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Co-Occurring Mental Health and

Substance Use Disorders Initiative

2008 CONSENSUS DOCUMENT 

Introduction

During the past seven years, the Blair County Mental Health and Drug and Alcohol Programs have been engaged in a process of system transformation in Blair County. This process has been aligned with several major priorities for system development outlined at the state level, but these processes have been specifically adapted and implemented with unique features within Blair County.

These major initiatives have occurred in the following areas:

· Development of a Strength Based, Family Centered Children’s System of Care

· Implementation of CCISC and Recovery Oriented Services in the Adult System


During the past year, Blair County has had the opportunity to develop a Health Choices program, which went into effect in July 2007. With the implementation of Health Choices in Blair County, the existing system transformation processes listed above need to evolve into a larger, more inclusive quality improvement process that organizes and aligns the activities of Blair Health Choices and CBHNP (the MCO).


The purpose of this consensus document is to update previous documents (e.g., CCISC Consensus Document of 2004, Children’s System of Care document….) in order to organize the implementation of this process within both adult and children’s services in the County.  In this process, Health Choices, the County, providers, consumers, families, and other stakeholders and systems will be partners that will participate in the continuing implementation of the CCISC and the children’s system of care, within a recovery/resiliency oriented strength based person/family centered framework in which there will be empowered representation and participation from the adult system, children and adolescent system, consumers, family members and persons in recovery. 

Note that in accordance with CCISC, co-occurring issues are an expectation, and the definition of co-occurring includes any individual of any age with any combination of mental health and substance problems, including gambling, whether or not they have been diagnosed, as well as “co-occurring families, in which one member might have one kind of problem, like a child with an emotional disturbance, and another member might have another kind of problem, like a family member or caregiver with a substance use disorder”.

Vision and Mission

The Blair County Mental Health and Drug and Alcohol program of the MH/MR/D&A program office, Blair County Behavioral Health Providers Network, Blair County consumers/persons-in- recovery/clients and families, Blair Health Choices, and the Community Behavioral Healthcare Network of PA (CBHNP) will work together to accomplish the following vision and mission:

Vision:  Persons and families with mental health, substance use, or co-occurring mental health and substance use disorder have the opportunity to make choices about their lives, to pursue happiness and the achievement of their personal goals with dignity and the respect of others and to be supported by a system of recovery that integrates mental health services, drug and alcohol services and community resources.

Mission:  To ensure access to and delivery of a coordinated, effectively managed, comprehensive array of quality mental health and substance use services that are person-focused and person/family centered through the development of a system of care that is welcoming, accessible, integrated, continuous and comprehensive.

This vision and mission are intended to be aligned with both the CASSP Principles (see Appendix A) and CCISC principles (see Appendix B), and are designed to support a continuous process of working within the framework of all administrative and funding drivers (whether through Health Choices, through County, or other) to help all programs and clinicians develop core capability to deliver services to individuals and families with complex needs within the context of these principles and for modeling and supporting change at the state level. 

Organization

The organizational chart for the system transformation effort includes county and provider staff, ICSI representation, Blair Health Choices, CBHNP staff, consultants, consumer and family advocates, and a committee structure designed to manage the system change process, and a change agent team.

Blair County leadership will create an oversight committee to hold ownership of the process and to ensure that all the partners (including Health Choices) follow through.

The Committee structure has begun to be outlined at the April 2008 meeting, and will continue to be fleshed out over time. See Appendix C (to be developed) for the current committee structures related to this process.

Purpose of Consensus Document

This Consensus Document contains a description of the principles and characteristics of CCISC and CASSP as well as an implementation action plan for the participating organizations. 

Endorsement of this Consensus Document by the principal partner organizations or by other stakeholder organizations within the ADULT AND CHILD mental health and substance use disorders systems will: 

1. Signify their support and participation as a partner in this system transformation initiative, and


2. Commit their organizations to adopting the relevant CCISC and CASSP principles and to participating in a performance improvement or change process consistent with the principles and philosophies set out here, in order to make progress to recovery/resiliency oriented co-occurring capable services in ALL programs. 

Implementation Action Plan

Blair County has endorsed and implemented CASSP and the Comprehensive Continuous Integrated System of Care (CCISC) model, which provide the framework to review the development of a system of care for persons and families with mental health and/or substance use disorders and offers suggestions for improvements to that system.  Blair County intends that this model will become an integral part of the provision of the HealthChoices Behavioral Health services and that Blair Health Choices, the management organization designed to assist the County in the development, implementation, and administrative management of the HealthChoices Program and CBHNP, Blair County’s managed care partner, will participate in this quality management process, initiated through implementation of the CCISC model and CASSP principles in all services, and will assist the county in assuring the accomplishment of the vision and mission statements.  

