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PURPOSE OF THE DOCUMENT

This technical assistance document is a case example of a state-level systems change initiative to develop integrated services for individuals with co-occurring psychiatric and substance use disorders (hereinafter termed “co-occurring disorders”) defined as any combination of psychiatric and substance disorder of any level of severity, including both seriously mentally ill (SMI) and non-SMI populations. (“Integrated” service is defined to mean simultaneous attention to both mental health and substance abuse treatment needs in any service setting, appropriate to the mission of that setting and the population served in that setting). The process described was designed and implemented by the State of New Mexico Department of Health/Behavioral Health Services Division within the adult (ages 18 and over) indigent (non-Medicaid) public service system. This case example is presented to help policy makers, systems planners, program managers, and service providers in the behavioral health (defined to include both mental health and substance abuse) field better understand the processes that support the implementation of “no wrong door” access to integrated services utilizing existing funding resources and existing service system structures within a public system of care.

This document is organized into four parts to assist the reader in understanding the processes that have taken place.  PART ONE presents background on New Mexico and its public behavioral health environment.  PART TWO presents the key developments that occurred prior to the conception of the co-occurring disorders system change initiative that formed the framework for change.  PART THREE describes the conceptualization and design and implementation of the change initiative itself.  And, PART FOUR elaborates on future directions and provides a summary statement.

PART ONE:  BACKGROUND

Demographics

New Mexico is a relatively poor state with a population of 1.8 million people and a population density of 15 people per square mile. Eighteen percent of the population is eligible for Medicaid as compared to the national average of 11%. New Mexico has the third highest unemployment rate and is ranked 49th in the nation for per capita income.  Native Americans are represented in the population at a rate 10 times the national average (9.5% of the total population) and Hispanics are represented 2.5 times the national average (42% of the total population).  A significant number of Hispanic/Mexicans comprise a large border population.  Other ethnic and racial groups are represented at rates significantly below the national average.

Overview of the Public Behavioral Health Environment

Public behavioral health care in New Mexico is difficult for consumers, providers, networks, agencies and the public to understand and negotiate.  The “system” is fractionated and severely under-funded, and has suffered through multiple overhauls in attempts to improve quality of care.  

New Mexico has discrete systems of care defined by funding stream and population characteristics.  There are three primary state agencies that orchestrate behavioral health services (that is, mental health and substance abuse services)- in mostly a parallel fashion.  These are:

· Department of Health (DOH)

· Behavioral Health Services Division (DOH/BHSD) is responsible for the adult (18+) and transitional adolescent non-Medicaid public client, including priority populations for mental health treatment (e.g., homeless, impoverished, and SMI) and substance treatment and prevention;

· Administrative Services Division oversees six state-run facilities (State Hospital and Chemical Dependency Units);

· Long Term Services Division serves Medicaid waivered clients with mental retardation and developmental disability;

· Human Services Department/Medical Assistance Division is responsible for fee-for-service Medicaid and Medicaid managed care; and

· Children Youth and Families Department/Prevention and Intervention Division oversee mental health and substance treatment and prevention for up to 21 year olds.

Other New Mexico service systems include the Department of Corrections, Native American programs and the Indian Health Services (funding outside of state control), the Department of Education, Department of Finance and Administration, the University of New Mexico and the Veterans Administration.  

The system in general is substantially under resourced.  Funding for public behavioral health care in the state is estimated to be $100 million dollars.  The primary sources are Medicaid, the federal Substance Abuse Prevention and Treatment Block Grant (SAPTBG), the federal Mental Health Block Grant (MHBG) and state general funds.  Unlike almost every other state, the Medicaid funded system has been defined as separate from the “safety net” service system that is funded through state general funds and through the SAPTBG and the MHBG.  In addition, New Mexico has great barriers to access to Medicaid for indigent and disabled individuals, and the second highest percentage of uninsured in the country.  Consequently, the service system for non-Medicaid public clients administered by DOH/BHSD operates independently of the Medicaid system and the Medicaid managed care initiative in New Mexico, and represents over one-third of the total public funding for behavioral health. 

Epidemiology of Mental Health and Substance Use 

Disorders in New Mexico

Current gaps analysis (Technical Assistance Collaborative, 2002) data indicate that one in every five New Mexicans has a substance use disorders and/or mental health care need.  Drug and alcohol dependence data suggest that 6.5% of the population are substance dependent, compared to 4.8% nationally. This is second highest only to Alaska.  Approximately one in every six individuals has a mental illness or other mental health care need.  Yet, it is estimated that only about 20% of the people that need public behavioral health services are receiving them. Nearly one half of the population in need of public behavioral health services is estimated to have co-occurring disorders.

PART TWO:  FRAMEWORK FOR CHANGE

To understand the processes that have been taking place to improve behavioral health services to New Mexicans, including the co-occurring disorder population, it is essential to recognize that the DOH has acted by design.  Key structural changes in the system were implemented that generated an environment ripe for change.  These structural developments occurred through the efforts of many individuals who had a vision of a system of care and had the commitment and persistence to see the developments through. 

Key developments included:  

· Creation of a Single State Authority for mental health and substance abuse prevention and treatment, and the commensurate enactment of the legislation that gave the Single State Authority the capacity to implement comprehensive behavioral health standards and form a behavioral health system of care; 

· Development of Regional Care Coordination entities (RCCs) as integral intermediaries in the system of care; 

· Identification and integration of core principles and philosophies for the system of care; and  

· Development of a mechanism for best practice implementation as a core function of the DOH/BHSD Medical Director’s Office.  

Creation of a Single State Authority

In 1997, through Executive reorganization, DOH combined the two separate Divisions for mental health and substance abuse treatment to create DOH/BHSD as a Single State Authority for mental health and substance abuse prevention and treatment.  Consolidation created a vehicle for centrally coordinated planning regarding the needs of the most disenfranchised individuals in the behavioral health arena.  Combining the separate Divisions created opportunity for administrative efficiency, as well. The formation of a Single State Authority allowed the development of a coordinated service delivery system, with clear standards and integrated philosophic principles, and with mechanisms for management of funding, programming, and improvement in quality and outcomes. 

The organizational structure of DOH/BHSD is presented in Appendix A.

The Primary Roles of DOH/BHSD Include:

· Public behavioral health care policy development, including the development and promulgation of the Comprehensive Behavioral Health Care Standards (NMAC-7);

· Administration of a community based prevention and treatment service system that serves as a safety net service system for the State;

· Administration of the federal mental health and substance abuse prevention and treatment block grants, as well as state general funds appropriated for the adult non-Medicaid population;

· Data collection and analysis;

· Consumer support and development; and

· Training and technical assistance.

