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‘Getting Started



spartment of Mental Health and Addiction
Services (DMHAS)

e

Addiction
Services

Single State Authority that has responsibility for
both mental health and addiction services.
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BIVIEAS; "'" peecnywerkineienintegrating,

SEIVICES 10N years — With varying success.

te 'G" — taskfiorces,research on co-occurring

. /r j— CT Integrated Dual Disorders Treatment
,'_,_,,-. BT) Initiative and what is now the CT Dual
Dlagnosns Capability in Addiction Treatment
: '(DDCAT) Initiative began

- s 2004 — National COD Policy Academy

e 2005 — Co-Occurring State Incentive Grant
(COSIG)
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> Freejt -Cy of OCCUrrence:

— Crr Jgef' C|dents .

I
~ Poor *eatment outcomes for people with co-occurring
| cJ }:*c ers In the absence of integrated care

S e-mstltutlonallzatlon and more Community care

B el

5‘-’—""—""_; A*vallablllty ofi substances

—» Better screening, assessment and treatment
-~ matching: refinement and maturation of co-
occurring disorders treatment field

» Disproportionate cost allocations
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SUPstance \buse/I\/Iemt-al llIness
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el Persons
- _Entry Into
- || treatment

Discharge
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Acute symptoms
Discontinuous treatment
Crisis management L
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VABUE-DRIVEN, RECOVERY S
ORIENTED SERVICE SYSTEM

.

BNGIDAL I IS THE MOTHER OF A RECOVERY-
ORIENTED SERVICE SYSTEM

)

-
e e e B

SSTC1AL 1T 1S THE MOTHER OF VALUE
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= VALUE = QUALITY/COST g &
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DIVIisA Systemlc Approa Q,r'
Integ ra‘ted Care

--n.._‘ ——

Slicll Jr g conceptual and policy. framework
’u]l__l mpetencies and skills
=t r_ Hance programs and service structures

Jgn flscal resources and administrative
-=4poI|C|es In support of integrated care

="u Monitor, evaluate and adjust

= Develop co-occurring program guidelines
(currently in development)
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St ategy for Change —
“Project DulJour?”

—
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N
ha o™

s Use Big t f_l_.p?oéch for consensus
e VICI = ;L_mplementatlon process, i.e., COD “PIC”

e Use e_; ﬂiogy transfer strategies to develop,
[igg oJe ] 'nt andisustain evidence-based or preferred
gp-' -=|ce_s
f élate to existing initiatives, i.e., Recovery, Quality
e
= Re-orient all systems to support integrated care

= Transition providers to co-occurring oriented
performance outcomes
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R

cemmissioner’s Poliecy Statement # 84

“Serving People with Co-Occurring Mental Health
and Substance Use Disorders”

PURR O>
r)r rt DMHAS’ everarching goal of promoting and
 cleg) evmg a guality-focused, culturally responsive, and
F—=rry COVEry-oriented system of care

.__d--'_—:

g—

= ‘Communicate expectations: Improve processes of care
- and outcomes for people with co-occurring disorders

e |mplement advances in research and practice related to
co-occurring disorders (close the science-to-service
gap)
® Transform DMHAS’ system of care
12
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PEfiRitions In the Policy

NPT AISOrAers are delined as e co-
EXISIENICE OI WO 01 TI0re dISorders, at /east one: of Which
IEIAIESONIIE USe) Off aIcolol ana/or other ardgs ana at

JEASIROE O WihICH! IS a mental healtn disoraer.”

- —
—
— -

= egra tead treatment /s a /means or coorainating

poLh substance use and mental health interventions; it is

-~ prelerable if this can be done by one clinician, but it can
- be accomplished by two or more clinicians working

- logether within one prograim or a hetwork of services.

Integrated services must appear seamless to the

/naiviaual participating in services.”
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2plicy Statement

e 0//0 g/)/ idrdeadiiealticare systerm i
BOEECHeUE Will-be highly, responsive (o the
111 p/e arid cormplex rneeas or persons and
= SIAImIes experiencing co- oceurring mental health
— ayd supstance use disoraers, in all levels of
= care, across all agencies, and throughout all
0I1ases of the recovery process (e.q.,
engagement, screening, assessment, treatment,
renapiitation, aischarge planning, anad
continuing care).”
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Guiding Prncipless™

.-'f' 1 CO-0ccurring dlsorders the
on not the exception.

v = g door” for entering into the system.
MH nd SA disorders are both “primary”.

_"-"'_'Illl-

g

- s |ntegrated care, one plan for one person.

ﬁi- Preserve and capitalize on the values,

= phllosophles and core technologies of both the
mental health and addiction treatment fields,
“one plus one = three.”
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elidimng P;Lrlciples(@@ﬂf.)* —
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w each phase of each disorder presents

-',,.JE i rent treatment Issues and needs

' f)aﬁefully attend to motivation for change
‘and readiness for treatment

e Gradually increase expectations

1

1

||
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Guiding Rrincipless(eont.)
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- Co enswe array of services & supports
- a_r_ @ Mmanage one’s own recovery.
exible; individualized person-centered

= "; rvices
s :JPJZOVIdeI’ ‘networks “(?) - integrated and
~ coordinated

. Primary goal - shift from symptom
stabilization to “recovery zone”

=
A
-’r
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NRkage with Recovery Initiative™

sornted focus on being a Recovery—
OIIEND ied Healthcare System.
— Emlssmners Recovery Policy No. 83, 2002.

