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 In the fall of 2006 The Onondaga County Department of Mental Health (OCDMH) submitted an application to The Robert Wood Johnson Foundation for funding from the NIATx Advancing Recovery Initiative. This RWJF Initiative was designed to increase the utilization of evidence based practices (EBPs) among chemical dependency providers, and sought to create changes at the State and Payer levels that would encourage such EBP adoption. OCDMH was well aware of the potential benefits of participating in an RWJF funded NIATx  project, given that an Onondaga County provider had been one of the initial group of organizations to participate in the RWJF/ NIATx Paths to Recovery project, and given that a member of the OCDMH management team was the initial change leader for that effort.  

While OCDMH was not selected to participate in Advancing Recovery, the application opened up a strong dialogue and some active planning efforts among key stake holder groups. These groups included licensed chemical dependency treatment providers in Onondaga County, and the Office of Alcoholism and Substance Abuse Services (OASAS, the single state agency). The dialogue made it clear that providers were interested in making content and process changes to their programming that would allow them to use evidence based practices effectively. It was also clear that OASAS, at both the regional Field Office and Central Office, was enthusiastic about partnering with Counties and providers to foster the adoption of EBPs. 

The following is the story of Onondaga County’s effort to implement the Evidence Based Practice in Chemical Dependency (EBP in CD) Initiative. This article details the implementation steps, outcomes, and lessons learned from this 27 month project. 

The County:

Onondaga County, with a population of over 450,000 residents, is located at the center of New York State, and includes the City of Syracuse (population of approximately 139,000) and surrounding suburban and rural communities.  Syracuse is located along the path of the Erie Canal, along with a number of upstate New York Cities, including Albany, Rochester, and Buffalo, and is 250 miles northwest of New York City. 
The Concept: A learning Collaborative to implement Evidence Based Practices:
Subsequent to the unsuccessful RWJF application, meetings were conducted with stake holders to discuss the potential for a “home grown” approach. Through this dialogue the mission statement below emerged as a compass to guide this local effort. The graphic that follows also represents the key building blocks for the project. 

Onondaga Counties EBP in CD Initiative
A service enhancement project of the Onondaga County Department of Mental Health, designed to improve chemical dependency services through the following four goals:  

· Encourage person centered/ recovery management approaches and values

· Increase the utilization of evidence based practices

· Foster  collaboration among providers

· Encourage a process improvement approach using rapid cycle change
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As a member of the Western New York Care Coordination Program (www. carecoordination. net), Onondaga County has spent a number of years dedicated to the development of a person centered service delivery system. This person centered approach has been primarily implemented within the mental health service system.  More recently Recovery Management has been promoted through trainings as a parallel approach for the chemical dependency service system, with comparable values regarding individualized recovery oriented approaches. The strong similarities between RM and PCP, including the emphasis on natural supports, and recipient choice, would enable the project to bridge the gap that currently exists between chemical dependency and mental health providers, and would serve the project well, given the large numbers of individuals served with co-occurring chemical dependency and mental illness.   

The NIATx (www.niatx.net) rapid cycle change model was viewed as a primary vehicle to assist the providers in rapidly implementing the various targeted EBPs. A plan was developed to orient the participants in the EBP in CD Initiative to the NIATx model. The learning collaborative approach, including the key values of transparent dialogue, and collective learning would allow providers to come together for collective benefit, despite a history of significant competition. The rapid cycle Plan-Do-Study-Act model, using clear data to fuel decision making was offered to the providers in the project as the best way to insure their investment: They were pointedly advised that if the implemented practices did not yield results, they would not be asked to continue them, and that the practices should yield results if they were implemented properly, given that they were evidence based.      
The Stake Holders
OCDMH recruited four chemical dependency provider organizations to participate in the EBP in CD Initiative:
· Central New York Services