The Role of the Regional Care Coordination Entities

The Regional Care Coordination Plan is the mechanism created by DOH/ BHSD (implemented in 2000) to organize a system of behavioral health care that could accomplish the above goals.  The Plan moved DOH/BHSD from centrally managed contracts with individual providers, to funding services (including those funded both with mental health and substance abuse prevention and treatment block grant dollars) through contracts with three RCCs for five regions.  The RCCs were funded to design and implement regional provider networks that could carry forth the DOH/BHSD mission in terms of principles of care, management of care, and quality improvement and implementation of best practice. The RCCs contracted with providers in the community-based behavioral health system for services, performing the following functions in the management of regional systems of behavioral health care:

· Regional funds managers: to manage DOH/BHSD mental health and substance abuse funding through contracts with service providers

·  Administrative service organizations:  to perform administrative oversight of provider performance, including client registration, contract management, management information system development, and utilization management 

· Clinical care coordinators: to oversee processes of client tracking and interagency care coordination on the regional level to provide clinical oversight and interagency treatment planning for complex clients.

· Quality managers: to implement state sponsored best practice initiatives (such as the Co-occurring Disorder Services Enhancement Initiative) by using formal mechanisms of Continuous Quality Improvement (CQI): organized outcome driven, top-down and bottom-up approaches for implementing practices to improve quality, monitoring the effectiveness of those practices, and continuously modifying implementation strategies to improve outcomes 

Core Principles and Philosophies

Core system philosophies and principles for both mental health and substance treatment developed with stakeholder input during the first years were incorporated into the initial RCC contracts to guide system evolution.  These principles include commitment to: 

· Community-based services; 
·  Positive outcomes for clients; 

· Adoption and dissemination of clinical practice guidelines;

· Individualized care;
· Accessible services;
· Consumer and family engagement, education, and empowerment;
· Cultural sensitivity and competency;
· Services based on principles of recovery; 
· Prioritization of services to transitional (e.g., adolescents “graduating” into the adult system} and high-risk (e.g. homeless mentally ill) populations. 
· Intensity and duration of services consistent with the principle of “least restrictive means ” (that is, the lowest level of care adequate to appropriately meet clinical need) to achieve successful outcomes;
· Prevention of incarceration of individuals with SMI diagnoses whenever possible; and
· Integrated treatment as an expectation for clients with co-occurring disorders, with appropriate coordination within a comprehensive treatment approach.
In addition, DOH/BHSD articulated a commitment to improve services within the context of scarce resources, to build upon existing system strengths, and to emphasize careful strategic planning, system design, and CQI methodologies to make the best use of limited funds. 

Mechanism for Best Practice Implementation 

In order to achieve implementation of its responsibility to improve quality of care in its service delivery system, DOH/BHSD designated the Office of the Medical Director to coordinate the design and development of best practice initiatives. The first system-wide implementation of a best practice initiative was the New Mexico Pharmachotherapy Initiative (NMPI), started in 1999.  The NMPI informed DOH/BHSD that its under resourced system was nonetheless capable of system-wide quality improvement and best practice implementation, and provided experience concerning successful (and less successful) strategies for change that were valuable in the design of the co-occurring disorders systems change initiative.

PART THREE:  CONCEPTUALIZATION AND DESIGN AND IMPLEMENTATION OF THE CO-OCCURRING DISORDERS SERVICES ENHANCEMENT INITIATIVE

Conceptualization and Design  

In the year 2000, integrated treatment for individuals with co-occurring disorders was identified as the next best practice initiative within DOH/BHSD, and the Office of the Medical Director became responsible for the conceptualization, design and implementation of what was called the Co-occurring Disorders Services Enhancement Initiative or CD-SEI. The early design of CD-SEI was based on the principles listed above and the following design objectives: 

· Effect change within the context of existing funds and funding streams, as no new resources are readily available; 

· Implement change throughout the system, as more limited or “pilot” approaches are not sufficient to build significant capacity; 

· Improve core capacity in both systemic and clinical domains; 

· Incorporate sound clinical principles of care; and 

· Design and implement strategically, using CQI methodologies to bring about service enhancements at the system, program, clinical practice, and clinician levels.  

Why Co-occurring Disorders was a Priority

In New Mexico, as in other states, individuals with co-occurring disorders are recognized as a high prevalence, poor outcome, and high cost population, often served in ways that make the most inefficient and ineffective use of scarce resources. The CD-SEI was conceptualized out of a fundamental desire to improve outcomes for these individuals.  The spark for the prioritization of CD-SEI came from two sources: 

1. Recognition of a strong association of co-occurring disorders with mortality in the DOH/BHSD service system.  The DOH Morbidity and Mortality Review Committee, chaired by the DOH Medical Director, performs formal case reviews on all deaths in the DOH/BHSD service system (including death by accident, suicide, homicide, catastrophic illness, or natural cause) to determine case-specific cause of death, and to identify contributory systems issues. In 1999, the Committee (which includes the DOH/BHSD Medical Director) determined that approximately 70% of the deaths were of individuals with mental health and substance abuse issues.  Review of these deaths identified a variety of system issues:

· Under recognition of service need; 

· Lack of access to one or both services; 

· Ineffective engagement and retention in services; 

· Lack of integrated care; 

· Poor care coordination; 

· Inappropriate treatment matching for stage of change or phase of recovery; and 

· Inadequate discharge planning and follow up services. 

These findings prompted broader review of service needs of individuals with co-occurring disorders in the DOH/BHSD system.  This in turn led to the second finding.

2. Dramatic under-recognition and under-reporting of individuals with co-occurring disorders in the DOH/BHSD data system.  State level data only identified 8% of the DOH/BHSD treatment population as having co-occurring disorders, strikingly lower than what would be expected based on national epidemiologic data.

Objective data demonstrating this combination of high death rate and poor access and identification underscored the importance and urgency of developing better services for the population with co-occurring disorders, and provided initial political support for system-wide implementation of a best practice model by means of a CD-SEI.  

