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                               Behavioral Health Partnership                                        Oversight Council 

                    Provider Advisory Subcommittee
                 Legislative Office Building Room 3000, Hartford CT 06106


                                                             (860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306


                                                                www.cga.ct.gov/ph/BHPOC

This subcommittee will review and make recommendations regarding draft Level of Care and Utilization Management guidelines developed by the Clinical Management Committee (co-chaired by DSS and DCF).

Chair: Susan Walkama
Meeting Summary: Feb. 18, 2009
Next meeting date: March 25, 2009 from 10:30 – 12 noon
At CTBHP/VO, Rocky Hill

In the Prudence Crandall Room
ECC Co-occurring Requirements 
Department of Mental Health & Addiction Services (DMHAS) presented the agency’s co-occurring disorder (COD) initiative (Click icon below to view presentation)
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Rationale for integrated care for COD: 

· Studies in mental health settings showed 20-50% of clients had lifetime co-occurring substance use disorder.
· Studies done in substance abuse treatment programs showed 50-75% of clients had a lifetime co-occurring mental health disorder.

· Poor treatment outcomes for clients with COD when both conditions are not identified and treated.
Through DMHAS provider training and work force development to increase competencies and skills in integrated care for COD, effective July 1, 2007 all DMHAS operated and funded providers (some of whom are designated BHP Enhanced Care Clinics – see page 2 above)  are required to use standardized mental health and substance use screens.  DMHAS goal is to screen and offer treatment for COD at the same site.  Clients often drop out of treatment contact when they are moved to another facility.

DSS & DCF  presented a draft policy to this Subcommittee for review of Enhanced Care Clinics (ECC) integrated care requirements for adolescent and adult members of BHP program, Medicaid fee-for-service, and Charter Oak health plan. (Click icons below 1st – adolescents, 2nd – adults)
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Discussion highlights included:
· Clarify any additional licensing requirements:  DMHAS, DSS, DCF and DPH will be meeting in March to review licensing regulations.
· Look at child/adult screens for COD and onsite treatment versus screens and referral to facility that has treatment program.  The adult guidelines are silent regarding this whereas adolescent guideline addresses this.

· Clarify how and what is required in implementation: ‘standardized’ screening tools used on all admissions over 12 years of age versus during scheduled intake.

· Adolescents, are families also screened regarding SA?  Clarify regarding licensure.
· About 30%) of clients with COD in ECCs are likely to be involuntarily discharged related to non-compliance; client continues to have persistent MH disorders that may remain untreated.  How are ECCs expected to address this within an integrated care model.
· Protocol for integrated assess includes psychiatric, substance use and trauma histories (see pg two of each draft policy above):  SC suggested at a minimum removing ‘trauma’ from evaluation because OHIO and GAINS tools/evaluation will take over half the initial intake session. 
· In light of State budget concerns, adding to ECC responsibilities within existing funding needs to be considered. 

Next steps for draft policies:
Bring information back to the Subcommittee:

· DMHAS/BHP agencies discuss adult provider training for those adult ECCs that have not been trained.

· State agencies discussion regarding licensure requirements, 

· BHP needs to clarify issues raised by the Subcommittee on COD requirements for BHP ECCs before the Subcommittee chair can bring the policy to the full BHP OC.
Level of Care Revision-Riverview Hospital: deferred to March meeting
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Contact: Neelam Joseph




860-424-5671


___________________      

_______, 2009


Michael P. Starkowski

Effective Date

Commissioner    


TO:                 General Hospitals and Freestanding Behavioral Health Clinics


SUBJECT:   
Integrated Care Requirements for Adults with Co-Occurring Mental Health and Substance Use Disorders in the Enhanced Care Clinics under the Connecticut Behavioral Health Partnership, Medicaid Fee-For-Service, and Charter Oak Health Plans


The purpose of this bulletin is to notify Enhanced Care Clinics of new requirements for continued designation as an Enhanced Care Clinic (ECC).  These requirements pertain to integrated care for adults with co-occurring mental health and substance use disorders.  ECCs must be able to demonstrate compliance with the requirements outlined in this transmittal no later than ____.  As used in this transmittal, the term ECC includes the primary site and associated secondary sites.  