As part of this partnership it is expected that all parties will work together to implement a quality improvement process that reviews and manages the entire system development and will include the following actions:

Agreements 

We, as the Blair County MH/MR/D&A Program (and Blair Health Choices) agree to:

1. Sign the Consensus Document and disseminate the document as an example of a model of system change to all Blair County staff, adult and child providers and Health Choices staff. 

2. Provide training on the Consensus Document and the model 

3. Utilize the model as a CQI initiative for system design that will be applied to accomplish Health Choices Performance Improvement requirements.

4. Ensure that Blair Health Choices and CBHNP, as County contractors, organize their activities at every level to partner with the County and providers to support the implementation of this process as a fundamental feature of system development.

5. Utilize the Health Choices Performance Improvement Committee or other committees to create a process to adapt all rules and regulations to support welcoming and co-occurring capability.

6. Participate in partnership with Blair Health Choices, the MCO, and the provider system in the development of systemic co-occurring disorder capability and CASSP capability standards for programs and clinicians.

7. Adopt policies and procedures to support welcoming access and to remove barriers whenever possible in both emergent and routine situations for persons and families with co-occurring disorders.

8. Create mechanisms for all providers to more accurately identify and report co-occurring disorder prevalence for individuals and families.

9. Repeat the CCISC Outcome Fidelity and Implementation Tool [CO-FIT 100TM] after one year to assess progress in the systems ability to provide services and supports to individuals and families with co-occurring disorders. Score the adult and child systems separately, analyze the results, and develop a short and long term strategic plan based on the results. 

10. Implement a plan to utilize the Blair County Mental Health and Drug and Alcohol Scopes of Practice (Attachments I & II) for providing services to persons with co-occurring disorders within the county and CBHNP provider system. .

11. Assist providers in using the Comorbidity Program Audit and Self-Survey for Behavioral Health Services [COMPASSTM] to evaluate the status of co-occurring disorder capability and their progress toward co-occurring capability in the context of their own action plans

12. Organize a team of change agents/trainers representing all adult and child providers. 

13. Assist providers in development and monitoring of a provider-specific CQI action plan for co-occurring capability.

14. Help providers receive appropriate training and technical assistance to achieve the objective of co-occurring disorder capability, and of improving person and family centered care for individuals and families.

15. Each provider will be encouraged to identify regulatory, reimbursement, credentialing, and licensing barriers that interfere with its capacity to provide co-occurring disorder capable services to its clients and the County will ensure a place to collect and organize that information for the purpose of making changes.

We, as Blair County Adult and Child Providers, agree to:

1. Sign the Consensus Document and disseminate the document as a model for system change to their staff and leadership. 

2. Providing training on the Consensus Document and the model to all staff, Board members, and stakeholders.

3. Utilize the model as a CQI initiative for system design that will be applied to accomplish  Health Choices requirements.

4. Participate in partnership with the County, CPBHC and CBHNP in completing the CO-FIT 100TM     
5. Participate in partnership with the County, CPBHC and CBHNP in the development of systemic co-occurring disorder capability standards for programs and clinicians.

6. Create a quality improvement team in the agency and in each program to organize the change process.

7. Participate with the support of the County in a self-survey using the Comorbidity Program Audit and Self-Survey for Behavioral Health Services [COMPASSTM ] to evaluate the status of co-occurring disorder capability

8. Following completion of the self-survey, develop a provider-specific action plan outlining measurable changes at program level, the clinical practice level, and the clinician competency level to move toward co-occurring disorder capability. Participate in system-wide training and technical assistance with regard to implementation of the action plan.

9. Improve the identification and reporting of individuals and families with co-occurring disorders through incorporating agency specific improvements in universal screening and data capture.

10. Adopt agency specific welcoming policies, materials, and expected staff competencies, and remove access barriers based on co-morbidity. 

11. Identify specific plans to expand access to treatment and improve capability to provide integrated continuous person and family centered services, including integrated wraparound services and case management services. 

12.  Assign appropriate clinical leadership to participate in the various committee meetings or any other interagency coordination meetings that are developed and organized.

13. In partnership with the County and Health Choices, adapt the scope of practice and core competencies for agency clinicians.

14. Participate in clinician competency self survey using the Co-occurring Disorders Education Competency Assessment Tool [CODECATTM ] at intervals agreed to by the providers and the County, and use the findings to develop an agency specific training plan.

15. Identify and support staff within each program as change agents on the change agent team. 

The forgoing 2008 Consensus Document is endorsed by the following partner organizations of the Blair County MISA Project. 

