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Abstract

Background: This study examines how the North Carolina state prevention system responded to a policy shift from
individual-level prevention strategies to environmental strategies from the perspective of the organizations
implementing the policy shift.

Methods: We use two data sources. First, we conducted interviews to collect qualitative data from key informants.
Second, we used prevention provider agency expenditure data from the year the shift was announced and|the
following year.

Results:The interviews allowed us to identify effective features of policy change implementation in complex
systems, such as the need for clear communication and guidance about the policy changes. Our interview fand

expenditure analyses also underscore variation in the level of guidance and oversight provided by implemgnting
agencies to prevention providers.

Conclusions:Our analyses suggest that more active monitoring and oversight may have facilitated more copsistent
implementation of the policy shift toward greater use of environmental prevention strategies.
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Background National Prevention Efforts: substance abuse prevention
Substance misuse is a major public health issue in theand treatment block Grant (SABG)
United States. The toll on health and human lives and thePrevention services in the United States are primarily
economic burdens of substance misuse have been extersupported by the Substance Abuse Prevention and
sively documented I-4]. It is generally believed that Treatment Block Grant (SABG), mandated by law to
effectively addressing the problem of substance misuse gtrovide funding and technical assistance for substance
a population level requires widespread delivery of amisuse services7]. The Substance Abuse and Mental
continuum of services, ranging from prevention and early Health Services Administration (SAMHSA) awards a
intervention to treatment and recovery supporb| 6]. block grant to each of the 50 states, the District of
Columbia, Puerto Rico, the U.S. Virgin Islands, six
Pacific territories, and one tribal entity. The state agencies
responsible for overseeing the SABG, customarily referred
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that are not covered by Medicaid, Medicare, or private effectively promote long-term health at the population
insurance; and funding primary prevention planning and level by reaching broad segments of society and requir-
implementation [7]. The SABG mandates that 20% of eaching less individual effort 19, 20]. With regards to sub-
award be used for primary prevention service8];[this stance misuse, research has shown that modifying
meets an essential need as one of the few mechanisms thablicies, practices, and social norms can significantly re-
fund prevention. Other funding sources include SAMH duce rates of use and problems associated with alcohol
SAs discretionary grants such as the Partnerships Fornd tobacco useZ4-29.
Success grants9] and the Strategic Prevention Frame- SAMHSA recommends environmental approaches as
work (SPF)- Rx [10], and the Centers for Disease Preven-one of six Center for Substance Abuse Prevention
tion and Controfs Drug-Free Communities]1]. (CSAP) strategies for primary prevention in its Strategic
SSAs have flexibility in how the SABG program is Prevention Framework (SPF). The six strategies focus on
administered, resulting in different program implemen- “establish [ing] or chang [ing] written and unwritten
tation structures by stateq, 12, 13]. For example, some community standards, codes, and attitudes...to influence
states havésuper-agenci€swith authority to make deci- the general populatiots use of alcohol and other drugs
sions about prevention policy and funding allocations, [5]. SAMHSA defines environmental strategies as those
while others have coordinating bodies to integrate pre-“aimed at the settings and conditions in which people
vention efforts, and some have neithedq]. However, live, work, and socialize[30]. SAMSHA's guidance is in-
there is a dearth of evidence about how different stateformed by the socio-ecological model and considers the
prevention systems operate to support prevention multiple contexts that shape substance use behavior
providers [L4]. Moreover, there is little research on how [30]. Within the socio-ecological framework3d1] envir-
state prevention systems respond to shifts in theonmental strategies can be considered as potentially
evidence and understanding of effective prevention strat-targeting broader ecological contexts of substance use
egies, such as the growing appreciation of potentialnorms, policies, laws, and cultureas opposed to more
population-level impact of policies and other environ- immediate contexts such as families and classrooms.
mental approaches to prevention. This gap in the scienceExamples of environmental strategies include policies
of how states respond to prevention innovations (e.g.that increase product price (e.g., tobacco, alcohol), limit
environmental strategies) stands in marked contrast tothe prescribing of opioid analgesics, enact minimum
research on state substance abuse treatment systemkegal age for the use of substances such as alcohol and
where there has been extensive research on performanc®bacco, and related enforcement effort87). Substance
measurement, system reach and effectiveness, and shiftse is a complex problem that is influenced by factors at
in treatment modalities and payment mechanisns5-17].  multiple levels. Therefore, comprehensive approaches
that include both environmental and individual-level
Shifting prevention landscape: a focus on environmental strategies are needed.
strategies in substance misuse prevention
Efforts to prevent substance misuse have typically takerimplementing a state-level prevention policy shift
one of two broad approacheslf]. The first approach State-level prevention policies shape local and day-to-
focuses on changindndividuals, through interventions day prevention efforts 13, 14]. However, there is a
intended to change attitudes and intentions, provide dearth of research examining state-level substance mis-
knowledge, and develop skills to help individuals resistuse prevention systems. This is a critical gap because
influences that would otherwise lead them to misuse documenting how state-level policies are enacted within
substances 18]. Individual-level prevention strategies complex state prevention systems will build knowledge
often involve repeatedly working with individuals and and apply best practices across prevention system
small groups, which may require heavy resource investmodels. Research on policy implementation, including
ment to reach a significant portion of a target population evidence from implementation science, suggests that
(e.g., a city or town, county, or statd, 20],). implementing policy changes in complex systems re-
In the second approach, the focus of intervention quires multi-level efforts and attention to local contexts
shifts from changing individual behaviors to changing [33-35]. In complex state health and substance misuse
the environments that shape these behavior2(-23]. prevention systems7, 36|, successful system change is
The core insight of these approaches is that trying tothought to require understanding, support, and endorse-
change the“hearts and mind$ of individuals, without ment of new policies on the part of regional and local
paying commensurate attention to factors in the larger implementing agencies as they are the ones putting
environment that support unhealthy behaviors, will have policies and programs into practice in communities (e.g.
a limited impact, at best. Such strategies are recognize@37, 38]. This paper harnesses concepts from implemen-
in public health research as having high potential totation science to understand changes in prevention
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policy in complex state substance misuse preventionrequirements to implement beyond those required by
systems. NC DMH.