Model Selection

The principles noted earlier defined the expectation that the model selected would have to be applicable to the entire system, not just focus on one specific clinical intervention or one new program model.  This was particularly true because of the lack of new resources and the goal of building improved treatment into existing service settings, which were often located in rural areas as “one stop shops” serving the full range of clients with co-occurring disorders.  Review of best practice approaches for systems development for integrated services identified three documents:  CMHS Managed Care Initiative Panel Report:  Co-occurring Psychiatric and Substance Disorders in Managed Care Systems:  Standards of Care, Practice Guidelines, Workforce Competencies and Training Curricula (Minkoff, 1998), the NASMHPD/NASSAD Four Quadrant Consensus Model (1998), and the Comprehensive Continuous Integrated Systems of Care Model or CCISC (Minkoff, 2000), which derives from and incorporates elements of the other two.  Because of the consonance of the CCISC model with overall DOH/BHSD system principles, it was decided that CCISC should form the basis of system design for CD-SEI. The four key characteristics of the CCISC model are:

· System-wide change: The CCISC model builds upon the concept of “dual diagnosis capability” (DDC) introduced by the American Society of Addiction Medicine Patient Placement Criteria PPC-2R (ASAM, 2001) as a core expectation of the design of any
 program in which individuals with co-occurring disorders might appear, and asserts that because individuals with co-occurring disorders are highly prevalent, with poor outcomes and high cost, throughout the service system, the whole system must design all mental health and substance abuse programs to achieve minimal dual diagnosis capability, and design selected dual diagnosis enhanced (DDE)(ASAM, 2001) programming within each category of existing service;

· Existing resources: Dual diagnosis capability can be created most efficiently within the context of existing resources by simply designing all mental health and substance abuse programs to meet the needs of the co-occurring clients who are actually in them, rather than designing them as single disorder programs into which the clients do not “fit”;

· Best Practices: The CCISC model emphasizes that any best practice for either disorder can be applied to individuals with co-occurring disorder, provided there are mechanisms for integrating matched treatments for both disorders at the level of the client in the context of a treatment relationship; and

· Principles:  The CCISC model is “principle driven”, based on eight clinical consensus best practice principles that define individualized treatment matching and system design.  

Further, CCISC has defined a “Twelve Step Program of Implementation” that could be used to guide the CD-SEI. See Appendix B for a model description in more detail.

Strategic Alignment of the System and the Initiative

In conceptualizing CD-SEI as a systems change initiative, efficient use of scarce resources required the alignment of the initiative with existing structures and ongoing DOH/BHSD activities.  In particular this involved the following activities

:

· Emphasizing the consistency of CD-SEI and CCISC principles with DOH/BHSD principles

· Incorporating CD-SEI into the overall DOH Strategic Plan, and all related planning activities;
· Incorporating CD-SEI into the State’s plan for use of the SAPTBG and the MHBG dollars, creating accountability at the federal level to achieve planned outcomes; and
· Incorporating CD-SEI into the RCC contracting process as described below.
· Aligning CD-SEI with existing consumer initiatives for developing Double Trouble in Recovery twelve-step model co-occurring disorder self help meetings throughout the state.
In addition, somewhat fortuitously, the Governor’s Mental Health Planning Council identified co-occurring disorders as a service priority, just as CD-SEI was getting started, providing visible advocacy alignment for the Initiative.
Further, the implementation of the initiative itself had to be designed to fit the culture and needs of a scarce resourced and historically demoralized service system.  This involved the following specific strategies:

· Strength based implementation:  Emphasize the strengths of existing services and build upon those strengths, rather than creating new programs;

· Phased, success oriented implementation: Build system self-efficacy through the creation of attainable goals and objectives, maintaining a big vision for the system, but small steps to achieve the vision.  

· Incorporation, rather than exclusion:  In the first year, collaborative systems (e.g., DOH Facilities and Native American programs) were involved and informed, even though the focus of implementation was primarily on the DOH/BHSD RCC system; 

· Multi-layered implementation:  Involve all levels of the system simultaneously, to ensure a top down AND bottom up process;

· Solution-focused implementation:  Focus first on concrete issues that are immediately recognizable as requiring measurable solutions, namely identification and reporting; access (“no wrong door”), and universal “dual diagnosis capability”, and build change around clients already being served.

· Strategic synergy:  Build CD-SEI into existing initiatives (e.g., rural service delivery, NMPI, etc.) rather than building in isolation;

· Collaboration, not competition: Recognize both mental health and substance providers as valuable participants in the total system design process, each with valuable strengths and opportunities for both teaching and learning;

· “Backfilling and Anchoring”:  Promulgate standards after success is established, rather than use standards as a “stick”. Successful change is rewarded and then sustained by being anchored in the bureaucracy;

· Administrative support for clinical care:  Emphasize creating a rational administrative structure, with clear communication, decision-making processes, and role definitions (see listing of state implementation activities on the next page), that is designed to facilitate good clinical care (rather than forcing clinical services to conform to administrative strictures that create barriers to care); and

· Outcome driven, CQI oriented implementation: Identify measurable outcomes with strategically designed incentives within CQI processes  

In describing the implementation of CD-SEI, specific examples of these strategies will be identified when applicable.

Implementation

Implementation involved interactive strategies at the system level (state and regional), program level, clinical practice, and clinician training level. The most important feature of implementation of the CD-SEI was that it was built into the existing elements of the state infrastructure, as opposed to being constructed as something external to or in addition to existing functions.  No new people or funds were needed to support the implementation of CD-SEI with the exception of hiring a consultant to assist with strategic development and clinical training.

State System  

The roll out of the initiative involved addressing state system infrastructure using the following key steps:

· Disseminating a formal position statement by DOH/BHSD regarding the Initiative;

· Establishing consensus through informal, rather than formal measures, using discussions with RCC leadership to describe the mortality data, lack of access, poor outcomes, and poor identification.  State sponsored trainings of RCC leadership provided an outline of key characteristics of CCISC model, and how it could be accomplished within scarce resources;

· Emphasizing “no new dollars” except for training and technical assistance;

· Incorporating expectations related to the initiative into the RCC contract, with funding incentives. The RCC contracts were designed with a 3% withhold for quality, to be redistributed in full, based on achievement of contractual quality requirements; CD-SEI was a key component of these requirements;

· Upgrading the management information system to accommodate co-occurring disorder relevant information and codes during the general overhaul of the data system using InfoMC™;

· Establishing the Office of the Medical Director as the leadership focus for CD-SEI, with funding for a national expert consultant (Minkoff) and for provision of clinical training, regional consultation, and program technical assistance; 

· Committing to remove State administrative barriers to the success of the Initiative.  For example, SAPTBG and MHBG grant reporting requirements were transmitted to the RCCs that permitted use of each block grant to address the needs of individuals with co-occurring disorders as long as each block grant funding stream could be identified as being used for its federally required purpose.  Encouragement was given to the field that universal activities such as integrated screening, assessment, treatment planning, discharge planning and care coordination were expected to be delivered under both the MHBG and the SAPTBG, based on the SAMHSA position statement for co-occurring disorders.  Delivery of modality-specific mental health or substance treatment was to be funded by the specific block grant identified for that service or through the appropriate state general fund.  This set of instructions allowed the system to move toward integrated services while maintaining its traditional funding streams with little or no disruption.

