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EXECUTIVE SUMMARY

Thisreport isthe fourth in a series of publications produced under the auspices of the joint Task
Force on Co-Occurring Mental Hedlthand Substance Use Disorders of the National Associationof State
Menta Hedlth Program Directors (NASMHPD) and the National Association of State Alcohol and Drug
Abuse Directors (NASADAD). Created in 1998 withthe support of the Center for Mental Health Services
(CMHS) and the Center for Substance Abuse Treatment (CSAT) withinthe Substance Abuse and Mental
Hedlth Services Adminidration (SAMHSA), the Task Force has focused its attention since its inception
on creating the congructive didogue necessary to overcoming historical barriers to trestment and
strengthening services for persons with co-occurring disorders across the nation.

Together, these reports confirm the foundations for the Task Force' s discussion of co-occurring
mental hedlth and substance abuse services by:

1 aticulating a framework that conceptuaizes treatment systems for co-occurring mental health and
substance use disordersin terms of the nature and severity of client symptoms and pecifiesthe level
of service coordination (i.e., consultation, collaboration and integration) needed to improve service
outcomes (National Dialogue on Co-Occurring Mental Health and Substance Abuse Disorders,
1999);

1 edtablishing the expectation that comprehensive, coordinated systems of care for individuas with co-
occurring mental health and substance use disorders based on the conceptual framework should be
developed, financed and marketed (Financing and Marketing the New Conceptual Framework
for Co-Occurring Mental Health and Substance Abuse Disorders, 2000);

1 identifying co-occurring service programs from five states as examples of successful efforts to serve
persons with co-occurring menta hedth and substance use disorders (Successful Programs for
Individuals with Co-Occurring Mental Healthand Substance Abuse Disorders. Examples from
Five Sates, 2000); and

1 presenting in-depth case andyses of nine service systems that ddliver effective, integrated servicesto
persons with co-occurring disorders by usng funds derived frommultiple sourcesand by documenting
the oecific management and program practices and methodsthese programs useto organize services,
obtain revenue, expend resources and account for expenditures (Exemplary Methods of Financing
Integrated Service Programsfor Personswith Co-Occurring Mental Healthand Substance Use
Disorders, 2002).

The Task Force believesthat these reports make a va uable contributionto the knowledge base for public
mental heath and substance abuse authorities who have identified the expansion and strengthening of co-
occurring service systems as a high priority for systems improvement.

Financing Integrated Service Programs for Persons with Co-Occurring Disorders -ifi-



About The Problem

The needs of persons with co-occurring menta health and substance abuse disorders are varied
and complex. Higorically, the nation's menta hedlth and substance abuse treatment systems have
responded to these needs in a fragmented and uncoordinated fashion. Our responses have reflected
sgnificant differencesinthe way co-occurring disorders are understood and defined, as well asinthe way
that co-occurring treatment services are devel oped, financed and ddivered. While differences of opinion
and gpproach remain, mentd hedth and substance abuse professonds increasingly recognize an urgent
need to create moreresponsve sysemsof care. Without more effective care, individua swith co-occurring
mental health and substance abuse disorders will continue to cyde repeatedly through service systems,
enter jalsand judicid systems and generdly go without the services and supportsthey need to relieve and
resolve their disorders.

About This Report

This report details the experience of nine service systemsin developing, ddivering and financing
what are genegrdly regarded as exemplary, integrated services for individuas with co-occurring menta
hedlth and substance abuse disorders by using multiple sources of funds. It provides the most complete
information avalable nationaly regarding how integrated co-occurring services are financed; synthesizes
the key characteristics of successful programs, and, makes a series of fiscal and program-related
recommendationsto becons dered by service providers, policy makers, payers, consumersand advocates
in their efforts to create and expand integrated systems of mental hedlth and substance abuse treatment.

The report contains a series of observations and conclusions that have resulted from this unique
netiond effort, indluding:

»  Sgnificant improvements can be made within existing service and financia structures and mechanisms
(induding the Community Mental Hedlth and Substance Abuse Prevention and Treatment Block
Grants) that would increase the capacity of menta health and substance abuse service systems to
deliver integrated care for persons with co-occurring disorders.

»  Systemimprovement begins withthe commitment of leadership. The experience of the case Sudy sites
indicates that while service expansion and strengthening can be accomplished, it is not without risk.
Leaders & state and local levels have been willing to assume that risk.

o Staff training isthe key to developing a shared set of values and gpproachesregarding the needs and
capacities of persons with co-occurring mental hedth and substance abuse disorders to change their
livesfor the better.

» State licenang, cetification, financia and program rules and regulations often unnecessarily and
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unintentiondly impedethe development of integrated co-occurring services. Whenever possible, they
should be examined and reduced or eiminated.

» Each state mentd hedthand substance abuse authority is responsible for overseeing a service system
with amultitude of funding sources. Service funding reacheslocd service programsthrough diverse
organizationd mechaniams, including managed care frameworks, county and regiona authorities and
state-operated direct service sysems. Being accountable for the expenditure of these funds requires
that agencies balance a bewildering array of regulations, requirements and guidelines.

» State authorities share a common capacity to create and gpply financid incentives that support the
development and ddivery of integrated co-occurring services and make the best use of limited
resources.

* Mentd hedth and substance abuse service professionals, providers, consumers and advocates — as
well astheir colleaguesin other service systems — have unique expertise and contributions to make in
the creation of more collaborative sysems of care. They should be recognized and respected as
essentid partners in building a nationd consensus in support of more effective co-occurring menta
heslth and substance abuse services.

Using The Report and Next Steps

Thisreport is designed to provideideasand guidanceto service providers, policy makers, payers,
consumersand advocatesintheir effortsto develop integrated menta healthand substance abuse services
for persons withco-occurring disorders. 1t employsthe experience of asingular group of service agencies
and dtate systems in order to generate further discussion and to take the next steps —whatever they may
be — in srengthening state and loca systems of care. The authors of this report hope it encourages their
colleagues across the country to capitalize on the success of these study sites and, in doing o, move one
step forward toward the shared god of cregting more effective sysems of care for persons with co-
occurring mental hedlth and substance use disorders.
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INTRODUCTION

Background

Co-occurring mental hedlth and substance use disorders constitute one of the most pressing
problems facing the nation’ s public menta healthand substanceabuseservicesysemstoday. Asresources
decline and the needs of consumers become bothclearer and more complex, the estimated 7 - 10 million
people in this country who experience the combination of at least one co-occurring menta hedth and
substance use disorder present service providers, policy-makers, funding sources, consumers and
advocateswithasgnificant chdlenge'. Theseindividuds cycle repeatedly through primary hedth, menta
hedlthand substance abuse trestment systems. They enter jail and judicid settings. Individuasand families
dike become homeless. Many receive no treatment et al.

Beginning in 1998, the Nationd Association of State Menta Hedth Program Directors
(NASMHPD) and the National Association of State Alcohol and Drug Abuse Directors (NASADAD),
with support from the federal Center for Mental Hedlth Services (CMHS) and the Center for Substance
Abuse Treatment (CSAT) of the Substance Abuse and Mentd Hedth Services Adminigtration
(SAMHSA), began a didogue by appointing a joint NASMHPD-NASADAD Task Force on Co-
Occurring Mental Healthand Substance Use Disorders. The Task Force was created to explore barriers
to effective treatment for persons with co-occurring disorders and to identify  strategies that would bring
those barriers down. Since its inception, the Task Force has sought to modd the level of professond
collaboration which its members believe is essentid to creating more responsve systems of care.

The Task Force expanded on work that originated with the New Y ork State Office of Mental
Health and the New Y ork State Office of Substance Abuse Services to devise a conceptua framework
for consdering both the needs of individuas with co-occurring menta hedlth and substance use disorders
as wel as the system characteristics necessary to meet those needs. Presented in a March, 1999 report
of the Task Force,? the conceptua framework offers a way of thinking about service ddivery that

us. Department of Health and Human Services. (1999). Mental Health: A Report of the Surgeon General.
Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services
Administration, Center for Mental Health Services, National Institutes of Health, National Institute of Mental Health.

U.S. Substance Abuse and Mental Health Services Administration (SAMHSA). (1999). A Summary of Findings
fromthe 1998 National Household Survey on Drug Abuse Rockville, MD: Author.

National Association of State Mental Health Program Directors and National Association of State Alcohol and
Drug Abuse Directors. (1999). National Dialogue on Co-Occurring Mental Health and Substance Abuse Disorders.
Alexandria, VA and Washington, D.C.: Authors.
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encompassessymptommultiplicityand functiond severity, locus of care and degree of service coordination
among various agencies— i.e., consultation, collaboration andintegration. Theframework providessystem
advocates and managerswitha decis on-making structure that helpsilluminatethar options for the best use
of available resources.

FIGURE 1. CONCEPTUAL FRAMEWORK FOR DEVELOPMENT OF SYSTEMSOF
CARE FOR CO-OCCURRING MENTAL HEALTH AND SUBSTANCE
USE DISORDERS
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The conceptua framework considersthe level of service coordinationnecessary for persons with
co-occurring disorders based upon the nature and functiond severity of their disorder and the primary
locationof thar care. Theframework recognizesthat the severity of anindividua’ s need for serviceiskey
to determining the nature and type of care provided. Moving from consultation (lower left section of
framework) through collaboration (mid-range) to integrated care (upper right section of framework),
increasngly serious disorders require greater and more intense levels of expertise and partnership from
substance abuse and menta hedthprofessonds. Typicdly, mentd health agencies have had responsibility
for servicesto individuasin Quadrant 11, while substance abuse service agencies have provided services

Service coordination by Severity

High
geverlty

Alcohol and other drug abuse

T TTBALAL EORCY b ST e

“Mental llines

. Consultation Collaboration

to those whose needsfdl within Quadrant 111. Those with the most severe need - individuas in Quadrant
IV - have too often found themsdves in ingppropriate settings where their needs are not met a al: jalls,

gavarity

integrated
Sarvices
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prisons and emergency rooms, for example.

Sinceitsadaptationby the Task Force, the conceptual framework hasbeenused by statestoraise
anumber of critica questions about co-occurring mental health and substance use services: Who are our
clients? What services do they need? Where and how are they being served now? In what ways can they
be provided with more of what they need? Designed to frame critica questions about comprehensive
sarvice sysems and catayze discussions about systems of care, the conceptual framework hasformed the
basis of the Task Force' swork.

At its meding in June 1999, the Task Force continued to focus on the ways in which federa
agencies, states, and communitiescan devel op partnershipsto support the development of comprehensve
and coordinated sysems of care for persons with co-occurring mental healthand substance use disorders.
Among the principles underlying the group’s work was the expectation that persons with co-occurring
mental hedlth and substance use disorderswill present themselves for treatment at local mental health and
substance abuse programs. They are, in fact, dready widely seen in service systems throughout the
country. Unfortunately, as the Surgeon Generd stated in his Report on Mental Hedlth (p. 413):

[M]ost of the treatment servicesfor mentd illnessand for substance abuse are separate...,
as are virtudly dl public funds for these services. This separation causes problems for
tregting the substantia portion of individuas with co-occurring mental healthand substance
abuse disorders who benefit from an integrated approach to treatment.

Developing and finandng a comprehensive, coordinated and responsive system of care requires
time, credtivity, resources and expertise. No single set of financing mechanisms applies to dl needs,
locations and organizationd settings. In its April 2000 briefing paper: “Financing and Marketing the New
Conceptual Framework for Co-Occurring Mental Healthand Substance Use Disorders™, the Task Force
embraced a st of financing principles that provide flexible guiddines that can be adgpted for use by any
State or community, regardless of palitical structure or current funding for menta hedlth and substance
abuse sarvices. Those principlesinclude:

4 Joint purchase by menta hedth and substance abuse authorities of services for a clearly defined
population of persons with co-occurring disorders.

4 Securefinancing that can be depended upon to fully support servicesfor co-occurring disorders,
mogt likdly in the form of multiple funding streams, induding State Generd revenue, Substance

SNational Association of State Mental Health Program Directors and National Association of State Alcohol and
Drug Abuse Directors. (2000).Financing and Marketing the New Conceptual Framework for Co-Occurring Mental
Health and Substance Use Disorders: A Blueprint for Systems Change (Final Report of the Second National
Dialogue of the Joint NASMHPD-NASADAD Task Force on Co-Occurring Disorders). Alexandria, VA and
Washington, DC: Authors.
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Abuse Prevention and Treatment and Community Mental Hedlth Block Grants, Medicaid, and
local taxes, anong others.

4 A mixed funding mode! that combinesmulltiple, exigtingfundingstreams while continualy attempting
to leverage new resources.

4 Purchase of sarvicesthat maintain fiddlity to evidence-based models and focus on desired
outcomes.

4 Evduaion of sysem performance to improve results.

The April 2000 report traced the concerns of the Task Force regarding the finencing of integrated
co-occurring mental health and substance abuse services by:

@ formulaing an approach to the design of comprehensive and coordinated systems of care that
engages dakeholdersin joint planning and creates stakehol der partnerships with concrete shared
commitments, identifies barriers to systems change and then identifies potentid solutions to
overcoming barriers to implementation;

2 identifying key ements of an approach to financing integrated services for persons with serious
mentd illness and co-occurring substance abuse disorders, including examples of how individua
dtates have approached the challenges of financing; and

3 developing a comprehensve marketing strategy that the Task Force and its partners can use to
extend the conceptua framework to states and other stakeholders.

For those individuas who experience the most severe co-occurring mental hedlth and substance
usedisorders(i.e., Quadrant 1V: high mentd illness’high substance abuse), the NASMHPD-NASADAD
Task Force and the fidd at large are moving toward consensusthat their effective and ethicd trestment
requires integrated care. Treatment agencies from both mental hedlth and substance abuse communities
increasingly recognize the vaue of integrated services and are developing services accordingly. While an
evidence base has aso been steadily building for the use of integrated service modes for persons with
severe mental disorders and less serious co-occurring substance use disorders (those who might be found
in Quadrant 11 of the conceptual framework, for example)*, the Task Force believes that it is critical to
reach a better understanding of the needs, type of services received and service models that work
effectively withindividuals who traditiondly receive care primarily from agencies located in both Quadrant
[1 (high mental hedth/low substance abuse) and Quadrant 111 (low menta hedth/high substance abuse).

‘RE. Drake, C. Mercer-McFadden, K.T. Mueser, G.J. McHugo and G.R. Bond. “Review of Integrated Mental Health
and Substance Abuse Treatment for Patients with Dual Disorders.” Schizophrenia Bulletin: 24(4):589-608. 1998
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The work of the Task Force confirms what hasbeenwidely understood for sometime: date and
locd mentd hedlth and substance abuse agencies depend on multiple sources of revenue —including State
generd revenue, Community Mentd Hedth Services (CMHS) Block Grant and Substance Abuse
Preventionand Treatment (SAPT) Block Grant Funds, Medicaid, and local taxes, among others —but the
proportion of those funds available to both systems varies widdly.

State substance abuse agencies are highly dependent onthe SAPT Block Grant. According to an
andysis of state dcohol and drug abuseprofile data,® the single largest source of funding for dcohol and
other drug services during FY 1999 was the SAPT Block Grant, representing 30% of the tota
expenditures of programs that received at least some funds administered by State AOD Agencies during
the state' s fiscal year. The tota dlocation of SAPT Block Grant funds to states during the period was
$1.360 hillion. In contrast, CMHSBIlock Grant fundsmake up arelatively smal percentage of state mental
hedlth agency budgets. Based on the latest available data® Menta Hedlth Block Grant funds represent
just 2.8 percent of total state-controlled mental health expendituresand community-based mental hedlth
expenditures during fiscal year 1997, with atotal CMH Block grant alocationto states of $240.5 million.

Higdoricdly, some confuson has been evident in both the substance abuse and menta hedth
communities with respect to the use of Mental Health Block Grant and Substance Abuse Treatment Block
Grant funds to support delivery of integrated services for persons with co-occurring disorders. The
guestionhas beenraised anong senior menta health and substance abuse officids a state and locdl levels
— induding during a number of the interviews and Ste vigts conducted for this project — regarding the
appropriate use of the block grants to support integrated services.

Section 1956 of the Public Hedlth Service Act provides that: “ States may use funds available for
treestment under the [mental health and substance abuse block grants] to treat persons with co-occurring
substance abuse and menta disorders as long as funds available under such sections are used for the
purposes for which they were authorized by law and can be tracked for accounting purposes.” While a
number of states utilize both the Community Mental Hedlth Block Grant and the Substance Abuse
Prevention and Treatment Block Grant to support the delivery of integrated services, guiddinesfor the use
of these funds remain unclear (see Appendix A: “SAMHSA Postion on Treatment for Individuaswith
Co-Occurring Addictive and Menta Disorders’ and Appendix B: “SAMHSA Postion Statement on
SAPTBG and CMHSBG Funds to Treat People with Co-Occurring Disorders’).

More specificdly, the lack of clarity regarding accounting requirements to adequately track use of
block grant funds has, in some cases, reportedly led some State agencies to avoid the use of block grants
to support delivery of integrated services. In other cases (e.g., Pennsylvania), state agencies have created

S, Gallant, R. Anderson, K. Sheehan, A. Moghul, C. O’ Donnell, P. Stokes and K. Nardini. (1999). Sate Resources
and Services Related to Alcohol and Other Drug Problems. Washington, DC: National Association of State
Alcohol and Drug Abuse Directors.

6r. Lutterman, A. Hirad and B. Poindexter. (1999). Funding Sources and Expenditures of State Mental Health
Agencies: Fisca Year 1997. Alexandria, VA: NASMHPD Research Institute.
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acomplex management information(M1S) systemto ensurethat tracking can be rigoroudy accomplished.
In states utilizing block grant fundsto support ddivery of integrated services without enhancing their MIS,
they cannot be certain whether their decison to alocate block grants for this purpose will be affirmed a
some future point.

Sincecompletingthe April 2002 report, NASMHPD and NASADAD have convened overlapping
national membership meetings in Reno, Nevadain June, 2000. One day was dedicated solely to issues
associated with co-occurring disorders; al members attended the special sessons. Members of both
associations expressed their readiness to continue moving forward to accomplish their goa of improving
services for persons with co-occurring disorders.

Project Description

Through the continued support of CMHS and CSAT, the NASMHPD-NASADAD Task Force
has sought to focus this year on delinesting specific examples of financing integrated services for persons
with co-occurring menta health and substance use disorders that blend muitiple funding streams at the
provider levd.

The project had the following origind objectives.

(1) to identify provider level programs that deliver effective integrated services to persons with co-
occurring disorders using funds derived from avariety of sources,

(2) usngacase study approach, to document the specific management and programmethods used to
organize services, obtain revenue, expend resources and account to payers about program
expenditures,

(3) tosynthesizethe “key ingredients’ to successful programs that are found in the case studies,

(4) todeveop aset of recommended fisca accounting or auditing standards that could be adopted by
payers to accommodate blended funding at the program level; and

(5) to deveop a find report that contains the case studies, key ingredients and recommended
accounting/auditing sandards.

The nine program stes that participated in this project are innovators from both the menta hedlth
and substance abuse communities in providing integrated services to persons with co-occurring menta
healthand substance usedisorders. Ther casestudiesrepresent avariety of successful modes of integrated
sarvicesfunding that can be adapted to a wide range of programlocations, settings and environments. Our
god isto provide state and loca managers, providers, consumers and advocates with specific and wel-
documented examples of how integrated servicesfor personswithco-occurring disorderscanbeorgani zed
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and financed.
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SECTION I
METHODS

The case study method selected for this project utilizes what is essentidly a descriptive
“gorytdling” technique designed to explicatethe nature of each Site€’ sorganization, structure, development
and financing and to consider the possible consequences of the actions that they have taken—in effect, to
identify the lessons to be learned from a critical gppraisal of their experience. The case study gpproachis
inductive rather than deductive; the focusis on congdering the details of each Site' sexperiencerather than
assuming that there is one “right” or “wrong” way to develop and maintain integrated co-occurring mental
hedlthand substance abuse programs. Assuch, it isfundamentaly aquditative undertaking that should be
differentiated from a more scientific, research-oriented gpproach.

| dentification of Case Sudy Stes

In December 2000, project staff requested nominations of co-occurring programs that met the
project’s criteria, including (a) integrated services;” () multiple sources of funding; and (c) interested and
avalable to participate in the project at the level required (see Appendix C for “Invitation to Nominate
Exemplary Programs’). The individuds and organizations asked to make nominationsincluded dl state
mental hedthdirectors; dl state a cohol and drug abuse directors; selected nationd provider and advocacy
organizations, nationad consumer and family advocate organizations and individuds known for their
expertise in the development of co-occurring services and programs®

A tota of 55 nominations fromthe substance abuse and mental healthcommunitieswere received,
representing 35 states. These programs origindly began as substance abuse programs, as mentd hedlth
programsand/or asdual diagnosis programs. Aninvitetion letter wasmailed to al nominated Stesin March
2001, explaining the project and inquiring as to each program’ sinterest in participating in the project. All
nominees who expressed interest were contacted by project daff. Questions about the project were
answered and the agency’ s interest in participating was confirmed, as was the degree to which they met
project criteria, induding how feagble it appeared to be that they would be able to furnish the detailed
information required to participate.

"For purposes of this study, “integrated services’ typically refersto treatment for both amental illnessand a
substance use disorder that is delivered by asingle clinician, team of clinicians or program. More specific
descriptions of the integrated services model utilized by each siteisincluded within individual case studies and
summarized in the “Program Analysis’ section of this report.

8National Mental Health Association, National Association of County Behavioral Health Directors, National Council
of Community Behavioral Healthcare Providers, National Consumers Mental Health Association, National
Association of State Alcohol and Drug Abuse Directors, Ken Minkoff, Bert Pepper, Bob Drake, Fred Osher.
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Nine Steswere selected for participationinthe project, based ontheir meeting project criteriaand
the need to create a group of study Stesthat balanced avariety of characteristics and perspectives. budget
and casdload Sze, geographic location, populations served, and program origins (Appendix D). A data
protocol whichidentified the key data dementsto be examined was devel oped and disseminatedtodl Sites
and other interested parties to dlow them to provide responses to the data e ements before Ste vistsand
teleconference cdls (Appendix E).

Ste Consultation and On-Ste Visits

Logidica planning prior to dl interviews and visits included developing agendasfor stevists and
teleconference cdls, aswdl as determining who would participate in the vist and/or call. The mgority of
on-dite vidts lasted for one day. Each vist included participation by: Chief Executive Officer, Chief
Financid Officer, Co-Occurring ProgramCoordinator, clinicd staff, community representatives, consumers
and family representatives, as avalable. To the extent possible, state menta health and alcohol and drug
agency daff dso participated inthe interview process. Case study teams consisted of aprogram specidist
and a financing specidist spanning the mental hedth and substance abuse fidds.  Federa daff dso
participated in selected Ste visits.

Subsequent to eachvist and/or teleconference call, case sudy program staff were asked to darify
and supplement the program and fiscd information that was provided prior to the vigt or on-gte.  Draft
program descriptions were then developed and each site was asked to review itsdescriptionfor accuracy
and dlarity. Revisonswere incorporated into the fina report.