Each ECC is required to provide integrated screening, assessment, and treatment for individuals with co-occurring disorders, and to have in place the infrastructure (i.e., licensing, clinical supervision, staffing, quality assurance activities, and policies and procedures) to support the provision of integrated services.


Specific Requirements


1) Protocol for standardized mental health and substance use screening tools:


· The program uses standardized mental health and substance use screening instruments with established psychometric properties for routine screening for psychiatric and substance use symptoms upon all admissions. (Note: This requirement was implemented for all DMHAS operated and funded programs on 7/1/07.) 

· Program has existing capacities and appropriate services in place to admit all individuals with co-occurring disorders, including individuals with high symptom acuity and/or high severity of disability, provided outpatient services is the appropriate level of care.

2) Protocol for integrated assessment:


· The program performs a formal, integrated, and comprehensive assessment. Psychiatric, substance use and trauma histories are reflected in the medical record, including longitudinal information about the interaction between an individual’s mental health symptoms and substance use. 


· The individual’s stage of change (e.g., pre-contemplation, contemplation, preparation, action, maintenance) for each disorder/problem is documented and incorporated into treatment planning.

· The program documents both psychiatric and substance use diagnoses.

3) Protocol for integrated services:


· Treatments for mental illnesses and substance use disorders, including medications, are provided concurrently.


· Through multiple modalities (e.g., individual, group) the program includes:


i. motivational interventions;


ii. education about the symptoms, course and treatments for specific mental health and substance use disorders, and the interactive nature of co-occurring conditions;


iii. skill-building components to reduce substance use and better manage mental health symptoms (e.g., cognitive behavioral therapy);


iv. trauma-informed and trauma-specific services; and


v. relapse prevention planning.


· Program displays, distributes, and utilizes client/family educational materials addressing both mental health and substance use disorders, and co-occurring disorders.


· Psychopharmacologic and addiction pharmacotherapy interventions are provided on-site, except for methadone and bupernorphine, which require specific federal approvals (unless provider is approved for these); 


· Peer supports for people with co-occurring disorders are available on-site or through collaboration (e.g., assertive linkage to 12-step groups that are accepting of people with co-occurring disorders, alumni groups).


· Family members or other significant support persons are incorporated in the treatment process through family psychoeducation groups, multi-family groups, and/or family therapy, all of which include a focus on co-occurring disorders.


4) Staffing:


· Agency human resource (HR) policies incorporate a focus on competencies for providing services to people with co-occurring disorders in the hiring, clinical supervision and evaluation of staff.


· At least one direct care staff member in the program has mental health licensure (i.e., LCSW, LPC, LMFT, licensed psychologist) and at least one direct care staff member in the program has addiction treatment licensure (i.e., LADC).


· Clinical supervisors must be licensed in the addiction or mental health fields.


· On-site, documented clinical supervision sessions, including a focus on co-occurring disorders, are provided, including a minimum of two hours of face-to-face clinical supervision for every four weeks for staff without a professional license. One of these hours can be in a group supervision format. Licensed direct care staff receives at least one hour for every four weeks worked in either a group or individual format.


5) Education and Training:

· Program conducts at least two training events per year for staff to assist them in maintaining and enhancing their competencies to provide integrated services for people with co-occurring disorders.


6) Quality Assurance:

· Program has procedures for identifying the percentage of clients with co-occurring disorders and their outcomes on at least two indicators relative to individuals they serve that do not have co-occurring disorders (e.g., number of critical incidents, level of functioning at admission and discharge, treatment completion rates).


7) Licensing:


· Program is licensed to provide both mental health and addiction treatment services.

Posting Instructions:  Provider bulletins can be downloaded from the Web site at www.ctdssmap.com

Distribution:  This policy transmittal is being distributed to holders of the Connecticut Medical Assistance Program Provider Manual by Electronic Data Systems.  


