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Evidence Based Practices Panel
Report on
Integrated Dual Disorder Treatment
Introduction
The Vermont Performance Indicator Project has reported between 3100 and 3200 clients receiving services from Community Rehabilitation and Treatment (CRT) programs during the past several years.  The most common comorbid disorder for an adult with a severe mental illness is a substance abuse disorder (Drake, Essock, Shaner, Carey, Minkoff, Kola, Lynde, Osher, Clarke, & Rickards, 2001), with a prevalence of at least 50% (as cited in Regier, Farmer, Rae, Locke, Keith, Judd, & Goodwin, 1990). The factors related to increased substance use among people with severe mental disorders include self-medication of symptoms, social opportunity, and lack of leisure activities. Also a vulnerability factor and poverty are probable contributors. However, Dr. Mueser believes that for people with a mental illness substance abuse is opportunistic, a function of market availability and not for a specific effect (Mueser, 2006).

There are at least 1550 CRT clients in Vermont who have these dual diagnoses. People who have both a substance abuse diagnosis and severe mental illness are more likely to have many negative outcomes including clinical relapse, rehospitalization, incarceration, demoralization, suicide, family stress, violent behavior, homelessness, victimization, medical illness, infectious disease, and early mortality (Drake & Brunette, 1998; Mueser, 2006). The reason for focusing on the treatment of combined severe mental illness and substance use disorders is that outcomes improve when substance abuse remits, and poor treatment is expensive for families and society  (Mueser, 2006).
The usual practice has been to treat clients in parallel mental health and substance use systems of care that are often impossible for these consumers to negotiate. They are often excluded from a program, because of the dual disorders, and they are told to have the problem treated in the other system of care and then return for treatment (Drake, Essock, Shaner, Carey, Minkoff, Kola, Lynde, Osher, Clarke, & Rickards, 2001). There are better ways to provide services. Dual disorder services integrate substance abuse and mental health services in a single program. Dual disorder services have been in the process of being developed and researched for over 20 years and are in the process of becoming an evidence-based practice for the treatment of consumers with severe mental illness and substance use disorder (Drake, Essock, Shaner, Carey, Minkoff, Kola, Lynde, Osher, Clarke, & Rickards, 2001; Mueser, 2006). The Clinical Practices Advisory Panel members all agree that do-occurring treatment is needed. Is the Integrated Dual Disorder Treatment toolkit the most appropriate practice to implement in Vermont?
Brief description of Integrated Dual Disorders Treatment (IDDT)

Integrated dual disorders treatment (IDDT) is for people who have co-occurring disorders of severe mental illness and substance use, which is fully described in the Co-Occurring Disorders: Integrated Dual Disorders Treatment Implementation Resource Kit (2003). In this report and in the literature the terms dual disorder and dual diagnosis are used with the same meaning. Dual disorders will be used in the report except when dual diagnosis was clearly intended.  There are also several terms for substance use disorder. Psychoactive substance use disorders is more precise, and the Center for Substance Abuse Treatment (2006) explains the term substance-related disorders, which is used in DSM-IV-TR. Substance-related disorders are sub-divided into substance use disorders and substance-induced disorders, and substance use disorders are further divided into substance abuse and substance dependence. In this paper substance use disorders is being used, because it is the generic term predominately used in practice and in the literature.
IDDT is a comprehensive and long-term approach to treatment that has hope and optimism as core beliefs. Services are offered in a positive atmosphere and people are encouraged to believe that they can recover as many others have. Ultimately, the goal of integrated dual disorders treatment is to help people learn to manage both their mental illness and substance use challenges so that they can pursue their own meaningful life goals. 

Treating substance use disorder and mental illness together has been shown by research to be effective, which will be discussed later in the section on research. This organization of treatment is the Co-occurring Disorders Model. In the model, clinicians learn about the interactions of alcohol and drugs with mental illness, and how to treat the disorders simultaneously in a consistent stage wise manner that appears to be seamless to the consumer. The burden of integration of services is on the clinicians (Mueser, 2006).
IDDT is a process, and like most evidence-based practices is a combination of treatments and processes that have been shown to be effective with varying levels of support. IDDT recognizes that people go through a recovery process that can be thought of as moving through stages, and that services need to be matched to the consumer’s stage of recovery. The common features shared by comprehensive programs for dual disorders include assertive outreach, comprehensive mental health treatment, reduction of negative consequences, long-term commitment, multiple therapeutic modalities, and stage-wise treatment that include engagement, persuasion, active treatment, and relapse prevention (Mueser, 2006).

The stages are a conceptual framework for treatment and aren’t linear. A consumer may move in both directions from typically earlier to later and later to earlier stages, or a consumer may start services at a later stage. The conceptualized stages described below are combined from several sources (Co-occurring disorders: Integrated dual disorders treatment implementation resource kit, 2003; Mueser, 2006; Mueser, Drake, Sigmon & Brunette, 2005):