NASMHPD-NASADAD Task Force Meeting and Review

The Task Force convened for its third meeting in November 2001 in Washington, DC (see
Appendix F for meeting participantslist). The mgor focus of the meeting was to consider the project’s
findings to date and to determine the next stepsin accomplishing the project’s objectives. In addition to
the state mentd hedth agency directors, state substance abuse agency directors, national provider
organizations and federa agency representatives that have been involved in previous meetings, this year's
participants included the executive directors of two of the nine case study sites. Their “on the ground”
experience and perspective contributed sgnificantly to the discussion, asthe Task Force sought to review
findings and assist inidentifying and synthesizing the key programand fiscal eementsthat crosscut the case
gudies. A thorough review of the audiotape and written transcript of the Task Force meeting helped to
darify the complex ddiberations that the Task Force engaged in as it consdered the project’s draft
findings Many of the observations, conclusions and recommendations found later in thisreport are taken
directly from those discussions.

The complete report was developed and disseminated widdy for review, indudingto al program
dgtes, members of the NASMHPD-NASADAD Task Force, association daff, federal agency
representatives and other selected reviewers.  As has been the case with previous NASMHPD-
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NASADAD Co-Occurring Project reports, thisfina report is the product of severd iterations of review
and recommendation.

SECTION I
CASE STUDY PROGRAM SITES

Section|l describes each of the nine programs that serve persons withco-occurring disorders that
wereindudedinthisyear’ sproject effort. Aswasdescribed earlier, thisinformationderives fromtel ephone
interviews, on-sitevists, background questionnairessubmitted by programs prior to telephone conferences
and dte vigts, notes from case study Site team members, additional background materids provided by
programs, and responses to a survey completed by programs following site vists and telephone
conferences.

Each case study program description utilizes the following outline:

. Program and Organization

. Higtory of Services and Financid Development

. Role of County and/or State Government

. Unique Features, Program Lessons and Future Plans
. Financid and Regulatory Incentives and Disincentives

ACCESS Team
Maine Medica Center
Portland Mane

“ Teaching and encouraging skill development and independence to improve the quality of life”

Program and Organization

The ACCESS Teamis located within the Department of Psychiatry at theMaine Medica Center.
Maine Medical Center (MM C) isthe largest regiond medica center inNew England north of Boston, and
operates a range of inpatient and ambulatory services for persons with psychiatric and chemica
dependency problems, in addition to typica hedthcare services. The ACCESS Team programislocated
inPortland and is designed to serve fifty (50) persons withco-occurring menta healthand substance abuse
disorders from Cumberland County.

There are two trestment approaches for two distinct populations. The assertive community
trestment (ACT) modd was modified to serve persons with mgor mentd illness and substance abuse. A
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second approach was developed for the Axis 11, Cluster B persondity disorder and substance abuse
dependent population. This second protocol integrates motivationd interviewing, Didectica Behaviord
Therapy and the Trauma Recovery and Empowerment Modd into an ACT team structure. The ACCESS
Team program is duadly licensed by the State of Maine in menta hedlth and substance abuse.

ACCESS Team protocols guide the work of the staff. Treatment protocols are termed FACT
| and FACT I, for Family-aided Assertive Community Treatment. A totd of fifty (50) clientsare served,
with approximately haf of the dlients receiving FACT | services and the other half receiving FACT I
Services.

One hundred percent (100%) of the program’ sclientsare diagnosed with co-occurring disorders.
Admission criteriainclude: 1) ahigtory of multiple menta hedlth and substance abuse treatment episodes
that have failed to result in improved function; 2) high use of criss, emergency and hospital services, 3)
marked reluctanceto accept psychiatric or substance abuse treatment, and 4) frequent contact withpolice
or other public safety officers. Priority for admisson is given to personswho are or have been recently
homeless or have recently resded in shelters or the county jall.

Direct service programdtaff includetwo psychiatric nurses, one socia worker and three community
support workers. Each team includes ateam leader, a part-time psychiatrist, an employment specidigt,
apart-time representative payee specidist and anadminidrative assstant. Program saff report that while
sx to twelve months may be required for the trestment plan to “take hold,” client successes include
movement to independent living and effective persond financid management. 1t appears that FACT |
clients(i.e, persons with mgor menta illness and substance abuse) are more predictable and linear inthar
progress toward treatment gods, while the progress of FACT 11 dlies (i.e, the Axis II, Cluster B
persondity disorder and substance abuse dependent population) is more problematic and unpredictable.

Hisory of Services and Financia Development

In 1990, acommunity group was convened in the belief that new services for county residents
were required. Theinitid target populations were those persons diagnosed with schizophrenia who dso
abused adcohol, aswdl as persons with persondity disorders and severe addiction. The community group
was named the “ Cumberland County Dual Diagnosis Collaborative’ and has continued its work for more
than ten years.

The Robert Wood Johnson Foundation and the Bingham Foundation provided funding for a
demongration program. The Department of Psychiatry within the Maine Medica Center led
implementation of the demondtration, which began in 1993. The program has been refined since then,
primarily to more effectively serve the two popul ations described above.

The current year’s ACCESS team budget is $575,964, plus a one-year research grant. Eighty
percent (80%) of operating funds come from Medicad for individuads on Medicaid. The remaining 20%
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is provided by the Maine State Department of Behavioral and Developmenta Services and the Office of
Substance Abuse Services to support services provided to those who are indigible to receive Medicaid.

Role of County and/or State Government

The ACCESS Team works closgly linked with the Maine Department of Menta Hedth, Menta
Retardationand Substance Abuse Servicesand thelr advocacy servicessecti onthrough the consent decree
coordinator at the Augusta Menta Hedlth Inditute. The Maine Office of Substance Abuse Services is
currently funding aone-year research project that is evauating acupuncture and recovery.

Unique Features, Program L essons and Future Plans

The ACCESS Teamservestwo quitedifferent populations and usestwo trestment protocol swithin
asingle program sructure. The ability of the team to successfully respond to the clinical needs of both
populationsis perhaps the most unique feature of the program.

The team counts on the avallability of in-home supports, saf-help group meetings, transportation,
and amilar services from other organizations. The primary problem areais the lack of housing for clients,
especidly affordable housing just above the Section 8 income level. A reated problem is the lack of
resdentia trestment programs that will accept persons who may ill be using drugs and/or acohoal.

Financid and Regulatory Incentives and Disincentives

Asthe " parent” organization, Maine Medica Center viewsthe ACCESS Team as being “ budget
neutrd” — i.e., the program is expected to break evenand neither make nor lose money. The teamleader
believes that the case rate payment sysem is ided for the program, in that it is flexible and dlows
comprehensive, wrap-around care and recognizes the value of integrated services for these populations.

New Directions for Families
Arapahoe House
Littleton, Colorado

“Having my kids here lets me focus on the work | have to do”

Program and Organization

New Directions for Families (NDF) is operated by Arapahoe House, Colorado’s largest and
most comprehensive provider of acohol and drug abuse trestment and prevention services.
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Egablished in 1975, Arapahoe House opened its origina detoxification program in 1976 and has since
grown to a budget now gpproaching $14 million, with gpproximately 350 staff delivering services at over
25 dtes. Each year Arapahoe House provides over 22,000 episodes of care to more than 17,000
individud clients. The agency ddiversresdentid, outpatient and case management servicesto persons with
co-occurring mental healthand substance use disordersin Denver areastesand hasadministered programs
for persons with co-occurring disorders since 1989.

The New Directions for Families (NDF) program is a speciaized residentiad and outpatient
trestment programfor women who have co-occurring disorders, ahistory of physicd or sexua abuse that
is causing current problems in functioning, are pregnant or have custody (or the likelihood of regaining
custody) of achild ageshirthto twelve years, and meet the state modified American Society of Addiction
Medicine (ASAM) patient placement criteriafor level 3.7 services. The residentia portion of the program
can serve Sxteen women and ther children, agesbirthto twelve years. While the program’s service area
is Sub State Planning Area#2, the Denver Metropolitan Area, the NDF program isaMedicaid provider
and Medicad recipients resding anywhere in Colorado may be served.

The NDF program ddlivers substance abuse treatment, trauma treatment, case management and
some mentd hedlthservicesthrough an agreement with the local menta hedth center, Argpahoe Douglas
Mental Health Network, thet facilitates referras for mental health services for both women and children.
Services may be delivered a NDF or at the mental hedlth center. The NDF program is licensed as a
substance abuse trestment facility. Argpahoe House itsdf islicensed as amentd hedth dlinic.

Staff of NDF include three primary counselors who are required to be certified as addictions
counsdors. The program grives to hire magters leve clinicians witha speciaty in substance abuse, menta
hedlth or trauma trestment. The family therapist is a master level social worker. Other staff include a
registered nurse, vocationa speciadigt, teamleader, milieucounselors, and child care daff. Staff are cross-
traned to have a least aminimd level of understanding and skillsin the areas of substance abuse, mentd
hedlth and trauma.

The theoreticad foundation of the NDF program model integrates a stages of change model;
motivaiond interviewing; cognitive-behavioral and solution-focused approaches, and an integrated
intervention treeting substance abuse, mentd illness and trauma smultaneoudy. Therearethree phases to
treatment, which lasts an average of eight months.

Phase |, lagting about two months, is resdentiad and focuses on intengve trestment for substance
abuse and mental hedlth disorders; trestment related to current or past trauma; and parenting skills. Phase
Il involves a further two months of residentia treatment. However, the focus changes as participants
develop along-term sdf-aufficiency planand find a job and a place to live inthe community. The emphas's
shifts to development of employment skills, job placement and relapse prevention. Phase Il is the
continuing care portionof treatment, and includesthree discreteareas of support: continuing care trestment
group; dumni groups for socid support; and linkage with needed community services.
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Hisgtory of Sarvices and Financid Development

Colorado state government first supported services for persons with co-occurring disorders at
Aragpahoe Housein the late 1980's, when the State Alcohol and Drug Abuse Divisonfunded psychiatric
serviceswithinthe residentia substance abuse servicesprogram.  The NDF residentid trestment program
for women and children began in 1995, funded by a grant from the federal Center for Substance Abuse
Trestment (CSAT). The clinica direction changed somewhat in 1998 with funding by the Substance
Abuse and Mentd Hedth Adminigration (SAMHSA) of the Women, Co-occurring Disorders and
Violence Study. The NDF program continues its involvement in the evauation phase of the SAMHSA
project.

A short-term grant from the Department of Housing and Urban Development (HUD) was
ingrumenta in asssting Arapahoe House to access the current funding base for the NDF program. This
$1,000,000 award was accomplished through the Col orado Congressiona delegation. The largest current
purchasers of service are severd county Departments of Socia Services, which provided $525,000 in
revenue during FY 00-01. The second largest source of fundingis Medicaid, under abenfit that islimited
to pregnant women with substance abuse problems. This source provided $96,000 in revenue last year.
The third largest source of revenue is support from SAMHSA for evauation, totaing $82,000 last year.
The fourth largest sourcein FY 00-01 was $44,000 from the State' s Alcohol and Drug Abuse Division
to serve familiesof childrenat risk of out-of-home placement. Other sources of revenue included dient fees
and food stamps ($25,000) and donations fromprivatefoundations ($35,000). TheNDF programreceives
no state menta health genera revenue or federal mental hedlth block grant funds.

Role of County and/or State Government

In addition to the regional county governments role as the largest single source of program
revenue through Denver area Departments of Socid Services, Colorado’s Divison of Mental Hedlth
Servicesand Divison of Alcohol and Drug Abuse Services Sgned an interagency agreement in 1998 that
addresses collaboration in supporting co-occurring mental hedth and substance use disorders. The
agreement recognizes that, “... individuals with co-occurring disorders typicaly require trestment for both
disorders in order to address either effectively.” The agreement defines the respective responghilities of
each system, dating:

“It isintended to place trestment responsibility for some individuds who
have certain combinations of disorderswiththe menta healthsystem, and
persons withother combinations withinthe a cohol and drug abuse system.
In addition, some individuals who have co-occurring disorders will need
sarvices from both systems.”
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Adminidrative gaff from Arapahoe House identified severa sgnificant problems that, inther view,

cdl into question the depth of the state' s commitment to adequately finance services for persons with co-
occurring menta healthand substance use disorders and adversely impactsthe rdationship between State
government agencies and the Argpahoe House/NDF program.

The design of the state’ s substance abuse system is an acute care modd, with state purchasers
seeking to serve new consumers, while the design of the menta hedlth system is a disease
management modd that provides lifetime care.

The menta health system is based on the development of community mental hedth centers, while
substance abuse services grew more dowly and without a clear organizationad modd.

The substance abuse services sysem s “impoverished’” — e.g., Medicad is limited to pregnant
addicts and there is no ahility to pay for ACT teams or dmilar expensve services. The mentd
hedthservice sygem is dso financidly limited, maintaining waiting lists for indigent non-Medicad
eligible persons.

There appears to be limited appreciation by the state of the importance of developing a dlinicad
capacity to serve persons with co-occurring disorders. For example, snce Argpahoe House is
currently licensed as a substance abuse service provider, the program has been discouraged from
aso seeking menta health licensure.

Unigque Features, Program L essons and Future Plans

New Directions for Familiesisunique in that it is gender specific, it includes trauma as a mgor

programfocus, and itsdesignis quite comprehensive. Participationintwo mgor federaly funded projects
has ether resulted from or resulted ina programthat appears unusudly sophigticated initsdinica ddivery.

According to the NDF program, among the more important lessons learned to date are:
The need for gaff to mode hedthy lifestyles;

The importance of providing dinica servicesto the childrenof parentswith co-occurring disorders
and ahigory of trauma;

The need to recognize and respond to important lifetrangtions(e.g., thetrangtion out of resdentia
trestment, changes in employment, the inception of schoal or training programs);

Connecting consumers with the larger community is essentid;

The importance of involving consumersin al aspects of the treatment program;
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. Service integration within and among dl provider agencies serves client needs.
The NDF programiscurrently searchingfor ways to fund atransitiona housing component inorder
to ease the trangtion from resdentid trestment to independent housing for some consumers.

Financid and Regulatory Incentives and Disincentives

Asalready mentioned, Arapahoe House expresses significant concerns about the state climate for
providing services to this population.

“There are no incentives to treat co-occurring disorders in the state
system. Payment does not vary based on the type or complexity of
diagnoses encountered.  Unfortunately, no additiond funding has been
provided to ether system to address these co-occurring disorders as
(consumers) enter treatment, and therefore providers have few resources
to address these issues.”

The need to juggle various sources of funding to deliver servicesto women affected by substance
abuse, mentd illness and trauma is noted as a key difficulty by program staff, who identify a series of
problems created by categorica funding streams and multiple organizations. Since the NDF program
focuses on familiesinvolved in the child welfare system, TANF program, mentd hedth system, domestic
violence programs and the substance abuse system, it has been difficult for the program to look to any one
systemfor finandd support. Another example isthe adminidrative time involved inestablishingrelationships
and contracting with various purchasers, which includes child welfare dlocations and TANF fundsto 64
counties, @ght menta hedthMental HealthAdministrationand Services Authoritiesthat manage Medicaid,
and five substance abuse Managed Service Organizations that manage Medicaid, state and federa funds.

Argpahoe House summarizes their financing experience:

In spite of the best of intentions of the people leading these organizations, it is difficult to
convince any one systemor portionof the system to invest in acomprehensive and costly
intervention like NDF when the positive outcomes are fdt in other syssems. Community
based providersinmany casesfacethe greatest chalengesof integration not in developing
sarvice delivery models but instead in bending the categorical funding and reporting
mechanisms to meet bureaucratic requirements in order to work collaboratively.

Dud Diagnosis Services
Arlington County Mental Hedlth & Substance Abuse Divison
Arlington, Virginia
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“Whatever door you come through, specialized services are there waiting for you.”

Program and Organization

The Dud Diagnosis Program is operated by the Mentad Hedlth and Substance Abuse Divison, a
unit of county government in Arlington County, Virginia. Arlington County is an urban area of about 26
square miles located directly across the Potomac River fromWashington, DC.  Among the most densaly
populated jurisdictions in the country, with 7,326 persons per square mile in 2000, Arlington County has
become increasingly diverse. Onein five resdentsis foreign born, and one infour speak alanguage other
than English a home. No incorporated towns or cities lie within Arlington’s boundaries.

The Menta Hedthand Substance Abuse Divison (MHSAD) is aunit withinthe ArlingtonCounty
Department of Human Services. Other divisons include aging and disability services, child and family
services, public hedlth, and economic independence and assistance.  Servicesto personswith co-occurring
menta hedlth and substance use sarvices, termed dud diagnosis by the MHSAD, began in 1982 after a
facility expanson located substance abuse staff in the same building as the menta hedlth staff.

The program has grown in capability over the years, and now has three mgor components:

. Persons with dua diagnoss are served within the mentd hedth service when they are
psychiatricaly high — substance abuse low (substance abusing mentaly ill persons);

. Persons withdual diagnos's are served within the substance abuse service whenthey are substance
abuse high— psychiatricaly low (complicated chemica dependency, or psychiatricaly complicated
substance dependence);

. Persons are served using shared resources when they are psychiatricdly high — substance abuse
high (the substance dependent mentdly ill).

Shared services for the dudly diagnosed consumer are the focus of this description. The MHSAD
refers to these services as the “dua diagnoss component” of its operations. These specidized services
operate five days a week and indude dua diagnosis education; dua diagnods groups, with specidized
groups for women, Hispanics, and persons with Globa Assessment of Functioning (GAF) scores above
and below 55; a dud diagnosis art group; an advanced dual diagnosis group; and a dua recovery
anonymous group which meets weekly.

The frequency of specidized sessons dlowsMHSAD to organize a*“virtud day trestment” service
when needed. A dua diagnosis consultation group meets weekly. This group performs case staffing for
persons withcomplex treatment plans, whichmay include psycho-educationd and sdf-help groups, family
treatment and medication. Speciadized services are in addition to the standard list of services available to
persons enrolled in the MHSAD, which include individua and case management services, psycho-socid
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services (club house), the Programfor Assertive Community Trestment (PACT) team, emergency Sservices,
job avenue (supportive employment), psychologica testing and psychiatric assessments and drug testing.
The MHSAD contracts for detoxification and residentia substance abuse trestment, homeless case
management, safe haven, and homeless shdlters.

Saffing of the dual diagnoss component involves clinicians from both the menta hedth and
substance abuse unitsand  includes an individua who conducts groupsin Spanish. Staff of both units hold
master’ sdegrees and have two or moreyears of experience. Cross-trainingiscommon. All staff work with
severd psychiatrists who aso specidize in co-occurring menta hedth and substance use disorders.

Hisgtory of Sarvices and Financid Development

The dud diagnos's component wasinitiated by the substance abuse unit withaspeciaized treatment
group in 1982. According to staff, “No one said we had to, but no one said we couldn’'t —aslong as[we
didn’t] stop doing the other services.” 1n 1987, agaff member from the menta health unit wasfunded with
substance abuse money, and the specidized programwas expanded to include groupsfive days per week.
The new groups included relapse prevention, family support and evening groups. Services in the Spanish
beganin1992. Consumersarescreened for participation inthedud diagnossprogram component by both
the menta health and substance abuse units, who use the same intake forms.

Current financing devoted to the dual diagnos's component reflectsthe revenue generdly avalable
to the MHSAD, induding state generd revenue, federd substance abuse and mental hedth block grant
funds, county funds, and client fees. Medicaid islimited to menta hedthservices, as Virginiadoes not have
aMedicad benefit for substance abuse services that can be used for this program.

Role of County and/or State Government

The specidized dua diagnods services were developed and are operated by a unit of county
government. Funds for mentd hedlth and substance abuse service flow, in part, through a county
Community Services Board that acts as a planning and funding agent of the State of Virginia None of these
funds are specifically targeted for persons with co-occurring disorders.

Unigque Features, Program L essons and Future Plans

The primary features of the MHSAD specidized dua diagnogsservicesprogramisthat it has been
operating Sncethe early 1980’ s, and that Sgnificant innovation in dinica program design and delivery has
occurred withinthe framework of county government.  Staff offer a number of key factorsthat contribute
to the success of the specidized dud diagnosi's component:

. Retention is critical; consumers shouldn’t be “ scared” away;

Financing Integrated Service Programs for Persons with Co-Occurring Disorders -19-



. Consumer progress should be viewed in smal steps,

. The more options provided, the more empowered the consumer;

. Staff competenceto work with persons withdual diagnosis consumers should be the expectation;
. Staff must be crosstrained in both fields.

Financid and Regulatory Incentives and Disincentives

Within the County Department of Human Services, there gppear to be no outstanding incentives
or disncentivesthat ether created the dual diagnosisprogramor limit its current operation. Leadership from
along-term senior manager in the substance abuse unit and collaboration between staff of the substance
abuse and mental hedlth units gppear to be the criticd factorsin developing and sudaning the program.

L ocal and state disncentivesdo not appear to create insurmountable barriers to effective program
ddivery, dthough staff report that it can take up to five weeks for a new consumer to see a psychiatrist.
Virginia s Medicaid benefit for substance abuse does not cover specidized dud diagnosis services.

CAM
Consumer Advocacy Model
Wright State University
Dayton, Ohio

“ Services to persons with any co-occurring disability.”

Program and Organization

The Consumer Advocacy M odedl (CAM) isthe dinicad component of Substance Abuse Resources
and Disability Issues (SARDI), a research and demonstration project located within the Center for
Intervention, Treatment and Addictions Research at Wright State University. CAM operates under the
auspicesof the Universty Medica Services Adminigration(UMSA), aunit established to assst withhilling
and financid issues associated with clinica practices of medica school faculty.

The target population for the Consumer Advocacy Modd are persons with any severe disability
that co-occurs with substance abuse, a more expangve definition than for most co-occurring programs.
Inpractice, CAM serves persons who arenot accepted by other service providersand who are diagnosed
with substance use disorders, mentd illness and other co-existing disabilities. The other disabilities may
indude traumatic brain injury, mohbility imparment such as spind cord injury, legd blindness, mental
retardation, etc. The meannumber of quaifying disabilitiesfor CAM participantsisfour, based upon ADA
or vocationa rehabilitation standards. Criteria for enrollment are quite flexible. Assessments are
comprehensve, and include measures of functiondity in severa cognitive and life areas. Thereisno limit
to the time spent in treetment — one consumer hasbeen in the program for over five years, including two
re-admissons. Average length of Say is goproximatdy five months and gpproximately 40% of clients
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successtully graduate with their gods met. Intengty of services tends to decrease the longer someoneis
enrolled in the program.

Approximately 50% of CAM consumers experience significant menta health issues. When State
of Ohio criteriafor substance abuse and menta illness (SAMI) are applied, 20-40% of CAM consumers
qudify. The CAM program serves residents of Montgomery County and the surrounding area. The
current censusis more than 130 individuas.

The CAM program is based on the philosophy that persons with multiple and severe disahilities
requiresupport for “long duration—lessintendty” servicesthat lead to recovery. Other philosophica vaues
indude the community teams approach developed by Dr. Corrigan a Ohio State University for persons
with chemica dependency and traumatic brain injury, and CAM a so espouses gpproaches to trestment
intengity and engagement described inthe Dartmouth-New Hampshiremode for dudly diagnosed persons.
CAM iscertified as a menta health agency and as a substance abuse treatment agency. Servicesinclude
comprehensive diagnostic assessments; case management; individua and group therapy for substance
abuse and menta healthissuesand psycho-educati onal and vocationa issues; toxicology testing; vocationa
rehabilitation planning, assessment, and support. Aftercare groupsand disability-friendly AA meetingsare
aso hdd at the fadility in the evening.

The current multidisciplinary aff indude bachel or’ sand master’ sleve dinicians, aswdl asdinicd
doctora psychology students. These individuas serve as case managers, individua therapists, intake
workers, avocationa counsglor, and a psycho-educationd speciadist. A team gpproachisutilized and saff
meet weekly. Case management services continue when consumers are referred to other organizations for
gpecific services, suchasresdentia trestment. Casel oads are established at 25 to 1, dthough thereis some
fluctuation, and current funding constraints have extended the casaloads to over 40 to one (a Situation that
CAM isattempting to change as soon as possible).