_________________________________

________________________


Administrator

Date

Blair County Mental Health/Mental



Retardation /Drug and Alcohol Program

_________________________________                          
________________________

Chair







Date


Central PA Behavioral Health Collaborative, Inc.

(dba Blair HealthChoices)

__________________________________


________________________

President/CEO






Date

Community Behavioral Healthcare of PA

_________________________________
    

_______________________  Drug and Alcohol Administrator



Date


Blair County Single County Authority



_________________________________
    

________________________


Blair County Behavioral Health 


Date


Provider Organization 



The forgoing 2008 Consensus Document is endorsed by the following stakeholder agencies participating in the Behavioral Health System Transformation Initiative.

	Agency/Program
	Representative
	Signature
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Attachment I

Language for Interpretive Guidelines on the Appropriate Scope of Practice for

(Licensed or Unlicensed) Mental Health Professionals

Operating within a Singly Licensed Mental Health Program

As it is the expectation and the finding that individuals seeking and receiving services in the public behavioral health care systems have a high likelihood of having co-occurring mental health and substance use
 disorders, it is prudent that all licensed or unlicensed mental health professionals operating within a licensed mental heath program have a clear understanding of the appropriate scope of practice when providing care to behavioral health consumers/persons in recovery.  Licensed or unlicensed persons covered under this scope of practice include Bachelor and Master Level Counselors, Licensed Social Workers, and Psychologists.

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 or unlicensed mental health professionals operating within a singly licensed mental health program should routinely:

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

2. Screen for identification of co-occurring disorders

3. Arrange for immediate intervention when a co-occurring disorder is identified as emergent

4. Obtain a release to acquire existing assessment information or complete an assessment for a co-occurring disorder when a co-occurring disorder is identified as urgent
 or routine
  

5. Refer when appropriate to a substance use disorder treatment provider

6. Be aware of and consistently document accurate substance use disorder diagnosis (abuse vs dependence) and treatment recommendations 

7. Support compliance with medications for substance use disorder treatment and treatment adherence that enhances recovery

8. Identify abstinence as a goal, but not a requirement for continued mental health treatment

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

10. 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

11. For clients who are trying to change, review their activities to reduce use and provide suggestions for how to do better using techniques of skills training for psychological disabilities      

12. Help clients identify the painful feelings, relapse triggers and psychiatric symptoms and how to manage these with abusing alcohol or other drugs

13. Provide educational information and materials regarding the nature of substance use and its effects on individuals and families 

14. For individuals in relapse prevention/recovery phase, support participation in continuous recovery programs and substance treatment 

15. Help clients advocate/educate with substance use disorder providers regarding substance use disorder treatment needs and mental illness medication/symptoms/ disabilities

16. Communicate and collaborate with substance use disorder providers 

17. Promote access to dual recovery meetings

18. Educate clients regarding how to attend and participate in mental health disorder group treatment while continuing to be aware of their substance use disorder

19. Educate client with a substance use disorder regarding importance of adherence to prescribed non-addictive medications and avoidance of addictive medications

20. Educate client and family regarding effects of substance use on exacerbating or masking psychiatric symptoms and on reducing effectiveness of psychotropic medications

Specifically NOT within the Scope of Practice for a Licensed or Unlicensed Mental Health Professional Operating with a Singly Licensed Mental Health Program:

· Advertise as a counselor for substance use 

· Perform comprehensive substance use assessments

· Establish or rescind a substance use diagnosis

· Prescribe or make specific medication recommendations

Documentation:

It is appropriate for mental health counselors operating within a singly licensed mental health program to document drug and alcohol (or medical) diagnoses in the following instances:

a. The person has an established diagnosis documented in records or reports from other providers.

b. The person reports that he or she has a diagnosis (and it appears to be a fairly reliable report, particularly if associated with a treatment/medication regime).

In the event that the person has no established diagnosis, then mental health counselors should be able to document based on screening, the person appears to meet criteria for a particular condition, and then arrange for appropriate assessment:

E.g., R/O Alcohol  (based on screening data); D&A Assessment will be scheduled.

Attachment II

Language for Interpretive Guidelines on the Appropriate Scope of Practice

for Drug and Alcohol Abuse Counselors

Operating within a Singly Licensed Drug and Alcohol Program

As it is the expectation and the finding that individuals seeking and receiving services in the public behavioral health care systems have a high likelihood of having co-occurring mental health and substance use disorders
, it is prudent that all drug and alcohol counselors operating within a licensed drug and alcohol program have a clear understanding of the appropriate scope of practice when providing care to behavioral health consumers.  Licensed or unlicensed persons covered under this scope of practice include Bachelor and Master Level Counselors, Licensed Social Workers, and Psychologists.