Engagement: is the stage of substance abuse treatment that includes people in the pre-engagement and engagement stages. The person doesn’t have regular contact with any clinician. A working alliance hasn’t been established, and so engaging a person in a collaborative, trusting relationship is the objective. The clinical strategies include outreach, practical assistance, crisis intervention, social network support, and legal constraints.
Persuasion or Motivation: is the stage of substance abuse treatment that includes consumers in both early and late persuasion stages. The client has regular contacts with a clinician but has not yet reduced substance use for at least one month while discussing substance use issues or attending groups in the late persuasion stage. A working alliance has been established. The goal during the persuasion phase is to motivate the client to address substance abuse as a problem. In the persuasion stage motivational Interviewing is an essential to IDDT process for developing recovery goals and a treatment plan. The consumer with the treatment team develops his/her recovery goals and identifies how substance use and mental illness interfere with achieving the recovery goals. The clinical strategies include psychiatric stabilization, “Persuasion” groups, family psychoeducation, rehabilitation, structured activity, education, and motivational interviewing.
Active Treatment: is the stage of substance abuse treatment that includes people in both early active treatment and late active treatment stages. The client is engaged in treatment and is discussing substance use with a clinician or in a group. In early active treatment clients are working toward abstinence, and in late active treatment clients have acknowledged the substance abuse problem, but haven’t been abstinent for six months. The objective is to help consumers learn skills and develop supports for managing mental health and substance use challenges, and to pursue personal recovery goals. The clinical strategies include many modes of treatment including individual therapies, group therapies, family therapies, structural interventions like case management and day treatment programs, or procedural interventions like contingency management and money management. These modes of treatment can focus on self-monitoring, social skills training, social network interventions, self-help groups, substitute activities, close monitoring, and cognitive-behavioral techniques to address high-risk situations, craving, motives for substance use, socialization, persistent symptoms, and pleasure enhancement.
Relapse Prevention: is the stage of substance abuse treatment that includes people in remission and recovery stages. The consumer is engaged in treatment, acknowledges the substance use problem, and has been abstinent for six-months. Occasional lapses of abstinence indicate the relapse prevention stage and people who have been abstinent for over a year and no longer in treatment are in the remission or recovery stage. The objective in relapse prevention is to help consumers/people who are in stable remission to develop and use strategies for preventing relapses, to maintain awareness of vulnerability, and to expand recovery to other areas of life. The clinical strategies include self-help groups, cognitive-behavioral and supportive interventions to enhance functioning in work, relationships, leisure activities, health, and quality of life. Relapse prevention strategies include the construction of a relapse prevention plan that addresses risky situations, learning early warning signs of relapse, and developing immediate responses, social supports and the abstinence violation effect.
Each treatment plan is individualized depending on the stage of recovery and the person’s desires. The stage framework is not a specific prescription for treatment. The concept of stages is used to help clients determine goals, and the goals to help determine the appropriate interventions. It is necessary to match interventions the client’s stage to be effective. A wide variety of services are offered in various stages because some services are important early in treatment, while others are important later in the process. It is important to note that there are multiple options at each stage (Mueser, 2006).
The IDDT treatment was developed for clients assessed to be in Quadrant 4 of the Comprehensive, Continuous, Integrated System of Care (CCISC) model (see Appendix B for CCISC and Quadrant explanations) only, but the Vermont adaptation includes clients assessed to be in Quadrant 2 (DSM-IV-TR Axis 2 diagnoses and anyone with a substance use disorder; Bramley, Smith, & Nichols, 2006).

Integrated Dual Disorder Clinical Resources
Kim Mueser (2006) recommended the following as sources of information about IDDT.
•Center for Substance Abuse Treatment. (2005). Substance Abuse Treatment for Persons With Co-Occurring Disorders. (Vol. DHHS Publication No. (SMA) 05-3922). Rockville, MD: Substance Abuse and Mental Health Services Administration.
•Centre for Addiction and Mental Health. (2001). Best Practices: Concurrent Mental Health and Substance Use Disorders. Ottawa: Health Canada.

• Co-occurring disorders: Integrated dual disorders treatment implementation resource kit. (2003). Washington, DC: Substance Abuse and Mental Health Services Administration. http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/default.asp.
•Graham, H. L., Copello, A., Birchwood, M. J., & Mueser, K. T. (Eds.). (2003). Substance Misuse in Psychosis: Approaches to Treatment and Service Delivery. Chichester, England: Wiley.

•Graham, H. L., Copello, A., Birchwood, M. J., Mueser, K. T., Orford, J., McGovern, D., Atkinson, E., Maslin, J., Preece, M. M., Tobin, D., & Georgion, G. (2004). Cognitive-Behavioural Integrated Treatment (C-BIT): A Treatment Manual for Substance Misuse in People with Severe Mental Health Problems. Chichester, England: John Wiley & Sons.

•Mercer-McFadden, C., Drake, R. E., Clark, R. E., Verven, N., Noordsy, D. L., & Fox, T. S. (1998). Substance Abuse Treatment for People with Severe Mental Disorders: A Program Manager's Guide. Concord, NH: New Hampshire-Dartmouth Psychiatric Research Center.

•Mueser, K. T., Noordsy, D. L., Drake, R. E., & Fox, L. (2003). Integrated Treatment for Dual Disorders: A Guide to Effective Practice. New York: Guilford Press.

Values related to the type of Care Integrated Dual Disorder Treatment (IDDT) addresses
The Institute of Medicine strives to provide advice that is unbiased, based on evidence, and grounded in science. The institute defines evidence-based practices as the integration of the best research evidence with clinical expertise (clinical wisdom) and patient values http://www.iom.edu/. When discussing IDDT as an evidence-based practice values have to be addressed not only from the consumers’ points of view, but also from the therapists’ points of view, which in the case of IDDT are remarkably similar. This value discussion is organized around the seven system of care values for treatment and recovery established by consumers, advocates and professionals in discussions organized by the Vermont Division of Mental Health.
Client Empowered
The consumer is met where he or she is and the question asked is, “How will we get to where you want to go?” The IDDT model as it has been implemented supports client empowerment through a collaborative relationship that is mutually respectful. The consumer is the expert about him or her self. The IDDT like the recovery model doesn’t present the clinician as “expert”.

The process in the IDDT model not only empowers the client but also counselor. It allows them to develop trust, and a therapeutic alliance. For example, the motivational interviewing practice element works well with substance abuse, because it is non-threatening. It empowers the client to examine and make more informed choices. Consumers are involved from the start of the IDDT process. 
IDDT is seen as kind and compassionate care by many consumers. Even when mandated to treatment consumers say things like “This saved my life”. Traditional substance abuse treatment tends to be confrontational. As one panel member said, “The concept of tough love is very offensive to consumers”. The main job of co-occurring treatment is to provide kind compassionate care and not to enforce rules. We need to get away from tough love. 
There are parts of the IDDT process like other practices that could be disempowering. IDDT is data driven, but the data collected hasn’t been used to point fingers at clients or service providers. The data has been used for quality management in an educational process. There are also the chances for payeeship and other techniques that leverage a client may be seen by them as disempowering or coercive. Applying this type of power must be done with extreme care. When the stage of recovery is considered in these cases disempowering actions can be avoided. Pre-contemplative and active stages are very different and the same act will be seen differently from each perspective by a client.
Strength Based
The IDDT elements of treatment are strength based, which include motivational interviewing, psychoeducation, and cognitive behavioral strategies. IDDT is welcoming. The practice reduces stigma and shame when compared with traditional treatments. IDDT uses a stage and treatment matching approach that builds on where the client is at in the change process, which allows them to assess their strengths and be part of the treatment planning process to help them get to where they want to be in the future. The practice also is often integrated with the peer run and managed Co-occurring Wellness Recovery Action Plan (WRAP). WRAP is a systematic program in which participants identify internal and external resources for self-management of health-related symptoms and wellness. It is focused on things a person can do and do regularly. 
Family Centered
IDDT supports family involvement to the extent the client will allow for information to be exchanged with family members. Often family members want updates on the clients progress, treatment plan and changes, as well as wanting to be an active part of the client’s support network.  When the treatment team members have the ability to be in touch with family members or friends the client’s natural support system can be enhanced. For example, during these encounters with family members or friends, there are often opportunities for psychoeducation around mental illness and substance use and team meetings where the family members, staff and client all meet to develop the treatment plan and problem solve.   

