.
Offeror will be required to provide adult outpatient treatment services and be licensed by the State of Georgia, Office of Regulatory Standards.  This provider must secure licensing prior to providing any services or being awarded a contract to provide services required by this RFP.  If provider is not yet licensed documentation must be provided which shows initiation of the ORS process.  If the facility is currently licensed please indicate all necessary documentation such that it is clearly evident that your facility is up to date with all safety and operational permits/licenses.

2.2
Business Requirements

Implementation Plan and Timeline:  

Offeror must provide a detailed project implementation plan stating major tasks and milestones, time frame for implementation and completion of tasks and responsible person.  Offeror must demonstrate knowledge of the project requirements and it’s capability to initiate services.
2.3
Submission Requirements

1. The Offeror must submit the Proposal Certification with original signature (Appendix A).

2.
The Offeror must submit a completed Small or Minority Business Form (Appendix B).

3.
Any exceptions to the State’s Sample Contract (Appendix D) must be clearly identified and submitted with the Offeror’s Technical Proposal. Offerors should mark exceptions in the text of the Sample Contract (Appendix D) and submit a list with referenced sections in their Technical Proposals.   Proposed exceptions must not conflict with or attempt to preempt mandatory requirements specified in Section 2.0.  
4. The Offeror must submit a Technical Proposal detailing the proposed approach to performing all of the services requested under Section 3.0.  The Offeror will submit 3 hard copies of the Technical Proposal with original signatures, and three (3) CDs.  

5. The Offeror must submit a completed Financial Proposal (Appendix E).  The Offeror will submit 3 hard copies of the Financial Proposal with original signatures, and  3 CDs.

6. The Offeror must submit a Guide to Mandatory Requirements referencing the page(s) of the Technical Response where satisfaction of the Mandatory Requirements is substantiated.

3.0 
TECHNICAL REQUIREMENTS
3.1
Company Background and Experience

Offeror will describe their background, relevant experience and qualifications, including, but not limited to the following:

3.1.2
Experience

The Offeror must have at least three (3) full consecutive years experience as a treatment provider for outpatient services for adults, and one (1) year delivering the Matrix Model, an evidence-based practice.

The Offeror must have at least three (3) full consecutive years experience in delivering substance abuse prevention services and programs in general, two (2) years delivering evidence-based programs or strategies, and one (1) year of experience working with selective and indicated populations.

3.2    Project Specifications

MHDDAD is seeking to fund outpatient treatment programs for persons assessed as being in need of ASAM Level II.1 substance abuse treatment and concurrently involved in the criminal justice system.  Level II.1 generally provide 9 or more hours of structured programming per week, consisting primarily of counseling and education about substance-related and mental health problems.  They provide comprehensive biopsychosocial assessments and individualized treatment plans that are developed in consultation with the consumer.  Such plans include problem formulation, treatment goals and measurable treatment objectives.  In addition, the programs have active affiliations with other levels of care and can help the consumer access support services such as child care, vocational training, and transportation.  The consumer’s needs for psychiatric and medical services are addressed through consultation and referral arrangements if the consumer is stable and requires only maintenance monitoring.  Services provided outside the primary program must be tightly coordinated (see Section 1.3 Background).  The duration of treatment will vary with the severity of the consumer’s illness and his or her response to treatment, but the expectation will be that the consumer will be retained in treatment from 90-180 days.

Program format and activities should be based on local resources and the characteristics and needs of the targeted population.  The proposal should demonstrate integration and collaboration with related community efforts and initiatives.  
3.2.1.   Target Population
The target population for treatment services under this RFP includes male and female adult parolees and state probationers with identified substance abuse treatment needs indicated at ASAM Level 2.1.  These consumers may have been involved in substance abuse treatment previously through MHDDAD, GDC, or SBPP, or they may be referred directly by their probation or parole officer.  Priority placement in services will be parolees, followed by probationers released from diversion or detention centers.

Identified Georgia counties to be served are: Richmond, Gwinnett, Dougherty, and Walker.  Offerors may propose a strategy to serve the target population in surrounding counties as appropriate.

Offerors must:

a. Identify the target population(s) to be served with the proposed program.

b. Describe the demographics of the proposed target population.

c. Discuss why the chosen population is being targeted for services.

d. Describe how potential participants from the target population will be identified for services, receive services, and be brought into a program and demonstrate a strong collaboration with local parole and state probation offices.  

e. Describe collaborative strategies with respective SBPP and GDC local offices to identify clients in need, engage them in treatment, and retain participants in treatment services. 

f. Describe how the evidence-based practice will be utilized as the primary treatment intervention.