· Conceptualizing co-occurring disorders to facilitate early identification.  The definition of co-occurring disorders for client registration included not only any combination of diagnosed psychiatric and substance disorder at any level of severity, but also included the capacity to identify individuals with co-occurring symptomatology before a diagnosis could be officially established.

Regional System 

The RCCs were the main locus for actual implementation of change using CQI processes, and were expected, by contract, to carry out CD-SEI requirements at each level of their systems (regional system, program, clinical practice, and clinician training).

RCC contract requirements included the following: 

· Commitment to the general goal of designing a regional system in accordance with CCISC principles, and moving all programs toward “no wrong door”: that is, each program in the system is responsible to provide welcoming access to individuals with co-occurring disorders, to implement universal integrated screening to identify and report the prevalence of individuals with co-occurring disorders served, and to organize services in accordance with dual diagnosis capability standards;

· Utilization of regional CQI processes to support the Initiative;

· Commitment to identify and support one or more “model programs” within each region;

· Commitment to identify and support at least two regional trainers, with specific linkage to and empowerment by the RCC;

· Expectation in the first year of increasing measurable data capture at client registration to 20% (from 8%) of clients identified as having co-occurring disorder and reported as such to the state;

· Commitment to remove access barriers, and move toward universal screening expectations to facilitate identification and reporting; and

· Willingness to participate in regional technical assistance and planning activities with the State CD-SEI team.

The expectation of 20% registration, estimated to be less than half of the true prevalence, is an example of an “attainable” step to promote a sense of accomplishment, and required assistance from the State in reworking its own data capture and reporting mechanisms.  The use of financial incentives tied to this measure (with the 3% withhold) is part of the strategic leverage that pushed the system to new behavior.  The RCCs actually found that achieving the 20% target was difficult, and challenged the previous approach to identification of the service population.  This illustrated that one small step, if properly designed, could have significant system impact, and in turn would lead to attention to multiple other issues (e.g., screening, assessment, licensure, etc.)  By the second year of the initiative, the target had increased (to 25%), and the RCCs were demonstrating more success in achieving this measure and many individual providers far exceeding this target.

The RCCs were encouraged, through technical assistance, to build “bottom up” on the work of the model programs and the regional trainers. By year two, expectations were built into more routine processes in the regional QI plan for ALL programs with regard to dual diagnosis competency and implementation of clinical practice standards related to (at minimum) universal screening for co-occurring disorders.  In addition, training activities and competency assessment were beginning to spread, with RCC support, outside of model programs into contracted programs throughout the region.

Programs
Within each region, and within collaborative systems (e.g., DOH Facilities and Native American programs), model programs were identified to take the lead in attempting to implement dual diagnosis capability, and to receive (as an incentive) intensive training and technical assistance.  The “model program” concept was NOT to create specially funded demonstration programs; the model programs were existing programs within the system with various levels of existing capability regarding co-occurring disorders that shared a willingness to be innovative in the development of best practices for this population.  The programs were quite diverse: a community hospital with both a psychiatry unit and an addiction unit; three rural community mental health clinics, an addiction agency (newly mental health licensed) with a methadone program and residential services; a psychosocial rehabilitation program newly merged with an addiction outpatient clinic, an addiction residential treatment facility, a mental health residential and psychosocial rehabilitation continuum (with a newly developed abstinence expected dual diagnosis residence), and Native American residential and outpatient treatment programs.  The programs were intended to be models for their peers regarding how dual diagnosis capability could be achieved, and to provide information to the RCCs and the State regarding barriers that had to be overcome to promote implementation.  Each model program had a trainer, and each program was visited by the CD-SEI team at six month intervals for technical assistance and staff training.

A “dual diagnosis capability” program audit and self survey tool, the COMPASS™ (Minkoff & Cline, 2001), was used to help the model programs identify specific changes to be implemented within their own infrastructure and current resources (e.g., welcoming mission statement and orientation materials; screening tools and policies for assessment; treatment planning protocols; competencies in human resource policies).  The results of the self survey were used to help the programs develop specific action plans for measurable small steps for change, looking at system level changes in the program, changes in program design, clinical practice, and specific clinician competencies and training.  For example, all of the programs had to identify very specific activities to improve their recognition and reporting of individuals with co-occurring disorders, which involved looking at access barriers, MIS requirements, QI plans and audit tools, screening and assessment tools and processes, and clinician job requirements and credentialing. Over time, action planning activities using the COMPASS™ have become an RCC expectation for all contracted programs.

Because this was truly a ‘bottom up” process, the CD-SEI team made great effort to respond to program level concerns. This included clarification of the definition of “universal integrated screening” as a documented activity in the State service code system, and working to clarifying the scope of practice for single licensed clinicians regarding work with co-occurring disorders as described below.

Clinical Practice  

The ultimate goal of CD-SEI was to begin to build integrated evidence based practice for psychiatric and substance disorders into the routine service delivery activities of the existing service system.  Strategically, this involved five levels of activity:

· Developing draft service planning guidelines for co-occurring disorders based on national clinical consensus best practice standards (adapted from Minkoff, 1998) and circulating this document to the RCCs, model programs, and trainers to provide both education regarding the direction of the system, and to obtain feedback regarding the potential incorporation of these guidelines into standards; 

· Establishing the principle that existing programs and interventions in both the mental health system and the substance abuse system are valuable and appropriate, provided that they are designed to appropriately accommodate individuals with co- occurring disorders;

· Focusing on the specific clinical practice of screening and identification of co-occurring disorders at all system access points, and on developing a clinically driven assessment process, the Integrated Longitudinal Strength-Based Assessment.  N.B. Historic system disincentives for identification at the clinical level were reversed by the financial incentives given to the RCCs;

· Developing language for interpretive guidelines on the acceptable scope of practice for single licensed clinicians regarding co-occurring disorders, as a description of a baseline standard for “integrated treatment relationships.” (See Appendix C for an example of language for Licensed Alcohol and Drug Abuse Counselors.)

· Disseminating national clinical consensus best practice guidelines for psychopharmacology for individuals with co-occurring disorders, training the master trainers in the utilization of these guidelines in the model programs, and maintaining linkage between the CD-SEI initiative and the New Mexico Pharmacotherapy Initiative (NMPI) for implementing the Texas Medication Algorithm Project in New Mexico for individuals with schizophrenia (including those with co-occurring substance use disorders).