· Crouse Chemical Dependency 

· Syracuse Brick House

· Syracuse Community Health Center

These four provider organizations collectively complete more than 5,000 admissions per year to a full spectrum of chemical dependency services in Onondaga County.  These providers represent approximately 300 staff members providing programming with a collective annual budget of close to 25 million dollars. They represent a wide range of service approaches, including the Central New York Services clinic that is exclusively devoted to serving people with co-occurring chemical dependency and mental illness, Crouse’s provision of the region’s only methadone clinic, and the full spectrum of health services provided by the federally funded Syracuse Community Health Center. They are also diverse in size, with the two larger providers (SBH and Crouse) representing more than 80% of the chemical dependency services provided in Onondaga County.  
OCDMH’s Director of Planning and Quality Improvement directed the project, and was assisted by staff from Onondaga Case Management Services, Inc (OCMS).  OCMS was engaged as a trainer of person centered planning, and as an ongoing consultant to the project. The participation of OCMS helped to maintain the process as person centered, and also, through the work of the Dual Recovery Coordinator, fostered applications of the chosen EBPs for recipients with co-occurring chemical dependency and mental illness. Participation of the state agency, through the OASAS regional field office, was also active throughout the initiative. 
The Budget

While this project was initiated in 2006, prior to the constraints of the current budget environment, and while the funding of a “one-time” initiative is more manageable than ongoing funding, this project still represented a significant fiscal commitment on the part of OCDMH. Lessons had been learned through past training initiatives regarding the challenge of maintaining provider engagement even when they had been motivated to learn new practices. Having been asked to choose between time spent in training and practice implementation, and time spent in providing billable services, eventually all providers felt forced to take the shorter view and maintain billing levels. Asking providers to repeatedly “volunteer” to participate in new projects had, in the words of one OCDMH director, resulted in cases of “initiative fatigue”. 

As a result of this awareness, OCDMH decided to try to remove these motivational obstacles by providing funding that would offset the lost revenue resulting from training and implementation of the EBPs. After some internal modeling, the following budget plan was established.  
· Each of the four participating providers received a $15,000 annual mini-grant (paid in quarterly installments of $3,750, contingent upon continued participation.
· In addition to receiving funding for all fees associated with the trainings for the initiative, the provider organizations received additional funding to compensate for lost billing revenue for those direct care staff attending the trainings. This additional funding was not included for the two administrative staff members who were also asked to attend each training. The table below represents a typical training budget for one organization attending a two day training. Most of the trainings for this project were larger trainings, inclusive of EBP in CD participants and the broader community of providers.
	Executive Sponsor
	Training Fee
	$120 

	Change leader
	Training Fee
	120

	3 clinical staff
	Training Fee
	360

	Compensation for billing
	$70 x 6hrs x 2days x 3staff
	2520

	
	
	$3,120 


· Onondaga Case Management Services, Inc. was funded with an ongoing consultation fee, as well as payment for the provision of specific trainings.
· Inclusive of mini-grants, training costs, compensation for lost billings, and consultation fees, the budget for the entire initiative was just under $100,000 per year, or $225,000 across the entire 27 month initiative. This does not include OCDMH in-kind staffing costs associated with the initiative.
In return for the receipt of this funding, memorandums of understanding were established with the providers, detailing the following responsibilities:
1. Sending key staff to all of the trainings.
2. Attending monthly leadership meetings.
3. Engaging in change exercises that apply the NIATx Plan-Do-Study-Act Model to the specific targeted EBPs. 

4. Maintain and report appropriate documentation related to the initiative.

5. Ensuring participation of staff at all appropriate levels (executive, supervisory and direct care).
The Implementation of the EBPs, and the Results:
The original plan for implementation of EBPs called for an initial roll out of the first practice in the fall of 2006, followed by the implementation of two additional EBPs each year in 2007 and in 2008. The project plan called for a sustainability plan that would enable each practice to continue as providers moved on to learning and implementing the subsequent EBPs. Based upon a review of evidence based practices and a dialogue to build consensus, the collaborative chose to work on Contingency Management (CM) as the first targeted EBP. The relatively modest training requirements and the likelihood of strong initial results made CM an excellent candidate for the new collaborative’s first project.
As indicated above, the collaborative first engaged in training on Recovery Management (RM) and Person Centered Planning (PCP). Training on RM was provided by a nationally recognized expert in the RM model, Mark Sanders LCSW, CADC. The initiative used the Network for the Improvement of Addiction Treatment (NIATx) to assist providers in implementing the targeted EBPs. A portion of the PCP training time was used to orient the participants to the NIATx rapid cycle change model.
Following the foundational trainings on Recovery Management and Person Centered Practice, the CM training was conducted, and the providers developed change teams and commenced their CM changes. CM strategies were implemented in late 2006 and early 2007 with an emphasis on reducing client no shows and increasing retention rates for outpatient services.  These changes included the provision of day planners, refreshments, and light meals to recipients of group therapy, as an incentive to increase attendance. Results for the initiative’s contingency management changes include the following:

1. Reduction in no show rates for an evening OP group from 61% to 31% over a 3 month period by serving a light meal (Soup for Group).