Community Based
The IDDT model supports community based treatment as the central place where treatment takes place. Though, referrals to short term inpatient treatment and residential services are made when a more structured environment is needed to support clients getting and staying sober and clean.  The agency community treatment team is primary, because the community teams know their clients best and the teams are the clients’ long term service providers. Treatment teams are expanded to with other community service providers when services not available at an agency are needed for the treatment plan.

Least Restrictive
The IDDT model supports the least restrictive appropriate interventions through the implementation of treatment matching to stage of recovery, stressing harm reduction vs. abstinence, using outreach services, using service coordination around discharge planning, and screening, assessment and treatment for both disorders.

Non-stigmatizing
The IDDT model supports non-stigmatizing services through welcoming practices. These practices include providing integrated services, which see both disorders as primary and needing to be treated by a single treatment team vs. separate services, which differentiate clients by diagnosis. There is also advocacy to get access to the same community resources that are available for people with any other disability (e.g., housing, employment, benefits, Section 8 housing units, shelter + care, medications, SSI/SSDI), psychoeducation around the stress vulnerability model and the biopsychosocial model, and the stage of treatment approach.
Recovery Oriented
The Vermont Psychiatric Survivors (VPS) perspective is that IDDT supports all the system values including being recovery oriented. The recovery perspective is seen in the willingness of consumers to be involved, and consumers feeling engaged. One agency described using WRAP for co-occurring disorders as part of the treatment process, as a demonstration of how IDDT fits well with consumer driven recovery efforts.
Discussion of the evidence supporting Integrated Dual Disorder Treatment (IDDT)

A common finding in the research literature is that integrated dual disorder treatments have been shown to be more effective than treatments delivered in parallel in separate systems of care, (Drake & Brunette, 1998). Robert Drake, Kim Mueser and others have recently conducted extensive updated reviews of dual disorder treatment literature (Brunette, Mueser & Drake, 2004; Donald, Dower, & Kavanagh, 2005; Drake, Mercer-McFadden, Mueser, McHugo & Bond,1998; Drake, Mueser, Brunette & McHugo, 2004; Mueser, Drake, Sigmon & Brunette, 2005; Ley, 2003) that further confirm this conclusion.

The twenty-six controlled studies of treatments for dual disorder treatment between 1994 and 2003 were reviewed. Studies of dual disorder treatments have been being conducted since the early 1980s, but controlled studies only started in the mid-1990s (Drake, Mueser, Brunette & McHugo, 2004). These research studies examined several aspects of dual disorder treatment (i.e., engagement, brief motivation, and long-term treatment). Outcomes targeted included mental health, substance abuse and/or post-traumatic symptoms, hospitalizations and abstinence. The treatments in the studies included individual therapies, group therapies, family therapies, structural interventions like case management and day treatment programs, procedural interventions like contingency management and money management (Mueser, Drake, Sigmon & Brunette, 2005). 

The tables 1 and 2 are taken from Drake, Mueser, Brunette & McHugo (2004), and updated with more current research described by Kim Mueser (2006) 
Annotated bibliography of the evidence base supporting Integrated Dual Disorder Treatment (IDDT)
	TABLE 1-CONTROLLED STUDIES OF OUTPATIENT INTERVENTIONS
(Drake, Mueser, Brunette & McHugo, 2004)

	 Study
	Design
	Participants
	Interventions
	Outcomes

	Baker, A., Bucci, S., Lewin, T. J., Kay-Lambkin, F., Constable, P. M., & Carr, V. J. (2006). Cognitive-behavioural therapy for substance use disorders in people with psychotic disorders. British Journal of Psychiatry, 188, 439-448.

	Motivational Interviewing &
CBT
	RTC, Outcomes
Base-line, 15 wks
6 & 12 months
	n = 130 dual

diagnosis clients
	10 Sessions of MI & CBT vs. TAU
	Experimental group had short term gains substance use & depression, general functioning at 12 months

	Baker, A., Lewin, T., Reichler. H., Clancy. R., Carr, V., & Garrett, R. et al. (2002). Motivational interviewing among psychi​atric inpatients with substance use disor​ders. Acta Psychiatrica Scandinavica, 106, 233-240.

	Engagement &
Brief Motivation
	RTC, outcomes

3 months after

discharge
	n = 160 dual

diagnosis clients
	1 motivational interview in

hospital vs. brief advice to

decrease alcohol drug

consumption
	No group difference in

attendance at substance abuse

clinic after hospital discharge

	Barrowclough, C, Haddock, G., Tarrier. N., Lewis, S., Moring, J., & O’Brien, R., et aI. (2001). Randomized controlled trial of mo​tivational interviewing, cognitive behavior therapy, and family intervention for patients with comorbid schizophrenia and substance use disorders. American Journal of Psychiatry. 15B. 1706-1713.

	Long-term Active Treatment
	RTC, Outcomes

12 months after

beginning treatment
	n  = 36 clients with

schizophrenia and

substance abuse
	Motivational counseling, family

psychoeducation, and cognitive

behavioral therapy for 9 months

vs. TAU
	TX group had more

days of abstinence, better

general functioning, and fewer

Symptoms. Differences in

functioning and symptoms

persisted at 18 months

	Bellack, A. S., Bennet, M. E., Gearon, J. S., Brown, C. H., & Yang, Y. (2006). A randomized clinical trial of a new behavioral treatment for drug abuse in people with severe and persistent mental illness. Archives of General Psychiatry, 63, 426-432.

	Behavioral Tx
	RTC, Outcomes urinalysis each session, time to dropout, Measures baseline and post-treatment
	n = 129 stabilized clients with SPMI & SUD attended minimum 1 session
	Group behavioral treatment twice weekly for 6 months vs. non-behavioral TAU
	Tx > TAU percent of clean urine tests, survival in treatment and attendance. Fewer hospitalizations, money for living and quality of life

	Burnam, M. A., Morton, S. C, McGlynn, E. A., Petersen, L. P., Stecher, B. M.. Hayes. C., & Vaccaro. J. V. (1995). An experimental evaluation of residential and nonresidential treatment for dually diagnosed homeless adults. Journal of Addictive Diseases. 14, 111-134.