The latter two activities involved important strategic decisions by the CD-SEI team.  First, in the context of providing administrative support for clinical care, there was no effort to establish one required screening tool; rather, the screening process was defined and a range of tools offered, with programs encouraged to develop a screening process that made the most clinical sense for their settings.  Second, a major barrier to integrated treatment identified by programs and clinicians was that licensure boards had indicated that the only acceptable activity for single licensed clinicians regarding individuals with co-occurring disorders was to “screen and refer”. The CD-SEI team, in collaboration with one RCC, convened clinicians to propose an alternative (described in Appendix C), and then facilitated a legislative process that have brought DOH/BHSD and the licensure board together to develop scopes of practice through interpretive guideline.  This is an ongoing effort.

Clinician Training  

A key element of the CD-SEI initiative has been the “Train the Trainer Initiative”, involving approximately 15 trainers statewide, both clinicians (clinical supervisors and program directors) and RCC administrative and quality improvement staff. The Train-the-Trainer initiative was designed to create a cadre of individuals who would be present in an ongoing way at the front lines to translate the Initiative at the level of clinical care, and to provide feedback from clinicians regarding key barriers.  The components of the Train-the-Trainer initiative were as follows:

· One to two day training meetings with CD-SEI team every four to six months;

· Linkage of trainers with both RCC action planning and model program action planning, to connect training to implementation of actual clinical practice;

· Development of a train-the-trainer curriculum based on the CCISC principles, with access to resources, and clinical case material;

· Training focused on the role of the trainer in the Initiative, and learning to use the principles to solve problems, rather than just on imparting information;

· Training activities tied to system change priorities, with focus on access, screening, and assessment;

· Development of e-mail linkage between trainers, to encourage mutual support as peers;

· Enhancement of trainer identity and team “spirit” by funding one annual out of state training as a group;

· Comprehensive training content that included: principles, CCISC model, screening and assessment (Integrated Longitudinal Strength-based Assessment), assessment of dangerousness and level of care, treatment planning, treatment matching, motivational enhancement and skill building; psychopharmacology, and contingency management;

· Use of a clinician competency (attitudes and values, as well as knowledge and skill) self-assessment tool, the CODECAT™ (Minkoff & Cline, 2001), for basic expected competency based on the CCISC principles, and incorporation of that tool into program and regional training expectations; and

· Expectation that trainers would organize trainings in their own sites, and throughout their regions, using materials provided.
The most important strategic principle is: “Don’t train in a vacuum.” The trainers’ linkage to the whole system change is designed to insure that clinicians being trained are faced with new expectations (e.g., screening) prior to training, to create both an incentive to learn, and a context in which to use what is being taught. 

Fidelity, Evaluation, and Outcomes
Fidelity, outcomes measurement and evaluation are dynamic processes that should motivate a system to change, not just characterize the change.  Each should be measurable, reasonable and relevant. As was noted above, a major goal of CD-SEI was to address systemic barriers to care for individuals with co-occurring disorders that were resulting in the following poor outcomes:

· Disproportionately high mortality rates for individuals with co-occurring disorders compared to other public behavioral health system clients;

· Consistently low identification and accurate reporting of individuals with co-occurring disorders, resulting in inaccurate treatment and poor clinical results; and

· Evidence of poor access to care for individuals with co-occurring disorders, in that case reviews of individuals who died indicated recent unsuccessful attempts to enter treatment, and inaccurate diagnostic information in their clinical records.

These poor clinical outcomes were identified as related to systemic barriers to care.  Addressing these barriers was a major goal of CD-SEI, with the expectation that achievement of improved systemic outcomes would result in enhanced clinical results. Specific CD-SEI approaches included:

· Use of a combination of formal MIS data capture, regional reporting, audit and survey tools (e.g. consumer-delivered satisfaction surveys which specifically identify co- occurring clients as a sub-population);

· Introduction of the CO-FIT 100™ (Minkoff & Cline, 2002) as a tool to measure system level implementation and fidelity to the CCISC model over an extended period of time;

· Development of outcome and evaluation processes that recognize and record incremental change;

· Flexible outcome measurement with the capacity to address developmentally appropriate stage of change in each region and reward improvement accordingly, as an important feature of a strengths-based approach to systems change;

· Linkage of outcome measures to CQI initiatives and other major pieces of systems development; and

· Evaluation linked to outcome objectives incorporated in the state plan for utilization of Federal mental health and substance abuse block grant funds.

CD-SEI divides outcomes into two broad categories—systemic and client-specific.  Some examples of systemic outcomes are:

· Formal introduction and use of specific system development audit tools (CO-FIT 100™ and COMPASS™);

· Creation of a functional Train-the-Trainer mechanism with standardized training curricula;

· Establishment of interagency venues in all regions for difficult case reviews and system development issues;

· Capture of new dollars into the system through co-occurring disorder specific grants (e.g., the TOTAH grant secured by one of the RCCs to develop co-occurring services for Native Americans) and legislative appropriation last year.  

· Creation of an Addiction Psychiatry Rural Network to serve rural and underserved areas through consultation and telemedicine in collaboration with the University of New Mexico Department of Psychiatry; 

· Establishment of action plans for each RCC based on CQI objectives; and

· Agreement between DOH/BHSD and the licensing boards to define and upgrade the scope of practice for singly licensed clinicians.

Examples of client specific outcomes include:

· Preliminary mortality data that indicates both improved recognition of co-occurring disorder and decreased mortality rate for the DOH/BHSD service population from nearly 0.3% to under 0.2%, even as the service population increased in size;

· Tripling the identification and data capture for clients with co-occurring disorders in two years;

· Consumer satisfaction survey showing generally improved satisfaction with the system of care. Data were collected for clients who self-identified as having co-occurring disorders during the previous fiscal year.
PART FOUR:  FUTURE DIRECTION AND SUMMARY STATEMENT

Future Directions

The future direction of CD-SEI will focus on the following areas to expand the depth and breadth of the Initiative:

· Incorporation of other behavioral health care systems in New Mexico into a multi-agency effort to look at cross system integration and decrease system fragmentation, by the development of a multi-agency caucus that has written a position statement for the governor built upon the success of CD-SEI;

· Interagency technical assistance and technology transfer to extend the Initiative into collaborative service systems, particularly the Medicaid system, Native American programming and the Department of Corrections, all of which are entering into initial interactions with DOH/BHSD this year to receive technical assistance regarding the promotion of dual diagnosis capability; 

·  “Backfilling and Anchoring” into the system through continued work on standards, licensing, practice guideline development and contracts;

· Further development of maintenance functions such as support for MIS upgrades, training and technical assistance, ongoing CQI and utilization of outcome and evaluation measures, including statewide monitoring of identification of co-occurring disorder prevalence in the service population, consumer satisfaction data generated by co-occurring disordered consumers, CO-FIT scores, and mortality data, as well as individualized regional monitoring by RCCs utilizing COMPASS and CODECAT scores and other region-specific quality indicators. 