2. Reduction in the no show rate for 2nd appointments in Out Patient and Intensive OP from 48% to 9% over a 10 week period by offering day planners to recipients.

3. Reduction in the no show rate for an outpatient treatment group from 30% to 7% over a 6 week period by offering refreshments.
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 Aside from these tangible outcomes above, the implementation of CM helped to cultivate an entrepreneurial spirit among the participating organizations.  As the providers were so accustomed to tight budgets, they were concerned about spending money to pay for incentives such as food. CM helped them to see that they needed to spend money to make money, as the CM projects that were implemented resulted in a significant return on investment through increased billings.  

“Seeking Safety” (SS) Treatment for PTSD and Substance Abuse was initiated largely due to outcomes from an existing SS therapy group at the Syracuse Brick House’s Willows Inpatient Treatment Program. Findings from this one group demonstrated that patients completed treatment at higher rates than the general treatment population and attendance and patient reported satisfaction with the SS group were consistently positive. Lisa Najavits, PhD., author of “Seeking Safety” was contracted to provide a two day workshop on the model and Seeking Safety. Workbooks/manuals were purchased and distributed to EBP in CD participants. Subsequent to the training, each provider began at least one Seeking Safety group. All four providers reported positive outcomes from implementation of SS, including the results of Syracuse Brick House that are outlined below, reflecting strong improvements in retention and completion while maintaining a high degree of client satisfaction. Given that individuals with a history of trauma tend to complete treatment at a lower rate than other recipients, these outcomes are a strong indication of the value of Seeking Safety. Clients involved with the Seeking Safety groups reported that SS helped them to “discover ways of preventing unsafe behaviors”, “be more honest about…feelings/emotions”, and “move on”.
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Motivational Interviewing Assessment: Supervisory Tools for Enhancing Proficiency (MIA: STEP) was developed as the third EBP for the initiative. The leadership of the project envisioned MIA-STEP as the most complex of the EBPs for the project, given the amount of training required, and the substantial investment required on the part of the providers to implement the practice. Based on the work of the SAMHSA/NIDA Blending Team Initiative, two training workshops were held in February and May of 2008. The first workshop with presenter Michael Chenkin, LCSW, LCADC pointed out wide variability in knowledge about Motivational Interviewing (MI) and practice skills among front line clinicians and supervisors in the field. It became evident that there was a need for two levels of training. One level of training was developed to address basic MI concepts and skills, and another training directed at supervisory level and advanced skill proficiencies required for implementation of MIA-STEP. 

Steve Martino, PhD. co-author of the MIA: STEP curriculum agreed to provide the first of the two levels of training as a precursor to MIA: STEP implementation. Dr. Martino was not able to commit to offering technical assistance during the implementation phase and recommended we contact Pat Lincourt, LCSW at OASAS who had been providing MIA: STEP training elsewhere around the state. 

Pat Lincourt agreed to work with the project and provided two half-day follow-up trainings. She was also instrumental to setting up an online learning community and monthly conference calls to run through June of 2009. The website for the learning community was developed and is being managed by Holly Nagle at the Institute for Research, Education, and Training (IRETA) in Pittsburgh.  Currently the EBP in CD provider organizations are in varying stages of MIA: STEP implementation and are participating in the learning community and monthly conference calls. Outcomes from this EBP implementation are not expected until the summer of 2009.
The Provider evaluation of the process
Subsequent to the final monthly meeting of the learning collaborative, an online survey was sent to the providers who remained in the project. This survey was completed by four individuals who had been actively involved in the initiative from each of the three organizations that remained in the collaborative. Fifty percent of these 12 respondents were administrators and 50% were direct care staff. Below is a summary table of the results reflecting very high ratings for all of the practices implemented and for the initiative overall. 
	Providers' rating of the                         EBP in CD Initiative
	Value to Clients
	Value to Staff
	Sustainability