	Engagement
	RTC, outcomes

at 3, 6, and 9 months
	n = 209 clients with

dual diagnosis
	Intensive integrated day treatment

for 3 months vs. nonintegrated

outpatient services
	No group differences at 6- and

9.month follow-ups


	


TABLE 1-CONTROLLED STUDIES OF OUTPATIENT INTERVENTIONS (Cont.)

	 Study
	Design
	Participants
	Interventions
	Outcomes

	Carmichael, D., Tackett-Gibson, M., O’Dell, L., Jayasuria, B., Jordan, J., & Menon, R. (1998). Texas Dual Diagnosis Project Evaluation Report 1997-1998. College Station, TX: Public Policy Research Institute/Texas A&M University.

	Long-term Active Treatment
	RTC In 2 sites;

Quasi-experiment in

1 site; outcomes

12 months after

starting treatment
	n = 208 dual

diagnosis clients
	Integrated mental health and

substance abuse treatment

vs. non-integrated treatment
	Integrated treatment group had

greater improvement in alcohol

abuse and drug abuse

	Drake, R. E., Yovetich, N. A., Bebout, R. R., Harris, M., & McHugo, G.I. (1997). Integrated treatment for dually diagnosed homeless adults. Journal of Nervous and Mental Disease, 185, 298-305.

	Engagement

Long-term Active Treatment
	Quasi-experiment,

outcomes 18 months

after starting treatment
	n = 217 homeless,

dual diagnosis

clients
	Integrated intensive case

management, substance abuse

counseling, and housing supports

vs. non-integrated services
	Integrated treatment group had

greater treatment progress,

greater reductions in alcohol

severity, and fewer hospital days

	Drake, R. E., McHugo, G. J., Clark, R. E., Xie, H., Miles, K., & Teague, G. B., (1998). Assertive community treatment for pa​tients with co-occurring severe mental ill​ness and substance use disorder: A clinical trial. American Journal of Orthopsychiatry, 68, 201-215.

McHugo, G. J., Drake, R. E., Teague, G. B, & Xie, H. (1999). Fidelity to assertive community treatment and client outcomes in the New Hampshire dual disorders study. Psychiatric Services, 50, 818-824.

	Long-term Active Treatment
	RTC, outcomes

every 6 months for

3 years
	n = 223 dual

diagnosis clients
	Integrated assertive community

treatment and substance abuse

counseling vs. integrated standard

case management and substance

abuse counseling
	Integrated treatment group had

greater treatment progress and

decreased alcohol severity, but

other outcomes similar

	Essock, S. M., Mueser, K. T., Drake, R. E., Covell, N. H., McHugo, G. J., Frisman, L. K., Kontos, N. J., Jackson, C. T., Townsend, F., & Swain, K. (2006). Assertive community treatment versus standard case management for patients receiving integrated treatment for co-occurring severe mental illness and substance use disorder. Psychiatric Services, 57, 185-196.

	IDDT delivered on Assertive Community Treatment teams
	RTC, outcomes baseline, every 6 months for 3 years
	n = 205, SMPI and SUD and high service use
	IDDT delivered on Assertive Community Treatment teams vs. IDDT delivered by standard case management
	No differences for substance use or mental health outcomes, but both improved. Lower rates of institutionalization for ACT group at site with higher institutionalization rates

	Godley. S. H., Hoewing-Roberson, R., & Godley, M. D. (1994). Final MISA Report. Bloomington, Il: lighthouse Institute.

	Long-term Active Treatment
	RTC, outcomes

2 years after beginning

treatment
	n = 38 dual

diagnosis clients
	Integrated intensive case

management and substance abuse

counseling vs. integrated clinical

case management
	Intensive case management

group had fewer days of drug

use, but other outcomes similar


	


TABLE 1-CONTROLLED STUDIES OF OUTPATIENT INTERVENTIONS (Cont.)

	 Study
	Design
	Participants
	Interventions
	Outcomes

	Graeber, D. A., Moyers, T. B., Griffith. G., Guajardo, E., & Tonigan, S. (2003). A pilot study comparing motivational interview​ing and an educational intervention in pa​tients with schizophrenia and alcohol use disorders. Community Mental Health Journal, 39(3), 189-202.

	Brief Motivation
	RTC, outcomes

4 months after

treatment
	n = 30

predominantly

male veterans with

schizophrenia and

alcoholism
	3 motivational interviews vs.

3 alcohol education sessions
	Motivational interview group had

more complete abstinence and

fewer drinking days on 4.month

follow-up

	Hellerstein, D. J., Rosenthal, R. N., & Miner, C. R. (1995). A prospective study of integrat​ed outpatient treatment for substance ​abusing schizophrenic patients. American Journal on Addictions. 4(1). 33-42.

	Engagement
	RTC, outcomes

at 4 and 8 months
	n = 47 clients with

schizophrenia and

substance use

disorder
	Integrated outpatient group

treatment vs. nonintegrated

treatment
	No differences in substance

abuse at 4- and 8-month follow-

ups

	Ho, A. P., Tsuang, J. W., Liberman, R. P., Wang, R., Wilkins, J. N., Eckman, T. A., & Shaner, A. l. (1999). Achieving effective treatment of patients with chronic psychotic illness and comorbid substance dependence. American Journal of Psychiatry, 156(11), 1765-1770.

	Engagement
	Quasi-experiment,

outcomes at 6 months
	n = 179 dual

diagnosis clients
	Integrated day treatment plus

assertive community treatment

and skills training vs. integrated

day treatment
	The group with enhanced

assertive community treatment

and skills training had greater

rates of abstinence

	Hulse, G. K., & Tait, R. J., (2002). Six-month outcomes associated with a brief alcohol intervention for adult in-patients with psy​chiatric disorders. Drug and Alcohol Review, 21, 105-112.