· Development of clinical best practice modalities such as trauma spectrum care, and Assertive Community Treatment and Intensive Case Management for SMI clients.

· Further connection with other system best practice initiatives, such as NMPI;

· Enhancement of synergy between CD-SEI and existing system resources such as the universities, the Pacific Southwest Addiction Technology Transfer Center, and the Governor’s Mental Health Planning Council;

· Broadening prevention activities in treatment settings to address specific risks for individuals and families;

· Development of protocol for public health and primary care setting for screening and identification, as well as brief intervention and engagement approaches;

· Augmentation of consumer and family participation, including continued expansion of Double Trouble in Recovery and peer counseling;

· Initial exploration of development of sober housing resources using variations of the Oxford House model for group independent sober living, adapted for individuals with co-occurring disorders; and

· Advocacy and development of resources for providers and clients.

In addition, DOH/BHSD would like to learn from other state systems of care and share its experience implementing CD-SEI with service systems and policy makers throughout the nation, through participation in a broad national dialogue to develop systems change strategies for improving services to the co-occurring disorder population. 

Summary Statement

This technical assistance report has described the design and implementation, at the state level, of a systems change initiative for improving services for individuals with co-occurring disorders.  One of the most important characteristics of this initiative is that it is organized on the premise that improving care for individuals with co-occurring psychiatric and substance use disorders must be viewed as a systems issue first.  Without clear leadership at the state level to provide organized infrastructure and processes in the context of delineated goals for improvement of the system as a whole, people will fall through cracks in the system and providers will continue to fight an uphill battle as they struggle to implement best practice clinical care.  Current federal funding structures do not to prevent progress from occurring nor do they make change easy.  Solving problems in complex systems begins with leadership and direction, followed by authority and capacity to make changes within the context of an organized process, and constant top-down bottom-up evaluation and adjustment based on the strengths and culture of the system.  The solutions require not just broad strategic planning, but careful attention to details at all levels--system, program, clinical practice and clinician.  The details must focus on resolving very practical problems for agencies, programs, and the people who provide and receive care.  Our goal in this report is to illustrate the capacity of State authorities, working in concert with their funders, to assume the responsibility for developing these solutions, and to successfully begin the process of implementation of best practice for individuals with co-occurring disorders, even in a system with scarce resources and no additional funding.

DOH/BHSD wishes to thank SAMHSA for its direction, support and flexibility, all of which contributed to successful implementation of the CD-SEI over the past two years.
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COMPREHENSIVE, CONTINUOUS, INTEGRATED SYSTEM OF CARE 

MODEL DESCRIPTION

By Kenneth Minkoff, MD

The Four Basic Characteristics of the Comprehensive, Continuous, Integrated System of Care Model 

The Comprehensive, Continuous, Integrated System of Care (CCISC) model for organizing services for individuals with co-occurring psychiatric and substance disorders (ICOPSD) is designed to improve treatment capacity for these individuals in systems of any size and complexity, ranging from entire states, to regions or counties, networks of agencies, individual complex agencies, or even programs within agencies.  The model has the following four basic characteristics:

1. System Level Change:  The CCISC model is designed for implementation throughout an entire system of care, not just for implementation of individual program or training initiatives.  All programs are designed to become dual diagnosis capable (or enhanced) programs, generally within the context of existing resources, with a specific assignment to provide services to a particular cohort of individuals with co-occurring disorders.  Implementation of the model integrates the use of system change technology with clinical practice technology at the system level, program level, clinical practice level, and clinician competency level to create comprehensive system change.

2. Efficient Use of Existing Resources:  The CCISC model is designed for implementation within the context of current service resources, however scarce, and emphasizes strategies to improve services to ICOPSD within the context of each funding stream, program contract, or service code, rather than requiring blending or braiding of funding streams or duplication of services.  It provides a template for planning how to obtain and utilize additional resources should they become available, but does not require additional resources, other than resources for planning, technical assistance, and training.

3. Incorporation of Best Practices:  The CCISC model is recognized by SAMHSA as a best practice for systems implementation for treatment of ICOPSD.  An important aspect of CCISC implementation is the incorporation of evidence based and clinical consensus based best practices for the treatment of all types of ICOPSD throughout the service system.

4. Integrated Treatment Philosophy:  The CCISC model is based on implementation of principles of successful treatment intervention that are derived from available research and incorporated into an integrated treatment philosophy that utilizes a common language that makes sense from the perspective of both mental health and substance disorder providers.  This model can be used to develop a protocol for individualized treatment matching, that in turn permits matching of particular cohorts of individuals to the comprehensive array of dual diagnosis capable services within the system.

The Eight Principles of Treatment for the CCISC

The eight research-derived and consensus-derived principles that guide the implementation of the CCISC are as follows:

1. Dual diagnosis is an expectation, not an exception:  Epidemiologic data defining the high prevalence of co-morbidity, along with clinical outcome data associating ICOPSD with poor outcomes and high costs in multiple systems, imply that the whole system, at every level, must be designed to use all of its resources in accordance with this expectation.  This implies the need for an integrated system planning process, in which each funding stream, each program, all clinical practices, and all clinician competencies are designed proactively to address the individuals with co-occurring disorders who present in each component of the system already.

2. All ICOPSD are not the same; the national consensus four quadrant model for categorizing co-occurring disorders (NASMHPD, 1998) can be used as a guide for service planning on the system level.  In this model, ICOPSD can be divided according to high and low severity for each disorder, into high-high (Quadrant IV), low MH – high CD (Quadrant III), high MH – low CD (Quadrant II), and low-low (Quadrant I).  High MH individuals usually have SPMI and require continuing integrated care in the MH system.  High CD individuals are appropriate for receiving episodes of addiction treatment in the CD system, with varying degrees of integration of mental health capability.

3. Empathic, hopeful, integrated treatment relationships are one of the most important contributors to treatment success in any setting; provision of continuous integrated treatment relationships is an evidence based best practice for individuals with the most severe combinations of psychiatric and substance difficulties.  The system needs to prioritize a) the development of clear guidelines for how clinicians in any service setting can provide integrated treatment in the context of an appropriate scope of practice, and b) access to continuous integrated treatment of appropriate intensity and capability for individuals with the most complex difficulties.