	Contingency Management
	3.42
	3.08
	3.00

	Seeking Safety
	3.50
	3.50
	3.50

	MIA-STEP 
	3.92
	3.83
	3.83

	Overall Rating
	3.92
	3.83
	3.83


	Point scale:

	4
	3
	2
	1

	Very Valuable
	Somewhat Valuable
	Little  Value
	No     Value


Using a similar 4-point scale, participants were asked to rate the level of motivation to participate in this EBP in CD initiative that they associated with three variables (4= high motivation, 1= low motivation). The table below indicates that while all three variables were highly motivating, the opportunity to participate in a learning collaborative with peers was the strongest motivational factor of the three. This data mirrored the responses to an open question regarding the ‘best and worst parts’ of this initiative.The comments focused on training/staff development, and collaboration, and reflected the challenges of engaging staff and implementing the project in the midst of staff turnovers. Respondents asked for more training, and more opportunities for “peer exchange”. 
	Level of Motivation to Participate in EBP in CD Initiative                                                  associated with three key variables

	The Funding provided
	3.40

	The Opportunity to receive Training in these EBPs
	3.75

	The opportunity to work in a Learning Collaborative with peer organizations
	3.82


The Lessons Learned:
Sharing the vision:

This was a rather complex project, and some participants reported that they were not clear about the broader vision and structure of the initiative. While efforts were made to orient participants, the project evolved as it was implemented, and in its early stages lacked clarity of purpose. The dedication of more resources to the planning phase of the project would have enabled a more focused vision, and more rapid engagement of stake holders. 
Pay for Participation: 
Funding helps.  Funding providers for participating removed some of the common obstacles that prevent them from participating in projects. When they realized that they would not make any short term financial sacrifices as a result of involvement, they became enthusiastic participants. While the funding did not ensure success, it built good will by acknowledging the value of staff time. Even a modest amount of funding enabled providers to participate without perceiving the project as a short term loss. In the words of one of the administrators of a participating organization, ‘Without the money we may have come to the table, but we would not have stayed as long.’ One budgetary issue that should have been addressed at the commencement of the Contingency Management implementation was the need for providers to spend money to purchase items to be used as incentives. The cultural shift of “paying” people to come to treatment, and organizational challenges related to getting checks cut to buy gift cards, etc. were substantial, and could have been minimized with a more thoughtful implementation and staff education plan.  
Data Driven:
Participants reported an enhanced appreciation for the importance of using data to make decisions, and to drive the implementation of new practices.  Both objective outcomes data and recipient feedback data were used as the fuel to drive the EBP implementation forward.  While some practices were harder to measure than others, the participants generally appreciated the focus on measurement. While ease of implementation was the prime factor for deciding the order of the EBPs for the initiative, considering the relative measurement challenges related to the EBPs would have aided the planning process, and would have helped the provider organizations to avoid some of the data challenges that they encountered.    

Collaboration:

As a result of a history of being a relatively service rich County, with multiple chemical dependency clinics, our provider organizations had a tendency toward isolated competition. At times this competition would include avoiding notification of other clinics regarding plans for new services in order to avoid competing efforts and loss of market share. A reduction in the number of clinics and an awareness of the huge unmet need have enabled providers to begin to understand the need to work together, and the futility of overt competition. The EBP in CD initiative fostered transparent collaboration, resulting in significant culture change. Participants reported that they appreciated how OCDMH role modeled and encouraged the values of collaboration and transparency. One noted example of role modeling that was appreciated by participants was OCDMH’s rapid acknowledgement and repair efforts related to an unsuccessful training session. Those involved reported that the EBP in CD initiative played a role in enhancing the stronger lines of communication that currently exist among the participating organizations.  
An end to confrontation:

Chemical dependency counseling has a long and deep history of confronting clients in order to encourage change. The foundational approaches of person centered planning and recovery management, along with the three evidence based practices of this initiative, all shared common fundamental values regarding the need to effectively partner with the consumer. While most of our provider organizations have been making progress toward moving staff away from confrontational practices, the application of these person centered values through the three EBPs aided these efforts to guide some counselors along the path. 
Realistic expectations (quality not quantity): 