Responsible Unit:  DSS, Medical Care Administration, Medical Policy Section, Neelam Joseph, Health Program Assistant I, CCT at 860.424.5671


Date Issued:  ______
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Serving Individuals with 

Co-Occurring Mental Health and Substance Use Disorders:

DMHAS’ Co-Occurring Disorders Initiative



February 2009













Why Focus on Co-Occurring Disorders?

		Co-Occurring Disorders (COD) are common.



		There are typically poor treatment outcomes for people with co-occurring disorders in the absence of integrated care. 



		If both conditions are not recognized and treated, recovery may be jeopardized.























Subgroups of the Population with Co-Occurring Disorders











			Quadrant III



High Severity SUD


Low Severity MI





			Quadrant IV



High Severity MI


High Severity SUD








			Quadrant I



Low Severity MI


Low Severity SUD





			Quadrant II



High Severity MI


Low Severity SUD















COD Epidemiology

		Studies conducted in mental health settings found 20 to 50 percent of clients had a lifetime co-occurring substance use disorder





		Studies conducted in substance abuse treatment agencies found 50 to 75 percent of clients had a lifetime co-occurring mental disorder





COCE, 2007 













CT System-Level COD Activities

		1995 – 	Department combined; COD 			Initiatives began

		2002 – 	Partnership with Dartmouth 			Medical School/Psychiatric 			Research Center began

		2004 – 	SAMHSA COD Policy Academy

		2005 – 	5-year COSIG Award

		2007 – 	Commissioner’s Policy 				Statement















Workforce Development Priorities

		To increase competencies and skills, five areas were established as priorities for the development of a co-occurring capable workforce:

		Education: Co-Occurring Academy

		Training, consultation, implementation support

		Co-Occurring Practice Improvement Collaborative

		Clinical supervision

		Developed “Competencies for Providing Services to People with Co-Occurring Mental Health and Substance Use Disorders”

		Partnering with Higher Education















Standardized Screening Measures Required

		Effective July 1, 2007 all DMHAS operated and funded providers are required to use a standardized mental health screen and a standardized substance use screen; menu of 4.

		Contract language added to all the funded providers.

		Data collection implemented.















Screening Measures

		Mental Health Screening Form-III (MHSF-III)

		Modified Mini International Neuropsychiatric Interview (Modified MINI)



		Simple Screening Instrument for Alcohol and Other Drugs (SSI-AOD)

		CAGE-AID (CAGE Adapted to Include Drugs)



		http://www.ct.gov/dmhas/cosig/screening















Enhancing Services for 

People with COD

		Standardized MH/SA Screening

		Integrated Dual Disorder Treatment (IDDT) model

		For “mental health” agencies serving people with severe mental illnesses and co-occurring substance use disorders

		Dual Diagnosis Capability in Addiction Treatment (DDCAT) Index

		For “addiction treatment” agencies serving people with substance use disorders and co-occurring moderate mental health disorders















IDDT and DDCAT Summarized

		**All elements with a focus on co-occurring disorders

		Program structure/milieu

		Stage-Wise Interventions

		Motivational Interviewing, CBT

		Family Psychoeducation/Support

		Pharmacological Treatment

		12 Step Self-Help Groups

		Continuity of Care

		Staffing















Use of Co-Occurring Enhanced Guidelines to Date 

		The DMHAS Co-Occurring Enhanced Program Guidelines were developed throughout 2007, with a statewide workgroup of mental health and addiction treatment providers;

		These Guidelines are currently implemented with:

		Intensive Outpatient Programs (IOPs), using a 25% rate increase incentive through CT’s Access to Recovery (ATR) Grant, and

		2 new COD residential treatment programs (30 beds), funded with ATR and GA/state dollars.