4. Case management and care must be balanced with empathic detachment, expectation, contracting, consequences, and contingent learning for each client, and in each service setting.  Each individual client may require a different balance (based on level of functioning, available supports, external contingencies, etc.); and in a comprehensive service system, different programs are designed to provide this balance in different ways.  Individuals who require high degrees of support or supervision can utilize contingency based learning strategies involving a variety of community-based reinforcers to make incremental progress within the context of continuing treatment.

5. When psychiatric and substance disorders coexist, both disorders should be considered primary, and integrated dual (or multiple) primary diagnosis-specific treatment is recommended.  The system needs to develop a variety of administrative, financial, and clinical structures to reinforce this clinical principle, and to develop specific practice guidelines emphasizing how to integrate diagnosis-specific best practice treatments for multiple disorders for clinically appropriate clients within each service setting 

6. Both mental illness and addiction can be treated within the philosophical framework of a “disease and recovery model” (Minkoff, 1989) with parallel phases of recovery (acute stabilization, motivational enhancement, active treatment, relapse prevention, and rehabilitation/recovery), in which interventions are not only diagnosis-specific, but also specific to phase of recovery and stage of change.  Literature in both the addiction field and the mental health field has emphasized the concept of stages of change or stages of treatment, and demonstrated the value of stage-wise treatment (Drake et al, 2001.)

7. There is no single correct intervention for ICOPSD; for each individual interventions must be individualized according to quadrant, diagnoses, level of functioning, external constraints or supports, phase of recovery/stage of change, and (in a managed care system) multidimensional assessment of level of care requirements.  This principle forms the basis for developing clinical practice guidelines for assessment and treatment matching.  It also forms the basis for designing the template of the CCISC, in which each program is a dual diagnosis program, but all programs are not the same.  Each program in the system is assigned a “job”: to work with a particular cohort of ICOPSD, providing continuity or episode interventions, at a particular level of care.  Consequently, all programs become mobilized to develop cohort specific dual diagnosis services, thereby mobilizing treatment resources throughout the entire system.

8. Clinical outcomes for ICOPSD must also be individualized, based on similar parameters for individualizing treatment interventions.  Abstinence and full mental illness recovery are usually long term goals, but short term clinical outcomes must be individualized, and may include reduction in symptoms or use of substances, increases in level of functioning, increases in disease management skills, movement through stages of change, reduction in “harm” (internal or external), reduction in service utilization, or movement to a lower level of care.  Systems need to develop clinical practice parameters for treatment planning and outcome tracking that legitimize this variety of outcome measures to reinforce incremental treatment progress and promote the experience of treatment success.

Twelve Steps for CCISC Implementation

1. Integrated system planning process: Implementation of the CCISC requires a system wide integrated strategic planning process that can address the need to create change at every level of the system, ranging from system philosophy, regulations, and funding, to program standards and design, to clinical practice and treatment interventions, to clinician competencies and training.  The integrated system planning process must be empowered within the structure of the system, include all key funders, providers, and consumer/family stakeholders, have the authority to oversee continuing implementation of the other elements of the CCISC, utilize a structured process of system change (e.g., continuous quality improvement), and define measurable system outcomes for the CCISC in accordance with the elements listed herein.  It is necessary to include consumer and family driven outcomes that measure satisfaction with the ability of the system to be welcoming, accessible and culturally competent, as well as integrated, continuous, and comprehensive, from the perspective of ICOPSD and their families. 

2. Formal consensus on CCISC model:  The system must develop a clear mechanism for articulating the CCISC model, including the principles of treatment and the goals of implementation, developing a formal process for obtaining consensus from all stakeholders, identifying barriers to implementation and an implementation plan, and disseminating this consensus to all providers and consumers within the system.

3. Formal consensus on funding the CCISC model:  CCISC implementation involves a formal commitment that each funder will promote integrated treatment within the full range of services provided through its own funding stream, whether by contract or by billable service code, in accordance with the principles described in the model, and in accordance with the specific tools and standards described below.  Blending or braiding funding streams to create innovative programs or interventions may also occur as a consequence of integrated systems planning, but this alone does not constitute fidelity to the model.

4. Identification of priority populations, and locus of responsibility for each:  Using the national consensus four quadrant model, the system must develop a written plan for identifying priority populations within each quadrant, and locus of responsibility within the service system for welcoming access, assessment, stabilization, and integrated continuing care.  Commonly, individuals in quadrant I are seen in outpatient and primary care settings, individuals in quadrant II and some in quadrant IV are followed within the mental health service system, individuals in quadrant III are engaged in both systems but served primarily in the substance system.  Each system will usually have priority populations (commonly in quadrant IV) with no system or provider clearly responsible for engagement and/or treatment; the integrated system planning process needs to create a plan for how to address the needs of these populations, even though that plan may not be able to be immediately implemented. 

5. Development and implementation of program standards:  A crucial element of the CCISC model is the expectation that all programs in the service system must meet basic standards for Dual Diagnosis Capability, whether in the mental health system (DDC-MH) or the addiction system (DDC-CD).  In addition, within each system of care, for each program category or level of care, there need to written standards for Dual Diagnosis Enhanced programs (DDE).  There needs to be consensus that these standards will be developed, and that, over time, they will be built into funding and licensing expectations (see items 2 and 3 above), as well as a plan for stage-wise implementation.  Program competency assessment tools (e.g., COMPASS (Minkoff & Cline, 2001)) can be helpful in both development and implementation of DDC standards.

6. Structures for intersystem and interprogram care coordination:  CCISC implementation involves creating routine structures and mechanisms for addiction programs and providers and mental health programs and providers, as well as representatives from other systems that may participate in this initiative (e.g., corrections) to participate in shared clinical planning for complex cases whose needs cross traditional system boundaries.  Ideally, these meetings should have both administrative and clinical leadership, and should be designed not just to solve particular clinical problems, but also to foster a larger sense of shared clinical responsibility throughout the service system.   A corollary of this process may include the development of specific policies and procedures formally defining the mechanisms by which mental health and addiction providers support one another and participate in collaborative treatment planning.

7. Development and implementation of practice guidelines: CCISC implementation requires system wide transformation of clinical practice in accordance with the principles of the model.  This can be realized through dissemination of clinical consensus best practice service planning guidelines that address assessment, treatment intervention, rehabilitation, program matching, psychopharmacology, and outcome.  Obtaining input from, and building consensus with clinicians prior to final dissemination is highly recommended.  Existing documents (Minkoff, 1998;  State of Arizona, 2001) are available to facilitate this process.  Practice guideline implementation must be supported by regulatory changes (both to promote adherence to the guidelines and to eliminate regulatory barriers) and by clinical auditing procedures to monitor compliance.  Specific guidelines to facilitate access and identification and to promote integrated continuous treatment are a particular priority for implementation, (See items 8 and 9).