The initiative’s original plan had called for the implementation of five EBPs over the course of 27 months. It became apparent over time that this was an overly ambitious agenda. We were able to fully implement two EBPs (Contingency Management and Seeking Safety) and continue to work to implement MIA-STEP. We have learned the degree to which EBP implementation requires culture change, in addition to education and operational implementation. While we will continue to promote the NIATx model, in which discrete process improvement changes are completed in rapid succession, future efforts dedicated to EBP implementation will be paced to roll out approximately one practice per year. Rushing the process is like trying to drive too fast on ice: Without traction, rushing just slows you down, or results in you not getting there at all
One size does not fit all: 
Half way through the 27 month EBP in CD initiative the Syracuse Community Health Center discontinued their participation. While SCHC is a large health care provider, they were the smallest CD service of those engaged in the initiative. Even though accommodations were made as needed regarding the number of staff expected to attend training and meetings, the investment of time and resources proved to be unsustainable for them. Future projects will be sure to engage the entire collaborative in developing a clear strategy for addressing the individual needs of each participating organization prior to commencing the initiative.
Chunk it out: 
Leadership of the project tried to motivate the providers to engage in the heavier lift of MIA-STEP implementation by urging them to remember that the earlier EBPs (Contingency Management and Seeking Safety) had been less labor intensive. With regard to time invested and fiscal compensation, the providers where “ahead of the game” and would now need to spend some extra resources from that bank in order to complete this last practice. But given the length of the project, it was clear that this account balance metaphor was not motivational. Future projects will work to insure that implementation of each portion of a project is well defined regarding the budget and time costs, so that providers are not over burdened or under compensated related to any portion of the project. Regardless of these budget issues, some participants found the initiative to be too long, and might have been more enthusiastic if the project had been defined as three separate initiatives, rather than as one 27 month project.  The celebration at the end of the project was well received, and it is likely that several such celebrations during the course of the project would have enhanced motivation and collaboration.   

Adequacy of Supports:
Aside from the financial supports, we were uncertain at the beginning of this initiative whether or not the planned supports of monthly meetings and as needed support would be adequate to assist the providers in effective EBP implementation. It appeared that the monthly meetings were adequate to keep providers connected in a collaborative effort, and motivated to continue to work on the changes. However, regular coaching for the project would likely have resulted in stronger outcomes and better sustainability. It may have prevented the loss of one of the providers, by helping them over their unique hurdles. Coaching would also have enabled a sharper focus on process improvement techniques and the NIATx plan-do-study-act rapid cycle change model, as the limited budget only allowed for process improvement techniques to be taught during a brief orientation at the beginning of the project. 
Training: 
The EBP in CD initiative experimented with a range of training approaches that were all given high ratings by participants. National experts were hired for large trainings that were open to the entire community, and small sessions were conducted by local trainers and were open only to the EBP in CD participants. It was clear that not all trainings required national experts, and that local training resources were of high quality. However, providers appreciate the opportunity to gather for larger training sessions with national experts. The resulting “buzz” generated energy for the project and connected the EBP in CD initiative to the community at large. Future initiatives will strategically use these higher profile training events for the additional energy that they bring to the project, and the smaller local training efforts will be designed to harness this energy to move forward with implementation efforts. 

Changing how care is delivered:
At the final meeting of the learning collaborative in December of 2008 the providers were presented with certificates signed by the Commissioner of the State Agency, OASAS, and by the Commissioner of the Onondaga County Department of Mental Health. A cake was shared to celebrate their efforts. Based upon the outcomes achieved, and the comments of those who participated, the Onondaga County EBP in CD Initiative did have a substantial impact on chemical dependency service delivery in Onondaga County. In the clear language of one participant, EBP in CD changed “how care is delivered to patients”. 
While the current fiscal climate is challenging, future efforts are under way to continue to bundle together the NIATx model, person centered recovery oriented approaches to care, and evidence based practices, to meet the needs of the people of our County. Now more than ever Onondaga County providers need to develop effective and efficient practices. Now more than ever, we must work to abandon traditional practices that do not achieve measurable recovery goals. It is our intention to continue to implement evidence based practices. We remain dedicated to the NIATx model and person centered care. The lessons learned during our Evidence Based Practice in Chemical Dependency Initiative will guide the next steps of our journey.
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