. . . . - North Carolina prevention system shift to environmental
North Carolinas prevention system: regional entities . .
strategies: new benchmarks for prevention

The Department of Mental Health, Developmental Aligning with the national trend toward incr d f
Disabilities, and Substance Abuse Services (hereafter 'gning wi € nationaltrend toward increased use o

referred to as NC DMH) is the SSA responsible for admin- f’igx'roﬁlmeirr]ltag:ttr:;?ggsoiog Osluebsttsgcﬁ Cmgll\jls: ig;e\(/;n-
istering the North Carolina Substance Abuse Prevention [“BL h FI)< for P i df,1 hereinaft f u q
and Treatment Block Grant (hereafter referred to &the new “Benchmarks for Preventich (hereinafter referre

. . to as“the benchmarks, [42]. The benchmarksgoal was
block grant). The block grant provides approximately $45 o guide LME-MCOs to work towards using more envir-

million per year for substance misuse prevention, early . .

intervention, treatment, and recovery support, about $9 onmental strategies through t.h € preventlon_ b.|0Ck grant

million of which is specifically allocated to substance mis- funds [42]. The benchmark§ffd|d S0 by spe_C|fy|ng budget

use prevention 5. The agencies that implement the block amounts to be spent on different prevention strategies.

grant in North Carolina are regional Local Management The benchmarks s_et a target of LME-MCOs expending
at least 51% of their allocated block grant funds on com-

