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INTRODUCTION

The growing prevalence of persons with co-occurring mental health and substance abuse disorders has drawn local, state, and national attention. In response, a county assessment of service providers at more than seventy local agencies was conducted between January and June of last year. Accordingly, it was concluded that of those individuals seeking either mental health or substance abuse services fifty percent or more could or would meet criteria for a co-occurring diagnosis. Therefore, the Onondaga County Advisory Council on Co-Occurring Disorders has recommended that standards of integrative care for co-occurring or dual disorders be established as a guide to service improvement across provider networks in Onondaga County.  
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SECTION #1 Clarification

A. Purpose: 

This initiative is aimed at conceptualizing, promoting, and disseminating a document that clearly reflects a consensus and understanding of best practices in services rendered to people impacted by co-occurring disorders. One underlying basis for this action is derived from findings contained in the New York State Quadrant IV Task Force Report to the New York State Office of Mental Health (OMH) and New York State Office of Alcoholism and Substance Abuse Services (OASAS). In this report principles and values of care for persons with co-occurring psychiatric and addictive disorders are identified (pg. 53-55). These concepts also lay a foundation for establishing standards to promote effective service delivery.

B. Terminology:

1. Access – a consumer’s ability to obtain needed services for mental health and/or        substance abuse disorders.

2. Legally Authorized Representative (LAR) – A person authorized by law to act on the behalf of an individual regarding certain matters. An LAR could be the consumer’s parent, legal guardian, or personal representative of a deceased individual.

3. Family member – anyone the consumer identifies as being involved in the individual’s life (e.g., parent, spouse, sibling, child, or significant other). 

4. Consumer – a child, adolescent, adult, or family that is being impacted by co-occurring psychiatric and substance use disorders.

5. Treatment – services delivered by OMH and OASAS licensed treatment providers.

6. Services – refers to an array of services (including treatment) that constitutes a holistic person-centered response to this consumer group.  

7. Integrated Services – service delivery and structure that views co-existing substance abuse and psychiatric disorders as “primary” disorders (neither is seen as “secondary”).

8. Integrated Treatment - is provided by one clinician or team of clinicians, in the same setting, that is coordinated to address both disorders concurrently in an appropriate manner. 

 9. Fidelity – the degree that service provision accurately reflect standards for care.

10. Stages of Change- an evidenced based approach that structures services according to stages in a consumer’s process of change. Stages include pre-contemplation, contemplation, determination, action, maintenance, and relapse prevention.

11. Motivational Interviewing- a strengths based approach that promotes consumer engagement, retention, and adherence to services rendered.

12. Harm Reduction- a service approach that meets consumers “where they are at” in collaborative partnerships that addresses problems according to how the individual sees them.

13. Recovery- the process of being restored to mental, emotional, physical, and spiritual health. 

C. Services to Consumers:
Services to consumers must address both mental health and substance abuse disorders concurrently, provide services within established practice guidelines for integrated care, and facilitate access to available resources that consumers need and choose, including self-help groups. In addition, staff must be adequately trained in competencies that constitute effective practice skill sets for addressing co-occurring disorders. Lastly, services rendered are to be conducted in an age, gender, and culturally appropriate manner. 

D. Compliance to Standards:

Although voluntary, providers adopting these standards need to regularly evaluate Dual Diagnosis Capabilities (DDC). To assist in this process there are tools for assessing DDC such as the American Society of Addiction Medicine’s Dual Diagnosis Capable Chemical Dependency (DDC-CD) criteria, Dr. Ken Minkoff’s Dual Diagnosis Capable Mental Health (DDC-MH) criteria, Dr. Robert Drake’s Integrated Dual Diagnosis Treatment (IDDT) Fidelity Scales and Drake’s General Organizational Index (GOI). 