A women's program was begun in February 2001. This focus adds a number of complex issues
to be considered by the program, suchas child custody, TANF, wdfareto work, mantaining a household,
domedtic violence, child care, trangportation, and issues of safety and security. More recent funding has
extended into AOD prevention services for women who are homeless, disadvantaged or victimized.

Hisory of Services and Financia Development

The CAM programbeganin1994 asa cooperative programwithMiami Valey Hospitd in Dayton
for persons with traumatic brain injury. The funder was the Nationd Inditute on Disability and
Rehabilitation Research. 1n 1995 the program expanded to target persons with substance use disorders
and any other severe disability. CAM’s adminigtrators estimated that the program would not be able to
continue based solely on fee-for-service reimbursement, and that about 20% of the program’s revenue
should be other income such as grants.  SARDI and CAM subsequently sought additional sources of
financing. Other forms of income have now been redlized.
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The Ohio Rehabilitation Services Commisson provided a 4-year grant to integrate vocational
rehabilitation services into CAM. The Montgomery County Alcohol, Drug Abuse and Mental Hedlth
Services Board provided three months of funding for capitaization and operations. Recently the Board
provided $100,000 for the new women’ sprogram. CAM isnow aMedicaid service provider and thetotd
agency budget is $625,000 per year. The overal budget has been increasing at approximately 20% per
year in line with increased referrds to the program.

The research component of SARDI continues to support the CAM program with free personnel
ass stlanceincomputer support, database management, record keeping, evauation, computers, audiovisud
equipment, and training. The recent certification of the program as a menta health provider may open
additiond opportunities for funding.

Current funding includes state genera revenue, the federal Substance Abuse Prevention and
Treatment block grant, TANF Maintenance of Effort (MOE) funds through the state agency, Medicaid,
County funds, Client fees, charitable contributions, and a foundation award.

Role of County and/or State Government

Althoughinitiatedlocaly, the CAM program has been supported by Ohio’ s Rehabilitation Services
Commission and the Montgomery County ADAMHS Board. In Ohio, County Boards act as agents for
Ohio’'s menta health and substance abuse departments. CAM staff report that the ADAMHS Board has
asssted with ganing exceptions to rules that hdp with fineandng. The minimum group Sze for unit
reimbursement was haved, additional hours were permitted for a comprehensive assessment, and CAM
isnow dlowed to invoice for case management services when consumers are concomitantly enrolled in
other trestment programs. The ADAMHS Board hasaso assisted CAM withaccessing state funds, such
as TANF funds and substance abuse prevention support.

Unique Features, Program L essons, and Future Plans

The primary uniqueness of the CAM programliesinitsfocus on consumerswithseveredisabilities.
Asaresult, the CAM programinevitably treats a cons derable number of persons with co-occurring mental
hedlth and substance use disorders who aso experience additional disabilitiess. CAM emphasizes the
importance of flexibility in service delivery and has a strong commitment to serving consumers that other
providers cannot or will not serve. They suggest it isimportant to create a“learning community” that can
address the specific needs of individuds withmuitiple and differing problems, and recommend that persons
who are “system thinkers’ be selected as s&ff. More intensveindividua case planning and provision of
case management services are viewed as critica components for client success.

The CAM programintendsto use its new menta health certification to seek additiond funds. The
program believes it is too smdl to achieve an economy of scade, and that it must grow in Size and
geographic scope to remain financidly viable,
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Financid and Regulatory Incentives and Disincentives

CAM has identified anumber of regulatory and financid barriers that have madeit more difficult
to establish and manage the program, including:

. The need to comply withtwo separate and diverse setsof regulationsand standards from the Sate
departments of mental health and substance abuse;

. Low Medicaid rates, that do not take into considerationthe complex and costly services required
by the CAM population, asrates of payment are often less than CAM’ scostsfor service ddivery;

. The adoption by the County ADAMHS Board of the Medicad rates for rembursement using
county funds, for the reason described above;

. Cash flow problems when rembursement paymentstakemonthsto arrive, specificaly for Medicad
payments,

. The problems of paying for program start up and initid expanson when purchasers prefer to pay
primarily on areimbursement bas's;

. Current funding leves (the Medicaid rate was lowered for the current year) mandate that staff
productivity exceed 50% direct service. The nature of this program, and the paperwork
requirements, make thisverydifficult. Thisisespecialy truewhen consdering theextensvetraining

program necessary for staff.

Two key factors have dlowed the CAM programto expand successfully, inadditionto the actions
that CAM leadership has taken to locate additiona sources of revenue. The University Medica Services
Adminigrationhasacted asa“buffer” for cash flow, permitting the CAM program to continue to operate
while waiting for reimbursement checks for fee for serviceinvoices. The locdl ADAMHS Board has dso
permitted regulatory flexibility in key dinica and financid areas: (1) the minimum group Sze for unit
reimbursement has been halved; (2) CAM has been alowed to hill for additiona hours under individua
counsding inorder to complete acomprehensive assessment and to hill for dientsaready enrolled in other
treatment programs in order to address disability issues.

Foundations Associates
Nashville, Tennessee

“Money drives program development. The trick isto make sure that financial incentives
are supporting current, ahead of the curve interventions.”
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Program and Organization

Foundations A ssociates was established in 1995 as an eight bed trangtiond living facility for men
withco-occurring mental health and substance use disorders. The organizationmantainsitsorigina focus
on servicesto persons withco-occurring disorders, and grown considerably snceitsfounding. Inthefisca
year ending June 30, 2000, Foundations Associates revenuewas $2,612,750. It operates programsin
Nashville and Memphis, TN.

Current servicesindudecrigs stabilization, managed in conjunction with aloca ACT team; adua
diagnods enhanced thergpeutic community; a dud diagnosis-enhanced hdfway house; dud diagnosis
independent living; and outpatient trestment services. In addition to these treatment services, Foundations
Associates operates a variety of dud diagnoss prevention and education services, including sponsorship
of naiond conferences and the Dual Diagnods Network. Treatment services are the focus of this

ummary.

Crigsgabilizationservicestypicaly result ina 72-hour stayto gabilize psychiatric and/or substance
abuse symptoms and medi cation adjustmentsfor persons at risk of admissonto psychiatricinpatient care.
Inthis nine-bed fadlity, servicesindude 24-hour supervision, monitoring by apsychiatric nurse, psychiatric
evauation, and 24-hour on-call response by medica and clinicd gaff. Consumers are linked at discharge
to community services, or placed in one of Foundations Associates programs. The inpatient crisis
dabilization program is not intended to serve solely dualy diagnosed consumers, however, in excess of
60% of consumers are dudly diagnosed.

All remaining Foundations programs serve only dudly diagnosed consumers, with the mgority
diagnosed with Axis | mood or thought disorders with co-morbid substance dependency. Foundations
developed an assessment protocol that is designed to operationadize ASAM placement criteria, and to
provide depth to the psychiatric portion of the evaluation in order to create a platform for integrated
treatment. The assessment process includes pre-screening, an intake assessment, psychiatric and medica
evauation, and other speciaized assessmentsas required for the individua consumer. Assessment isseen
as an ongoing process, criticd to the development and implementation of individudized trestment plans.

The dual diagnos s-enhanced thergpeutic communityisthe most intensve of Foundations resdentia
treatment programs. Length of stay ranges from six weeks to three months. Staffing consists of 24-hour
resdent counselors, the mgority of whomare mentorsinrecovery and programgraduates, amaster’ slevel
therapist on-site during business hours; and afamily therapist/educator on-site each Sunday. A psychiatrist
provides evauations and pharmacologica interventions. Case management begins a admisson and is
conducted through collaborationwithaloca case management agency. Thetherapy programisconducted
five days per week, three hours per day, and provides psycho-education, addictions treatment, relapse
prevention, and coping strategies. Inadditionto forma therapy, each consumer is assigned apeer mentor,
and contributes to the life of the community through chores and assgnments.
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The dua diagnosis-enhanced hafway house serviceis ddiveredin five-bed houses and lasts two
to four months. Clinicd g&ff are avallable eight hours per day, with 24-hour crissservice availability. This
service is bundled with a range of outpatient servicesinduding individud, group and family therapy. In
addition, amaster’s level independent living housing coordinator works with consumers to develop and
address god's concerning personal respons bility and independence, and avocationa specidist workswith
consumersto addressarange of work related needs. Thereisno chargefor trestment at thislevel of care,
and consumers are required to be competitively employed and pay market rate rent that includes food
costs.

Supervised independent livingis the find phase of Foundations residentia continuum. Aswiththe
hafway house, consumersarerequiredto be compstitively employed and pay rent that includesfood costs.
Therapy sessons are reduced to monthly or bi-monthly contacts, and the consumer becomesresponsible
for coordinating psychiatric vists, medications, community services, and other needs. Lengthof stay ranges
from two to four months.

Hisgtory of Sarvices and Financid Development

The founder of Foundations Associatesis Michael Cartwright. Mr. Cartwright is a self-identified
consumer who hasreceived treetment for both mentd illnessand substance abuse. 1n 1995, he purchased
ahouse with afriend that became a dud diagnosis recovery home. This pattern of out of pocket private
purchases characterizes the start of Foundation Associates.

IN1996, a corporation was established, and in1997, the Tennessee Department of Mental Hedlth
agreed to provide funding through aco-occurring initiative. The source of thefirst DMH grant wasfederd
menta hedth block grant funds, which have snce trangtioned to Sate generd revenue. Operating funds
during the 1995-97 period were primarily out-of-pocket from the program founders. In 1997 the Dud
Diagnosis Recovery Network was established with an initia grant of $125,000. In 1998 Foundations
sgned acontract with TennCare, the state’ sMedicaid managed careprogram, for outpatient services. Also
in 1998, the Center for Substance Abuse Treatment (CSAT) funded Foundations for resdentia services
through the Targeted Capacity Expansion Initiative. These funds were arranged for Foundations through
the state Department of Mental Health with the assstance of the Bureau of Alcohol and Drug Abuse, and
served to finenddly sabilize the residentia services. A loca provider subcontracted with Foundations for
crigsintervention and respite services that year aswell.

In 1999 Foundations received agrant from the Center for Substance Abuse Prevention (CSAP)
for the * Strengthening Families’ program. Once again, Foundations collaborated withthe state Department
of Mental Hedlth, which supplied the program’s principd investigator. The year 2000 saw Foundations
adding evening intendve outpatient services and stabilizing existing services. In addition, the Department
of Mental Hedth and Tennessee's Housng Development Authority provided funds to replicate
Foundations residentia services array in Memphis.
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Thisrgpid growthisaresult of Foundations' writing a number of successful proposal s to the federal
Substance Abuseand Menta Health Services Adminigirationand continudly pursuing statefunds. Revenue
for the year ending June 30, 2000, included $1,130,361 in state genera revenue; $460, 200 from the
Center for Substance Abuse Treatment; $444,949 in federa mental healthand/or substance abuse block
grant funds, $327,240 from the Center for Substance Abuse Prevention; $160,000 in Medicaid
reimbursement through TennCare; and dmost $100,000 in client fees, insurance payment, charitable
contributions, foundation grants, and funds from the State' s vocationd rehabilitation agency.

Role of County and/or State Government

The Department of Mental Hedlthhas been a critica partner for Foundations. DMH has asssted
Foundations with funding, staff and accessto other purchasers.

Unigque Features, Program Lessons, and Next Steps

One unique feature is that this organization was founded and continues to be led by a consumer.
Another is that the treatment services of the organization focus dmost exclusively on persons with co-
occurring mentad hedth and substance use disorders. A third unique characteristic is based on the
organization' sdinica focus. The organization is committed to implementing a state of the art continuum of
trestment servicesfor this population. A fourthisthat Foundations has been unusualy successful in securing
gart-up funds, and grants to establish new services, from both the state and federal governments.

Foundations' integrated services program manua contains a section on lessons learned. They
report that akey ingght i “... that philosophical tenetstypica of traditiona service programs can be greetly
incongruent withthe missonof anintegrated program. Agency efforts... must continuoudy strivetodevelop
anew culture that reinforcesthe strengths of multiple disciplinesand encourages* out of the box” trestment
paradigms” The Foundations aff training program emphasizes non-confrontationd motivationd
trestment that minimizes negative consequences to the individua; methodsfor theory integration; aspects
of psychopharmacology; and Dud Recovery Anonymous.

Ongoing chdlenges include the need for continuous staff cross-training that emphasizes emerging
trestment practices, development of integrated treatment methods and educationa materids, based on
motivationd treatment practices; and implementation of Dua Recovery Anonymous 12-step programs.

Future Foundations activitieswill extend well beyond service ddivery. The organization intends to
sponsor nationa conferences on dud diagnoss service design and delivery; expand its advocacy efforts
to establish dua diagnosis recovery chapters across Tennessee; provide consultation services to other
service providers that focus on assessment skills and trestment improvements, and conduct research on
outcomes and service delivery modds on servicesto this population. The agency is especidly interested
in documenting integrated services and program models for persons with adua diagnoss.
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Financid and Requlatory Incentives and Disincentives

Foundations reportsthat, “ (state) ... grant funding streams ... remain separate and divided” and that
Tennessee, “... continuesto sruggle withmethodsfor blending fundsfor menta hedlth and substance abuse
sarvices.” One key factor gppearsto be the gate' s historicad commitment to alimited number of service
providers. Foundations reports that there has not been a new acohol and drug provider funded in
Tennessee for anumber of years, and concludes that the state is maintaining a“ closed system.”

One regulatory example may beingtructive. Foundationsrequested that the Bureau of Alcohol and
Drug Abuse Service fund a limited number of residentia treatment beds that had previous been paid for
through a federa grant. The Bureau agreed, requiring that Foundations become a licensed residential
trestment provider for alcohol and drug services. Foundations was in the process of completing the
licensure application process when it was told by the Department of Mentd Hedth that — should
Foundations receive aresidentia acohol and drug treatment license —the DMH license that permits the
existing TennCare contract would be revoked. There is apparently no precedent in Tennessee for a
resdentia program to hold both licenses.

ACCESS Program
Mental Hedlth Association of Southeastern Pennsylvania
Philadd phia, Pennsylvania

“ Everyone' s my caseworker here.”

Program and Organization

The ACCESS program in “West Philly” is operated by the Mentd Health Association of
Southeastern Pennsylvania, a consumer-run agency that celebrated its 50" anniversary during 2001.
Origindly an advocacy organization, the Association began to deliver services that responded to unmet
needs in the mid-1980's. The agency currently has 36 programs, 290 employees, and an annua budget
of gpproximately $13 milliondollars. Itsserviceareaisthefive countiesin southeast Pennsylvania, of which
the City and County of Philaddphiaisthe largest.

The ACCESS program serves persons in the Philadelphia area who have co-occurring menta
healthand substance use disorders and who are homeless. About 95% of consumers have a co-occurring
disorder. Consumers can fal anywhere on the “high-low continuum”, but primarily are in the high mentd
healthand high drug & acohol, or high mental hedlth and low drug & alcohol categories. The servicearea
isthe City of Philadelphia, especialy the Center City and West Philly areas. ACCESSisatargeted case
management program that delivers services primarily through staff members identified as intensve case
managers and resource coordinators. A modified Programfor Assertive Community Trestment (PACT)
isused. The primary modifications are the long-term, street-based outreach component, combined with
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requested consumer services suchas showers, laundry, and accessto telephonesand persona computers.

ACCESSprovidesoutreach, engagement and case management services. Specific servicesincude
basic needs such as food, shelter and dothing; access to psychiatric and substance abuse treatment
sarvices, access to anurse and physician for hedth care services, housing; accessto job training and job
readiness programs, family reunificationservices, hdp with activities of daily living; and other services that
consumers need to reclam their place in the community. Case managers ddiver mentd hedth services
through the teamor broker menta hedlth services from other programs within the Association. Substance
abuse trestment services can be accessed through Philaddphia's Community Behaviora Health, the
organization respongble for adminisering HedthChoices, the Medicad managed care program in
Pennsylvania

The ACCESS4gaff iscomposed of adirector, anintengve case management supervisor, aresource
coordinator supervisor, nine intensve case managers withdifferent specidties, four resource coordinators,
one nurse, two case aides, an outreach specidigt, a part-time psychiatrist and a part-time psychologist.
Support gaff incdlude an office manager, areceptionis, abilling derk, ahdf-time clerica asssant and a
hdf-time time maintenance gaff member. A physician is assigned one-half day per week from the
Department of Public Hedlth, and anemployment specidist isassgned one day per week from the Office
of VVocationa Rehahilitation. One drug & acohol specidist isamember of the ACCESS g&ff and provides
training to team members, dthough daff report, “...after working here for sx months, amost everybody
becomes an expert on drug & acohol issues’.

Caseload ratios for intengve case managers are 12 consumers per case manager, while the
caseload ratio for resource coordinatorsis 18 consumers per coordinator. ACCESS staff are diversein
terms of age, race and ethnicity. Program administrators report they prefer to hire case managers and
speciadty aff directly out of college, and train them as ACCESS teammembers, Snceinther view young
persons have the high energy levels needed to work effectively in the ACCESS program.

Hisory of Services and Financia Development

The ACCESS program was conceptualized prior to 1993 when the first double trouble saif help
groupswere being formedinNew Jersey, Dr. Bert Pepper was describing young adultswith schizophrenia
and drug use, and the Robert Wood Johnson demonstration showed that persons with menta illness had
a host of problems related to substance abuse as well. The organization created a case management
program, located in a drop-in center and was designed to serve persons labeled as “ non-compliant.”

The Association advocated with the federal government in favor of aresearch and development
project that would address homelessness, menta illness and substance abuse. When the request for
proposa was released, the City of Philadel phia convened a group that became the Center City Project.
The project agreed to conduct integrated services in ademongtration site, and monitor a control site that
ddivered non-integrated services. The Association became the demonstration site for afive-year project
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funded by the federal Center for Mental Health Services. The project evauation found Sgnificant progress
with trestment compliance and housing retention among participants.

Subsequent service ddivery and funding has been strongly influenced by Pennsylvania sMedicaid
managed care program, HeathChoices. The mgority of the current year’'s budget, $1,073,885, flows
through Community Behaviord Health to reimburse ACCESS on a fee for service basis for case
management services to Medicaid recipients. The other mgjor source of revenue, $253,550, is from the
County Office of Mentad Hedth for non-Medicaid digible consumers. Medicaid regulations require a
diagnosis of mgor mentd illnessfor a person to be enrolled in targeted case management.

Role of County and/or State Government

Asdescribed above, the City and County of Philade phia has been ingrumentd in the initiationof
the ACCESS demondtration, and the county’s Community Behaviord Hedth (CBH) unit provides the
largest source of current revenue as Medicaid reimbursement. HealthChoices, the state’'s managed
Medicad program, isthe source of capitated funding for CBH. In addition, the county Office of Mental
Hedthpays for ACCESSsarvicesddivered to non-Medicaid recipients usng county fundsas well as sate
and federa alocation funds provided by the State of Pennsylvania.

Unigque Features, Program L essons and Future Plans

The unigue features of the ACCESS programareits strong consumer orientation, and itsfocus on
persons who are homeless. The sponsoring organization describes itsdf as a consumer run agency.
Intensve case managers and resource coordinators daff meet state requirements for reimbursement
purposes. However, other staff of the agency do not quaify to deliver Medicaid services, and the
Association is not alicensed trestment agency.

The ACCESS team emphasi zes the importance of asking consumerswhat they want, rather than
trying to deal with their dinical needs first. Staff point out that treatment planning comes only after
consumers are engaged. A continuum of housing arrangementsis considered critica, with Saff describing
a range that begins with safe havens, then progressve demand residences, moving to community
rehabilitation residences (with minmum, moderate and maximum care levels), through supported
independent living and independent housing with case management. Staff characterize the qudities for
success as respect for consumers and “not giving up” —  consumers know that staff will stay engaged with
them.

Chalenges that the ACCESS program is now working to resolveinclude: 1) the need for more
resdentia programs and housing services for thar population; 2) grester community understanding that
“consumerswill be consumers’ — i.e., acceptance of occasiond acohol or drug use; and 3) high turnover
among case managers.
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Financid and Requlatory Incentives and Disincentives

The primary finandd incentive experienced by the ACCESS program is the requirement that all
consumers have amgor mentd illnessin order to be digible for targeted case management services. This
criterionmakesit difficult to serve persons who are addicted to or dependent upon substances but whose
mentd illnessisan Axis |l diagnosis. Association staff describe this limitation asa“stupid rule’.

Harris County Menta Hedlth & Menta Retardation Authority
Texas Dud Diagnosis Project
Houston and Austin, Texas

“The way to integrate isto start at the top.”

Program and Organization

This section addresses services for persons with co-occurring menta health and substance use
disorders ddlivered by the Harris County Mental Health and Menta Retardation Authority (MHMRA)
in Houston, Texas. MHMRA dua diagnosis services were implemented as part of the Texas Dud
Diagnosis Project involving multiple Stes. Both the county programand the state initiative are described.

The Harris County Mental Hedlth and Menta Retardation Authority is the largest community
mental health center in Texas, withanannua budget for FY 2002 of $7,191,948 for menta hedthservices
and $3,832,499 for substance abuse services, not induding menta retardation and adminigration. The
Authority delivers direct services to dients and also contracts with community based organizations for
care. The Texas Dua Diagnosis Project award to the Authority was $1,017,858 for SFY 2001.

The Dud Diagnosis Project in Harris County received its award as the result of a competitive
proposal submitted in the Spring of 1998. It is one of 15 awards made by the Texas Commission on
Alcohol and Drug Abuse (TCADA) and the Texas Department of Menta Hedlth and Mental Retardation
(TDMHMR), the two state sponsors of the state’'s Dua Diagnosis Project. Each locd project differs
somewhat from each other, and the Harris County project is unigue in a number of ways. Most of the
other projects established new dua diagnosis programs, while the Harris County project augmented the
exiding services aready being delivered by contracted resdential substance abuse treatment providers
and by mentd hedlth dlinics operated by the Authority.

The target populationfor Dua Diagnosis Speciaized Services for SFY 2000 is persons with co-
occurring substance use and severe mentd ilinessdisorderswhichmeet theDSM 1V criteriafor substance
abuse or substance dependence and schizophrenia, mgjor depression, bipolar disorder, or other severe
mental illnessthat requires criss resol utionand/or specidized support and trestment dueto noncompliance
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with mainstream substance abuse or menta health services (Quadrants Il and 1V in the conceptua
framework).

The Harris County Dua Diagnosis Project includes the following staff components funded by
project funds and/or existing resources:

. A program adminigtrator that works within the Authority (project funds);

. Six residentia substance abuse trestment providers (existing resources);

. A mobile menta hedth team that visits the resdentid substance abuse programs once a week
(project funds);

. Six licensed chemicd dependency counselors (LCDC), each employed as case coordinators at
the 9x residentia treatment programs and who work one day per week a a mentd hedth dinic

(project funds);

. Six case managers that are employed by the the Council on Alcohol and Drug Abuse of Houston
(project funds);

. MHMRSA mentd hedth clinics (existing resources).

The program adminigrator isresponsble for overdl coordinationof the project acrossthe various
gtes, and links the Harris County project to the Texas Commissonon Alcohol and Drug Abuse, the state
agency that administers the Texas Dua Diagnosis Project.