= -elcovery Practice Guidelines, 2006 (Edition 2,
_—f~?008’?)
~ = Umbrella for integrating services and
improving outcomes for people with COD;

recovery lessons from both fields.

~
AN
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&3 COD INITIATIVE - STRUCTURE
S SIEErng ( Committee — Commissioner Chalrs
> War; grc Ips

— enlng
= erv1ces
";:' fState Facilities

_ — Co-Occurring Guidelines

— Workforce Development

— Co-Occurring Practice Improvement
Collaborative
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COPISteering Committee. Partners =

uc* stance Abuse and Mental Health
H VI érs (Trade Association Reps)

= ng -very Communities: CT Community for

‘-EdTCtIOn Recovery (CCAR) and Advocacy Unlimited (AU)
ﬁ e
— Academlc Partners: Yale University, Dartmouth

~ Medical School
E >

. C1I Certification Board
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COD Screening Rilot i
J\/J@?uurw o |
SYVIENT: 1 Health Screenlng Form:=I11 (MHSE-
JJJ);.:-

s\edified Mini International Neuropsychiatric
| interwew (Modified MINT).

' f_S_lmpIe Screening Instrument for Alcohol

—'.rf_;‘:::‘- and Other Drugs (SSI-AOD).

- = CAGE-AID (CAGE Adapted to Include
Drugs).
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COD Screening Rilet

o -'-i'—'r_ |=-- ._.__ =

> Dilgi jgf'o' ay 206, complete Spring 2007.
SRsproviders (MH and SA, state and pnp)
(5’/ d 1/6 mos, Onsite Training/TA)

e Iy conference calls, data feedback reports.

_-'n
_.
_——_' - =

;:»50 completed sets of screens

f_ J Based on positive results, statewide

~ implementation of COD screening instruments
will begin in July 2007 (See DMHAS Information

prief for summary of pilot results).
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Integrated, SErvicesy ™ e
legrated senvicerdelivenamplementation
stpport | |

— rrrrm plus Ongeing coaching on Integrated Dual

_)JJJ‘J"O Treatment (IDDT) and the Dual Diagnaosis

capability in Addiction Treatment (DDCAT) Index.
= |Io_t sites (Morris Foundation and Hispanic Clinic)
F__;:Practlce Improvement Collaborative (8 private non-
55"; ~ profit (PNP) agencies — focused ongoing training,
-~ consultation and implementation support).
' — Eight DMHAS State Facilities (same focus as above).

— Program Guidelines
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~ On- Jme rnlng (RFP, 8 courses, $20k)

E s =
e :F-
HLS et

= e
e

_ .—_C_J‘_Jé cal Supervision

i

— Community Colleges (COD specific courses)
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COD, Outcomes
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SOlicomes-NV easuring Inputs and Outputs

'i-.-l-—

— Jel=p)i rm .'g people with COD within existing
mqm Information systems

— }a el ﬁfylng outcomes for people with COD
ﬂ,_- ~ Provider quality assurance activities
f_ e Fldellty Scales

-

—
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SREEINMUNICATE SUCCESSES

Jl\Jr'@ RMATION” - Screening Pilet and COD
\/Jrle ze-based and Preferred Practices

— w =5 SAGE from ...Office of the
SCommissioner

_-"'"_'..u Thema—

&= Bimonthly mailings to all CEOs with COD
% _‘""' ‘products

— Monthly report of COD activity reports

— Development/Dissemination of COD
Infermation materials
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Next Steps -—

. o A—

Erorr "rhg E)‘Jr"r S G e toSYatas chanae
SESiziewide implementation of standardized screening
meguw July 20)0)7/

Copliiplefes practlce Improvement collaboratives with
ziefoff] ’ﬂal Agencies

= -.J.:_“: |G providers to develop and submit COD
= implementation plans; statewide TA event
g‘_"

=224 'Increased use of data to identify people with COD, their

- -
- -
_—
—
. =
—
—

= Service use, outcomes; assist programs in the use of data

e Comprehensive vision statement with short, intermediate
and long-term goals for the system; an elaboration of the
Commissioner’s COD Policy Statement
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r Czlfe zlf)e ouzgomw o gersans Wit r(
.Jsorders

15 ?ransformatlon m
= rshlps

,orﬂlnual assessment and communication
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— T‘echnology Transfer (science-to-service)
'» Sustained focus
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A __ arerthe opporturam"s’P —
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. Fodlaral] Orlrerb(JJO va'h SAVIFISA
=3 ]\JCIEJOI?‘ Policy Academy
— Co- Qrf ﬂrrmg Center for Excellence (COCE)
— (O\a:

S

S e |cat|ons Treatment Improvement Protocol (TIP)
***A IDDT Toolkit

"'%crlrénce base is continually strengthening

- Widespread recognition

— That the “pain” of non-integrated or semi-integrated
care Is high and we know we can and must do better.

) —
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THE VISTON _""” o
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RIS ]' e country by 2010...

___J J_.e aerall health, economic growth and full
uahty of life

| Jﬂn support of the hopes, strengths and
_goals of every person, family and

community ... across their lifespan.
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contact Inf(‘)rm@jp. ';p
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~ Siate of Connect = —— S
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DEWEIGMENT o Mental FHeal rand Addiction Services
HJQ as A. Kirk, Jr., Commissioner
Thomas Kirk@po.state.ct.us

: COD Initiative Website:

—  Nttp://www.ct.gov/dmhas/cosig
' _ Sabrina. 'rocchi@po.state.ct.us
Julienne.Glard@po.state.ct.us
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