SECTION #2 Organizational Standards

A. Access to Services:

A. Providers should exercise increased flexibility and avoid discriminatory judgments that do not have a legitimate clinical focus in determining a consumer’s initial or ongoing eligibility for services. Factors that have contributed to arbitrary exclusion for this consumer group include:  


1. consumer’s past or present mental illness or substance abuse diagnosis;


2. medications prescribed to the consumer in the past or present;


3. presumption of a consumer’s ability to benefit from services;


4. specific substance used by the consumer;


5. consumer’s continued substance use;


6. consumer’s level of success in prior treatment episodes.

B. Providers must insure that a consumer’s refusal of a particular service does not preclude the consumer from being referred to other needed mental health or substance abuse services.

C. Providers must establish and implement procedures to identify co-occurring disorders and insure continuity between screening, assessment, and treatment services rendered to this population.

B. Staffing Competencies:

A. Dually diagnosed individuals present with a broad array of issues in addition to symptoms associated with psychiatric and substance use disorders. Therefore, continuous cross training for staff across provider networks is essential in improving outcomes for this population. 

B. Service providers must insure that services to consumers are age, gender, culturally appropriate, and are provided by staff with the following knowledge, technical, and interpersonal competencies. 

Knowledge Competencies

1. Know that relapse is common to psychiatric and substance abuse disorders and relapses are to be viewed as opportunities for learning and growth.

2. Know the impact of substance abuse disorders on the developmental, social, and physical growth of children and adolescents.

3. Have knowledge of family systems, dynamics, and their impact on individuals.

4. Have knowledge of the current Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) diagnostic criteria for mental and substance abuse disorders and the relationship between mental and substance abuse disorders.

5. Have knowledge regarding elements of integrated treatment, treatment planning, and community support planning for consumers with co-occurring disorders.

6. Have basic knowledge of pharmacology and medication guidelines as it relates to this population.

7. Have a working understanding of the neurophysiology, psychodynamics, and progression associated with addictions.

8. Have a basic knowledge of the recovery continuum for this population.

9. Have a basic knowledge the relationship between co-occurring disorders and DSM-IV, Axis III Disorders (medical conditions).

10. Have significant knowledge of self help organizations and their relationship to the recovery process.

11. Have knowledge of Evidenced Based Practices (EBP) as identified by the New York State Office of Mental Health (NYSOMH).

Technical Competencies  

1. Ability to perform intake, screening, and assessment viewing both psychiatric and substance abuse disorders as primary.

2. Ability to formulate an integrative treatment or service plan that includes a comprehensive community support plan.

3. Can coordinate and facilitate consultation, collaboration, and integrative team approaches in consumer care.

Interpersonal Competencies

1. Can apply knowledge and technical competencies using practice models proven to be effective in working with this consumer group.

2. Can facilitate consumer interventions according to readiness to/or stages of change.

3. Can facilitate consumer interventions according to a continuum for recovery.

4. Can function in the role of consumer advocate when indicated.

C. Quality Management:

A. Service provision for consumers with co-occurring disorders must include plans and methods for continuous quality management and improvement.

1. Quality management plans and methods need to identify ways of measuring, assessing, and improving processes occurring in service delivery.

2. Quality management methods need to incorporate a means of analyzing and evaluating data and consumer outcomes.

3. Quality management plans need to incorporate a mechanism for collecting consumer input regarding service delivery.

SECTION #3 Standards for Direct Care

A. Access/Assessment:

A. Persons with co-occurring disorders seeking services are to be viewed as the “norm” rather than the exception. Intake, screening, and assessment methods need to reflect a welcoming expectation for this consumer population. Integrated assessments must be conducted that consider relevant past and current medical, psychiatric, and substance related information that includes;

1. Obtaining information from the consumer regarding personal strengths, needs, natural supports, responsiveness to prior treatment or services, as well as preferences for and objections to specific treatments or services;

2. Identifying consumer’s need and desire for family member involvement in treatment and services;

3. Providing conclusions and accurate information regarding treatment or service levels recommended to the consumer;

4. Addressing eligibility issues related to consumer admission and referrals to recommended services.

B. Treatment/Service Planning:

Treatment Plan Development

1. The provider will consult with the consumer and (LAR, if applicable) on all aspects of treatment or service plan development.