Entites/Managed Care Organizations (LME-MCOSs). munitv-based or nd environmental stratedi nd
There are seven LMC-MCOs in NC, with catchment areas unity-based processes and environmental strategies a
no more than 30% of their block grant funds on preven-

ranging from 4 to 26 counties39. LME-MCOs contract tion education. 12% on information dissemination. 4% on
with local prevention agencies, referred to hereafter aslroblemu idelnti;‘icatign ar:d referr:all anlz 3°/Ion Ialtc,srnaotive
“prevention providers, who are the organizations deliver- P ' 0

ing prevention programming across the state activities. The new benchmarks were communicated to
Although each organization is different, LME-MCOs LME-MCOs with a flexible timeline, instructions for how

are usually non-profit agencies that work closely with :? r:nietnthlf rbencrr;mlarki,'vleénsﬂ ggldancre tq Slrjlpp?: (t_th
the state as contractors for grant fulfilment. LME- ansition. -or éxampe, . S Were given a mode

MCOs implement state-level policies, and a typical arrayscOpe of work that the LME-MCOs could use in contract-

of services includes: recruiting and maintaining preven-Ing with prevention providers 40].

tion provider networks, administering block grant fund-

ing, and providing oversight and guidance to their The present study

contracted prevention providers40]. The LME-MCOs In this study, we sought to better understand the state-
have discretion in how these goals are achieved. Folevel shift to emphasizing environmental strategies in
example, each LME-MCO decides whether and how toprevention policy, from the perspective of regional en-
review strategies being implemented by preventiontities directly involved in managing the shift in North

providers and defines whether and what contractual Carolina (Fig. 1). We answer the following research

National Prevention Landscape
(SAMHSA, block grants, SPF, CSAP strategies)

Implementing
State-level Policy shift organizations —
(“New benchmarks”)

LME-MCOs

Prevention providers

The present study examines the shift to new
benchmarks in NC’s prevention system

Fig. 1 Prevention policy to practice: A Conceptual framework for understanding a policy shift in North'€areleation system
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questions: (1) What were LME-MCO staff perceptions perspective as key stakeholders in the block grant pro-
of the shift to new benchmarks (i.e., increased use of engram. Semi-structured interviews were conducted by
vironmental strategies)? (2) What strategies did LME-four members of the research staff. Interviews asked
MCOs use to transition their network to meet the about the participants perceptions of the shift to new

benchmarks? (3) How successful were the LME-MCOsbenchmarks, their interactions with providers in their

in meeting the benchmarks? (4) Were strategiesnetwork, and their general views about substance misuse
employed by LME-MCOs to meet the benchmarks re- prevention. Two members of the research staff were

lated to their success in actually doing so? present at each interview. Five were conducted in per-
son, and one was conducted by phone. All interviews
Methods were recorded and professionally transcribed.

Our research team at the Wake Forest School of Medi-

cine was commissioned to evaluate the prevention com-Part 2. SAMHSA annual reports in fiscal years 2017 and 2018
ponent of the North Carolina block grant by the NC The quantitative data used in this analysis come from
DMH [40, 43, 44]. This paper draws on both qualitative the North Carolina Division of Mental Healtfs Block
and quantitative data collected during the first phase of Grant Compliance Reports from fiscal year (FY) 2017
the evaluation. Mixed methods studies are especiallyand 2018. The reports are submitted by LME-MCOs
useful in the context of translational and systems-and contain data on expenditures and people served by
oriented projects because the two types of data provideCSAP strategy.

complementary perspectives regarding complex system-

level changes 45. We present first-person accounts Analysis

about state-level changes in prevention from key stake-Part 1

holders (i.e., prevention representatives from LME-Interview data were coded using a thematic analysis ap-
MCOs, Part 1) and overlay qualitative findings with proach |7, 48]. We used a realist theoretical framework,
quantitative data describing how successfully the newtreating interviews as direct reflections of participants

benchmarks were met (Part 2). experiences 48]. Aligned with thematic approaches, we
did not use a codebook or calculate inter-coder reliability;
Participants and procedures our analysis was both deductive (themes were informed

We used data from two sources to answer our researchby our specific topics of interest) and inductive (themes
guestions: qualitative data from key informant interviews were informed by the data48]). Two analysts (first and
and quantitative expenditure data from SAMHSA an- second authors) independently familiarized themselves

nual reports from fiscal year (FY) 2017 and 2018. with the data, generated initial codes, searched for themes,
reviewed themes, defined and named themes, and gener-
Part 1. Key informant interview procedures ated a summary report collaboratively and with feedback