	Brief Motivation
	RTC, outcomes

at 6 months
	n = 120 dual

diagnosis clients
	1 motivational interview in

hospital vs. information package

to reduce alcohol
	Motivational interview group had

greater reduction in alcohol

consumption at 6-month

follow-up

	James, W., Preston, N. J., Koh, G., Spencer, C., Kisely, S. R., & Castle. D. J. (2004). A group intervention which assists patients with dual diagnosis to reduce their drug use: A randomized controlled trial. Psychological Medicine, 34, 983-990

	Brief Motivation
	RTC. outcomes

at 3 months
	n = 63 dual

diagnosis clients
	Group intervention based on

motivational interviewing, stage

of change, and reasons for use

for 6 weeks versus usual care
	Experimental group had greater

reductions in psychopathology,

alcohol and drug use, and

hospitalization


	


TABLE 1-CONTROLLED STUDIES OF OUTPATIENT INTERVENTIONS (Cont.)

	 Study
	Design
	Participants
	Interventions
	Outcomes

	
Jerrell, J. M. & Ridgely, M. S. (1995). Comparative effectiveness of three approaches to serving people with severe mental illness and substance use disor​ders. Journal of Nervous and Mental Disease, 183, 566-576.

Jerrell, J. M. & Ridgely, M. S. (1999). Impact of robustness of program implementation on outcomes of clients in dual diagnosis pro​grams. Psychiatric Services, 50, 109-112.

	Long-term Active Treatment
	Quasi-experiment,

outcomes at 12 or

18 months
	n = 132 dual

diagnosis clients
	Integrated behavioral skills

training or integrated intensive

case management vs. linkage

to 12-step programs
	Integrated behavioral skills

training group had fewer

substance abuse symptoms than

non-integrated program. Both

integrated intervention groups

had better symptom reduction

than non-Integrated group

	Kavanagh. D. J., Young, R., White, A., Saunders, J. B., Wallis, J., & Shockley, N., et aI., (2004). A brief motivational inter​vention for substance misuse in recent​ onset psychosis. Drug and Alcohol Review, 23, 151-155.

	Brief Motivation
	RTC, outcomes

at 6 and 12 months
	n = 25 clients with

early psychosis and

substance abuse
	6-9 sessions based on motivation

enhancement versus usual care
	Group that actually received

motivational interviewing had

reduced substance abuse at 6

and 12 months

	Mangrum, L. F., Spence, R. T., & Lopez, M. (2006). Integrated versus parallel treatment of co-occurring psychiatric and substance use disorders. Journal of Substance Abuse Treatment, 30, 79-84.

	IDDT per manual
	RTC 2 sites, quasi-experimental 1 site, outcomes pre-baseline and post-baseline
	N = 216 dual

diagnosis clients
	IDDT vs. TAU
	IDDT fewer psychiatric hospitalizations and arrests

	Penn, P. E. & Brooks, A. J. (2000). Five years, twelve steps, and REBT in the treatment of dual diagnosis. Journal of Rational ​Emotive & Cognitive-Behavior Therapy, 18(4), 197-208.

	Long-term Active Treatment
	RTC, outcomes

at 3 and 12 months
	n = 112 dual

diagnosis clients
	Intensive outpatient/partial

hospitalization program with

12-step orientation vs. intensive

outpatient/partial hospitalization

program with cognitive-behavioral

orientation
	Group in 12-step program had

better substance abuse outcomes

at 3-month follow-up and alcohol

outcomes at 12 months.

Cognitive-behavioral group had

better hospital outcomes. Other

outcomes similar

	Swanson, A. J., Pantalon, M. V., & Cohen, K. R. (1999). Motivational interviewing and treatment adherence among psychiatric and dually diagnosed patients. The journal of Nervous and Mental Disease, 18,7(10), 630-635.

	Engagement

Brief Motivation
	RTC, outcome

at first appointment
	n = 93 dual

diagnosis clients
	1 motivational interview in

hospital vs. standard treatment
	Motivational interview group was

more likely to attend first

outpatient appointment


	Abbreviation
	

	>
	The treatment on the left is more effective than the other treatment

	12 Step
	12 Step Program

	BED
	Binge Eating Disorder

	BN
	Bulimia Nervosa

	CBT
	Cognitive Behavioral Treatment

	MI
	Motivational Interviewing

	RTC
	Randomized Controlled Trial (Experiment)

	SPMI
	Severe and Persistent Mental Illness

	SUD
	Substance Use Disorder

	TAU
	Treatment As Usual

	Tx
	Treatment or experimental group

	
	

	Differences noted are significant at the traditional .05 level





	TABLE 2-CONTROLLED STUDIES OF RESIDENTIAL INTERVENTIONS

	 Study
	Design
	Participants
	Interventions
	Outcomes

	Aguilera, R., Anderson, A., Gabrie, E., Merlo, M., Paredes, T., & Pastrana, R. (1999). A clinical impact evaluation of integrated and disease specific substance abuse program models in Honduras. International journal of Psychosocial Rehabilitation, 3. 97-167.

	Short-Term
	Quasi-experiment,

outcome 1 month

after discharge
	n = 86 male dual

diagnosis clients
	Residential treatment for 3

months with integrated mental

health and substance abuse

interventions vs. residential

treatment with substance

abuse focus
	Integrated treatment group had

more successful outcomes for

patients with severe mental

illness

	Anderson, A. J. (1999). Comparative impact evaluation of two therapeutic programs for mentally ill chemical abusers. International journal of Psychosocial Rehabilitation, 4,11-26.

	Short-Term
	Quasi-experiment,

outcome 3 months

after discharge
	n = 225 homeless,

male dual

diagnosis clients
	Residential treatment for 3-6

months with integrated mental

health and substance abuse

interventions vs. residential

treatment with substance

abuse focus
	Integrated treatment group had

higher rate of successful

placements and fewer substance

abuse relapses at 3-months after

discharge

	Blankertz, L. E. & Cnaan, R. A. (1994). Assessing the impact of two residential programs for dually diagnosed homeless individuals. Social Service Review, 68, 536-560.

	Long-Term
>1 Year
	Quasi-experiment,

outcome 3 months

after discharge
	n = 89 homeless

dual diagnosis

clients
	Residential treatment for 1-2

years with integrated mental

health and substance abuse

interventions vs. residential

treatment with substance

abuse focus
	Integrated treatment group had

higher rates of retention and of

successful discharges, including

abstinence, at 3-month

follow-up

	Brunette, M., Drake, R. E., Woods, M., & Hartnett. T. (2001). A comparison of long-term and short-term residential treatment programs for dual diagnosis patients. Psychiatric Services, 52(4), 526-528.