8. Facilitation of identification, welcoming, and accessibility:  This requires several specific steps: 1. modification of MIS capability to facilitate and incentivize identification, reporting, and tracking of ICOPSD.  2. development of “no wrong door” policies and procedures that mandate a welcoming approach to ICOPSD in all system programs, eliminate arbitrary barriers to initial evaluation and engagement, and specify mechanisms for helping each client (regardless of presentation and motivation) to get connected to a suitable program as quickly as possible.  3.  Establishing policies and procedures for universal screening for co-occurring disorders at initial contact throughout the system.

9. Implementation of continuous integrated treatment:  Integrated treatment relationships are a vital component of the CCISC.  Implementation requires developing the expectation that primary clinicians in every treatment setting are responsible for developing and implementing an integrated treatment plan in which the client is assisted to follow diagnosis specific and stage specific recommendations for each disorder simultaneously.  This expectation must be supported by clear definition of the expected “scope of practice” for singly licensed clinicians regarding co-occurring disorder, and incorporated into standards of practice for reimbursable clinical interventions – in both mental health and substance settings – for individuals who have co-occurring disorders.

10. Development of basic dual diagnosis capable competencies for all clinicians:  Creating the expectation of universal competency, including attitudes and values, as well as knowledge and skill, is a significant characteristic of the CCISC model.  Available competency lists for co-occurring disorders can be used as a reference for beginning a process of consensus building regarding the competencies.  Mechanisms must be developed to establish the competencies in existing human resource policies and job descriptions, to incorporate them into personnel evaluation, credentialing, and licensure, and to measure or monitor clinician attainment of competency.  Competency assessment tools (e.g., CODECAT, Minkoff & Cline, 2001) can be utilized to facilitate this process.

11. Implementation of a system wide training plan:  In the CCISC model, training must be ongoing, and tied to expectable competencies in the context of actual job performance.  This requires an organized training plan to bring training and supervision to clinicians on site.  The most common components of such training plans involve curriculum development and dissemination, mechanism for training and deploying trainers, career ladders for advanced certification, and opportunities for experiential learning.  Train-the-trainer curricula have been developed, or are being developed, in a variety of states, including Connecticut, New York, New Mexico, and Arizona.

12. Development of a plan for a comprehensive program array:  The CCISC model requires development of a plan in which each existing program is assigned a specific role or area of competency with regard to provision of Dual Diagnosis Capable or Dual Diagnosis Enhanced service for people with co-occurring disorders, primarily within the context of available resources.  This plan should also identify system gaps that require longer range planning and/or additional resources to address, and identify strategies for filling those gaps.  Four important areas that must be addressed in each CCISC are:

a. Evidence based best practice:  There needs to be a specific plan for initiating at least one Continuous Treatment Team (or similar service) for the most seriously impaired individuals with serious and persistent mental illness (SPMI)- and substance disorder.  This can occur by building dual diagnosis enhancement into an existing intensive case management team.

b. Peer dual recovery supports:  The system must identify at least one dual recovery self-help program (e.g., Dual Recovery Anonymous (Hamilton & Samples, 1995), Double Trouble in Recovery (Vogel, 1999)) and establish a plan to facilitate the creation of these groups throughout the system.

c. Residential supports and services: The system should begin to plan for a comprehensive range of programs that addresses a variety of residential needs, building initially upon the availability of existing resources through redesigning those services to be more explicitly focused on ICOPSD.  This range of programs should include:

1. DDC/DDE addiction residential treatment (e.g., modified therapeutic community programs).

2. Abstinence-mandated (dry) supported housing for individuals with psychiatric disabilities.

3. Abstinence-encouraged (damp) supported housing for individuals with psychiatric disabilities

4. Consumer – choice (wet) supported housing for individuals with psychiatric disabilities at risk of homelessness  

d. Continuum of levels of care:  All categories of service for ICOPSD should be available in a range of levels of care, including outpatient services of various levels of intensity; intensive outpatient or day treatment, residential treatment, and hospitalization.

CCISC implementation requires a plan that includes attention to each of these areas in a comprehensive service array. 
APPENDIX C

Language for Interpretive Guidelines on the Appropriate Scope of Practice for Licensed Alcohol and Drug Abuse Counselors

As it is the expectation and finding that individuals seeking and receiving services in the public behavioral health care systems have a high likelihood of having co-occurring mental illnesses and substance use disorders, it is prudent that all licensed counselors have a clear understanding of the appropriate scope of practice when providing care to behavioral health clients/consumers. This scope of practice is not intended to be all-inclusive, but rather to include specific practices that augment the current scopes of practice. 

Licensed counselors should routinely:

1. Support a welcoming, empathic, and hopeful philosophy of dual recovery 

2. Screen for possible co-occurring disorders (as distinguished from assess, diagnose, or treat mental disorders)

3. Assess acute mental health risk, including harm to self or others, and arrange appropriate intervention

4. Refer for mental health assessment or obtain existing recent assessment information

5. Be aware of existing mental health diagnoses and mental health treatment recommendations

6. Support mental illness medication compliance and treatment adherence

7. Identify and document stage of change in both areas of dual recovery

8. For clients who are not motivated to change, engage the client in individual, group and/or system (e.g. family, court) strategies for motivational enhancement

9. For clients who are motivated to change, review their activities to reduce use and provide information and support for relapse prevention 

10. Help clients identify feelings and mental health symptoms and work to manage these without using problem substances

11. Help clients advocate/educate with mental health providers regarding managing mental illness in the context of substance abuse disorders or substance dependence

12. Help clients advocate/educate with mental health providers regarding his/her abuse or addictions and recommended treatments

13. Communicate and collaborate with mental health providers

14. Promote access to dual recovery meetings

15. Educate clients regarding how to attend and participate in recovery meetings (e.g. 12-Step, Double Trouble in Recovery), paying particular attention to the specific needs of clients with mental illnesses in substance dependence recovery settings who may be receiving information/advise that is in conflict with appropriate disorder-specific treatment recommendations

16. Be aware of how mental illnesses interfere with learning substance disorder recovery skills and how to modify substance disorder interventions to simplify skills acquisition

Specifically NOT within the Scope of Practice for Licensed Substance Abuse Counselors

· Advertise as a mental health counselor

· Perform comprehensive mental health assessments

· Establish or rescind a mental health diagnosis

· Provide psychotherapy for any non-substance related psychiatric disorder, including PTSD

· Prescribe or make specific medication recommendations
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