We used a purposive sampling strategy, specifically a kefrom the full evaluation team. The final phases (defining
informant technique B6], to obtain qualitative data from themes and generating a report) were focused on the
one or more representatives from each LME-MCO. We themes that arose from the portion of the interview rele-
interviewed the individual orindividuals at each LME-MCO vant to the change to new benchmarks, rather than for all
who were most knowledgeable about the organizatiowork  themes we identified in our data. We then organized the
in substance use prevention. We sent an invitation to eachthemes into three key findings.
LME-MCO SABG Contract Manager {=7), requesting
permission to interview their prevention point of contact and Part 2
identifying other individuals who were knowledgeable aboutTo understand how effective LME-MCOs were in meet-
the prevention component of the SABG. We conducted in- ing the new benchmarks, we conducted a descriptive
terviews as one-on-one conversations with three LME-analysis of funding expenditures data. These data were
MCOs and group interviews with four LME-MCO represen- compiled from reports by NC prevention providers out-
tatives with three other LME-MCOs between February and lining their funding expenditures by CSAP strategy to
March 2019. One LME-MCO chose not to participate in the their LME-MCOs (i.e., NC Substance Abuse Prevention
interviews. In total, we conducted six interviews with 15 and Treatment Block Grant Compliance Reports). These
people, who represented six out of the seven LME-MCOs indata are in the form of dollar amounts spent in each
North Carolina. CSAP strategy in FY 2017 (when the benchmarks were
Those who agreed to participate were contacted viaannounced) and 2018 (when LME-MCOs first started
email to schedule a 60-min interview, to be conductedtransitioning to the benchmarks). We calculated the
either in-person or by phone. The email described the percent of funding spent on each CSAP strategy by
purpose of the LME-MCO interviews to gain their LME-MCO.



Ballardet al. Substance Abuse Treatment, Prevention, and Policy (2021) 16:7 Page 5 of 13

In addition, to further explore the role of LME-MCO Key finding 1: benchmark rollout perceived positively
to support and provide oversight to their providers, we The benchmarksgoal was to guide LME-MCOs to work
conducted an additional analysis examining funding ex-towards using more environmental strategies in preven-
penditures by strategy across groups codediagnsive tion across the state of NC. This confronted LME-
and facilitative oversight. We stratified LME-MCOs into  MCOs with a major change. Though challenges were
two groups based on the level of oversight and guidancedentified, overall, participants from LME-MCOs re-
these organizations supplied to the providers in their ported positive perceptions of how the new benchmarks
network: an intensive oversight group and afacilitative  were rolled out. For example, participants expressed a
oversight group. The intensive oversight group consisted strong sense that the benchmarks and guidelines given
of LME-MCOs that took proactive actions to encourage were clear. Participants also said that they felt equipped
compliance with the benchmarks and to ensure their to meet the policy shifts challenges because the instruc-
providers were performing well. This group used strat- tions were clear (Theme 1). For example, one inter-
egies such as issuing a request for proposals to narrowiewee said:
the scope of prevention providers to those best able to
meet the new benchmarks; using the model scope of
work developed by the NC DMH to provide account-
ability for meeting the benchmarks, and developing an
in-depth provider audit system to increase accountabil-
ity. In general, LME-MCOs in this group had more fre-
qguent or extensive or varied in purpose contact with
their providers. LME-MCOs in thefacilitative oversight
group used only oversight strategies that were required
of them, such as semi-annual compliance reports in
Excel and monthly reports in Ecco (a data collection and
management system). Their contact with providers was Others also expressed that the timeline for meeting
less frequent and extensive, and more collaborative. the new benchmarks was achievable (Theme 2). Partici-
pants discussed how they received warning that a policy
Results shift would be coming well in advance of implementing
Part 1 changes and how they had adequate time to make
We identified ten themes from the interviews that we changes, as opposed to unrealistic expectations for a
then organized into three key findings: 1) the shift to rapid shift to the new funding allocations of the bench-
new benchmarks was viewed as a positive step, overatharks. For example, one participant explained:
(with some challenges highlighted); 2) the LME-MCOs

. It was a September 2016 memo that was the
clearest instruction we have received. I've been
involved in prevention since the early 2000s, and
it was the clearest thing I've ever seen in terms
of how they wanted funding to be distributed.
We pretty much used that as the basis to inform
our RFP process... They had given direction about
the three CORE strategies, and so we included
that in our process...

changed many of their practices as a result of the shift
to new benchmarks; 3) there were mixed perceptions
about the role of LME-MCOs in the system. Tabl&
summarizes the key findings and themes.