Residentid substance abuse trestment providersidentify consumers of servicewho may beinneed
of dud diagnogs care, provide space for the mobile menta heathteam, hireand supervisethe LCDC, ad
deliver dl of the usud trestment activitiesthat are appropriate for the populations that they serve. During
the dite vigt, the consultant team visited two of these programs. Door to Recovery is a gender oecific
women'’ strestment programthat is operated by anon-profit corporation. TheHouston Recovery Campus
is an dfiliate of the Univeraty of Texas (UT), Houston Hedth Science Center. The Recovery Campus
providesresdentia and outpatient treatment to adult and adolescent residents of Region VI, withUT and
Riversde Generd Hospitd as the providers. A cognitive-behaviord treatment gpproach is used by UT,
and aMinnesota Model approach is used by Riverside.

The mobile mentad hedth team spends one day per week at four of the resdentia treatment
programs, and vigts the two smdlest resdentia programs one-haf day per week. The team includes a
psychiatrist, and two Licensed Physician Assstants (LPC's). The physician and physcian assstants are
joined by the LCDC working at each Ste and the case manager assigned to each resdentid location.

Thisteam ddivers afull range of servicesinduding:
. Psychologica assessment and individud psychotherapy by the LPC;

. Referrd to the psychiatrist by the LPC, as necessary;
. Psychiatric assessment and medication prescription and follow-up by the physcian;
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. Specidized group counsding twice weekly that deds with both mentd illness and substance use
problems, by the case coordinator;

. Individua counsdling as needed by the case coordinator;

. Case coordination (making agppointments, interceding with authorities, managing documents, etc.)
by the case coordinator;

. Case management for consumers screened into these services, hdf of which are ddivered at the
resdentid trestment program,

. Saffing when the appropriate referra is difficut to find or coordination is needed between
organizations.

Licensed substance abuse counsdlors ddiver group counseling at resdentia facilities, act as
members of the mobile menta health team when the team is on-site, and spend one day a week at the
MHMRSA outpatient menta hedlth dinic. The day at the clinic permits delivery of substance abuse
continuing care trestment sessions when a consumer who has graduated from the Dua Diagnosis Project
comesto the clinic for mental health medication or services.

Case managersare assigned to follow consumers once they leave the resdentia treatment fedlity.
Standards for assignment to case management, in addition to a co-occurring menta health and substance
use disorder, indude : 1) an initid Globa Assessment of Functioning score of less than 40 and a Brief
Psychiatric Rating Scale score of more than 39; 2) active symptoms of mentd illness and a history of
symptoms for five years or longer; 3) active substance dependence (not abuse) with the most recent use
within 5 days prior to admisson; 4) a history of repeated unsuccessful efforts at abstinence, including
repestedtreatment and/or hospitdization for mentd illness and/or substance abuse; 5) sgnificant socid
problems that interferewithtrestment success, and 6) awillingnessto accept case management and benefit
from the services.

MHMRSA outpatient menta health clinics provide menta hedth and medication management
services. Well located throughout the Houston area, these dinics are accessible to most Dud Diagnosis
Project consumers,

Hisory of Services and Financia Development

The Texas Dud Diagnos's Project was developed as the result of senate Concurrent Resolution
88 as passed by the TexasLegidature in June of 1995. SCR88 mandated that the Texas Department of
Menta Hedlth and Mental Retardation (TDMHMR) and the Texas Commisson on Alcohol and Drug
Abuse (TCADA) develop, fund and eva uate programs to meet the needs of dualy diagnosed dientsinan
integrated manner, and make recommendations regarding the delivery of servicesto these clients.

TCADA and TDMHMR established as project’s goasto:

. Implement effective methods of engagement, assessment and treatment throughdual diagnosis pilot
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programs;

Create partnerships — particularly between publidly funded mental health and substance abuse
systems — to establish community based treatment;

Identify and evauate key dements for program replication.

Thefirgt phase of the pilot projects began in the Spring of 1997. Common program eements have

included:

1. Traning of service providers and community referra sources withknowledge concerning
the nature and trestment of dua disorders;

2. Development of patient recruitment and referral networks in the pilot communities,

3. Changes to TCADA'’s adminidrdive codes intended to reduce traditiona barriers in
substance abuse trestment agencies that make it difficult for persons with co-occurring
disorders to receive appropriate services,

4, Screening protocols to identify co-morbid conditions.

Severa systemwide changes have been implemented. In September 1996, TDMHMR included

the ClinicianRating Scalesfor Drug and Alcohol Use as part of its statewide uniformassessment initiative.
TCADA dmilarly added questions about psychological problems, diagnoses and medication use to its
statewide client data system.

TCADA dso modified itsadminidrative rulesinanumber of fundamenta ways designed to support

ddivery of effective and integrated dual diagnosis services by programs funded through the state’ sa cohol
and drug abuse system:

Funded substance abuse treatment providers are required to develop and implement procedures
that identify behavior or conditions that suggest unmet mental health needs;

Providers are prohibited from exduding persons from service based on menta hedth history,
diagnogs, medications, or assumptions of ability to benefit from trestment;

Providers may not deny admission based on a perceived threat of harm to sdif or others;
Program assessment and inteke daff mug recelve training on menta hedlth issues and on
recognizing unmet menta hedth needs,

Funded programs mud refer dients to mental health services to meet treatment goals, and to
provide follow up services,

Clientsin residentid services must have access to gppropriate menta health services; and
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. Programs must adopt medication proceduresinevery resdentid program to alow continued use
of prescribed medication.

Within Harris County, a group of substance abuse and mentd heath treatment providers formed
the Dud Diagnods Council in1995. Althoughtheir initid effort to secureagrant faled, the attempt raised
the level of awareness of the need for integrated services in the county.

The current Harris County Dua Diagnoss Pilot Project beganinthe Spring of 1988 when TCADA
announced a second phase of the state pilot project. The MHMRSAS state medicd director for Dud
Diagnods Programs was assigned to write the proposa, with 16 community and governmenta agencies
participating with the medica director. Funded effective July 1, 1998, initia project activitiesincluded a
city-wide education and training program, a conference on case management and service ddivery, and
hiring of new gaff members.

Severa important changes have occurred snce the project’s beginnings. Harris County and
TCADA negotiated an agreement that uses the mobile menta heglth team to augment servicesfor persons
with a dud diagnosis within existing residentid substance abuse providers. The first year emphasis on
educationand training was redirected to dinica servicesfor consumers, at the state’ sdirection. Thethree-
year pilot period has now been extended to afourth year.

Funding for the Dud Diagnods Specid Project has come primarily fromfederal Substance Abuse
Preventionand Treatment block grant funds through TCADA, and from federd menta healthblock grant
fundsthrough TDMHMR. State sponsors anticipatethat Medicaid and state genera revenue will become
additional sources of revenue for these services as loca projects mature. Local funding — eg., for
medications and resdentia treatment in Harris County — has been provided by MHMRSA through a
number of existing revenue sources.

Role of County and/or State Government

TCADA and the TDMHMR jointly sponsor the Dud Diagnosis Project, with TCADA as the
adminigering agency. The mgority of funds for the state level project come from TCADA, as federd
SAPT block grant funds, and from TDMHMR as federd menta hedlth block grant funds. TCADA and
TDMHMR have a shared saff pogtion, the Texas Dud Diagnosis Coordinator, withofficesfor thissngle
individua located at both state agencies. The Coordinator directs the Duad Diagnoss Project.

The Harris County MHMR Authority is a quasi-public authority that acts as the agent for the
TDMHMR, and asthe loca sponsor and coordinator of the Duad Diagnosis Project. A number of project
expenses, such as medications and the MHMRSA outpatient clinic services, are provided on an in-kind
basis.

Unique Features, Program L essons, and Future Plans
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A unique fegature of the Texas dua diagnoss service development effort isthe joint leadership of
TCADA and TDMHMR. The project was conceived at the state level and has been funded primarily
through appropriations fromthe two state agencies. Another unique factor is that Texas State government
is udng the pilot program as the testing grounds for a statewide program for persons with co-occurring
mental health and substance use disorders. Texas implementation plans extend wel beyond ddivering
sarvicesthrough 16 pilot programs, and include regulatory changes, satewidetraining events, competitive
bidding for providers for these services, among other changes. A fourthunique featureisthe state’ suse of
the Coordinator pogtion to act as a “linchpin’, integrating the interests and activities of the two state
agencies and directing the specidized pilot program.

At the Harris County leve, the mobile menta hedlth team is an exciting and innovative method for
sharing scarce resources across Six traditiona substance abuse service providers. The team integrates the
expert abilities of its Saff members to assess co-occurring disorders, bring medication management for
psychiatric problems into local programs, assst theselocal programs to strengthen their capacity to deliver
ongoing servicestothe population, and providecriss back-up for psychiatric emergencies. The out-posting
of substance abuse counsdorsat MHMRSA outpatient dinicshasthe potentid torevitdize continuing care
sarvices, and to assst dinic physcians and menta hedth staff to better address co-occurring disorders.
However, it remans to be seen how wdl consumerswill do following discharge fromresidentid substance
abuse care and after the speciaized expertise of the mobile teamis no longer available to them on aweekly
basis.

One state paticipant pointed out that there has been a mgor change in the nature of the
conversationabout persons who have both a substance abuseand mentd ilinessdiagnosis. Whileit formerly
was important to say that addicts “aren’'t crazy”, it has now become obvious that when addicts have
untreated menta hedth problems these problems frequently contribute to treatment failure. In smilar
fashion, untreated substance abuse problems among persons with menta illnesscomplicate recovery from
mentd illness

At the date leve, next sepsinclude:

. Devedopment and implementation of clinica standards for tregting persons with co-occurring
disorders,

. Development of reimbursement rates for co-occurring services,

. Ddlivery of technicd ass stance on service stlandards and on methods of engagement, assessment
and treetment for this population;

. Requiring and monitoring locd training and case consultation activities;

. Bidding out services to persons with co-occurring disorders on a competitive basis, with award

winners beginning service delivery in September, 2002.

At the locd leve in Harris County, the pilot project continues to be refined. Two project
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evauations have been completed, including structured interviews of case managed consumers and case
managers (April, 2001), and agatistica andysis of service utilization by consumer type. The mgor focus
of the dua diagnosis teams is now to support mainstreammenta health and substance abuse providers, and
to serve only those personsthat can't be served in the maingtream system, as an “adjunct” service. The
MHMRSA project adminigtrator has begun discussons withloca pilot project participants (including staff
and consumers, among others) regarding the best ways to organize a competitive application next year.

Financid and Regulatory Incentives and Disincentives

All participants at the state and local levels report that specidized funding for the pilot projectswas
a mgor finandd incentive, as the contract requires that funds be used exdusvey for services to dual
diagnoss consumers. Inaddition, TCADA now requires, by adminigrative rule, that al funded substance
abuse treatment providers be capable of providing services to persons with co-occurring disorders.

Funding limitations are the primary disincentive to the growth of services for persons with co-
occurring menta hedlth and substance use disorders. Other disincentivesindudeturf i ssues, accountability
issues such as the design of management information systems and contract reporting procedures, bias
agang a difficult to serve population, and licensure issues. One participant said there are no red
disncentives, and that practitioner ideas about how services should be provided are the greatest barrier
to improved and expanded services. The state is committed to modifying practitioner attitudes, values,
beliefs and skill levels through training over time.

Human Service Center
Peorig, lllinois

“We are going west...”

Program and Organization

The Human Service Center (HSC) islocated inPeoria, incentra Illinois The agency was founded
iN1976 asthe result of aconsolidation of two menta heath organizations, ana cohol trestment agency, and
adrug trestment agency. Thereare 39 “programs’ or cost centers for services and an annual budget of
$15,152,000 that isevenly Falit betweensubstance abuse services and menta hedthservices. Thisamount
includes adminigrative costs alocated from the HSC management firm, Fayette Companies, as wel as
costs for resdentid substance abuse treatment services ddivered by White Oaks Companies of Illinois.
All of these organizations are 501(c)(3) non-profit organizations.

HSC delivers what can be regarded as a comprehensive range of primary substance abuse and
primary mental hedlth services that includes:
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. 24/7 mohile crigs intervention;

. Medica detoxification (10 beds);

. Supervised menta hedth resdentia programs (32 beds);

. Four gender-specific resdential substance abuse programs (93 beds);

. Substance abuse intensive outpatient and day trestment programs,

. Psychiatric services

. Assertive Community Treatment team and five other menta health trestment teams;
. Case management;

. Psychosocid rehabilitation program;

. Individua and group outpatient services,

. A recovery home;

. An internd medicine dinic for SMI dients; and

. Contractual vocationa services

The service area of the agency varies by program. Most mental hedlth services focus on persons
with severe and persstent mentd illness, with the primary service area in Peoria County. The array of
substance abuse servicesindudes severa specidized resdentid treatment programs that serve the central
Illinois region, or that have expanded to serve a statewide population.

The configuration of services for persons with co-occurring mental hedlth and substance use
disordersis dgnificantly different at HSC thanat most community menta health centers or substance abuse
organizations. Since 1998, HSC has been implementing a policy that ALL of the services and programs
delivered by the agency will be enhanced to effectively treat persons with both disorders.

Hisory of Services and Financia Development

Human Service Center had for some years maintained an “enlightened categoricd” approach to
service ddivery. Programs were designed for persons with menta illness, or for persons with substance
abusediagnoses. However, HSC made cond derable effortsto not exclude aperson from the servicesthey
needed when that person’s problems included additiond difficulties Persons enrolled in the outpatient
mental hedlth program, for example, would not be discharged if they were intoxicated. In Smilar fashion,
the specidized resdential substance abuse trestment program for pregnant and parenting women would
admit persons with amenta hedth diagnosis.

This dinicd and organizationa approach worked poorly for consumers. Staff at the outpatient
menta health program were not well prepared to addressthe substance abuse needs of their consumers.
The specidized women's trestment program discovered, as the result of an evduation a 9x months
following discharge, that former consumers were employed, caring for their children, and not drinking or
using drugs, but that they frequently were anxious and depressed. Leadership at the HSC, aware of
research findings about co-morbidity among the populations served by the agency, searched for a better
approach.

Financing Integrated Service Programs for Persons with Co-Occurring Disorders -37-



In May, 1998, Michad Boyle, Executive Vice Presdent of the HSC distributed a paper to staff
that proposed a“revolutionary rather than evolutionary” solution. The lead paragraph dates:

“Dr. KenMinkoff, aleading expert in the trestment of co-occurring menta hedlth
and substance abuse problems, states that dudly diagnoses dients are the
‘ expectationand not the exception’. The mentd healthand substance abusefidds
must adapt their treatment approaches to this redity. Current research
demonstrates that the most effective approach for tregting persons with dual
behaviord hedlth diagnoses isintegrated trestment rather than the more standard
practice of sequentid or concurrent treatment.”

The paper further defined the agency’ sinitid planas making the substance abuse and mentd hedlth
program aress at the HSC each capable of serving the dua diagnos's needs of the population for which
they areresponsible, gating that “...while integrated servicesarecharacterized by one-stop shopping, there
are dill two “shops’; the primary chemica dependency system and the primary menta
hedth system. Each will serve aditinct population of dualy diagnosed individuds.”

The implementation planwas described as training both saff groups to be dualy competent, using
an “in-house residency” approach, a plan that was anticipated to require a minimum of two years. To
support the “Dud DiagnossMentdly 1l Substance Abuser (MISA) Project”, HSC took the fallowing
steps:

. A full-day clinical workshop was delivered to dl staff by Dr. Minkoff in October, 1998;

. A performance improvement project that would lead to changesinthe culture of programs and the
belief systems of gaff was begun;

. A MISA performance improvement committee, chaired by the Executive VP, began meeting
weekly in December, 1998;

. Asitsfirg task, the performance improvement committee developed avison of the desired Staff
competencies, including alist beliefs, vaues, knowledge and skills.

The committee chose three areas for immediate action: 1) development of a single request for
service (intake) form, that would capture consumer informationina comprehensive and integrated manner;
2) traning of dinicd supervisors, leading to training of clinica teams, and 3) addressing the cultura
differences that exist between the agency’ s menta health and substance abuse systems.  Topics selected
for supervisor traning were the diagnogtic assessment of substance abuse and menta health problems,
psychotropic medications, and utilizationof motivationa enhancement techniques. Culturd differenceswere
identified in a series of discusson groups, based on alist of “fire sarters’ to promote exchange.

One example of a“fire darter” Satement is.
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“All clients should be retained in service and treated with great respect in spite of non-
compliance with trestment plan recommendations, including not taking prescribed
medications or areturn to use of the drug of choice.”

The organization used a smple metaphor to communicate to saff the enormity of the anticipated
change:

“We are going west. We are going on this journey and everyone hasto decideif you are
coming. Thisis not a choice. The wagon is leaving. We don’t know for sure where the
journey will end or the trails to be taken, but we are going.”

HSC has determined that S&ff training is a mgor issue in implementing dud diagnoss recovery
services. Ongoing training, teaching and supervison arerequired. The design of saff training services has
led to a commitment to evidence-based treatment. However “user friendly” information on evidence-based
trestment is frequently not available. In addition, HSC found that not al supervisorsare natura teachers,
and formed acommittee of senior dinidans to devel op and implement amode of supervison and training.

The state Office of Alcoholism and Substance Abuse funded a Behavioral Hedlth Recovery
Management Project, led by HSC and asster agency in Bloomington, IL, that has financidly supported
the development of targeted training materids (available on the project website at www.bhrm.org), such
&

. Squires, Danid D. and Moyers, Theresa B. (2001). “Motivational Enhancement for Dualy
Diagnosed Consumers. A Guiddine Developed for the Behaviord Hedlth Recovery Management
Project.”

. Minkoff. K. (March2001) “ Treatment Matching Paradigm: Subtype of Dua Disorder by Phase
of Treatment.”

. Minkoff, K. (April 2000). “Behaviora Hedlth Recovery Management Service Planning Guiddines
for Co-occurring Psychiatric and Substance Disorders’.

For the most part, HSC has used existing resources to implement their enhanced dua diagnosis
sarvices. Some new resources were needed for training and consultation, the materials described above,
and additiond staff. These additional expenses were $50,688 in SFY 2000.

HSC has estimated the costs of required shiftsin the service ddlivery system to enhance exigting
programs to be more capable of sarving dua diagnosed consumers. For purposes of this report, we
focused onthree programs. The Central Illinois Center for the Trestment of Addictions (CICTA) isa28-
bed long-term resdential addiction trestment program for women with severe addiction and other
ggnificant life problems. The New Leaf program has two 15-bed residentia substance abuse treatment
components. New L eaf Retreat isanintengve short-term (30 days or less) program and New Leaf Lodge
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ddiversintermediate (30 to 90 days) services. The out patient menta hedlth service is delivered by teams
of counsdors, and aso includes psychiatric, nurang and pharmacist services. The following chart shows
the estimated dollars (in thousands) and percentage of expendituresineach of these programs for S&ff time
spent on mental health and substance abuse service activities for the last 3 years and the current budget
year.

Program 1999 2000 2001 2002 (current)
CICTA
SA treatment $'s 1,169 1,227 1,249 1,239
MH treatment $'s 22 28 37 42
SA % 98% 98% 97% 97%
MH % 2% 2% 3% 3%
New L eaf
SA treatment $'s 1,349 1,282 1,381 1,341
MH treatment $'s 59 78 124 108
SA % 96% 94% 92% 93%
MH % 4% 6% 8% 7%
OPMH Service
MH treatment $'s 1,432 1,289 1,363 1,480
SA treatment $'s 92 138 184 230
MH % 94% 90% 88% 87%
SA % 6% 10% 12% 13%

It is gpparent from these figures that the proportion of staff time devoted to the “other” disability
has steedily increased, in generd. This shift is taking place without new resources for dua diagnosis
trestment, and without the transfer of categoricd fundsfromother traditional programcost centers. These
data may be the soleinformation available that estimatesthe financial impact on community based
organizations of enhancing the capacityof traditional substance abuse and mental health programs
to more effectively serve persons with co-occurring disorders over time

HSC has dso prepared summary projections and an application to state agencies for funding
consderation, that identify the costs required to accelerate the ability of the agency to fully serve dud
diagnods dientsineach of itsprograms. The HSC summary shows an annua cost of $452,467, including
adminigration and indirect services. The primary additions are 3 clinicians with the resdentia substance
abuse programs, PRN pogtions at the medica detoxification program, a part time physcian and nurse
time, an additiona mentd healthteam, and two highly experienced Ph.D. leve dinicians, one for substance
abuse and one for mental hedlth, each to serve as supervisors, mentors and consultants.

Thistota of $452,567 represents 3% of HSC's current budget of $15, 152,000. Put another
way, the organization calculates that dedicated revenue equivaent to only three percent of the agency’s
current budget, combined with s&ff training, culture changes and infrastructure development, would be
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aufficient to make dl service programs fully cagpable of serving persons with co-occurring disorders.

Role of County and/or State Government

The Office of Menta Health(OMH), lllinois Department of HumanServices(DHS) and the Office
of Alcoholism and Substance Abuse (OASA)/DHS have been mgjor purchasers of services from HSC
gnce the organization was formed. OMH and OASA collaborated in the formation of a Task Force on
Mentally 11l Substance Abusersinthe early 1980's. Each agency has since offered the stat€' s community
service organizations competitive opportunitiesto apply for limitedfundsfor specia servicesto persons with
co-occurring disorders.

HSC isthe recipient of an award from OASA for the Behaviord Hedlth Recovery Management
Project. The project seeks to integrate substance abuse, mentd hedth and primary hedthcare services
through the development of evidence-based clinica guidelines.

Unigue Features, Program Lessons, and Future Plans

One magor feature that is unique a HSC is the organization’s decison to enhance all agency
services and programs to serve persons with co-occurring disorders. A related feature is the emphass
upongaff trainingand organizationa change. Staff education and performanceimprovement isacontinuing
process.

Among the more important lessons learned, according to the Dua Diagnosis Performance
Improvement Committee are:
. The criticd nature of leedership vison and commitment;
. Making these sysem changes is something like *“ Changing the fan belt while the car isrunning”;

. Staff must complete aninterna re-conceptudization of who they are and what they are supposed
to do;

. It simportant to teach and support staff throughout the process of systems change;

. Much system’s change of this nature can be made within the existing resource base;

. Differences may exist in how quickly degreed staff and certified saff accept and make change;
. Staff may hold atacit acceptance of hopel essnessfor the “ other” condition, and become so tolerant

that treatment becomes difficult;

. A better dual diagnosis approach creates additional clinica complexity for short-term addiction
treatment;

. Consumer acceptance of adua diagnosis has moved fromarare exceptiontoitsbeing “ perfectly
al right”.

Next steps for this programinclude more work and training on clinica guiddines, identification of
the longitudina supports needed for recovery for persons with a dua diagnods, improving access to
medication within substance abuse treatment programs, and continued emphasis on the adoption of
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evidence-based treatment practices within a disease management approach. In addition, HSC will
implement adud diagnosisjail diverson program in Peoria County.

According to Executive Vice Presdent Boyle:

“I know the focus of this study is on multiple funding sources, but | have
come to believe separate funding streams are not the mgjor barrier to the
development of effective dua diagnoss programs. The major barrier is
internal to each organization. It’ sinertia, resstance to change, staff fears,
preudice, differing beiefs and cultures, and more organizaiond inertia
The culture must be changed, and that's not just about money.”