This scope of practice is not intended to be all-inclusive, but rather to include specific practices that augment the current scopes of practice.

Drug and alcohol counselors operating within a singly licensed drug and alcohol program should routinely:
1. Demonstrate a welcoming, empathic, and hopeful philosophy of dual recovery

2. Screen for identification of possible co-occurring disorders

3. Assess acute mental health risk (suicidality) and arrange for immediate intervention when a co-occurring disorder is identified as emergent
 

4. Obtain a release to acquire existing assessment information or complete an assessment for a co-occurring disorder when a co-occurring disorder is identified as urgent
 or routine
  

5. Refer when appropriate to a facility or practitioner licensed to provide treatment for mental health disorders  

6. Be aware of and consistently document an accurate mental health diagnosis and treatment recommendations for any mental health disorder

7. Support medication compliance and treatment adherence that enhances recovery

8. Identify and document stage of change fro each problem identified

9. 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

10. For clients who are trying to change, review their activities to follow mental health treatment and relapse prevention recommendations and provide suggestions for how to do better, in order to be more successful in maintaining sobriety

11. Help clients identify painful feelings, relapse triggers and psychiatric symptoms and how to manage these without abusing alcohol and other drugs

12. Provide educational information and materials on mental illness and recovery

13. Help clients advocate with or educate providers who offer treatment for mental health disorders regarding his/her substance use disorder and treatment

14. Communicate and collaborate with providers who offer treatment for mental health disorders to provide a unified message about treatment

15. Promote access to dual recovery meetings

16. 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 health disorders in substance use disorder settings who may be receiving information/advice that is in conflict with appropriate disorder-specific treatment recommendations

17. Be aware of how mental health disorders interfere with learning substance use disorder recovery skills and how to modify substance use disorder interventions to simplify skills acquisition

Specifically NOT within the Scope of Practice for drug and alcohol counselors operating within a singly licensed drug and alcohol program:

· Advertise as a mental health counselor

· Perform comprehensive mental health assessments

· Establish or rescind a mental health diagnosis

· Prescribe or make specific medication recommendations

Documentation:

It is appropriate for drug and alcohol counselors operating within a singly licensed drug and alcohol program to document mental health (or medical) diagnoses in the following instances:

a. The person in recovery has an established diagnosis documented in records or reports from other providers.

b. The person in recovery reports that he or she has a diagnosis (and it appears to be a fairly reliable report, particularly if associated with a treatment/medication regime).

In the event that the person has no established diagnosis, then drug and alcohol counselors should be able to document whether based on screening, the person appears to meet criteria for a particular condition, and then arrange for appropriate assessment:

E.g., R/O Major Depression (based on screening data); MH Assessment will be scheduled.
Appendix A

CASSP Core Principles

CASSP is based on a well-defined set of principles for mental health services for children and adolescents with or at risk of developing severe emotional disorders and their families. These principles are summarized in six core statements.


1. Child-centered: Services meet the individual needs of the child, consider the child's family and community contexts, and are developmentally appropriate, strengths-based and child-specific. 

2. Family-focused: Services recognize that the family is the primary support system for the child and participates as a full partner in all stages of the decision-making and treatment planning process. 

3. Community-based: Whenever possible, services are delivered in the child's home community, drawing on formal and informal resources to promote the child's successful participation in the community. 

4. Multi-system: Services are planned in collaboration with all the child-serving systems involved in the child's life. 

5. Culturally competent: Services recognize and respect the behavior, ideas, attitudes, values, beliefs, customs, language, rituals, ceremonies and practices characteristic of the child's and family's ethnic group. 

6. Least restrictive/least intrusive: Services take place in settings that are the most appropriate and natural for the child and family and are the least restrictive and intrusive available to meet the needs of the child and family. 

Appendix B

Best Practice Principles for the CCISC

Background

In order to provide welcoming, accessible, integrated, continuous, and comprehensive services to individuals and families with co-occurring disorders, the Blair County Mental Health and Drug and Alcohol Program and the Central PA Behavioral Health Collaborative has adopted the Comprehensive, Continuous, Integrated System of Care (CCISC) model. Over the past four years, Blair County has implemented the CCISC model as a strategic approach to system transformation using a quality improvement framework. 

The County used the framework of the Comprehensive, Continuous, Integrated System of Care (CCISC) model to develop recovery-oriented services for individuals and families with complex problems, including individuals and families with co-occurring disorders.  The adoption of the CCISC principles and the CCISC implementation process has become a foundation for all of Blair County’s quality improvement system development efforts.