Table 1 Summary of key findings and themes

... We were prepared all along...change is coming. If
it didn’t come, it’s soon to come. With that memo,
we were given the opportunity to ask questions before
it [was] shared with our prevention network. I

Key findings Theme

1) Benchmark rollout perceived positively

1) Instructions and guidance about new benchmarks were clear and helpful

2) Timeline to achieve new benchmarks was sufficient

3) Challenge identified: staff capacity and expertise

4) Challenge identified: changes to prior program investments

2) LME-MCOs made tangible changes to meet
benchmarks

6) Variation in guidance/oversight strategies (Intensive strategies and facilitative

5) Increased monitoring and oversight of providers

strategies)

7) Minimal changes in selecting providers and amounts of funding

3) Mixed perceptions of the role of LME-MCOs
within the state prevention system

8) Prevention as a small part of work within the scope of work LME-MCOs do

9) Impressions that managed care system is complex

10) Perceived limitations of changes that LME-MCOs can make




Ballardet al. Substance Abuse Treatment, Prevention, and Policy (2021) 16:7 Page 6 of 13

beyond those required by the state, such as creating
mandates for providers to demonstrate coverage of their
entire service areas and creating more detailed forms
and audit tools compared to the forms required by the
Although the overall shift to new benchmarks was state. Some participants mentioned trying to draw on
experienced positively, participants also mentioneddata sources (such as Ecco data and Substance Abuse
encountering challenges. Some participants noted thatPrevention and Treatment Block Grant reporting) to
the shift to new benchmarks was a major change, whichsupport providers and encourage providers to make
can be challenging and come with frustrations. Specificdata-driven decisions. In one example of an intensive

remember, there were calls. There [were] monthly
point-of-contact calls. We talked about upcoming
changes.

challenges had to do with LME-MCO programmatic oversight process, one participant said:

capacity and preferences (Theme 3). For example, some
LME-MCO staff felt that they lacked personnel with ex-
pertise in environmental strategies and could not change
and adapt quickly to support these new strategies. In
addition to staff capacity, some noted that demands of
transition—which required staff with the skills to investi-
gate environmental strategies and to form new relation-
ships with prevention providers who were implementing
such strategies-were large relative to staffing resources
available (Theme 4). Others mentioned that the new
benchmarks were difficult because they liked school-
based strategies and felt invested in existing programs as
well as existing relationships with providers. For ex-

Right now, we have touch-point calls with our
providers at least quarterly, and some of the ones
who are struggling, much more often than that.
We also are trying to look at the Ecco data, and
when we cannot find what we need in Ecco, we
are reaching out to providers directly to get it. We
do desk reviews of their documentation periodically. A
lot of it is talking and listening to what they are trying
to do. We rely a great deal on the biannual [block
grant]| reporting, because it is the most concrete
sort of numerical data that we can get at this
point. I mean, we try to do our own, but that is