	Long-Term
>1 Year
	Quasi-experiment,

outcome 6 months

after discharge
	n = 84 dual

diagnosis clients
	Long-term integrated mental

health and substance abuse

residential treatment (average

400 days) vs. short-term

integrated residential treatment

(average 66 days)
	Long-term program group were

more likely to maintain

abstinence and avoid

homelessness

	Burnam, M. A., Morton, S. C, McGlynn, E. A., Petersen, L. P., Stecher, B. M.. Hayes. C, & Vaccaro. J. V. (1995). An experimental evaluation of residential and nonresidential treatment for dually diagnosed homeless adults. Journal of Addictive Diseases. 14, 111-134.

	Short-Term
	RTC, outcomes

at 3, 6, and 9-month

follow-ups
	n = 132 dual

diagnosis clients
	Residential integrated mental

health and substance abuse

treatment for 3 months vs.

parallel outpatient services
	No group differences at 9-month

follow-up


	TABLE 2-CONTROLLED STUDIES OF RESIDENTIAL INTERVENTIONS (cont.)

	 Study
	Design
	Participants
	Interventions
	Outcomes

	de Leon, G., Sacks, S., Staines, G., & McKendrick, K. (2000). Modified therapeu​tic community for homeless mentally ill chemical abusers. American Journal of Drug and Alcohol Abuse, 26(3), 461-480.

	Long-Term
>1 Year
	Quasi-experiment,

outcomes at 12 and 24

months after baseline
	n = 342 homeless

dual diagnosis

clients
	Three groups: (1) moderate

intensity residential therapeutic

community for 1 year, (2) low

intensity residential therapeutic

community for 1 year vs. (3)

treatment as usual
	The low intensity integrated

treatment group had better

substance abuse outcomes than

the other 2 groups at 12' and

24-month follow-ups

	Kasprow, W. J., Rosenheck, R., Frisman. L.. & DiLella, D. (1999). Residential treatment for dually diagnosed homeless veterans: A comparison of program types. The American journal on Addictions, 8,34-43.

	Short-Term
	Quasi-experiment,

outcome at discharge

following several years

of residential treatment
	n = 1,495 dually

diagnosed, mostly

male veterans
	Residential treatment facilities

that specialized in integrated

mental health and substance

abuse treatment vs. similar

residential facilities that

specialized in substance abuse

treatment, each lasting 3 months
	Patients in integrated treatment

had higher rate of return to

independent community living

but no differences in substance

abuse outcomes

	Moggi, F., Ouimette, P. C., Moos, R. H., & Finney, J. W. (1999). Dual diagnosis pa​tients in substance abuse treatment: Relationship of general coping and sub​stance-specific coping to I-year outcomes. Addiction, 94(12), 1805-1816.

	Short-Term
	Quasi-experiment,

outcome at one-year

follow-up
	n = 981 male

veterans with dual

diagnosis
	Patients participated in 1 of 15

residential treatment programs

with 21-28 days length of stay
	Patients in programs with a dual

diagnosis treatment orientation

had longer community tenure

but no difference in abstinence

	Nuttbrock, L. A., Rahav, M., Rivera, J. J., Ng. Mak, D. S., & Link, B. G. (1998). Outcomes of homeless mentally ill chemical abusers in community residences and a therapeu​tic community. Psychiatric Services, 49(1), 68-76.

	Long-Term
>1 Year
	Quasi-experiment,

outcome at 12 months

in residence
	n = 694 homeless

dual diagnosis

clients
	Integrated residential treatment

in modified therapeutic

community vs. mental health

treatment in community

residence for 18 months
	Of clients who completed

treatment, integrated treatment

group had greater reductions in

substance abuse and psychiatric

symptoms at 12 months

	Sacks, S., Sacks, J. Y., McKendrick, K., Banks, S., & Stommel, J. (2004). Modified TC for MICA offenders: Crime outcomes. Behavioral Sciences and the Law (Special edition: Co-Occurring Disorders and the Criminal Justice System) 22(4), 477-501.

	Short-Term
	Quasi-experiment.

outcomes 12 months

post prison release
	n = 185 incarcerated
dual diagnosis clients
	Integrated treatment unit while

incarcerated plus 6 months of

integrated residential treatment

after release vs. treatment as

usual
	Integrated treatment group had

less reincarceration, less crime,

and less crime related to alcohol

and drug use at 12 months




	Abbreviation
	

	>
	The treatment on the left is more effective than the other treatment

	12 Step
	12 Step Program

	BED
	Binge Eating Disorder

	BN
	Bulimia Nervosa

	CBT
	Cognitive Behavioral Treatment

	MI
	Motivational Interviewing

	RTC
	Randomized Controlled Trial (Experiment)

	SPMI
	Severe and Persistent Mental Illness

	SUD
	Substance Use Disorder

	TAU
	Treatment As Usual

	Tx
	Treatment or experimental group

	
	

	Differences noted are significant at the traditional .05 level


The studies of dual disorder treatments have many methodological limitations. For example the interventions weren’t well specified, the groups studied weren’t equivalent, the sample sizes were small, participant often self-selected into the study groups, there were high dropout rates, the treatments drifted (changed) during the study period, and/or had poor fidelity. Further the measurements in the studies vary considerably from study to study, and there are few replications of effective integrated treatments (Drake, Mueser, Brunette & McHugo, 2004).

Even with all the methodological limitations taking the studies as a group the most basic finding is that the more integrated substance abuse and mental health treatments when combined in a single cohesive protocol were most often more effective than treatment from an uncoordinated service system, and never worse (Drake, Mueser, Brunette & McHugo, 2004). 

There are common findings in the studies. (1) Co-occurring disorders are common for people with severe mental illness. (2) People with co-occurring disorders tend to have many negative outcomes. (3) Separate systems of care that treat single disorders are very inefficient, and they confuse and discourage consumers, because they have difficulty finding their ways through multiple systems and can’t make sense of the different messages they hear. This leads to non-adherence to treatment plans and dropouts, (4) effective treatments developed recently integrate substance abuse and mental health treatments (Drake, Mueser, Brunette & McHugo, 2004).

There are several specific findings that are of interest. 

· Studies focusing on engagement that didn’t have the desired results often neglected outreach and motivation, and when these components were added the results were better (Drake, Mueser, Brunette & McHugo, 2004).