Financid and Regulatory Incentives and Disincentives

HSC hasidentified a number of incentives that they believe promote effective servicesto persons

with adud diagnoss

OASA edtablished a policy that substance abuse providers may not exclude consumerswho are
using psychotropic medications from service;

New ASAM criteria encourage substance abuse programs to become “dua diagnoss capable’
or “dud diagnosis enhanced’;

The Illinois Mentdly Ill and Substance Abusing (MISA) Inditute ddivers free training on dua
diagnosis trestment and alow cost annual conference;

The Office of Menta Hedlth is promoting the use of evidence based treatment and considering
higher payments for the use of evidence based trestments.

A number of important regulatory disincentives have been successfully addressed in lllinois. The

OASA information system previoudy required a primary substance abuse diagnosis and would reject any
other entry. Effective July 1, 2001 the system now requires one substance abuse diagnosis but permitsone
additional menta hedlth code.

Some bureaucratic barriers remain in both systems, however:

OASA licenses substance abuse services, but does not have a clear policy about licensing
community menta health centers that may want to serve persons with co-occurring disorders;

Time required to obtain agency licensure is extendve and expensive;

OASA’s Medicaid rule requires that a provider belicensed and deliver substance abuse services
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for two years before becoming digible for Medicaid certification, limiting a revenue source for
which persons with co-occurring disorders are frequently digible;

. OMH'’s Medicad rule requires a provider have existing State menta hedlth funding to become
Medicaid certified:;

. OHM and OASA Medicaid rulesand licensure cover different servicesand quite different gaffing
qudificaions,

. OMH requires national accreditation, while OASA does not;
. OASA has aprocedure for waiver of rules, while OMH does not.

It is gpparent that policy development, funding, regulations, and procedures have occurred
separately for menta healthand substance abuse trestment servicesinlllinois resulting inmany differences
inapproachand expectationthat impact onloca programs' ability to effectively deliver servicesfor persons
with co-occurring menta hedlth and substance use disorders. These differences, a a minimum, make it
difficult and expensive to meet both sets of requirements and further act as barriers to accessing the
traditiona State funding sources for both substance abuse and mentd hedlth services.

Locdly, the greatest barrier identified by HSC is limited gaff time. Funding restrictions have
resultedinthe use of group trestment inthe substance abuse systemand large casel oads inthe mentd hedlth
system. It is difficult to find the needed time to work on an individual basis with consumers with co-
occurring disorders, so gaff too often find themsalves responding to crisesinthelife of the consumersand
are stretched too thin. Rate freezes and lack of “cost of doing business’ adjustments in contracts have
exacerbated this Stuation.

It has adso become difficult to find the time needed for staff training, reflectionconcerning needed
culturd and procedura changes, and clinicd supervison, which are critica asthe program'’ s continuesits
trangtion from atraditiona categorica focusto atruly consumer-centered dua diagnos's service agency.

According to HSC, there are few options to resolve these pressures.  If additional resources
cannot be found to add more g&ff, what remainsisto: a) redesign paperwork requirementsto free up staff
time, or b) negotiate with purchasersto serve fewer dients within existing resources and spend more time
with the dients enralled in service. HSC has begun the use of dlinica checklists and rating scaes rather
than narrative progress notes, and are “discharging” fewer clients after acute episodes of care. HSC and
date leaders are dso discussng the potentia for contracts that focus upon positive outcomes rather than
only upon unitsof service and numbersof clients. However, HSC recognizesthe problemsassociated with
declining to serve saverdy and persgtently mentdly ill dients.
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Dud Diagnosis Services
Dorchester County Detention Center
Cambridge, Maryland

“We can't afford to be in an environment where our attitudes create issues.”

Program and Organization

This section describes services for persons with co-occurring mental health and substance use
disorders that are ddivered in and by the Dorchester County Detention Center. The county is one of the
date' s 23 jurisdictions that participate in the State of Maryland’'s Community Crimina Justice Treatment
Program (MCCJTP), which is recognized by the Nationd Ingtitute of Corrections, the National Ingtitute
of Justice and the GAINS Center. Both the county program and the state initiative are addressed.

The Dorchester County Jail was opened in February 1992 and operates within the County
Department of Corrections under the jurisdiction of a Warden appointed by the County. The current
Warden has held the positionsince October 1992. The facility is state-of-the-art, costing $10.5 millionin
combined state and county funding. Origindly designed to house 204 mae and femde inmates, the facility
has snce beenmodified (for example, adding medica holding areas) and now maintains acapacity of 275
beds for minimum, medium and maximum security inmates. The average census of the Detention Center
has steadlily decreased over the yearsand is currently well under capacity, typically approximatdly 70-80%.
In fact, having established a statewide reputationfor excelence and effectiveness, the Dorchester County
Detention Center regularly fields requests from other county detention centersto accept residents of other
counties.

Staff directly employed by the Detention Center include:

(1) Warden (6) Clasdfication Supervisor
(2) Chief of Security (7) 50 Correctiond Officers
(3) Chief of Programs (8) Maintenance dtaff

(4) Transportation Supervisor (9 Adminigrative support staff
(5) Adminigrative Officer (10) Cadets

Target figures are set for gaff to ensure that detention center personnel “mirror” the inmate
population, in terms of gender and ethnicity.

Thefollowing behaviord hedth Saff are assgned to the Detention Center:

(1) One Community Service Coordinator who is employed directly by the Detention Center
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through funding provided by the Maryland Department of Mental Hygiene. This individua
coordinates dl menta health and substance abuse services provided through the Jall
Menta Hedlth Program and provides the following direct services, as well: screening and
assessment; case management and counsdling; emergency/criss intervention; referras to other
savices, jal diverson; aftercare; training and consultation to Detention Center staff.

(2) OneMadgersleve Clinical Social Worker funded by the Maryland Department of Mental
Hygiene under contract to the Dorchester County Menta Hedlth Clinic.  This individud
provides in-center services to persons with serious mentd illness and collaborates with
addictions staff to meet the needs of persons with co-occurring mental health and substance
use disorders.

(3) One Masters leved Addictions Specialist funded by the State Alcohol and Drug Abuse
Authority under contract to the local Hedth Department. This staff person is responsible for
developing coordinated treatment of inmates with dud disorders.

(4) One Magters leve Trauma Specialist to ddiver services both in the county jal and in the
community. The postion’s salary isfunded entirdy by the Mentd Hygiene Adminigtration to
the loca core service agency, whichinturnsub-contactsfor the service to aloca mentd hedth
service provider.

(5) Other community agency daff specidists deliver services to inmates in thejail setting on an
ongoing basis.

The Center contracts out for the following services (1) food service, (2) medica services, (3)
inméte telephone services, (4) barber services; (5) commissary services, (6) pest control; (7) solid and
medica waste; (8) x-rays and laboratory.

The Dorchester County Detention Center is committed to supporting the development of an
integrated system of care for the men and women for whom it has responghility, mantaining thet dedling
with individuas with co-occurring menta health and substance use disorders who have become involved
withthe crimind justice systemis bothintricate and chdlenging. Assertive implementation of thisvalue has
led to the development of an active and proactive menta healthand substance abuse service systemwithin
the Center’ swalls and after discharge from the Center back in to the community.

Upon incarceration, each inmate receives a comprehensve screening and assessment for mental
illnessand substance abuse problems, withimmediate criss interventionand stabilization services provided
asnecessry. A medicd evauation is performed; any prescribed medication is managed on an ongoing
basis. Development of an individud plan leadsto any indicated individua and group treatment, which are
begun as soon as possible. Recovery-oriented mental health and substance abuse-related programs and
sarvices tha are available to inmates on site during their incarceration include:
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Menta hedthservicesare offered by Warwick Behaviora Health Services (the local menta hedlth
center) with funding from the Maryland Department of Hedlth and Mentd Hygiene.

Trauma Addictions Menta Hedlthand Recovery (TAMAR), atrauma trestment programdesigned
for the femae inmate population. Funding from the Maryland Department of Hedlth and Menta
Hygiene supports a full-time clinician who coordinates the program and fadilitates individud and
group treatment on aregiond basis. The programworkswithwomeninthe Detention Center and
provides community-based follow-up by Detention Center Trauma staff.

The negative impact of early physica and sexud abuse on menisrecognized aswdl. Current plans
cdl for the expansion of the TAMAR program to include the mae inmate population.

Pre-Natal Care Management, offered by the Health Department, is a new interna program to
teach mothers how to care for themselves and their new born child.

Drug-Alcohol Recovery Training (DART), a 28-day in house addictions program with aftercare
offered by the County Hedlth Department and funding by the State Alcohol and Drug Abuse
Commisson. DART isavailable during the morning, afternoon and/or evening of each weekday.
Narcotics Anonymous, offered separately for maes and femaes severd evenings aweek.

AlcoholicsAnonymous, offered separately for mae and femde inmates severd evenings aweek.

AIDS/'STD Program, education and treatment services offered by the Hedth Department.

Generd Equivaency Degree classes offered severd days aweek separately for mae and femde
inmates through the Board of education.

Parenting Program, offered by the Health Department one day aweek.

Smoking cessationissupported through the local Red Cross. Smoking by inmatesis not permitted.

The foundation for trestment and recovery services ddivered to individuas after ther discharge

from the detention Center is built through these programs during incarceration. Relaionships are
established between the inmate, corrections officers and treatment staff that can be depended upon after
discharge. Preparation for discharge includes the development of an aftercare services planby the case
manager that targets case management and other aftercare services focused on trestment and recovery,
housing and employment.
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Housing support has been aparticular focus of the MCCJTP fromitsinception.  The Shdlter Plus
Care Program was developed in 1995 by the Mentd Hygiene Adminigtration in response to a lack of
housing for persons withmentd illness who were homdessor at risk of homelessnessupondischarge from
detentioncenters. The program provides tenant and sponsor-based rental assistancetotding $5.5 million
from 1996-2001 in dl but one of Maryland’s 23 counties.

The Projectsfor Assistancein TrandtionfromHomel essness (PATH) has contributed Sgnificantly
to the success of MCCJTP. Devel opment and maintenance of asecureliving environment upon discharge
IS seen as essentia to a successful trangtion fromdetention center to community. Outreach, screening and
diagnogtic services, case management, community menta hedth, alcohol and drug treatment services,
supportive and supervisory servicesin residentid settings, and consumer and saff training are dl offered
to individuas preparing for/upon discharge from the Detention Center.  The state allocated $694,000 in
PATH fundsto meet the housing and support needs of personsin thisprogram statewide during FY 2002.
During FY 00, a totd of 1,573 MCCJTP clients received PATH-based services statewide.

Hisgtory of Sarvices and Financid Development

Maryland’'s Mentd Hygiene Administration has implemented the Maryland Community Crimind
Justice Trestment Program in 23 jurisdictions in order to meet the needs of persons with serious mentd
illness and/or co-occurring disorders who are incarcerated in local jails. The gods of this Satewide
program include:

@ to provide comprehengve trestment and support services for persons incarcerated in local
detention facilities;

2 to appropriately trangtion clients into a community-based system of care after incarceration;

3 to reduce the rate of recidivism to state psychiatric hospitalsand detentioncentersand to reduce
homel essness statewide; and

4 to enhance the qudity of life and enable those served to become productive Maryland citizens.

Begunin1992, the statewide programwas devel oped inresponse to the fact that the mental hedlth
needs of inmates were largely ignored prior to that time, unless individuds were suicidd or disruptive.
Corrections staff spent significant portions of ther time deding with mental hedth-related crises, leading
to frustrationand exacerbation of exiging problems. A Governor’ stask force gppointed in 1991 examined
the problem and recommended that a coordinated approach by crimind justice and behaviora hedth
trestment systems was necessary. The state Mental Hygiene Administration dlocated $50,000 in seed
money to establish Jal Mental Health Programs infour counties. These pilotsresulted in the crestion of the
Maryland Community Crimina Justice Treatment Program.
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MCCJTP operates on the assumption that the degree to which key community agencies— as a
cohesive group of leaders — participate in and take respongbility for identifying solutions to community-
wide problems is directly rdated to the community’s qudlity of life, goecificaly the leve of public safety
enjoyed by dl itscitizens. Many of theindividual s served through thisprogram — in addition to their serious
mentd illnessand substance abuse issues— are adso homeess or fromungable housng Situations, they lack
secure employment, and may be diagnosed with HIV and other physical health problems. The complexity
of the hedthand behaviora issuesthey face demands a coherent, community-wide response, Snceno one
agency has the capacity to respond completely to dl of their needs. In effect, Maryland’s MCCJTP
“wraps’ servicesaround the individud, both duringincarcerationand after incarcerationhasended. These
services sgnificantly increase the likelihood that individuas will maintain themsdlves in a sable living
environment and not return to jail.

Financid support for the Center’s treatment program has been developed from a number of
different sources. Some years ago, date saff successfully gpplied for funding from the Department of
Justice's Edward Byrne Memorid Program to support substance abuse services in conjunction with
treatment for serious mentd illness. Although no longer asource of funds, this seed money helped develop
the addictions servicesthat are now at the program’ score. The TAMAR project, origindly funded through
aSAMHSA Women and Violence grant, is now fully supported by the Mental Hygiene Adminigtretion.

A totd of $5.5 million has been available through HUD’ s Shelter Plus Care program from 1996-2001.

Psychiatric services are supported by a contract with the Mental Hygiene Adminigration to the
loca menta hedthcenter. The Menta Hygiene Adminidration supportsdeivery of mentd hedth services
ongteat thejail through Community Care Coordinators/Case Managers. The County Health Department,
as the agency responsible for addictions services, provides a full-time gaff substance abuse speciaist.
Adminigrative support services are contributed by a number of loca community agencies.

By its own admisson, funding for the Jal Mental Health Program is “a patchwork of blended
funding.” The state has along and successful history of aggressively seeking outside funding and foraging
for in-state funding to support services. Maintenance of this continued partnership to identify necessary
fundsisamagor source of satisfaction for state and community collaborators.

Role of County and/or State Government

The role of state and locd governments in the success of behaviord hedth services offered to
persons with co-occurring menta healthand substance use disorders at the Dorchester County Detention
Center cannot be overemphasized. State level leadership from the director of the Mentd Hygiene
Adminigtrationand the director of the office of specia heeds populations has beeningrumenta inlaunching
and strengthening the program in this county and in the Sate’' s other counties, beginning in 1992.

At the county levd, the fact that agency directors and community leaders identified quite early in
the program’s evolution a common goa of enhancing public safety helped direct local efforts toward
mesting the needs of this population in order to support thar trangtion back into the community. Asa
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result, the stigma with which the population is generdly perceived has dramatically decreased. State and
locd leaders have created a community-based partnership that champions the idea that: (1) these
individuas are part of society; and (2) their success will contributeto a heightened sense of public safety.

Unigque Features, Program L essons and Future Plans

@ Communication and coordination

The Center depends upon the strength of its relationships with state and community agencies that
each contribute to acomprehensive system of individualy-centered care.  The Center participatesin the
Dorchester County Crimind Justiceand Treatment Network, a collaborative effort among State, County
and City offiads induding lawv enforcement, treatment, education, socid services, corrections and the
judicid system. Formed in 1996, this partnership is designed to develop and maintain mutualy beneficia
programs and services that enhance the public safety of county citizens. Meeting monthly at the Detention
Center, the Network is comprised of key decision-makers who can discuss, resolve and implement new
gpproaches to community problems. It is built on the assumption that the integrationof community-based
efforts will increase the likelihood of greater public safety. The Detention Center is seen as an essentid
partner in this collaborative.

The Network’s vdue lies, in part, in providing a forum for each agency or service system to
address both shared and unique problems with their colleagues and generate solutions that would — in a
less collegid environment — be much more difficult to identify and implement. Regular face-to-face
meetings among decision-makers (e.g., agency directors, senior aff) has led to sgnificant improvement
in this broadly-defined public safety service system, including:

. Digrict Court “DROP’ Program for drug violations for supervised offenders,

. Dorchester County Addictions “Assessment Center” at the Digtrict Court Building;

. Parole and Probationand the Dorchester County Sheriff’ s Office Community Policing Agreement;

. Felony Sex Offender regigtration program through the Sheriff’s Office;

. SAVE (“ Stop Arrest and Violence Early”) program for county youth run by the Detention Center
and used by loca churches, civic groups and the education system;

. The ALEX (*Automated Labor Exchange’) system ingalled in the Detention Center by the
Maryland Department of Labor to assst inmates in finding jobs upon their release;

. Child safety seat program established through the Sheriff’ s Office;

. Cross training between public safety and menta health/substance abuse trestment communities;
. Coordination of the loca “Hot Spots” team with city police, probation and parole and juvenile
justice departments.

The Network demonstratesthe power of intergovernmenta agency leadership, ashared visonand
astrong commitment to improve services within existingresources. Recognized by the Lieutenant Governor

Financing Integrated Service Programs for Persons with Co-Occurring Disorders -49-



in1997 for its efforts and accomplishments, the Network’ s members plan to continue strengthening open
communication among al community agencies as a way of successfully implementing new and existing
programs, services, laws and regulationsin the service of public safety.

2 Focus on the Role of Trauma

An increasngly important feature of the program — bothin Dorchester County as well asin other
parts of Maryland — is its understanding of the critica role that early physcd and sexud trauma
experienced by men and women who have been incarcerated plays in the development of illegd and
otherwise dysfunctiond behaviorsthat have led them to jail. Origindly cultivated as aresult of the state’s
involvement as one of the SAMHSA Women and Vidlence study dSites, this focus has led to the
development of “TAMAR” programs (“ Trauma, Addictions, Mental Headlth and Recovery”) in a number
of the state’ s detention centers, including Dorchester County.

The TAMAR project isavoluntary trauma trestment and education project for adult women, and
includes trauma trestment groups in the Detention Center as wel asin the community. A peer support
group also meetsin the county. The state’' s god isto expand trauma treatment capacity into each of the
23 detention centers.

3 Consultation, Training and Education

An essentid component of the Jail Mental Hedlth Program’ s success liesin the understanding of
mentd hedthand addictions issues that is engendered in corrections Saff. Trainingisongoing and focuses
ondeveloping agreater understanding of awide range of behaviors, including the etiology of menta illness
and substanceabuseand the impact of early childhood trauma. Correctionsofficers, medica and treatment
daff meet on aweekly basis to discussthe status of new and current inmates, in the process learning from
one another about different perspectives and styles that, according to gaff, “ makethingswork awhole lot
better.”

The community treatment team meets on the first Tuesday of each monthto discuss shared cases.
A confidentidity release is Sgned by dl dients which dlows full sharing of rdevant information among
mental hedlth, addictions, socia services, probationand parole, education, judiciary, law enforcement and
other community agencies.

4) Aftercare

Staff suggest that a stronger aftercare program— one inwhichformer inmates maintaindaily contact
to address their mentd ilinessand substance abusei ssues—would condtitute amore controlled and effective
aftercare trestment environment. They indicatethat moreoff-stework with familiesof inmates—especidly
those that have children — would intensify the program’s impact by strengthening the community bonds
necessary to successful community life.
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Financid and Requlatory Incentives and Disincentives

Maryland s Jal Mentd HedthProgram Mentd operates within the state’ s managed public menta
hedlth care environment, whose adminidrative services are provided by Maryland Hedth Patners. A
critical aspect of preparing for the discharge of inmatesfromthe Detention Center is gpprova by the office
of specia needs populations of aftercare services designed to ensure a successful trangtionback into and
long-termmaintenance in the community. Infact, the underlying assumptionistheat in-jal servicesareonly
the beginning of the service continuum.

The smooth trangtion of inmates from incarceration to community life requires that great care be
takento adequately prepare individuds physcaly, emationdly and finenddly to prevail under the pressures
that they will face upondischarge. Since upon incarceration inmates lose their digibility for the hedth and
financid benefitsunder Medicaid and SSI/SSDI that most of themdepend onto survive, aftercare planning
and sarvicesam to create stability in housing , employment and finances by re-gpplying for entitlement
programs prior to discharge.

Pre-discharge planning results in an aftercare plan which is approved through Maryland Hedlth
Partners, which in turn subcontracts with local providers for housing, co-occurring mental health and
addictions treatment, etc. A monthly report detail progress toward accomplishing the aftercare plans gods
and maintains the integrity of the financid arrangements supporting the dient in the community.  Any
deviation can beidentified and quickly corrected.
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SECTION I
Fiscd Andyss
Co-Occurring Program Revenue
One of the centra questions that this project was designed to address was. Who pays for the co-

occurring services delivered by rddively meture, integrated programs which utilize multiple sources of
funding? This section responds to that question by reviewing the following aress of fiscd andyss

a Daalimitations

b. Start-up funding

C. Current sources of revenue
Daa Limitaions

The co-occurring case study sitesthemsalves served asthe primary sourcesfor information in this
section.  Service providers were asked to provide financid data prior to dl teleconference cdls and ste
vigts and at various points throughout the project. The comprehensiveness of the data submitted in
response to these requests varied widdy. Although the project has attempted to collect uniform financid
data, key questions regarding amounts of revenue by source were responded to differently by different
programs. This report both rests upon and reflectsthe varigbility in available data describing revenue and
expendituresfor co-occurring services programs, a point which should not be lost onthe programs, funders
or advocates.

Two other limitations related to data deserve specid mention.

(1) Becauseproviding integrated servicesto persons withco-occurring disordersis areatively recent
phenomenonand becausethereisno “ categoricd” source of funds for these services, information
fromthis sample of nine providers should be considered preliminary and somewhat descriptive in
nature. Project staff origindly requested that each program provide three years worth of fiscal
data on expenditures for co-occurring programs and services. Obtaining these data was not
possible because most programs do not have a management informationsysteminplacethat dlows
them to track revenue and expenditure by dient or by client diagnoss.  The request then shifted
to focus on revenue figures that support the time that staff spend on serving people with co-
occurring disorders. Many of these sites seeindividua swith co-occurring disorderswithin generd
mentd hedthand/or substance abuse service components, dong with clientswho do not have dua
diagnoses. The most that could be done to derive a co-occurring revenue target figure was to
edimatea” best guess’ regarding the proportion of the revenue figurethat is devoted to the support
of persons with co-occurring disorders.
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2 The second limitation is that the unique program design for persons with co-occurring disorders
at the Human Service Center in Peoria, lllinois results in the entire agency —with dl of its mentd
hedlth and substance abuse services — being seen aspart of the co-occurring program effort. As
the result, the agency’s entire operating budget has been included in the tables and andyses that
follow. Because HSC hasanannua budget inexcess of $15 million, their fiscal data represents an
unusualy large part of the tota displayed in Chart 1.

Despite these data limitations, the information gathered and andyzed under the auspices of this
project represent the most comprehensive datacurrently available onanationd level regarding the finencing
of integated services for persons with co-occurring mental health and substance use disorders.
Consequently, the NASMHPD-NASADAD Task Force has concluded that a number of credible and
ussful observations can be mede regarding fiscal support of co-occurring mental health and substance
abuse services, based on the experience of these case study Sites.

Start-Up Funding

All case study programs reported that the source of revenue to support the “intellectud capitd”
which is dways required to conceptudize co-occurring program design came from existing revenue
sources. Put another way, none of the programs had a specia source of fundsfor theinitial designand
conceptualization of their program.

Sourcesof start up fundsfor firs year operationvaried, asisreflected below from highest tolowest
frequency:

#1 Existing revenue sources

#2 Federa funds through specid program grants
#3 State generd revenue

#4 Foundation funding

#5 Private invesment funds

The most common methods — the use of exigting funds and specia federa grants — account for
two-thirds of dl identified program start-up costs. Federa funds came from the Center for Substance
Abuse Treatment (CSAT), the Center for Mentd Hedlth Services (CMHS), the National Ingtitute on
Disability and Rehabilitation Research, and the Department of Jugtice, among others.