ample, one interviewee explained! think there is some
disappointment because... [prevention providers] used to
be able to do more stuff within the school system that
they can’t do now, had to go straight to community-
based things. I think that’s been disappointing for folks.”
In sum, while making the shift to environmental strat- Other LME-MCOs relied on more supportive and fa-
egies was identified as challenging and came with frus<ilitative oversight processes. For example, having regu-
trations, participants identified specific aspects of thelar meetings with providers to make collaborative
way the shift was handled that made it seem reasonablelecisions about prevention strategies, connecting pro-
and achievable, namely, clear instructions and appropri-viders to resources, and participating in provider-led
ate time and support were provided by the state. events. As one participant describe@We...try to partici-
pate in their events or what have you that they have go-
Key finding 2: LME-MCOs made tangible changes to meet ing on that we feel like we can engage in that would be
benchmarks supportive. Because it opens up that line of communica-
A second key finding was that the six LME-MCOs made tion. It makes it easier.” Another example of facilitative
several important changes in their practices as a resulbversight is that some LME-MCOs made sure providers
of the shift to new benchmarks. We specifically askedknew that they were available and willing to support
how the LME-MCOs structured their funding, oversight, providers as-needed‘Prevention providers have the op-
and guidance to the providers in their network. Almost portunity to invite me, or any other staff; to their meet-
all of the interviewees said they increased LME-MCO ings. Or if they have questions, they send those questions
monitoring and oversight of providers in their network up to me before they meet, to ensure that all the [counties
following the shift to new benchmarks (Theme 5). Im- in their service area] are on the same wavelength”.
portantly, we identified variation in how this guidance In contrast, many participants described an area where
and oversight was provided (Theme 6). Some LME-they did not make changes: in the selection of providers
MCOs implemented an intensive oversight process toto fund and the level at which they were funded (Theme
ensure that their providers met the requirements for 7). Overwhelmingly, participants described being con-
prevention strategies in response to the shift to newstrained in adding new providers to their network and,
benchmarks. Examples of intensive oversight processeis some cases, limited in their ability to drop providers
include rebidding their network (i.e., putting out a re- from their network. Some participants cited their
quest for proposals that required providers to re-apply perceptions that there could be political repercussions to
for funds). Another example is adding requirements dropping existing providers, even though there was no

where we see spread out all in one place the ex-
penditures and the efforts that the providers are
making. We follow up on those with the individ-
ual providers when we see issues.
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formal policy prohibiting them from making changes to
which providers are funded. One participant noted:

We don’t really have the latitude to sanction or any
of that in terms of financial penalties or any of those
sort of things ... Some of that limiting comes more
from a political arena. We started going down the
road in the past. Now, I'm not talking about recent
past as much ... It appears that the state has its
preferred providers and that there is some political
connection related to that.

Thus, taken together, we found that LME-MCOs made
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For others, this was evident in how they described
their role as mostly connecting providers with resources,
such as the Training and Technical Assistance (TTA)
Center. Several participants expressed that they did not
have expertise in prevention, but they could rely upon
guidance and resources provided by the state, including
the TTA Center, guidance documents, and regional
meetings with LME-MCOs and provider agencies. As
one interviewee stated;We're going based on what the
recommendation is from the state.” Another elaborated
on connecting providers with the TTA Center, explain-
ing that:

changes to meet the new benchmarks, especially in over- I feel like the training center has been extremely
sight and guidance, using a variety of strategies for this helpful in informing the providers on some successful

oversight and guidance. There was less change when
came to deciding which providers to fund.

Key finding 3: the role of LME-MCO within the state

prevention system

While we did not explicitly ask LME-MCO participants
about the way prevention is structured in NC, many shared
their views on the topic. We idetified three main ideas: the
small role of prevention within the LME-MCOS5scope of
the work (Theme 8); their impressions of the overall man-

it strategies and helping them develop plans. I mean,
during these trainings I actually sit with them
individually and talk about what their plans are
and how to implement it and everything. I think
that that’s been extremely helpful.

In addition to sharing thoughts on their own role
within the overall managed care system in NC, there
was some sense that the system is overly complicated.
For example, one participant explained,

aged care system (Theme 9), and perceived limitations of

changes that LME-MCOs could make (Theme 10).