· Group interventions may be effective in the engagement and persuasion stages of substance abuse treatment, (Mueser, Drake, Sigmon & Brunette, 2005).
· The evidence is moderately strong supporting group interventions in the active treatment stage. It seems that clients who attend groups consistently for a year or more had better outcomes than shorter-term groups, but the short-term groups also had positive outcomes (Mueser, Drake, Sigmon & Brunette, 2005).
· Recovery usually requires months or years rather than days or weeks. The consumer has to modify many aspects of behavior and consolidate the behaviors incrementally into their daily routines. During the re​covery process, it is helpful to have a continu​ous relationship with a single clinician. There is little research on components of support other than housing (Drake, Mueser, Brunette & McHugo, 2004).

· Structural studies of dual disorder treatments indicate increased intensity of treatment produces only moderate improvement of outcomes (Mueser, Drake, Sigmon & Brunette, 2005).

· Dual Disorder programs that have maintained high-fidelity have the best outcomes. The rates of stable remission are much higher than in low-fidelity programs (Torrey, Drake, Cohen, Fox, Lynde, Gorman, & Wyzik, 2002).

· Residential dual disorder treatment programs have shown that they can be effective for homeless consumers without community supports (Mueser, Drake, Sigmon & Brunette, 2005). Many people who don’t respond well to outpatient treatment do better in more intensive residential treatments. Residential treatments are an expensive alternative to outpatient and day treatment, and should be reserved for individuals who don’t re​spond to less intensive interventions (Drake, Mueser, Brunette & McHugo, 2004).
There are numerous sets of criteria for determining the level of evidence supporting an evidence-based practice. The Texas Psychosocial Rehabilitation Conference criteria are appropriate to judge dual diagnosis treatments (Drake, Mueser, Brunette & McHugo, 2004). The quality of evidence is divided into levels. Level 1: requires at least five controlled studies with meaningful out​comes. Level 2: indicates fewer than five controlled studies and/or studies with less meaningful outcomes. Level 3: refers to uncontrolled empirical stud​ies. Level 4: is based on multiple stud​ies. Level 5: denotes expert panel recommendations.



	
TABLE 3-LEVEL OF EVIDENCE SUPPORTING COMPONETS INCLUDED IN IDDT

	Treatment or Process
	Findings
	Level of Evidence

	Integrated Treatment:
	The most consistent finding at the clinical level is that integrated treatment is associated with better outcomes. Clinicians take the lead in blending interventions into a consistent approach that appears to be a single treatment to consumers.
	Level 1

	Stage-Wise Treatments
	Effective programs match interventions to the consumers’ stages of treatment or recovery
	Level 1

	Engagement interventions
	Engagement interventions can be divided into many subdivisions with varying levels of evidence supporting them. For example: Outreach
                                 Motivational Counseling
                                 Flexibility
                                 Other Interventions
	

Level 1
Level 2
Level 1
Level 3

	Motivational Counseling
	People who are engaged in treatment are often not motivated to manage their illnesses. Motivational counseling that helps consumers identify their goals and through detailed examination find the ways substance abuse and mental illness interfere with achieving the goals.
	Level 1

	Active Treatment
	The evidence about active treatment is unclear, because there is no consistency across studies. The evidence for any individual treatment or group of treatments doesn’t reach the highest level.
	Level 2

	Relapse Prevention
	Relapse prevention plans are recommended, but there have been no outpatient studies regard to substance abuse for individuals with dual diagnoses.
	Level 3

	Long-Term Retention
	Effective programs are flexible, and can manage relapses without removing the consumer from the program. The research consistently demonstrates that consumers who remain in treatment, out​patient or residential, for longer inter​vals achieve better outcomes. However, this finding could be due to self-selection. Individuals who are more motivated or less ill elect to stay in treatment longer, or people who relapse are dismissed from the treatment program and therefore have short treatment in​tervals. The level of evidence is lower, because of lack of study.
	Level 2


	TABLE 3-LEVEL OF EVIDENCE SUPPORTING COMPONETS INCLUDED IN IDDT (cont.)

	Treatment or Process
	Findings
	Level of Evidence

	Comprehensive Services
	Most dual disorder programs individualize servic​es according to needs. The programs often include peer group supports, family interventions, vocational servic​es, liaison with the criminal justice sys​tem, money management, trauma interventions, housing supports, and other supports for people who need them. Comprehensive programs are complex and difficult to evaluate because the inter​vention is not easily specified or measured. Sufficient evidence hasn’t been developed.
	Level 3


The preponderance of evidence focuses on serious mental illness (schizophrenia-spectrum and bipolar disorder). It will likely be necessary to adapt IDDT for other dual diagnosis populations, including major depression, PTSD, and primary personality disorder. The treatment also probably needs to be adapted to stem criminal justice system involvement of dual disorder clients (Mueser, 2006). 
“The initial findings of controlled studies on the effects of specific interventions for persons with dual disorders are promising but as yet not scientifically convincing because of the lack of consistency and replication (Mueser, 2006; Mueser, Drake, Sigmon & Brunette, 2005). 

Even if the evidence isn’t scientifically convincing at the present time in the clinical world the needs of consumers need to be met every day and can’t wait for the evidence to be scientifically convincing. System of care managers have to make a bet on a treatment practice. After viewing the data decisions about the treatments to offer have to be made even without total evidence, and if it feels right based on clinical experience and judgment, then it is probably the best you can do at the time (K. T. Mueser, personal communication, June 19, 2006)
The concept is that there appear to be common components to evidence-based practices (Fixen, Naoom, Blase, Friedman, & Wallace, 2005; K. T. Mueser, personal communication, June 19, 2006) including IDDT and the other practices we have been reviewing. They all have motivational, educational (e.g., about the disorder and coping skills), and cognitive behavioral components. These treatment modes differ, because they are specifically tailored to a population or disorder, but they seem to be the common, and the literature at this gross level seems to be overwhelming.
 Neither the CPAP or the Division of Mental Health are primarily responsible for implementing research, but reading the literature with a focus on needed research will be essential to improving the IDDT practice. Research in the future needed to establish IDDT as an evidence-based practice should study (1) staged interventions for example focused on engagement/persuasion, active treatment, and relapse prevention, (2) replicate standardized interventions, (3) research specific intervention modalities for example with families, (4) research different implementation models such as having specialty dual disorder teams versus training dual disorder experts on all teams, (5) evaluate the fidelity to principles of IDDT related to dual disorder client outcomes (Mueser, 2006).