Current Sources of Revenue for Co-Occurring Services

As has been mentioned, each of the nine programs interviewed during the project period was
sel ected based onthe criterionthat the co-occurring programwas mature — i.e., that it had moved beyond
its start-up phase and was now approaching or in a rdaively stable operating phase. The revenue that
dlowsfor that relative program stability isreflected in Chart 1.
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Tablel:

Revenue for Co-Occurring Programs, in Thousands of Dollars, by Source and Provider, FY 2001

Source Access || Access | | NDF | | Arl Co. || CAM || Found. | | Harris Co HSC DCDC Totd
Mane SE PA

State GR 155.2 - - 1,704.8 | [151.0 |[1,130.4 8,513.0 84.0 11,738.4
SAPT - - 44.0 - - 016.1 2,159.0 - 3,119.1
CMHS - - - 16.2 - 4449 101.8 617.0 - 1,179.9
Other fed - - 82.0 || - 878.4 - 1,038.0 - 1,998.4
Medicad 460.8 1,0739 |96.0 |[177.4 277.7 ||160.0 - 1,242.0 - 3,487.8
County - 254.4 525.0 | 11,590.6 | [185.2 |} - 327.0 - 2,882.2
Charitable - - - - - 15.0 - 163.0 - 178.0
Client fess - - 25.0 |1[50.0 - 40.0 - 869.0 - 984.0

PF - - 350 || 10.0 25.0 - - - 70.0
Other - - - - - 10.0 - 224.0 - 234.0
Total 616.0 1,328.3 |[807.0 | [3,539.0 | |623.9 |[2,703.7 |]|1,017.9 15,152.0 |84.0 25,871.8
Program Key: Revenue Source Key':

Access Maine ACCESS Team, Maine Medica Center State GR State General Revenue

Access SE PA ACCESS, Mental Health Association of Southwest Pennsylvania SAPT Substance Abuse Prevention and Treatment Block Grant
NDF New Directions for Families, Arapahoe House CMHS Mental Health Block Grant

Arl Co. Arlington County MH/SA Services Other fed Other federal funds (e.g., CSAT, CMHS, SAMHSA)
CAM Consumer Advocacy Model, Wright State University Medicaid Medicaid, state and federal

Found Foundations Associates County County and city funds

Harris Co Harris County MH/MR Authority Charitable Charitable contributions (e.g., United Way)

HSC Human Service Center Client fees consumer or family, insurance

DCDC Dorchester County Detention Center PF Private foundation

Other other revenue sources not identified
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These programs operate within a variety of funding environments. For example, the Maine
program is within a hospita setting and depends primarily upon an established Medicaid case rate, with
additional funding derived from state generd revenue.  In Philadelphia, the mgority of ACCESS West
Philly’s budget is fee-for-service through the county-owned managed care organization for behaviord
hedth services for Medicaid clients.  Arlington County’s co-occurring services are lodged within a
community mental health, mental retardation and substance abuse services agency in a county-based
authoritystructure. The CAM/SARDI programiswithin auniversity-based school of medicine. Medicad
funding provides the largest source of its fee-for-service resource base.

The Dorchester County co-occurring services program is operated through a county jail, with
limited categoricd funding fromthe state mentd hedth authority through its fee-for-service managed care
program. Foundations Associatesisafree-standing, “single-focus’ agency (i.e., dl clientsare diagnosed
with dual disorders) located within a state that was one of the first to move into a managed care
environment. In addition to state genera revenue, large portions of the agency’s budget are from
specidized federd contracts. The Texas Program is one of the few which is based upon categorica co-
occurring services funding identified by the Sate as the primary funding mechaniam.

Human Services Center has been devel oped as an internd medicine practi ce within the outpatient
stting of a community menta hedlth center.  In Colorado, the bulk of funding for New Directions for
Families comes through contractud arrangements with state and county authorities.

These nine agencies have atempted to maximize the advantages of each of the management and
fiscd environmentswithinwhichthey operate.  Asthefiscad analyss section indicates, however, anumber
of finencid disadvantages cannot be impacted by any one service agency, since they are built into the
current broader state systems which are not amenable to single agency influence.

Although a number of the programs studied operate with quite diversified sources of revenue, a
key observation regarding revenue sources is the extent to which severd of these programsrely on just
two or three sources of revenue. These include the ACCESS program of the Maine Medica Center,
which operates using only state general revenue and Medicaid; the ACCESS program of the Mentd
Hedth Association of Southeastern Pennsylvania, which dependsonly upon Medicaid and Sate generd
revenue, the Harris County Mental Hedlth and Mental Retardation Authority, now in the fourth year of
apilot project, usng primarily Substance Abuse Preventionand Trestment and Mental Hedlth Block Grant
funds.

Table 2 digplays the types, amounts and percentages of revenue sources, by tota number of
dollars.  The top three sources of revenue — state genera funds, state Medicaid reimbursement and
SAPT block grant — represent 71% of all revenue for these programs.

Table2 Types, Amounts and Percentages of Revenue Source, by Number of Dollars
(in thousands).
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Rank  Source of revenue amount in thousands % of tota

1 date generd revenue 11,738.4 45.4
2 Medicad 3,487.8 135
3 SAPT Block Grant 3,119.1 12.1
4 county/city 2,882.2 11.1
5 other federd funds 1,998.4 7.7
6 MH Block Grant 1,179.9 4.6
7 fees and insurance 984.0 3.8
8 other sources 234.0 0.9
9 charitable 178.0 0.7
10 foundations 70.0 0.2

Barring unforeseen economic downturns or other factors that draméticaly affect the avalability
of state and federd revenue, these mature case study Sites appear to be funded, a thispoint, primarily
withreaively stable sources of funding. Their dependenceontime-limited sources, such asspecid federd
grantsand contracts, islimited. 1t should be remembered, however, thet ther initid Start-up costswere
much more heavily dependent upon such time-limited federa and Sate initiatives.

Continuing review of the revenue sources for co-occurring services over time may indicate a
continuing migration toward more stable sources of funding (e.g., Medicaid) asthese and other programs
become more sophigticated in attracting funding and better able to document their effectiveness to
prospective funding sources.

B. Incentives and Disncentives in Financing Services

Financid Incentives

Working intendvey with case study sitesto reach an understanding of thewaysinwhichthey have
devel oped, maintained and monitored the multiple sources of fundingthat support delivery of co-occurring
menta hedth and substance use sarvices dlows for the identification of a number of important financia
incentives, induding regulatory incentives that impact directly upon services and financing. It isdifficult to
overestimate the crucid role that fisca incentives play in encouraging development of co-occurring
sarvices. These incentives can include:

Financing and Payment Mechanisms
¢ Useof acaserate payment system that alows for comprehensive trestment of the

individud, in thet it recognizes and permitsintegration of service delivery;
4 Availability of and access to Medicaid, TANF and other funds that, when woven together,
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support the full range of client needs,
¢ Tageting of specidized funds for dua diagnosis pilot programs.
Identification of Individuals with Co-Occurring Disorders as Priority Population

4 State definitions of priority populations by the mental health and substance abusedepartments that
each dlow for the “other” disability to be served within a co-occurring disorder framework;

4 Changesto dtate information sysems that alow for more than one diagnosis for persons with co-
occurring disorders, and not rgjecting information about consumers that does not contain the
single, acceptable diagnosis. 1ssuesrelated to “ poly co-morbidity” areincreasingly coming to the
attention of researchers and clinicians.

Licensure and Certification

4 Outpatient licensurefor mental hedlth and substance abuse programs that requires approximately
the same paperwork, so that the same or smilar client information is collected regardless of the
door through which the client enters.

4 Licensure and certification regulations that permit programs to provide both menta hedth and
substance abuse services rather than limiting programs to one or the other service license or
certification.

Standards and Regulations

4 Adminigrative rules and other guidance that make it clear that substance abuse treatment
providers mug assess for menta health problems, provide or otherwise arrange for mental health
sarvices (including medication) when needed, and may not exclude an individua from substance
abuse treetment due to menta health diagnoses, conditions or treatment received,

4 Adminigtrative rules and other guidance that make it clear that menta hedlth trestment providers
mugt assess for substance abuse problems, provide or otherwise arrange for substance abuse
services when needed, and may not exclude an individua from menta hedth trestment due to
substance abuse diagnoses, conditions or treatment received;

4 Applicaionof new American Society of AddictionMedicine criteriafor “dua diagnosis capable”
and “dua diagnosis enhanced” programs.
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Technical Assistance, Training and Education

4 Accessto free/subsidized education, training and technical assistance ddlivered by locd, state and
nationa experts in co-occurring service development, financing and ddlivery;

4 Paticipationonalig serv that would alow state and local agenciesto share policies, procedures,
regulations, incentives and initiatives that have been developed rapidly with others, to promote
widespread systems change.

Based on the project’ swork withthese case study Sites, it gppears that a number of states have
made sgnificant progressin reducing the regulatory and financid barriers that discourage providersfrom
developing and ddivering integrated services for dualy-diagnosed consumers. However, the limited
funding for menta hedlthand substanceabusetrestment servicesingenerd, combined withlack of specific
financing vehiclesthat promote and support servicesto the co-occurring population in most states, means
that integrated services are il not readily available in many parts of the United States.

Financid Disncentives

Study ste programs are not reluctant to identify the financid disincentives thet they believe to be
barrierstodevel opingand ddivering effective and integrated servicesfor personswithco-occurring menta
hedlth and substance use disorders. These disincentives and barriers continualy and negatively impact
on program resources and energy as they seek to serve this complex population. Financid disncentives
identified include:

Financing and Payment Mechanisms

4 Limited or non-existent Medicaid benefitsinindividud State Plans, especidly for substance abuse
Sarvices,

4 LowMedicaid rembursement ratesthat are set well below the actual cost of services, especidly
for dients with multiple disorders and sgnificant levels of impairment, and the adoption of those
same inadequate Medicaid payment rates by county behaviorad hedlth authorities;

4 Medicaid payment rules for targeted case management tha require a diagnosis of major mental
iliness for reimbursement;

4 Medicad cetification requirements for menta hedth that require existing state menta hedlth
funding to become a Medicaid provider;
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4 Lack of financid incentives to serve persons with co-occurring disorders — e.g. payment rates
do not vary by the complexity of the consumer’s problems and no additiona fundsare available
to serve this population;

4 Difficulty in juggling funding from multiple sources for individuds with multiple problems, e.g.,
women with substance abuse, menta hedth, child rearing, and trauma histories served in a
managed care environment where purchasers specidize in one problem only. This usudly ends
up requiring referral and duplication of effort and prevents integration;

4 A lack of funding for psychiatric consultation time and psychotropic medications, especidly for
co-occurring services agencies that have not traditionaly ddivered menta health services,

4 Cash flow problems, especidly with Medicaid reimbursement;

4 Difficultyinestablishing or “growing” the programwhen purchasers primarily pay using afee-for-
service rembursement mechanism;

4 Separate, divided and sometimes antitheticd state funding streams for substanceabuseand mental
hedlth services,

4 Limited g&f time within a loca program, due to dlowable rates and limited funding, making it
difficult to provide individua counsdling to persons with co-occurring disorders and to find time
for training and clinical supervison. Thisis particularly true in substance abuse programs where
the model and rates are based on a predominate group counseling mode!.

Licensure and Certification

4 Thecostsof compliancewithseparate and very diverse sets of sate regulations and standards for
substance abuse and mentd hedth services,

4 Defacto state limitsonthe number of providers, due to limitedfunds, makingit difficult to become
anew provider within a“closed’ system;

4 Menta hedth and substance abuse licensure regulations that conflict a the state level and result
in “ether-or” licensure—i.e. obtaining asecond licensecanresult in losing the firgt license and its
related funding;

Standards and Regulations

4 Medicad cetification rules that require two years of substance abuse licensure and service
delivery prior to digibility asaMedicaid provider;
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4 State Medicaid rulesthat cover different servicesand reguire different staff quaifications for the
provision of substance abuse and menta hedlth services.

Treatment Technologies

4 Outmoded and ineffective practitioner ideas about how services— mentd hedlth, substance abuse
and co-occurring — should be delivered. It hasbeen suggested that statesand providers need to
“trade out” many of the old approaches for new evidence-based treatment practices.

Management and Administration

4 The adminidtrative time required to establish relationships and contracts with multiple purchasers
for regiond providers in a state supervised, county administered system.

Thelig of digncentivesto adequate funding and development of co-occurring servicesislong and
somewhat daunting. The separate histories and development of substance abuse and menta health
agencies within mogt states have resulted in separate methods of licensure, contracting, reporting, and
monitoring. These differences make it both expensive and difficult for local programswho specidizein
providing servicesto persons with both amenta headthand a substance abuse disorder to do so effidently
and effectively.

Auditing Procedures and the Substance Abuse Preventionand Treatment and Community Menta Health
Block Grants

According to policy guidance provided by the Substance Abuse and Mental Health Services
Adminigtration (SAMHSA) in 1999 (see gppendices):

“ States may usethe Substance Abuse Preventionand Trestment Block Grant (SAPTBG)
and the Community Mental HedlthServicesBlock Grant (CMHSBG) to provide services
for individuas with...co-occurring [menta hedlth and substance abuse] disorders...The
statutes and gpplicable regulations pertaining to the SAPTBG and CMHSBG clearly
permit those funds to be used to provide trestment services for individuds with co-
occurring substance abuse disorders and menta illnessesinavariety of trestment settings,
induding settings where integrated services are ddlivered. However, dl funds must be
used inaccordance withthe specific regulatory and statutory requirementsthat governthe
funding source, including the purposes for which the funds are authorized, and the
reporting and audit requirements...SAPTBG and CMHSBG funds may not be blended
in such a way that would render use of those funds subject to only the satute and
regulaions governing one or the other source of funding. Fundsfrom each block grant
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must be allocated in a manner which allows them to be appropriately tracked for
accounting purposes (emphasis added).”

The specific auditing procedures that state and federa governments use to monitor the financia
operations of community based programs and service providers —induding programs and providersthat
deliver services to persons with co-occurring substance use and mental hedlth disorders— are based in
the funding rel ationships between the federa government and states. Statutesthat established the federal
Substance Abuse Prevention and Treatment Block Grant and the federal Community Mental Health
Services Block Grant require a state’' s Governor to name a unit of state government that is reponsible
for the adminidration of the block grant funds. The state then establishes contracts and reporting
requirementsthat meet the state’' s needs and are consistent withfederal requirements. State contract and
reporting requirements may be established by units of state government that are separate from the
programmatic units that have been named by the Governor to be responsible for mental health or
substance abuse block grant funds.

The critical federal auditing requirement is Circular A-133, the Sngle Audit Report, as established
by the federa Officeof Management and Budget (OMB Circular A-133). Thiscircular requires providers
that have received more than $300,000 in federal funds during the previous year to meet the audit
requirements as set out in the circular. Among other requirements, the provider must list the federal
sources of funds, categorica program name and amounts received.

In addition to OMB Circular A-133 requirements, states independently establish year-end
finandid reporting requirements. These requirementsinclude the submission by the service provider of an
independent audit. The independent auditor inspects the accounting records of the service providersand
renders an opinion as to whether the accounting records represent the financid transactions of the
provider. Auditorsuse Generally Accepted Accounting Principles(GAAP) asthe standard for ingpection.

I ndependent audits provide an opinionabout the soundness of the providers accounting systems.
When the OMB Circular A-133 requirements are met, additiond information in contained in the
independent audit concerning sources and amounts of revenue from the federa government, whether
received directly by the provider or received through state contracts. Additiond state required year end
finandd reporting requirements may include cost reports for the purpose of setting rates of payment;
contract close out reports concerning dollars, clients and services, and other state-generated reports. In
generd, these State requirementsfor year-end reporting are wel established. Should changesin year-end
reporting be required, state procedures may dictate that changes to adminigtrative rules be proposed and
gpproved prior to implementation of changes.

As part of the project, adminidrators and accountants at each case study Site were asked to
identify the state agency or agencies that establish requirements for the program’s annua independent
audit. They were also asked to consider whether these requirements specifically address any accounting
or auditing practices required for Community Menta Health Services Block Grant and Substance Abuse
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Prevention and Treatment Block Grant fund expenditure. In no case does it appear that States require
auditing or accounting practices that are specific to the receipt of substance abuse or menta heathblock
grant funds.

Each of the case study programs was aso asked to identify the organizations that receive a copy
of their independent (CPA) audit. The number of organizations listed as receiving a copy of the
independent audit varied from a low of one to a high of 17. They were dso queried whether the
independent auditor or any agency or organization to whom they’ ve submitted a copy of the audit —
induding the state mental health and/or substance abuse authority — hasever raised questions concerning
the program’ s accounting practices related to the use of Mentd Hedlth or SAPT Block Grant funds to
provide integrated services for persons with co-occurring disorders. None of the programs that
responded indicated that questions had ever beenrai sed specificaly about their use of block grant funds
to support integrated services for persons with co-occurring menta hedthand substance use disorders.

Mental hedthand substance abuse prevention and trestment block grant funds — often combined
at the stateleve into one local programdlocation— arecurrently used to support the delivery of integrated
sarvices to persons with co-occurring mental health and substance use disordersin avariety of settings
consgstent with gpplicable satutes. Review of the experience of the nine programs participating in this
project suggests that exising and well-established accounting and independent auditing procedures that
are now inplaceto guide expenditures of dl revenue sources, induding block grants, are sufficient to meet
auditing and tracking requirements that have beenrequired to date by ether federd, state or loca funding
entities. There are cases in which the loca agency receives a single dlocation from the sate and is
unaware of whatever multiple sources of revenue may have gone into making up that sngle dlocation.

In the course of completing this project, some participants in Ste interviews articulated their
concernthat stateauthoritiesmight bere uctant to alocate block grantsfundsto support community-based
sarvice ddivery of integrated services for co-occurring mental health and substance abuse disorders
because of the uncertainty surrounding block grant auditing requirements (see SAMHSA policy quoted
above). However, programs aso expressed gpprehension regarding the impostion of any additiond
informationa needsor more detailed auditing requirements designed to track expenditures of SAPT and
CMHS block grant funds. Expanded information tracking would requirethat data systems be developed
to link delivery of specific dinicd and support services withthe specific sources of fundsthat support their
delivery. Based on the experience of this project, such sophisticated informational capacity isbeyond the
exiging management information system capacities of even the most mature integrated co-occurring
sarvices programs and state systems. Block grants are allocated to states with a greet dedl of variance
inthe adminigtrationand manner inwhichservicesare purchased —i.e., grants, fee-for-service, caserates,
managed care models. Efforts to impose a uniform tracking system would present an onerous and
unjustifiable burden on menta health and substance abuse agenciesin states and communities.

There hasbeennoindication, asaresult of this project, that ether the Substance Abuse Prevention
and Treatment Block Grant or the Community Mental Hedlth Block Grant are ingppropriately used by
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states or programs to ddliver integrated treatment servicesfor persons with co-occurring menta hedthand
substanceusedisorders. In predominately substance abuse settings, theseindividua sareassigned primary
Axis | substance abuse diagnoses; they are aso likely to receive diagnoses related to their mentd illness
SAPT Block Grant funds are among the sources of finandang supporting these co-occurring trestment
savices. Individuds served in predominately menta health settings receive primary Axis| (and Axis|l)
diagnoses of mentd illness; they are also likely to receive diagnoses related to their substance use/abuse.
CMH Block Grant funds are among the sources of finendng supporting these co-occurring trestment
savices. Treatment programsthat originated as fully integrated co-occurring service sites comply with
goplicable state regulation and guidance regarding the assgnment of primary and secondary diagnoses,
whichmay vary fromstate to state. All participating Stesindicatethat the primary disorder for which each
block grant has been authorized is addressed, together with whatever co-occurring mental health or
substance use disorder exists and requires treatment and support.

According to participating programs, no externa auditingagency hasexpressed concernregarding
the appropriateness of their SAPT and CMH Block Grant expenditures because they provide integrated
co-occurring treatment services. It gppearsthat case study sitesreceiving SAPT and CMH block grant
funds: 1) successfully “braid” these funding streams to support ddlivery of integrated services for persons
withco-occurring mental health and substance use disorders, and 2) track expenditures in a manner that
is consstent with and responsive to federa law and SAMHSA policy. The most significant problem
that hascometolight regarding use of SAPT and CMHSblock grant fundsisthat fundsfromeither
source standing alone are insufficient to meet the needs of persons with serious mental illness,
substance abuse disorders, and co-occurring mental health and substance use disorders.
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Program Anaysis

The nine programsitesthat participated inthis project employ many cregtive drategiesto achieve
their gods, epecidly inthe face of limited funding, staff uncertainty and general system’ sinertia. Agencies
have faced a set of common problems and then gpplied the innovative strategies detailed in each of the
case sudies that appear to work effectively for each of them, based on their own circumstances and
SHtings.

Despite differences in approach, some genera observations can be made about the operation of
these agencies that: (1) hdp explain the basis for their ongoing decision-making surrounding program
philosophiesand interventions, and (2) identify their commonground indevel oping integrated servicesfor
persons with co-occurring disorders. Understanding the characteritics they share can adso guide other
date and community agencies and systems in srengthening their capacity to meet the needs of individuals
with co-occurring mental health and substance use disorders in an integrated manner.

This section highlights some of the mgor common program characterigtics of the study Stes
gleaned from interviews with key informants at each Ste and review of program background materids.

Organization and Administration

¢ Agency leaders have created a shared vison and established a set of expectations that staff are
encouraged, supported and expected to follow. The importance of the role and visionof agency
leaders in strengthening integrated co-occurring service ddlivery is difficult to overestimate.

Models of Integrated Services

¢ Case study stes have not adopted one particular modd of “integrated” services. They have
devel opedtheir programs based on a perception of dient need and on other unique characteristics
of their environment, such aslevel and type of funding, agency organizationa Sructure, saffing,
etc. Nonethdless, in genera they do share commonly-accepted criteria for integrated services.

(& they operate “comprehensive’ service sysems capable of responding to most or dl of the
needsof individudswithco-occurring disorders, induding their needsfor physica hedthcare.
While some necessary services may be contracted out to other community agencies (e.g.,
psychiatric consultation, physica examinations), each of these agencies maintains overdl
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resoonsbility for developing and implementing a comprehensive service plan.

(b) treatment is person-centered. These Stesdrive to maintain a seamless service system where
thereis*no wrong door” point of entry.

(c) trestment isflexibly organized. This project intentionaly avoided defining integrated services
because it sought to assess the broadest possible range of what are, in the opinionof saff and
observers dike, successful servicesystems. These 9 stes offer menta hedlth and substance
abuse sarvices that are delivered by one dinician within a service component, by a cross-
trained dinicd team within one agency or by close collaboration and clear and shared
respongbilities with sster agencies.

(d) they recognize that persons with co-occurring disorders have been treated by both menta
hedth and substance abuse services systems for some years. What appears to be shifting is
the capacity of service agencies to respond effectively to the needs of this population.
Consequently, these Sites share a reliance upon the unique strengths of both substance abuse
and mentd hedthcommunities, intheir common commitment to maintain the strongest sysems
of care.

(e) they seeoutreach to other agenciesin their communities who can help them create, maintain
and drengthen co-occurring services as criticaly important. This report describes many of
the ways in which these Stes reach out to their communities in collaboration.

(f) each has made a commitment to maintain the highest leves of qudity in serving dlients by
continually seeking ways to evauate and improve integrated services.

(9) cross-trained program staff are prepared to offer dinicd intervention for both mental health
and substance usedisordersasacohesive and mutudly-respongble team, irrespective of ther
own orientationor background and whether or not they operatewithinasingle-service agency
or in aco-located program environment.