2. If a consumer requests family member involvement, then provider must attempt to involve family members in all aspects of planning the individual’s treatment or care.

3. The treatment or service plan must identify services and collaborations among all providers associated with consumer’s care plan. 

4. The treatment plan must identify the family member or LAR’s need for education and support services and incorporate a method for facilitating or rendering acquisition of education and support services.

5. The consumer, LAR, or family member (where applicable) must be given a copy of the treatment or service plan. 

Treatment Plan Review

1. Each consumer’s treatment or service plan must be reviewed and documented according to regulatory time frames.

2. Progress notes must contain a description of the consumer’s progress towards goals as identified in the treatment or service plan.

3. Treatment or service plan review needs to address the use and role of medications (when indicated) in consumer care.

4. Collaborations among all providers involved in a consumer’s care need to be documented, regularly reviewed, and updated.

Consumer Care Summary
Upon discharge or referral the consumer’s case record must contain a summary of services rendered with a continuum of recovery and relapse prevention plan.

C. Treatment/Service Provision:

A. Treatment and services provided to this population need to incorporate practice models that are proven to be effective. Examples of best practice models for this consumer group include;

1. Stages of Change: http://www.changecompany.net/Transtheoretical_Model.htm





2. Motivational Interviewing: http://www.motivationalinterviewing.org
3. Harm Reduction: http://www.harmreduction.org
4. Dual Recovery/ Double Trouble Self-Help: http://www.dualdiagnosis.org
5. Rehabilitation/Recovery: 
" 

http://www.bhrm.org/guidelines/Minkoff.pdf 


6. Family Education/Interventions:

http://www.psychoeducation.com/links/familyresources.html




7. Person-Centered Planning: http://www.vrri.org/cb1208/books.htm
B. Treatment and service providers need to adjust recovery expectations based on the understanding that people affected by co-occurring disorders often take longer to reach treatment or service goals.
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	ACCESS & ASSESSMENT
	YES
	NO

	1. Welcoming Environment: Does the service expect and welcome people with co-occurring disorders? 
	
	

	2. Does the service avoid arbitrary Exclusionary Criteria? (E.g. length of abstinence or mental health diagnosis).
	
	

	3. Are people with co-occurring disorders given Access to Services Regardless of History (episodes of non-attendance or service discontinuation)?
	
	

	4. Does the service expect that people will present as symptomatic? (Rather than expecting Stability at Admission)?
	
	

	5. Does the program avoid utilizing a primary/secondary approach to co-occurring disorders? (Are disorders seen as “Both Primary”?)
	
	

	6. Does the service Screen for Both disorders adequately (mental health and chemical dependency?)  Current diagnostic assessment, adequate history, adequate collateral contact?
	
	

	TREATMENT & SERVICE PLANNING
	YES
	NO

	7. Collaboration: Does the service/treatment plan incorporate all service providers? 
	
	

	8. Diagnosis-Specific Treatment: Does the service plan recognize the individual needs of the person with co-occurring disorders? 
	
	

	9. Does the service plan review the potential role for Medication without requiring abstinence? 
	
	

	SERVICE PROVISION
	YES
	NO

	10. Does the program utilize Best Practices that have been proven to be effective for people with co-occurring disorders? (Examples include Stages of Change, Motivational Interviewing, Harm Reduction, Self-Help Affiliation, Rehabilitation, Family Education, Family Interventions, and , Person Centered Planning)
	
	

	11. Continuity of Relationship: Are people with co-occurring disorders given every opportunity to continue services despite co-occurring symptoms? Does the service avoid labeling co-occurring symptoms as “disruptive/ noncompliant/ resistant”?)
	
	

	12. Are Recovery Expectations adjusted, based upon the understanding that people with co-occurring disorders often take longer to reach recovery goals?
	
	


Fidelity Inventory

     For

Standards of Service to Persons Affected by Co-Occurring Mental Health and Substance Abuse Disorders

         Note: (Inventory to be used in conjunction to Standards document) 
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