Providers Actively Involved in the 

Co-Occurring Disorders Initiative

		Co-Occurring Enhanced IOPs

		CT Renaissance

		Harbor Health*

		InterCommunity Mental Health Group (ICMHG)*

		MCCA

		McCall*

		Morris Foundation

		Rushford*

		Southwest Community Health Center

		St. Mary’s Hospital

		Wheeler Clinic*





*Currently an ECC







Providers Actively Involved in the 

Co-Occurring Disorders Initiative

		Co-Occurring Practice Improvement Collaborative

		ADRC

		APT

		Birmingham Group*

		Center for Human Development (Housing)

		CPAS

		CT Renaissance

		Harbor Health*

		ICMHG*

		MCCA

		Perceptions

		Rushford, Meriden*

		UCFS*

		Wheeler*





*Currently an ECC







Providers Actively Involved in the 

Co-Occurring Disorders Initiative

		COSIG Pilot Sites

		Hispanic Clinic at CMHC

		Morris Foundation

		Co-Occurring Enhanced Residential Programs

		CT Renaissance*, McAuliffe Center

		Regional Network of Programs, New Prospects

		DMHAS LMHAs and Hospitals





*Currently an ECC







Integrated Treatment Tools

		Practitioner level

		Practitioner Attitude Scales

		IDDT Knowledge Quiz

		MI/CBT Checklists - observation, audiotapes

		Stages of Change algorithms: matched interventions

		(free/low cost) COD Group Curricula



		http://www.ct.gov/dmhas/cosig/integratedtreatmenttools















The Focus

		Better care and outcomes for individuals with co-occurring mental health and substance use disorders
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Low Severity  MI 


 


 


Quadrant IV  


High Severity  MI 


High Severity  SUD 


 


Quadrant I  


Low Severity  MI 


Low Severity  SUD 


 


Quadrant II  


High Severity  MI 


Low Severity  SUD 
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                                                       DRAFT

TO:                 General Hospitals and Freestanding Behavioral Health Clinics


SUBJECT:   
Integrated Care Requirements for Adolescents with Co-Occurring Mental Health and Substance Use Disorders in the Enhanced Care Clinics under the Connecticut Behavioral Health Partnership, Medicaid Fee-For-Service, and Charter Oak Health Plans


The purpose of this bulletin is to notify Enhanced Care Clinics of new requirements for continued designation as an Enhanced Care Clinic (ECC).  These requirements pertain to integrated care for adolescents with co-occurring mental health and substance use disorders.  ECCs must be able to demonstrate compliance with the requirements outlined in this transmittal no later than ____.  As used in this transmittal, the term ECC includes the primary site and associated secondary sites.  


Each ECC is required to provide integrated screening and assessment of adolescents (ages 12 to 18) for co-occurring disorders, and to have in place the infrastructure (i.e., clinical supervision, staffing, quality assurance activities, and policies and procedures) to support the provision of integrated screening and assessment services.


Specific Requirements


1) Protocol for standardized mental health and substance use screening tools:


· The program uses standardized mental health screening instruments with established psychometric properties for routine screening for psychiatric symptoms upon all admissions.  The program utilizes the GAIN Short Screen for routine screening for substance use symptoms upon all admissions.  

· Screening instruments/measures must be appropriate to adolescent development


2) Protocol for integrated assessment:


· The program performs a formal, integrated, and comprehensive assessment. Psychiatric, substance use and trauma histories are reflected in the medical record, including longitudinal information about the interaction between an individual’s mental health symptoms and substance use. 


· Use of basic engagement skills such as basic motivational interviewing skills that are developmentally appropriate

· The program will utilize attempts to engage family members, guardians or other supports.

· The program documents both psychiatric and substance use diagnoses.


· Assessments of adolescent behaviors are interactively and multiply determined based on his or her mental health, substance abuse, functional environments and abilities.

3) Protocol for linkage to appropriate services

· For clinics with DCF OPCC license - evidence of linkage with substance abuse provider through either MOU or in Policies and Procedures

· For clinics with DPH outpatient substance abuse license - evidence of linkage with psychiatric clinics


· For clinics with DCF OPCC license and DPH Outpatient substance abuse license - evidence of how screening, assessment, and treatment plans and services are integrated under both licenses.

· Policies and Procedures that describe process for identification of co-occurring disorders and linkage to appropriate providers


· Policies and Procedures that indicate process for ongoing communication between substance abuse and mental health providers.
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