ClientdConsumers

¢ Individuas with co-occurring disorders are present indl quadrants of the conceptua framework.
Ther recovery occurs in a dynamic and non-linear fashion. Staff engage with dients wherever
they are. Thereisagenerd gppreciation of the “smdl” steps taken in the recovery process.

¢ Clients interviewed repestedly identify the importance of the relationship with “their” therapit,
case coordinator, or counsdor. They believe that no matter what, staff will not abandon them.
Although crimind or threatening behavior may ultimatdy lead to discharge, programs are
remarkable for the strength of those relationships that are constructed and maintained between
gaff and clients under dmost dl circumstances.
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¢ Clients express a sense of hope about their recovery, often for thefirst time in long and difficuit
histories.

Workforce

¢ Saff are cross-trained in both menta hedlth and substance abuse disciplines and in culturd
competency. They operate with a hedlthy respect for the contributions of each field -- to
appreciate their mutua strengths, to maintain a hedthy skepticism regarding the clams made by
eachdiscipline and to understand their common ground rather than to try to convert one ancther.
Each disahility is considered a primary disability that requiresacomprehensive, integrated dinica
response.

¢ Agency daff expect that their clients will present to them with a full range of co-occurring
symptoms and disorders. They are prepared for the multiple chalenges that co-occurring
disorders present and they have assumed responsibility for their leed role in heping individuds
effectively cope with their co-occurring disorders.

¢ The agency and itsgteff retain respongbility for the client. Even though some services related to
co-occurring disorders may be ddivered by staff of other agencies (e.g., vocationa support,
housing, etc.), these program sites dways seethe dient as“theirs’ and coordinate al trestment.

¢ Staff describe thelr stance as*intdligent caring”, suggesting that successfully working with these

individuas requires both head and heart.
Screening and Assessment
¢ Agencies recognize that the complex needs of persons with co-occurring disorders of mental

hedlth and substance abuse and increasingly, HIV, physica and sexud trauma, brain disorders,
physicd disabilities, etc., require that each agency be capable of peforming a comprehensve
screening and dinicd assessment to determine the nature and extent of  problems requiring
attention.

¢ Programs use a variety of screening and assessment instruments, although they indicate that
further work isnecessary to develop insrumentsthat are targeted specificaly to persons withco-

" Substance Abuse Subtle Screeni ng Inventory (SASSI); Simple Screening Instrument for AOD (SSl); Brief
Psychiatric Rating Scale (BPRS); Triage Assessment for Addictive Disorders (TAAD); Mental Health Screening
Form (MHSF); Self-Administered Alcoholism Screening Test (SAAST); Level of Care Utilization System for
Psychiatric and Addiction Services (LOCUS).
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occurring disorders and are gppropriately validated.

¢ Initial screening may result inthe decisionto engage the client in the co-occurring service ddivery
sysem. A more comprehensive assessment is often completed after a period of weeksand even
months that then serves as the basis for the agency’ s decision:

(8 to offer the client al required services directly, within asingle agency - i.e,, afully integrated
service system; or,

(b) to offer the dient some of the needed services directly, with additional required services
delivered in close coordination with other community agencies. The “home’ agency retains
responsibility for the overdl service plan and for service ddivery.

This decision-making process, based upon a comprehensive screening and assessment phase
(which often includes conaultation with other community agencies), defines the concept of “no wrong
door” entry into a service ddivery system.

Clinical Intervention

¢ Petient-driven services are seen as key to successful treatment outcomes for persons with co-
occurring disorders. Consequently, interventions are matched to the client’ s stage of recovery
and unique needs for service.

¢ Programs operate with a*“corporate culture”, which keeps them on the cutting edge of
practice developments, consstently asking, “What more can we do?’

¢ Thereis ashared responsibility for clients. A team approach to dinica intervention is
common, which tends to generate a“flexible accountability” that alows for creativity and taff
support.  Intengve ongoing supervison is generdly avalladle,

¢ Staff do not operate outside of their fields of expertise, but rather refer individuals to someone
with the skills to provide the necessary clinicd intervention.
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CONCLUSIONS AND RECOMMENDATIONS

“We seek common ground as we build systems around client needs.”

TheNationd A ssociationof State Alcohol and Drug Abuse Directors and the National Association
of State Menta Hedlth Directorsfully appreci ate the chalengesfaced by loca menta health and substance
abuse programs that decide to expand their capacity to more effectively serve persons with co-occurring
disorders.

The agencies participating in this project use avariety of successful approachesto developing and
deivering integrated servicesfor persons with co-occurring disorders. In some cases, the agency ddivers
virtudly dl of the services needed by the population. Other agencies have developed their core co-
occurring service functions and then closdy coordinated with other community agenciesto arrange for any
necessary additional services. All agencies have developed and support their integrated co-occurring
services by using multiple sources of federd, state and locad fundsin innovative and productive ways.

AtitsmesetinginNovember 2001, the NASMHPD-NASADAD Task Force considered the fisca
and dinical operations of these agenciesand articulated a set of fundamental assumptions on which further
development of integrated servicesfor occurring mental healthand substance use disorders can be based.

#1  The value of the conceptual framework lies chiefly in the opportunity it presents to raise
important questions regarding what is expected regarding a service system's capacity to
respond effectively to the needs of persons with co-occurring disorders.

#2  Consumers with co-occurring disorders are currently seen throughout the mental health and
substance abuse systems, in all quadrants of the conceptual framework. Their recovery
depends, in part, on how effectively service agenciesrespond to their needs. Agency capacity
to fully and effectively respond to the needs of persons with co-occurring disorders varies
widely across the country.

#3  Sgnificant improvement canbemadewithin existing servicedelivery structures and financing
mechanisms to strengthen and expand integrated services delivery for persons with co-
occurring mental health and substance use disorders.

#4  Sateand federal mental healthand substance abuse authorities can createtheorganizational
and financial environments needed to strengthen integrated co-occurring service systems
capacity. This includes reducing or eliminating any licensing and financing barriers that
currently inhibit development of integrated co-occurring mental healthand substance abuse
services. The more difficult it is for agencies to develop, finance and deliver effective and
integrated co-occurring services, the less likely they will be to move in that direction.
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#5 Theneedsof personswithco-occurring mental healthand substance use disordersare complex
and require effective intervention from a number of different systems and agencies.
Failure to effectively meet the needs of individuals with co-occurring disorders is likely to
result in those individuals entering other service systems (e.g., corrections) and generating
additional “ downstream” service costs.

#6 While differences exist in training, staffing, ideology, funding, and program orientation, our
most important shared obj ectiveas mental healthand substanceabuseauthoritiesisthedesire
to improve the health of the nation’s citizens by strengthening the “ core” capacity of co-
occurring mental health and substance abuse service delivery systems.

Members of the NASMHPD-NASADAD Task Force on Co-Occurring Mental Hedlth and
Substance Use Disorders recommend that the following steps be taken to move menta hedth and
subsgtance abuse systems forward in ways thet are fully consistent with their fundamental assumptions.
Recommendation # 1 Examine M odels of State/L ocal Collaboration

State and federal agencies should continue their collaboration to examine various modds of state-local
financid partnerships that support development and delivery of integrated and effective co-occurring
sarvices. Future collaborative efforts might respond to the following questions:

(8 What gtate-locd financid partnerships exist?

(b) How do they operate?

() How are they financed?

(d) What outcomes do they produce?

(e) How can various approaches be adapted for use by other systems?

Moddsfor further study include:

1. ThePennsylvania MISA pilot project which usesblock grant funds and targeted state funding
to bring about long-term systems change. The program uses three separate fiscal budgeting
and tracking streams and unique client identifiers to report outcome data.

2. TheArizonalntegrated Treatment Initigtive whichis based uponthe ddiberations of adiverse
consensus panel charged with guiding sysems change. The program “braids’ dtate
appropriations, tobacco sttlement fundsand SAPT and CMHS Block Grantsto promotethe
development of co-occurring services.

3. The New Mexico systems change initidive designed to create incentives for local program
development of integrated co-occurring Services.

4. TheNew Y ork State Dud Recovery Model whichestablishesfull-time “coordinators for dua
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recovery services’ in selected localities across the state that are jointly funded and monitored
by the New Y ork State Office of Alcoholism and Substance Abuse Services and the New
York State Office of Mentdl Hedth.

5. Connecticut’s recognition, respect and utilization of the expertise and traditions of both
substance abuse and mentd hedth professonas in its ongoing efforts to bring about major
systems change in co-occurring Services.

6. The Ohio CAM program is a clinical extenson of the School of Medicine in Wright State
Universty. As such, the project can bring additiona resources and funding availability to a
program which has grester flexibility to be innovaive and individudized inservices. It dso has
the opportunity for recruiting awider range of individuasin serve in dlinica capacities.

Recommendation # 2 Review Licensure and Regulatory Requirements

States should conduct a comprehensive review of their licensure and regulatory structures to better
understand the ways in which they might be made more supportive of integrated co-occurring service
development and delivery. Examplesinclude:

(& Theapplication of clear, consstent and collaboratively-developed standards that can be applied to
agencies providing co-occurring menta hedth and substance abuse services,

(b) Coordinated or integrated licensure and certification Site reviews,

(c) Sff licensure and certification programs to develop the basic daff competencies necessary to
effectively treat co-occurring mental health and substance use disorders (eg., CT, IL, NY).

Recommendation # 3 Analyze the Financial Impact of Integrated Services

Federa, state and locd authorities should collaborate to document the impact of integrated co-occurring
sarvice ddivery moddsinreducing overd| systemexpendituresfor persons with co-occurring mentd health
and substance use disorders. Such a study should examine the costs savings of reduced incarceration
when integrated services are appropriately provided in mental hedth, substance abuse and correctional
settings.

Recommendation # 4 | dentify Fiscal Incentivesfor Providing Co-Occurring Services

States should explore and share the full range of financid incentives that can be used to reward programs
that strengthenther capacity to serve personswithco-occurring disorders (induding physical and cognitive
disabilities). Financid incentives should betargeted to help agenciesmaintain their ability to meet the needs
of personsinQuadrant IV (*highMH /high SA”) and enhance the ability of agencies to meet the needs of
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persons in Quadrants 11 (*high MH/low SA”) and I11 (high SA/low MH) —i.e., move toward the ASAM
concept of dud diagnosis* capable” and dud diagnosis * enhanced” systems.  Examplesof suchincentives
indude:

(a) state contracts that identify persons with co-occurring mentd hedth and substance use disorders
(including children and adults) as a priority population to be assessed and served;

(b) contractsthat offer financia rewards to agencies that utilize evidence-based practices,
(¢) funding pilot programs that use crestive strategies to develop and deliver co-occurring services.
Recommendation #5 Review Existing Finance Practices

States should review the ways in which their financing practices either inhibit or support the development
and delivery of co-occurring services. Examplesinclude:

(@) criteria for populations/disorders that unnecessarily redtrict digibility for service reimbursement. For
example, the Axis |1 diagnoses often associated with persons with co-occurring mental hedlth and
substance use disorders do not fal within most state definitions of “serious mentd illness’ and cannat,
therefore, be rembursed through al available state and federa funding streams;

(b) rembursament rates that do not adequately reimburse for the full range of services required to
effectively meet the needs of persons with co-occurring disorders,

(c) requiring an “ether/or” approach to diagnosis or service coding that, athough it alows for
reimbursement, preventsan accurate depiction of thefull extent of co-occurring disordersencountered
withinsystems. For example, billing for the comprehensive mental hedlth and substance abuse services
required by individuals with co-occurring disorders can occur either under primary menta hedth or
under substance abuse diagnoses, but not some combination of the two that would reflect the range of
co-occurring services needed and the system'’ s response.

Recommendation # 6 Deliver Technical Assistance to States

The federal government should providetechnica assistance and support to statesinexaminingand changing
regulatory, licenang and financid systems to support and encourage development and delivery of co-
occurring services.

Recommendation # 7 Confirm Aggregate Block Grant Auditing and Tracking

SAMHSA should confirm that tracking and reporting on the use of block grants can be done in the
agoregate. That is, that separate identification of the mental health and substance abuse services delivered
at the dient leve is not required and that tracking of funds supporting delivery of co-occurring services need
not be detailed at the client levd.
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Implementing these recommendations will require additional resources or resourceredlocationat
nationd, state and local levels. Asrepresentatives of the nation’ s public mental health and substance abuse
sarvice systems, NASADAD and NASMHPD are committed to collaborating withther partnersinorder
to secure the funding necessary to implement these recommendations.
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APPENDIX A

SAMHSA Position on Treatment for Individuas with Co-Occurring Addictive and Mental Disorders
(June 16, 1999) - http://Aww.treatment.org/topics/dual.html

Itiswiddy recognized that people with co-occurring addictive and mentd disordersarealarge and
sgnificantly underserved population in this country. Theseindividuds experience mulitiple hedlthand socia
problems and require services that cut across severa systems of care, including substance abuse, menta
healthand primary health care services, aswel asahost of socid services. Many people withco-occurring
disordersare homeess or located within the crimina justice system. None of these systems of careis, on
its own, well equipped to serve individuas with co-occurring addictive and menta disorders. At the same
time, new evidence is emerging from the research community about effective services that can have
substantial positive outcomes for people with co-occurring disorders.

Higtorica barriers to improving services to people with co-occurring disorders have included
definitiond problems (e.g., how to define "integrated trestment” or "co-occurring disorders”), lack of
prevaence data, philosophical differences between the substance abuse and menta hedlth fields, and
concerns over adequacy of resources and/or the ability to access resources. While these barriers remain
problematic in some aress, particularly the lack of resources, an atmosphere of collaboration is growing
within the menta health and substance abuse fields as both fields recognize the critica need for effective
treetment for co-occurring disorders, the multiplicity and complexity of problems experienced by people
with co-occurring disorders, and the need to draw on the strengths of both fields in addressing these
problems.

INnJune 1998, SAMHSA 'sCenter for Substance Abuse Treatment (CSAT) and Center for Mental
Hedlth Services (CMHS) supported a did ogue among representative State Substance Abuse and Mental
Hedth Directors through the National Association of State Alcohol and Drug Abuse Directors
(NASADAD) and the National Association of State Mental HedlthProgram Directors(NASMHPD). A
major outcome of that meeting was a conceptua framework for congdering the issue of how best to serve
people with co-occurring addictive and mentd disorders. This framework is based on recognition of the
multiplicity of symptoms and variations in severity of dysfunction related to co-occurring addictive and
mental disorders, thereby encompassing the full range of people who have co-occurring addictive and
mental disorders. The framework specifiesthreeleves of service coordination--consultation, collaboration
or integration--which can improve consumer outcomes across the population of individuas with co-
occurring addictive and menta disorders. The modd represents a mgor step forward in conceptuaizing
the issue, and adoption of the three levels of coordination as currently depicted in the modd would be a
substantia improvement in trestment for individuals with co-occurring disorders.

SAMHSA enthusadticaly supports the conceptua framework that has been developed by the
State Directors, in particular the framework's definitiond reliance on the severity of functiona impairment
and the framework's ahility to capture dl leves of functiond imparment related to substance abuse and
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mental disorders. This framework establishes a shared bags for defining terms and conceptudizing the
issue, which is an essentia precursor to engaging in a didogue to build consensus about how best to treat
people withco-occurring disorders. SAMHSA is continuing to work withNASADAD, NASMHPD, the
State Directors, provider organizations, consumers and families of consumers to further refine the
framework, build consensus and begin to implement the changesthat are needed to improve outcomes for
individuas with co-occurring disorders.

Devedopment of the State Directors conceptua framework involved substantial review of the
sdentific literaturethat is currently available onco-occurring addictive and mentd disorders. Most research
inthis areaiis focused on the population of individuas who have botha serious mentd illness and a severe
substance abuse disorder, a population for which the scientific evidence suggests that an integrated
approach to care may be best. Among the critica needswithregard to co-occurring disorders is the need
for additiona knowledge and research regarding the effective and efficient delivery of servicesto people
who have co-occurring disorders but do not have both a serious mentd illness and a severe substance
abuse disorder. The State Directors framework identifies consultation and collaborationas two potential
gpproaches to coordinating care for these individuas.

A consultaive approach involves informd relaionships among providers that ensure that both
menta illness and substance abuse problems are addressed, especialy with regard to identification,
engagement, preventionand early intervention. This approach may be most appropriate for individuas with
less severe substance abuse disorders as well as less severe mentd disorders. A consultative approach
would also be appropriate for those who do not have, but may be at risk for, substance abuse and/or
mentd disorders. An example of the consultative approach to coordination of care might include a
telephone request for information or advice regarding the etiology and dlinical course of depressionin a
person abusing dcohal or drugs.

The callaborative gpproachinvolves more formd relationships among providers that ensure both
mentd illness and substance abuse problems are addressed inthe treatment regimen. The State Directors
envison this approach as being most appropriate for individuals with either a severe substance abuse
disorder or a serious mentd illness who have a co-occurring, but less severe, mentd illness or substance
abuse disorder. An example of the collaborative approach to coordination of careisthe use of interagency
gaffing conferences where representatives of both substance abuse and menta hedlth agencies specificaly
contribute to the design of atrestment program for individuals with co-occurring disordersand contribute
to service ddivery.

With regard to integrated treatment, SAMHSA agrees that, as depicted in the framework
developed by the State Directors of menta hedlth and substance abuse services, individuas with two or
more severe, independent but co-occurring addictive and menta disorders, may best be served through
an integrated approach to treatment. SAMHSA encourages and supportsthe development, delivery and
evauation of integrated service models for the trestment of people with severe co-occurring disorders as
describedintheframework devel oped by the State Directors. Inmaking this statement, SAMHSA strongly
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emphasizes the need to be clear about what congtitutes "integrated trestment.”
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Thereisno Sngle set of trestment interventions that condtitute integrated treatment for people with
severe co-occurring addictive and mentd disorders. Integrated treatment includes an array of gppropriate
substance abuse and mentd hedth interventions identified in asngle treetment plan based on individud
needs and appropriate dinicd standards and provided or coordinated by a single trestment team.
I ntegrated trestment embodies severa key principlesinthe delivery of servicesto people with co-occurring
disorders. These principlesinclude the following:

. Integrated services for people with co-occurring disorders should take a "no wrong door
approach” to services. That is, services must be available and accessible no matter how or where
an individud enters the system.

. Individuds should have access to a comprehensive array of services gppropriate to their needs.
Treatment for co-occurring disorders should be individudized to accommodate the specific needs
of different subtypes and different phases of treatment for al established diagnoses. Recent
scientific evidence suggests that assertive outreach and motivationd interventions (i.e., to engage
people in treatment and keep them in treatment) for substance abuse are necessary components
of effective integrated treatment programs for individua s with co-occurring disorders.

. Servicesshould be consumer-focused and consumer-family centered. Services should beprovided
inamanner that welcomes individuas withco-occurring disorders and their familiesat every leve.

Staff in settings providing integrated trestment should be fully oriented in eech other's disciplines.
Individuds with co-occurring disorders should be able to receive servicesfromprimary providers
and case managers who are cross-trained and able to provide integrated treatment themselves.

. Adminigrative functions should not become abarrier to the integration of trestment.

The approaches to providing integrated treatment will of necessity be varied due to the diversity
of clients who need services and the unique characteristics of the communitiesinwhichthey are ddivered.

The didogue currently taking place regarding trestment for people with co-occurring disorders
exigs within a context of many factors which affect services ddivery. A mgor concern in achieving
improvement inthe trestment of co-occurring disorders (and indeed improving substanceabuseand menta
health services generdly) is the severe lack of resources for both substance abuse and mental health
services. Improving access to adequate funding, including third party insurance, Medicaid, Medicare and
other Federal and State fiscal resources, isanecessary aspect of the drive to improve the servicesthat are
delivered. The many service ddivery sysems whichare affected by and involved inthe ddlivery of services
to people withco-occurring disordersmustwork together, inrespectful partnership, to achieve the changes
that are needed. Improvementswill not be achieved without recognitionof the strengths each sector brings
to the table and respect for theva ues, professiond standardsand achievements each sector has devel oped.

A second isue rdaing to the delivery of servicesto this population is the perceptionby some that
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the separate reporting requirementsfor various sources of funding (e.g., Medicaid, State funding, Federa
mental health and substance abuse block grant funds, Federal discretionary funds) are burdensome and
may inhibit the delivery of services. Particular concerns have been expressed about the reporting
requirements associated with Federal block grant programs. SAMHSA issued a position statement in
February 1999 that daifiesthat, goecificdly the Substance Abuse Preventionand Treatment Block Grant
(SAPTBG) funds and Community Mental Hedlth Services Block Grant (CMHSBG) funds may be used
to provide servicesfor people withco-occurring disorders aslong as those funds are used for the purposes
for whichthey areauthorized by law and can be appropriately tracked for accounting purposes. SAMHSA
isworking with States and providersto ensure that the reporting requirements associated with SAMHSA
fundsdo not present an undue barrier to providing services, including integrated trestment, for people with
co-occurring disorders. Technical assistance is available through the Block Grant programs for States that
need hdp in usng Block Grant funds effectively to provide services for individuas with co-occurring
substance abuse and mentd health disorders, including integrated treatment.

SAMHSA's activity withregard to co-occurring disorders is extensive and varied. SAMHSA has
funded arange of discretionary grant programs to identify and evaluate models of services ddivery for a
varietyof populations withor at risk for co-occurring disorders. Some of these proj ects have been focused
exclusvely on co-occurring disorders, while others include co-occurring disorders within the context of a
broader set of issues. SAMHSA's block grant funds have been utilized by severa States to provide
services to individuas with co-occurring disorders. SAMHSA has aso engaged in an array of policy-
related activitiesintended to advance the development of services for people withco-occurring disorders,
including extensive consultation with SAMHSA and Center Advisory Councils.

SAMHSA recognizes that much remains to be done to achieve the sysems changes that are
needed to adequately serve individuas with co-occurring disorders. SAMHSA is committed to working
collaboratively with the substance abuse and mentd hedth fields to effect these changes. SAMHSA will
continue to foster further discusson among dl involved stakeholders on the organization, provison and
funding of trestment for co-occurring disorders; fund research and evaluation on co-occurring disorders
and appropriatetreatment methods, induding integrated trestment; support training and technica assistance
initiatives to improve service system cgpabilities; and work with States and dl other interested parties to
develop best practices and guidelines to improve the care of individuas with substance abuse and mentd
disorders.

1. Drake, et a. "Review of Integrated Mental Health and Substance Abuse Treatment for Patients with Dual
Disorders. " Schizophrenia Bulletin. Vol. 24. No. 4. 1998. pp. 589-607.

APPENDIX B

Financing Integrated Service Programs for Persons with Co-Occurring Disorders



SAMHSA Postion on SAPTBG and CMHSBG Funds
to Treat People with Co-Occurring Disorders (2/11/99):
http://www.samhsa gov/2000archive/news/ content2000/whatsnew/saptbg.htm

SAMHSA is committed to improving services for individuas with co-occurring substance abuse
and mentd illness. As discussed in greeter detail below, States may use the Substance Abuse Prevention
and Treatment Block Grant (SAPTBG) and the Community Mentd Hedth Services Block Grant
(CMHSBG) fundsto provide services for individuds withsuch co-occurring disorders. SAMHSA isvery
interested in working with States to identify ways to facilitate local provision of the full array of services
needed by individuas with substance abuse and/or menta disorders, while assuring that the requirements
are met for both block grants.