The Comprehensive, Continuous, Integrated System of Care (CCISC) model for organizing services for individuals and families with complex problems, including individuals and families with co-occurring psychiatric and substance disorders (ICOPSD), is designed to improve treatment capacity for these individuals and families in systems of any size and complexity and will be adapted to design systems change for Blair County

This model is based on the following eight best clinical consensus practice principles (adapted from Minkoff, 1998, 2000), which espouse an integrated clinical service philosophy.  These principles make sense from the perspective of both the mental health and the substance use disorders service systems.

1. Co-occurring disorders are an expectation, not an exception.  This expectation must be a consideration in every aspect of system planning, program design, clinical procedure, and clinician competency, and incorporated in a welcoming manner into every clinical contact.

2. The core of success in any setting is the availability of empathic, hopeful clinical relationships that provide integrated and coordinated service during each episode of care across multiple episodes.

3. The population of individuals and families with co-occurring disorders can be organized into four subgroups for service planning purposes, based on high and low severity of each type of disorder.

4. Within the context of any clinical or helping relationship, supportive case management needs to be balanced with empathetic detachment at each point in time, based on each individual’s specific needs, goals and strengths.

5. When mental health and substance use disorders co-exist, a comprehensive, continuous, integrated approach, which supports the provision of concurrent responses to both as primary disorders, is recommended. 

6. Mental health and substance use disorders both tend to be persistent, biopsychosocial problems that can be addressed using a CCISC model.  Each disorder has parallel phases of recovery and stages of change. Helping services for individuals and families with co-occurring disorders need to be matched across all levels of care.

7. There is no one correct program or intervention.  Service responses or interventions must be individualized for clients/patients according to: assessment/diagnosis, disability, strengths/supports, problems/contingencies, phase of recovery, stage of change, and assessment of level of care requirements.  Programs must also be sensitive to age, culture and gender specific needs of its clients/patients.   In a CCISC environment, all programs are co-occurring disorder programs that meet at least minimum criteria of  “capability”, but each program has a different “job” that is matched to a specific cohort of patients/clients. 

8. Similarly, outcomes for patients/clients need to be individualized.  Outcome variables need to include not only abstinence, but also reduction in harm, movement through stages of change, changes in type, frequency, and magnitude of substance use or psychiatric symptoms, and improvements in specific problem management skills and program adherence. 

Implementation Characteristics

Using these principles, implementation of the CCISC will be based on the following five core characteristics:

1. The CCISC requires participation from all state and local components of the mental health and substance use disorders service systems, with the expectation that singly licensed mental health disorder treatment programs, singly licensed substance use disorder programs, and clinicians will meet, at minimum, co-occurring disorder capability standards
 (and in some instances co-occurring disorder enhanced capacity
 standards). It was also be the expectation that those programs and clinicians will plan services to respond to the needs of appropriately matched consumers and persons in recovery.

2. Implementation of the CCISC requires a commitment from all state and local administrative and service system components to cooperate and collaborate with the COSIG
 pilot counties in the elimination and prevention of barriers.  This commitment includes barriers identified in data gathering, licensing processes, clinical record keeping regulations or in any other process that interferes with the implementation of an integrated treatment system for persons with co-occurring disorders.    

3. The CCISC model will be implemented with no new funding, within the context of existing operational resources, and will maximize the capacity to provide integrated services proactively. 

4. The CCISC incorporates utilization of the full range of evidence-based best practices and clinical consensus best practices for individuals and families with mental health and substance use disorders, and promotes integration of appropriately matched best practices for individuals and families with co-occurring disorders.

Using the eight principles listed above, the CCISC incorporates an integrated services philosophy, develops common clinical language, and develops specific strategies to implement clinical programs, procedures

Appendix C

Current Committee Structure

To be developed













� Substance Use Disorder is defined as substance abuse and/or substance addiction.


� Emergencies should be seen face-to-face within one hour.


� Urgent treatment should occur within 24 hours (HealthChoices requirement).


� Routine treatment should occur within 7 days (HealthChoices requirement).


� Substance Use Disorder is defined as substance abuse and/or substance addiction.


� Emergencies should be seen face-to-face within one hour.


� Urgent treatment should occur within 24 hours (HealthChoices requirement).  


� Routine treatment should occur within 10 days (HealthChoices requirement).


� Capacity for providing services to individuals and families with co-occurring disorders within the usual service mix of the program   through modification of program infrastructure within the context of the existing program design


� More extensive modification to provide services to individuals and families with more severe conditions (e.g., modified addictions program), or to provide services that are more specialized or integrated (e.g., intensive addiction rehabilitation within a psychiatric inpatient program)


� Co-occurring State Incentive Grant
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