3.2.3. Capacity

3.3
Admissions Coordination

Successful Offeror’s for the Outpatient Treatment Program will receive referrals from many sources such as community treatment providers, other state agencies, and the family/self.  The referring source is routed to the admissions or intake staff at the provider agency.  The provider must determine if the consumer being referred meets appropriate criteria.  To qualify for this level of placement, the identified consumer must meet the DSM IV criteria for substance-related disorders (American Psychiatric Association, 1994) and meet at least three of the six dimensional criteria from the ASAM assessment dimensions (Acute Intoxication and/or Withdrawal, Biomedial Conditions and Complications, Emotional, Behavioral or Cognitive Conditions and Complications, Readiness to Change, Relapse/Continued Use Potential, and Recovery Environment).  Once it is established that a consumer meets the criteria placement at this level, appropriate authorization is made through registration of the MICP (Registration and Part III).  

It is imperative that a written memorandum of agreement (MOA) between local SBPP officials and the provider agency is developed and implemented detailing admissions, communication strategies, role responsibilities, and specifying other tasks and functions relative to admission and release to treatment services.

Offeror should describe in detail how it will meet the requirements for admissions coordination listed above.  

3.2.4. Plan of Program
 Offerors must describe in detail the program being proposed. The program being proposed must be designed to address the identified target population. 

Staffing Plan and Staffing Requirements
· Clinical staff knowledgeable about the biological and psychosocial dimensions of abuse and dependence.

· Staffed by an interdisciplinary team of appropriately credentialed addiction treatment professionals, including addiction-credentialed physicians, who assess and treat substance-related disorders.

· Some, if not all staff have had sufficient cross-training to understand the signs and symptoms of mental disorders to understand and explain the uses of psychotropic medications and their interactions with substance-related disorders.

· Two addiction clinicians on-duty, on site at least 40 hours a week, providing services at a minimum of 3 evenings per week.

· One or more substance abuse professionals (SAPS) as defined in the Provider Manual are on-site at least 40 hours a week.

· One CSI worker on-duty at least 40 hours a week.

3.2.6. Implementation of Service(s) 
Offerors must describe implementation of proposed program/service.  

a. Clearly outline how the program/service will be provided and who will deliver the program.

b. Describe how the program will be managed, including who specifically will 1) deliver services, 2) collect and manage data, 3) handle financial matters, 4) compile and submit reports, and 5) manage the overall process.

c. Identify other agencies and community organizations considered to be collaborative partners. Discuss the role they will play in the implementation of the proposed program/service.  
d. Explain how cultural competency will be ensured in the implementation of the program/service. 

3.2.7
Cultural Competence        

Offerors should address cultural competency throughout the components of this application. Considerations to be addressed are as follows: 

a. Describe how the staff composition reflects the racial and ethnic and other cultural specific characteristics of the consumers to be served, and how it meets any special language needs of consumers served.  

b. Describe how the program will take into account values and traditions of the target population that affect how the consumers regard health concerns and health promotion efforts, including treatment services.   

3.3.2 Meeting/Training Requirements

Contract awardees are expected to attend meetings or trainings provided by the Division and or its training contractors. Meeting/training requirements include:

a.   A minimum of one (1) MHDDAD state office sponsored or conducted treatment services (e.g. Southeastern School of Alcohol and Other Drug Studies, Georgia Council of Substance Abuse Fall Conference, Southeastern Center for the Application of Prevention Technologies).
b.   All training offered on EBP which pertain to the particular program offered by contractor.   

3.3.3
Reporting 
The Contractor must report and participate in all activities associated with the Division’s External Review Organization (ERO).  This includes cooperating in all audits, responding with corrective action plans, implementing corrective action plans, participation in training and meetings and responding to care managers’ requests.  All applicable Medicaid and ERO reporting requirements must be followed.

.
3.3.4 Consumer Outcomes
The Contractor shall develop individualized recovery plans in full partnership with consumers and families.  Services and treatments must be consumer and family centered, geared to give consumers real and meaningful choices about service options.  Care must focus on increasing consumers’ involvement in treatment and consumers’ ability to successfully cope with life’s challenges, on facilitating recovery, and not just on managing symptoms.  The goal of all services is the recovery of the individual.   The following outcomes will be evaluated quarterly and at the end of the annual contract period.
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