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ECC Co-occurring disorders (COD) Guidelines

The subcommittee reviewed revisions based on the May Subcommittee discussion of the adult and adolescent policy transmittal on COD integrated care requirements.  Highlights of the June SC discussion included the following:
Adolescent COD 
· Screen teens at intake and either offer treatment on site or refer to community provider.

· Assess teen substance use (as part of COD assessment) considering a continuum of severity:  

                     Infrequent SA use           regular use     Substance Abuse  

                       Low ______________________________________ High
Dr. Schaefer stated a systematic process for screens (GAINS or other standard tool) and interventions would be based on where on the continuum the teen is determined to be.  SC emphasized the importance of identification of and interventions for the at-risk teen. Clients on the high end of the continuum would be referred out to appropriate treatment.  Connie Catrone noted that the clinician can defer a SA treatment plan as part of COD treatment until the teen/family has engaged in treatment. 

· When is the teen standard screen to be done – at initial intake call? Up to a clinician to determine when to do the stand screen.
Adult COD

· DMHAS stated the implementation date for adult COD process was initially within the next 9 months.  Given the agency staff retirements and time needed to clarify DPH licensing requirement, DMHAS suggested ECCs have 12 months to implement the teen and the adult COD policy.

· DMAHS has funding available for all ECCs to receive training in COD with the consultant.

· This ECC policy standard includes 8 of 14 standards in the evidenced-based model, which is   about a 5 on a 1-10 scale with 10 = the gold standard. 
· The primary COD diagnosis would determine the intervention and in the case of teens, treatment referrals. 
Other discussion topics related to COD policy

· DPH licensing requirements remain in question with clinic cost ramifications:
· Satellite ECC clinics may not have SA license so client would, in the case of Wheeler clinics, be referred to Plainfield site. 
· Can DMHAS waive the SA license: is DMHAS prepared to review these requests? DMHAS will have to look at this. 
· If clinics are required to obtain a SA license, would that obligate the clinic to accept a SA only client?  When adult SA becomes the primary diagnosis, the client can be referred to community SA provider. 
· There is geographic variability among ECCs and some have established referral relationships for treatment; continuing this would be preferred rather than requiring the clinic to assume treatment that is beyond their resources. 
· If current licensing requirements stand (multiservice), this may be doable.  Changing the licensing adds costs to the clinic and raises a different discussion. The DMHAS COD experience for IOP, EDT grant-based programs has been positive.  Implementing this in a non-grant FFS program is labor intensive. 
· The CTBHP has demonstrated success with provider incentives; this could be considered for ECC COD process that moves care in the right direction as has the other provider incentives. 

· Implementation of evidenced-based models usually takes 2 years before one can quantify fidelity to the model.  The implementation process of a new model takes at least one year. 

· Susan Walkama raised the question about the role of this SC in prescribing practice standards for ECC policy such as COD.  The initial “access” standards were taken up by the SC and were appropriate to this SC. It may be more appropriate for the SC to discuss and agree on key COD protocols for ECCs.
· DMHAS is not part of the BHP program.  Most of their services are grant funded, not FFS as in BHP. The adult mental health system is grant funded with coordination on multiple levels. 

DSS remarked that ECC rates are sufficient to support the policy and if training funding is available, the standard could be in place within a year with a DCF/DMHAS audit for the first year.  From a SC perspective, further work needs to be done on the COD policy.  Susan Walkama will work with Lois Berkowitz to frame next steps prior to further SC work on this policy.

Next meeting on July 15 will start with the two items deferred from this agenda:
1. Intensive Home Based Care Guideline and Authorization Revisions (see attached draft authorization changes) 
2. ECC Access Standard Policy Review 
3. Request for written comments on remaining questions/comments on ECC Co-Occurring Requirements for August PAG meeting 