Several participants mentioned that prevention is a
relatively small proportion of their overall budget, with
the greatest share of their budget earmarked for

substance abuse treatment. Consequently, some LME-
MCOs staff expressed insufficient staff expertise and

capacity to devote to the prevention portion of their

When I tell people [about the] system of care and
I'm managing block grants and prevention, they're
like, "What?" It's like it doesn't make sense. The
community connection piece of it is what makes
sense to us because we're very connected with our
providers, and very connected with our community
stakeholders. We know where they identify needs.

work. For example, one participant described how she That's how, I think, we got put in the mix, but it
was assigned to her role in prevention as a new staff is definitely a moving target.

with no prevention training. Another interviewee expli-
citly mentioned that LME-MCOs do not receive funding
for managing the prevention portion of the block grant.

A third idea that arose was a sentiment that LME-
MCOs are limited in what they can do. This came up in

Relatedly, participants overwhelmingly described theirthe context of the“needs and gaps analysithat LME-

role in prevention as contract administrators. For some,
this was evident in how they described prevention
providers as experts. One participant explained:

To get back to how they select their prevention model
that they're going to use, they are really good about
... they are the professionals, those folks working in
the communities, they're the prevention professionals.
They really look at what their communities need,
and they make that decision what's going to work
best for their communities and schools and the
populations that they serve. We're more along for
guidance, but they are really great at this. All of
the providers that we work with have been doing
this for a very long time.

MCOs are required to complete annually. Some partici-
pants expressed their perception that the needs and gaps
analysis was informative but didih necessarily lead to
change because they could not use the information given
state-level funding restrictions. For example, when asked
about the extent to which the needs-and-gaps analysis in-
form how they allocate funds to prevention providers, one
interviewee respondedThe block grant funds come down

the state—come from the state with a lot of influence from

the state, so it doesn’t inform us.” Another stated:

In a lot of ways, it really restricts us as to what we
might want to do, but—because of the limited
amount of funding and because those are locked in
in such a way that it’s—we may make reference to
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some of those things within the gap-analysis piece,
but it’s clearly not—I think the block grant— the
funding really drives what our capability is and
what those dollars are.

(2021) 16:7
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process and environmental strategies and 20% of their
funds on prevention education (Fig2). This was a sub-

stantial change in expenditures across LME-MCOs, sug-
gesting that they had pivoted and were meeting the new
benchmarks. In FY 2017, only one of the seven LME-

Another interviewer shared this sentiment and gave aMCOs had met the CORE strategy benchmarks. By FY

specific example.

It currently does not in the arena of prevention.
Ill just give one example. I would definitely see in
this space where we’re talking about substance
abuse in children or teens where there’s probably
good indications that prevention could have been
something we could have targeted if we felt we
had that latitude. We don’t. Several years running...we
continued to have a gap indicator that we were really
missing youth substance use for 13 to 26-year-olds,
their age range. ...Addressing that early enough. Then
when it crossed over into more of a serious issue and/
or abuse or use pattern that could lend itself towards
disorder by the time they got into their mid to late-
20s, we were missing that ... .all of a sudden, we had
disordered people in their mid-20s and older that had

2018, all but one LME-MCO had met the CORE strat-
egies benchmarks.

Success at reaching the benchmark targets across LME-

MCOs and CSAP strategies

In addition, there was considerable variation by LME-
MCO in their shift to meet the new benchmarks, both
in comparison to other LME-MCOs and over time. To
further explore the role of LME-MCO support and over-
sight, we examined benchmark implementation by LME-
MCO oversight style. The graphs below show the shift
to new benchmarks by LME-MCO according to their
level of oversight from our coding intointensive over-
sight (LME-MCOs 1 and 2) andfacilitative oversight
(LME-MCOs 3-6). We found that the two high over-
sight LME-MCOs made the greatest progress in transi-

never tracked earlier..Our gap in needs analysis tioning to the benchmarks.

pointed this out for several years. ..prevention
was certainly one arena, that we had less impact
on—partly because there’s not enough funding to
really do that work in the adequate way it would
need to be done...We have to go where the money
is for solutions. It’s not in prevention.