The statutes and applicable regulations pertaining to the SAPTBG and CMHSBG clearly permit
those funds to be used to provide treatment services for individuals with co-occurring substance abuse
disorders and mentd illnessesinavariety of trestment settings, induding settings where integrated services
areddivered. However, dl funds must be utilized in accordance with the specific regulatory and statutory
requirementsthat governthe funding source, induding the purposes for whichthe fundsare authorized, and
the reporting and audit requirements.

. SAPTBG funds must be used for the purpose of planning, carrying out, and evauating activities
to prevent and treat substance abuse.

. CMHSBG funds must be used for the purpose of carrying out the State plan for comprehensive
community mental hedlth services for adults with serious menta illness and children with serious
emotiona disturbances; for evauating programs and services carried out under the plan; and for
planning, administration and educationd activities reated to providing services under the plan.

SAPTBG and CMHSBG funds may not be blended in suchaway that would render use of those
funds subject to only the statute and regulations governing one or the other source of funding. SAPTBG
and CMHSBG funds may be provided by the States to service providers for treatment services for
individuas with co-occurring disorders. In such ingtances, the funds from each funding source (i.e.,
SAPTBG and CMHSBG) must be alocated to the program based on the purposes for which the funds
are authorized--that is, in treating this co-occurring disorder population, SAPTBG funds may be used to
provide substance abuse treatment services, and CMHSBG funds may be used to provide mental hedlth
trestment services so long as such servicesare provided to adults with serious menta illnessor childrenwith
serious emotiond disturbances as defined at 58 Fed. Reg. 29425 (May 20, 1993). Fundsfromeach block
grant must be allocated in a manner which alows them to be appropriately tracked for accounting
purposes.
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It should be noted that SAPTBG fundsmay be used for substance abuse prevention activities for
those who are at risk of developing co-occurring substance abuse disorders and mentd disorders. To the
extent that States use the SAPTBG 20% primary prevention set-aside for such activities, they must use
such funds in accordance with the statutory and regulatory requirements which govern this set-aside.

There currently exists a Sgnificant gap between the need for substance abuse and menta hedth
sarvices and the avalability of those services. SAMHSA has an obligation to address the needs of
individuals with substance abuse disorders and mentd illnesses who do not have co-occurring disorders
as wdl as individuals who do have co-occurring substance abuse disorders and menta illnesses. In
darifying the agency'sposition with regard to use of the SAPTBG and CMHSBG funds, SAMHSA isnot
dtering the respongbility, authority, and flexibility of the States to determine the alocation of block grant
funds to support services in programs for individuas with co-occurring disorders.

1. However, CMHSBG funds may not be used for inpatient services, and SAPTBG funds may not be used for
inpatient hospital services except if it is a medicd necessity as defined by the law and applicable regulations.
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Appendix C
December 27, 2000
XXXXX, Director

Department of Mentd Hedlth OR
Department of Alcohol and Substance Abuse

YYYYY
YYYYY
RE: Identification of Modd Integrated Service Programs
for Persons with Co-Occurring Mental Hedlth and Substance Abuse Disorders
Dear XXXXX:

Asyou know, the National Association of State Mental Health Program Directors
(NASMHPD) and the National Association of State Alcohol and Drug Abuse Directors (NASADAD)
have collaborated closdly in recent years to help strengthen  working rel ationships between the menta
health and substance abuse treatment communities.  These efforts have resulted in:

. cregtion of thejoint NASMHPD-NASADAD Task Force on Co-Occurring Disorders,

. a conceptua framework for developing co-occurring programs and services,

. a briefing paper on financing and marketing the new conceptud framework;

. a PowerPoint presentation which explains the conceptua framework; and

. brief case sudies of innovative programs serving persons with co-occurring disorders.

Y ou and your state agency have been key to the success of these efforts. While these activities
support ongoing positive and long-term systems change, amgjor question till to be answered is “ How
can integrated services for person with co-occurring services be financed?” Answering that
question practicaly and accurately is the objective of this project.

With support from the Center for Mental Health Services and the Center for Substance Abuse
Trestment, NASMHPD and NASADAD are coordinating an exciting new nationd effort to identify 6-
10 exemplary programs that are delivering integrated menta hedth and substance abuse treatment
sarvices by securing and using multiple sources of funds. We will work closaly with these programs
to under stand and document how they are successfully financing effective integrated services
for personswith co-occurring disorders. Thisinformation will then be provided to states and
communitieswho are considering their own challenges and opportunitiesin financing services
for this population.
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Our first step will be to identify integrated service programs across the country from which the
smaller group of in-depth case studies can be drawn. Thisiswhere we need your help. Please use the
attached form to tell us by Monday, January 15 which service programs in your Sate are
successfully providing and financing integrated services to persons with co-occurring disorders. We will
contact them directly and then choose asmall number to work with in developing detailed case Sudies
during the coming yesr.

We hope and expect that this exciting project will contribute significantly to the ongoing efforts
of many individuas and organizations as they work to meet the needs of persons with co-occurring
menta health and substance abuse disorders.  Project activities are being coordinated by Bruce
Emery. Please contact Bruce directly at (703) 532-9799 or emerybd@msn.com with any questions.

Thanks again for your willingness to work with us in accomplishing this important god.

Sincerely yours,

Raobert W. Glover, Ph.D. Lewis Gdlant, Ph.D.
Executive Director Executive Director
NASMHPD NASADAD

CC: Joint Task Force on Co-Occurring Disorders
Michad English, JD., CMHS
Jane Taylor, Ph.D., CSAT
Bruce D. Emery, M.SW.
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Appendix D

National Association of State Mental Health Program Directors
National Association of State Alcohol and Drug Abuse Directors

Case Sudies of Exemplary Methods of Financing Integrated Services for Persons
with Co-Occurring Mental Health and Substance Abuse Disorders

CASE STUDY SITES

2001-2002
Study Site Contact Description
Access Team Paul Renucci, Ph.D., Team Leader | In operation since 1993, funded through Medicaid
Maine Medical Center T - (207) 780-0020 and general revenue through SMHA and SAQOD at
Portland, Maine F - (207) 780-0022 $576K /yr. Program serves 50 dua diagnosis

olived@mmc.org

clientsin long-term intensive treatment who have
high utilization of ER, detox and homel essness.
ACT model modified for dual diagnosis. Licensed
in both MH and SA.

Access-West Philly
MH Association of SE
Pennsylvania

Philadel phia, PA

Christine Simiriglia, Director
Residential and Treatment
Services

T - (215) 557-0434

F - (215) 636-6300
csimiriglia@mhasp.org

Onein 1994 as of 18 CMHS-funded ACCESS
sites, currently funded by county behavioral
health and fee-for-services. Outreach, case
management and engagement for homeless SMI,
addicted population. Modified PACT model,
“service on demand.”

New Directions for Families
Arapahoe House

Intensive Residential Treatment
Thornton, CO

Nancy Van DeMark, COO
T - (303) 657-3700

F - (303) 657-3727

nancy @ahinc.org

Operating since 1995, originally funded by CSAT
under residential women and children’s demo.
Serves 16 families with current budget of $1.3m
thru state AOD (BG and general funds). Mgd
care structure, contracts with DSS (TANF and
child welfare), some Medicaid.

Arlington County MH and SA
Services
Arlington, VA

Ed Hendrickson, Clinical
Supervisor

T - (703) 228-4913

F - (703) 228-5324
ehendr@co.arlington.va.us

County-based comprehensive system with dual
diagnosis services ingtituted in 1982. Both mental
health and substance abuse components have
capacity to provide integrated services (i.e, “no
wrong door”). Multiple sources of funding.
Award-winning program, published staff.

Consumer Advocacy Model
Wright State University
Dayton, OH

Dennis Moore, Ed.D.,
Coordinator

T - (937) 775-1484

F - (937) 775-14 95
dennis.moore@wright.edu

University-based services program serving urban
area. Started in 1994, current active caseload of
100+ with substance abuse disorders and other
disabilities (50% SMI). Certified MH and SA
provider through regional authority.
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Dorchester County Detention
Center
Cambridge, MD

Maryland Dual Diagnosis
Services
Annapolis, MD

Steven Williams, Warden
T - (410) 228-8101

F - (410) 221-0424
swilliams@shorenet.net

Joan Gillece,Ph. D., Dir. Specid
Needs Pop.

T - (410) 724-3238

F - (410) 724-3239

dillecej @dhmh.state. md.us

Dorchester County isone of 22 state counties
funded through state, federal and local resources to
provide case mgt, treatment and housing, services
to persons with co-occurring disordersinvolved in
crimina justice system. Selected by National
Institute of Corrections as a national model.

Foundations Associates
Nashville, TN

Michael Cartwight, Executive
Director

T - (615) 345-3216

F - (615) 256-9005

foundati @bellsouth.net

Not-for-profit licensed in 1995 by department of
Mental Health/Mental Retardation and Bureau of
AOD Services. Comprehensive 74-bed treatment,
housing and educational services serving 1800/year
with $2.6million budget from CSAT, CSAP, block
grants, Department of Mental Health, TennCare,
VR and others.

Harris County Dual Diagnosis
Project
Houston, TX

Texas State Dua Diagnosis
Initiative
Austin, TX

David Lewallen, Dual Disorders
Grant Mgr

T - (713) 970-3429

F - (713) 970-3308
david.lewallen@mhmraharris.org

A.J. Ernst, Dua Diagnosis
Project Coordinator
T - (512) 206-4763
F - (512) 206-4784
aj.ernst@mhmr.state.tx.us

Comprehensive county-based dual diagnosis
initiated through a state-funded pilot (expanded
from 5 pilotsin 1996 to 15 currently) operating
with multiple sources of funding from both MH
and SA systems.

Human Services Center
Peoria, IL

Michael Boyle, Executive Vice-
President

T - (309) 671-8025

F - (309) 671-8007
mboyle@fayettecompanies.org

Not-for-profit, comprehensive service site
operating since 1976, with fully integrated
services using multiple funding sources. Currently
moving toward Medicaid hilling for dua diagnosis
Services.
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APPENDIX E

Center for Mental Health Services
National Association of State Mental Health Program Directors
Project on Co-Occurring Mental Health and Substance Abuse Disorders
FY 2001-2002

Project Objectives:

« To idetify and document exemplary programsthat ddliver integrated mental hedth and
substance abuse treatment services to persons with co-occurring disorders by using
multiple sources of funds.

« Todevelop 6-8 detailed case sudies that identify successful funding and fisca accounting
drategies that permit blending multiple funding streams at the provider leve.

« To provide specific, wel-documented examples of how states and locdlities can organize
and finance effective services for persons with co-occurring disorders.

Ste Visit Protocol

This project is funded by the Center for Menta Health Servicesto help support long-term
systems change in sarving individuas with dual disorders. While no one set of solutions applies
throughout the country, many of the lessons learned in recent years by experienced co-occurring
service providers can clearly guide community, state and federal agencies working at improving
services for this population.

Our focus is on community programs largely because there has been some success in
developing loca programs that effectivey serve persons with co-occurring disorders in integrated
settings. We are hoping to explore the experience of 6-8 of these programs to learn how they
operate adminidratively and dinicaly. Theproject will dso focusontheregiond and state systems
within which these programs functionand onways inwhichthose larger systems support the work
of community programs.

Project gaff will work with these participating Sites over a period of several weeks to
gather informationand understand loca operations. Sitevistswithsngleorganizationsareplanned
for one working day; stevigtsthat involve two or more effiliated organizations arelikdly to involve
additiond time. Site vist team members (on average, two-three per site) will focus on fiscd,
organizationd and clinica aress.

Participating Steswill receive alist of questions in advance of the team’ svist. Team Saff
would like to meet with the CEO, CFO, Clinical/Program Director and selected line saff during
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the vigt. Information may be gathered before or after the vigit. Draft case study reports will be
developed by project staff and sent to the program for review, revison and comment. Staff will
generate project-wide conclusons and recommendations for incluson in the overd| case study

report.
The following areas will be explored with each participating Site:
Clinica

« definition of co-occurring disorders

« % of individuas on casdload with co-occurring diagnoses

« geographic area covered by program

«  socio-economic characteristics of population

« philosophy or principles that guide services (eg., etiology of disorder; consistency with
conceptua framework)

« program development/history (e.g., incentives, barriers, solutions)

« criteriathat clients meet to be enrolled/stay enrolled in integrated co-occurring program

« description of services provided

« nature and type of formd and informd linkages between co-occurring services and other
programs and services within the program and in the community

« description of services provided and program mode ; are particular program modelstied to
particular funding mechaniams?

« dinicd standards of care followed (e.g., 9ze of casdoads for optimd care, sandardized
assessments; cultural competence)

« natureof clinica record keeping/documentationfor tracking source of payment (e.g., MH and
SA block grant, Medicaid, county, €tc.)

« internd dinicd and adminigtrative auditing Srategies

« daff compogtion

« traning and education of dinicd daff

«  daff turnover rates

« evauaion results (i.e., how do we know dlients are benefiting from our services?)

« plansto further strengthen services

Fiscal

«  sources and amounts of resources to support co-occurring services, for 3 yearsand YTD:
1) State generd revenue
2) Federa SAPT block grant
3) Federd MH block grant
4) Medicad
5) County funds
6) Charitable contributions
7) Client fees
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8) Foundations
9) Other

« sourcesof initid “venture capitd”

« feefrate schedules

« budness office gaffing

« aurplusorloss(i.e, amount of subsidy required at various stages of development)

« accounting practices across the period (e.g., co-occurring as separate cost center)

« fiscal reporting to purchasers (e.g., tracking use of MH and SA block grant funds)

« fiscd compliance strategies (e.g., successful ways that fisca and auditing standards have been
met, outstanding concerns)

« State and system leve incentives and barriers to serving persons with co-occurring disorders
in integrated setting

Advocacy

« involvement of advocacy community

« reaionshipswithrelated serviceagencies(schools, crimind justice, employers, public welfare,
etc.)

Management and Administration

« relationship with regiona and state authorities: purchasers, regulators, leaders
«  SECUring resources (e.g., money, staff, facilities)

« nature and type of existing regiona or state co-occurring pilot efforts?

«  management practices and policiesthat guide service ddivery

« internd management/organizationa sructure (e.g., org. chart)

« inter-organizationd relaionships

« daterequirements for co-occurring services

« ahility to judtify integrated co-occurring services on basis of cost effectiveness

Obsarvations and Recommendations

« dclinicd or adminigrative recommendations to better support service ddivery and financing

« gystem incentives and disincentives that exist in the system of care

« any specia conditions that exist locdly which might affect feeshility of replicating chosen
goproachin different environments

« assessment of extent to which exemplary program could be replicated outside of its current
environment; conditions that would have to exist for successful replication

« generd program “advice to colleagues’
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APPENDIX F

National Dialogue on Exemplary Methods of Financing Integrated Service Programs
for Persons with Co-Occurring Mental Health and Substance Abuse Disorders

NASMHPD-NASADAD Task Force
on Co-occurring Mental Health and Substance Use Disorders
November 20, 2001
Club QuartersHotel
Washington, DC

Soonsored by:
National Association of State Alcohol and Drug Abuse Directors (NASADAD)
National Association of State Mentd Hedlth Program Directors (NASMHPD)

Supported by:
Substance Abuse and Mental Health Services Adminigtration (SAMHSA)
Center for Menta Hedlth Services (CMHS)
Center for Substance Abuse Treatment (CSAT)

PARTICIPANTSLIST

Neal Adams, M.D., Medical Director
Department of Mental Health

Health and Human Services Agency
1600 9" Street, Room 150
Sacramento, CA 95814

Phone: (916) 654-2309

Fax: (916) 654-3198
nadams@dmhhg.state.ca.us

Sharon Autio, Director

Mental Health Program Division
Department of Human Services
Human Services Building

444 |_afayette Road

St. Paul, MN 55155-3828
Phone: (651) 297-3510

Fax: (651) 582-1831
sharon.autio@state.mn.us

Gene R. Boyle, Director

PA Department of Hedlth

Bureau of Drug & Alcohol Programs
02 Kline Plaza, Suite B

Harrisburg, PA 17104

Phone: (717) 783-8200

Fax: (717) 787-6285
eboyle@state.paus

Michael G. Boyle, ex officio
Executive Vice President
Fayette Companies

Human Services Center

600 Fayette Street

P.O. Box 1346

Peoria, IL 61654-1346

Phone: (309) 671-8005

Fax: (309) 671-8021
mboyle@fayettecompanies.org
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Michael Cartwright, ex officio
Executive Director

Foundations Associates, Inc.
1302 Division Street

Suite 101

Nashville, TN 37203

Phone: (615) 256-9002 ext. 216
Fax: (615) 256-9005

foundati @bellsouth.net

Barbara A. Cimaglio, Director

Office of Alcohol & Drug Abuse Programs
OR Department of Human Services

Human Resources Building

500 Summer Street., NE

Salem, OR 97310-1015

Phone: (503) 945-5763

Fax: (503) 378-8467
barbara.cimaglio@state.or.us

Michael Couty, Director

Division of Alcohol & Drug Abuse
Department of Mental Hedlth

1706 E. EIm Street

Jefferson City, MO 65101

P.O. Box 687

Jefferson City, MO 65102

Phone: (573) 751-4942

Fax: (573) 751-7814
mzcoutm@mail.dmh.state.mo.us

Jeffrey Davis, M.SW., A.C.SW., ex
officio

Administrator, Marion County Health Dept.
3180 Center Street, NE

Salem, OR 97301

Phone: (503) 585-4903

Fax: (503) 364-6552

jdavis@open.or

Christine H. Dye, Chief

ADHSDBHS

Office of Substance Abuse Servicess GMH
2122 East Highland

Phoenix, AZ 85016

Phone: (602) 381-8999 ext. 292
Fax: (602) 553-9142
cdye@hs.state.az.us

Arthur C. Evans, Ph.D.

Deputy Commissioner

CT Dept of Mental Health & Addiction Services
410 Capitol Avenue

P.O. Box 341431, MS#14COM

Hartford, CT 06134

Phone: (860) 418-6958

Fax: (860) 418-6691
arthur.evans@po.state.ct.us

Isaac Kailpillai, M.D.

Director of Specia Clinical Services
Office of Mental Health

44 Holland Avenue

Albany, NY 12229

Phone: (518) 408-2025

Fax: (518) 402-4233
comdigk@ombh.state.ny.us

A. Kathryn Power, M. Ed., Director

Department of Menta Health,
Retardation and Hospitals

14 Harrington Road, Barry Hall

Cranston, Rl 02920

Phone: (401) 462-3201

Fax: (401) 462-3204

kpower @mhrh.state.ri.us

Charles Ray, ex officio

President and Chief Executive Officer

National Council for Community
Behaviora Healthcare

12300 Twinbrook Parkway, Suite 320

Rockville, MD 20852

Phone: (301) 984-6200

Fax: (301) 881-7159

charlesr@nccbh.org

Cecelia Vergaretti, Vice President, ex
offico

Community Services and Advocacy
National Mental Health Association
1021 Prince Street

Financing Integrated Service Programs for Persons with Co-Occurring Disorders



Alexandria, VA 22314
Phone: (703) 797-2595
Fax: (703) 684-5968
cvergaretti@nmha.org

David R. Wanser, Ph.D., Executive Director
TX Commission on Alcohol & Drug Abuse
P.O. Box 80529

Austin, TX 78708-0529

FedEx Mailing Address:

9001 North IH 35, Suite 105

Austin, TX 78753-5233

Phone: (512) 349-6605

Fax: (512) 837-4123

dave wanser@tcada.state.tx.us

Melanie Whitter, Associate Director
Office of Alcoholism & Substance Abuse
Department of Human Services

100 W. Randolph Street, Suite 5-600
Chicago, IL 60601-3297

Phone: (312) 814-2300

Fax: (312) 814-3838
DHSASA8@dhs.state.il.us

SAMHSA:

CAPT Carol Coley, M.S.

Division of State and Community Assistance
Center for Substance Abuse Treatment
Rockwall |1, Suite 880

Raockville, MD 20857

Phone: (301) 443-6539

Fax: (301) 443-8345

ccoley @samhsa.gov

Charles G. Curie, M.A., ACSW
Administrator

SAMHSA

5600 Fishers Lane, Rm. 12-105
Raockville, MD 20857

Phone: (301) 443-4795

Fax: (301) 443-0284
ccurie@samhsa.gov

Michael English, J.D.
Director, Division of Knowledge

Development and Systems Change
Center for Mental Health Services
5600 Fishers Lane, Rm. 11C-26
Raockville, MD 20857

Phone: (301) 443-3606

Fax: (301) 443-0541
menglish@samhsa.gov

Jennifer Fiedelholtz

Public Health Advisor

SAMHSA

5600 Fishers Lane, Rm. 12C-06
Raockville, MD 20857

Phone: (301) 443-5803

Fax: (301) 443-1450
jfiedelh@samhsa.gov

Edith Jungblut, Ph.D.

Center for Substance Abuse Treatment
5600 Fishers Lane

Rm. 9-197, Rockwall Il

Rockville, MD 20857

Phone: (301) 443-6669

Fax: (301) 443-3045
gjungblu@samhsa.gov

George Kanuck

Center for Substance Abuse Treatment
5600 Fishers Lane

Rm. Rockwall 11

Rockville, MD 20857

Phone: (301) 443-8642

Fax: (301) 480-6077

gkanuck @samhsa.gov

Lawrence Rickards, Ph.D.
Public Health Advisor

Division of Knowledge Development and

Systems Change

Center for Mental Health Services
5600 Fishers Lane, Rm. 11C-05
Rockville, MD 20857

Phone: (301) 443-3706

Fax: (301) 443-0256
Irickards@samhsa.gov

Jane Taylor, Ph.D.
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Center for Substance Abuse Treatment
5600 Fishers Lane

Rm. 740, Rockwall 11

Raockville, MD 20857

Phone: (301) 443-7389

Fax: (301) 443-3543
jtaylor@samhsa.gov

NASADAD:

Lewis Gallant, Ph.D.
Executive Director
NASADAD

808 17" St., N.W., Suite 410
Washington, DC 20006
Phone: (202) 293-0090, ext.
Fax: (202) 293-1250

[gallant@nasadad.org

Robert Anderson (Co-Project Director)
Program Research and Applications
Director

NASADAD

808 17" St., N.W., Suite 410
Washington, DC 20006

Phone: (202) 293-0090, ext. 104

Fax: (202) 293-1250

banderson@nasadad.org

Joan C. Jupiter, Meeting Planner
NASADAD

808 17th Street, NW, Suite 410
Washington, DC 20006
202-293-0090 ext. 101

Fax: (202) 293-3210

jcjupiter@nasadad.org

NASMHPD:

Robert W. Glover, Ph.D.
Executive Director

NASMHPD

66 Canal Center Plaza, Suite 302
Alexandria, VA 22314

Phone: (703) 739-9333, ext. 29
Fax: (703) 548-9517
bob.glover@nasmhpd.org

Andrew D. Hyman, J.D.

Director of Government Relations and
Legidative Counsel

NASMHPD

66 Canal Center Plaza, Suite 302
Alexandria, VA 22314

Phone: (703) 739-9333,ext. 28

Fax: (703) 548-9517
andy.hyman@nasmhpd.org

FACILITATORS:
Bruce D. Emery, M.SW. (Co-Project

Director), Presdent

Strategic Partnership Solutions, Inc.
709 Devonshire Rd.

Takoma Park, MD 20912

Phone: (301) 270-0530

Fax: (520) 833-0807
emerybd@msn.com

James L. Bixler, Presdent
JBX and Associates, Inc.
2375 Sloe Rd.
Springfield, IL 62707
Phone: (217) 544-5299
Fax: (217) 544-8092
bixjbx@aol.com
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