Community-based processes and environmental
strategies. The new benchmarks set a target of LME-
MCOs’ expending at least 51% of their allocated block
grant funds on community-based processes and environ-
mental strategies. LME-MCO 1 needed a greater degree

- L f change to meet the new benchmark, whereas LME-
Participants also shared their views on the manage

care system and their role within it. They felt they had a CO 2 needed relatively less change to meet new

. . .benchmarks on th r ies. H r, th
facilitative role, in some cases, they perceived that thelrb enchmarks on these two strategies. However, these two

power to implement changes was constrained. OveraIILME_NICOS (the intensive oversight group) reported the

they expressed the sense that they deferred to the pre‘r_nghest proportion of expenditures on community-based

. . . nd environmental str ies in FY 2018 (F8).
vention providers as the true prevention experts, anda d environmental strategies | 018 (F8)
some expressed that they felt the need to provide more

intensive oversight. Prevention education. The new benchmarks also set a

target of LME-MCOSs expending no more than 30% of
Part 2 their block grant funds on prevention education. All
Our second goal was to investigate the extent to which| mME-MCOs met this benchmark in 2018 (Figd); how-
providers met the new benchmarks for prevention strat- eyer, LME-MCO 1 and 2, the intensive oversight LME-
egies and whether oversight and guidance strategieg|COs, were farther from meeting this benchmark in FY

employed by LME-MCOs suggested a shift to environ-2017, and as such, had a greater degree of change to
mental strategies through analysis of expenditures. meet this benchmark.

Success at reaching the benchmark targets

In FY 2017, when the benchmarks were first introduced, Support strategies. The benchmarks set a target of
LME-MCOs expended 42.4% of their block grant funds LME-MCOSs’ expending no more than 19% of their block
on community-based process and environmental strat-grant funds on support strategies. Both LME-MCOs in
egies and 32.8% of their funds on prevention educatiorthe intensive oversight group met this benchmark in
(Fig. 2). However, in FY 2018, LME-MCOs expended 2018, but only one of the four LME-MCOs in thgacili-
63.7% of their block grant funds on community-based tative oversight group did (Fig.5).
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Fig. 2 Percent of block grant Expenditures by CSAP Strategy and Year across NC Prevention System
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Fig. 3 Percent of Expenditures on Community-Based Processes and Environmental Strategies by LME-MCO Agencies by year (2018
benchmark =51% or more spent in this category)

.

J

arget



Ballardet al. Substance Abuse Treatment, Prevention, and Policy (2021) 16:7 Page 10 of 13

100%
80%
60%

40%

- l I l . .
v |

2017 2018 2017 2018 2017 2018 2017 2018 2017 2018 2017 2018

LME-MCO 1 LME-MCO2  LME-MCO 3 LME-MCO 4  LME-MCO 5 LME-MCO 6

Intensive Oversight Facilitative Oversight

Discussion intensive oversight straigies were more fully able to
This study examined how a complex state preventionmeet the benchmarks.

system communicated and responded to a major Several findings deserve highlighting. First, participants
organizational policy change, promoting a shift to en- perceived a largely successful shift to the new benchmarks.
vironmental and community-based prevention strat- Given the magnitude of the shift, it is notable that the par-
egies in North Carolina. We sought the perspectivesticipants we interviewed from the LME-MCOs shared this
of LME-MCO stakeholders as they are responsible forperception. Specifically, the shift appeared to be successful
administering block grants in the NC prevention sys- because of state guidelines that clearly articulated the new
tem. Overall, we found that participants (i.e., LME- requirements and provided concrete guidance to assist
MCO stakeholders) perceived the shift to new bench-LME-MCOs to make this change. This support came
marks positively and uncovered key aspects of thefrom both the state and the TTA center.

transition that made the shift achievable. We also We also found that LME-MCOs made tangible pro-
documented specific changes they made to meet thegress toward meeting the benchmarks, particularly in
new benchmarks and found that those with more the area of providing increased monitoring and oversight

N

Percent of Expenditures on Support Strategiesby LME-MCO
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Fig. 4 Percent of Expenditures on Prevention Education by LME-MCO Agencies by year (2018 target benchmark = 30% or less spent in thjs category)

Fig. 5 Percent of Expenditures on Support Strategies by LME-MCO Agencies by year (2018 target benchmark =19% or more spent in this| category)
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