Implementation and Fidelity of the Integrated Dual Disorder Treatment Model in Vermont

There are common barriers to treating mental health disorders and substance use disorders in an integrated manner. Historically there has been a division of service and training. The treatments that exist have been delivered in sequential and parallel treatments. There have been organizational and categorical funding barriers in the private sector (e.g., eligibility limits, benefit limits, and payment limits). In the public sector implementation has been confounded by lack of communication between mental health and substance abuse systems of care, separate and distinct financing systems and different mandates of state departments (Mueser, 2006).

Development of Dual Disorder Treatment in Vermont
The plan has been to work with the whole system of care at all system levels using the quality improvement and quality management methods of the Comprehensive Continuous Integrated System of Care (CCISC) model. A community action grant, using the CCISC model, was used to develop a consensus and development plan for the NH-Dartmouth Treatment Model or IDDT, which started in 2001. The IDDT fidelity scales have been used with the following findings. (1) There was a 99% agreement with the IDDT model design. (2) Agencies were unsure how to implement IDDT within their existing resources. (3) There was recognition of the complex and multi-layer barriers to implementation of the practice (Bramley, Smith, & Nichols, 2006).

The approach implemented in 2002 was self-directed and incremental. Agencies were encouraged to decide on and make the “next small improvement” in capability. When all the agencies had achieved a certain level of readiness in a particular capability it was made a standard. “Backfilling” has been the technique for completing the system in the areas between the small improvements (Bramley, Smith, & Nichols, 2006). The specific capabilities being developed were at two levels, (1) Dual Disorder Capable, everyone on a team learns skills and plays a role, and (2) Dual Disorder Enhanced for working with complex and difficult client challenges (Bramley, Smith, & Nichols, 2006).
The capabilities at the major system levels were evaluated as follows, (1) at the clinician and team levels the IDDT fidelity scale (see Appendix C) was used as a measurement tool for clinical practice, (2) at the program and agency levels the General Organizational Index (GOI; see Appendix D), a measure of infrastructure support and the COMPASS , developed by Ken Minkoff and Christine Cline (2001), were the measurement tools. (3) At the State level the COFIT another measurement tool developed by Minkoff and Cline (2002) was used (Bramley, Smith, & Nichols, 2006).

From 2003 to the present an Evidence-based Practices Training and Evaluation Grant has continued to use the CCISC model to develop IDDT in community rehabilitation and treatment (CRT) programs with the expectation that the programs will be capable of integrated assessment and stage specific treatment (Bramley, Smith, & Nichols, 2006). During the period 2006 to 2011 the Co-occurring Disorders State Incentive Grant (COSIG) will continue the use of the CCISC model to establish an integrated system of care across all adult behavioral health programs (Bramley, Smith, & Nichols, 2006).

Implementation Challenges and Recommendations
IDDT is embedded in the larger system of care project, the Comprehensive, Continuous, Integrated System of Care (CCISC) that gives support to the development of the IDDT practice. It also allows for the progress in the implementation to be gradual and not be overwhelming to the agencies. Though there are still many challenges to implementing co-occurring treatment. Probably the basic question is about the components described in the IDDT Toolkit need to be implemented. Kim Mueser (2006) one of the principal developers of IDDT has made the suggestion that the clinics in Vermont have to make an informed “bet” on providing IDDT or any service. The evidence for the positive effect of IDDT is based on research where the IDDT Toolkit was fully implemented, and so the only evidence-based recommendation is to implement the full IDDT Toolkit with fidelity (K. Mueser, personal communication, October 15, 2006). However, the evidence will never define precisely the practice that is the best fit for a particular system of care or agency. The primary recommendation is to start with a brief time-limited implementation of the intervention for two to three months and then reevaluate. Then allow for what is often called “treatment drift” in the research literature, but is actually adapting the practice to fit and be workable in a specific clinic, when it is done thoughtfully based on appropriate data the result will be the best practice (Fixen, Naoom, Blase, Friedman, & Wallace, 2005). 

The following is a discussion of the challenges and in some instances recommendations discussed by the Clinical Practices Advisory Panel.
· Team composition. Based on his expertise Kim Mueser (2006) supports the expert on the team approach, but many and diverse skills need to be developed in all team members. With an eight-person team there should be two or three dual disorder experts.

· Credentials and Licenses. The credentials and licenses needed to provide both mental health and substance abuse treatment have been a large challenge. How can centers without a licensed substance abuse counselor do IDDT without a significant increase in cost? 
The scope of a co-occurring practice can be problematic. What are the tasks a staff member can and can’t do? For example, assessment is a clinical skill and it is very different from screening, but where is the demarcation line between the two. Screening is not a field of expertise, but can some people not even do a screening measure with a client? Many screening tools are specifically designed to be administered by non-professional and staff without mental health or substance use training. A clarification around the scope of the practices is needed.
· Ethics, Law and Regulation. The law, 42 CFR Part 2, and ethics related to substance abuse are a challenge to the implementation of treatment teams in agencies, and when the client is on probation or parole then the task is even more complex.
There needs to be legal and regulatory support to make co-occurring treatment work to enable staff to be able to confidently take harm reduction actions. Mental health workers in the system of care can deal with psychotic disorders, but substance abuse is very different, because of the inability to mandate substance use placement. 

· Baggage of Traditional Treatment. There needs to be a complete shift in the culture. The system of care is “not co-occurring informed”. Co-occurring treatment is a complex practice system and is a challenge to implement, but there is also the complete history of what has happened before must be brought along too, which includes the historical approaches to licensure, assessment, etc. that aren’t compatible with IDDT and concepts of recovery. Anecdotally one panel member has observed that the culture may be changing a bit. A person who thought anyone was evil if they deviated from the 12 step program has become an advocate for IDDT. What is needed is a clear mechanism for fully making system change. IDDT or other similar co-occurring treatment is only one component of a full system of care, because everyone isn’t moving together.

Group

Group is a necessary part of the IDDT treatment and need to be a component that is implemented, because group offers peer support, and hearing the stories of others is powerful.. However, there are many challenges to establishing groups in rural areas. 

First, establishing groups based on stages (e.g., pre-contemplative, contemplative or active treatment), isn’t practical, because the numbers of clients in any one stage isn’t large enough. The purposes of group are to practice social skills, have an educational experience, and treatment. Group has to be dynamic, because these purposes have to be matched to the current stage of the group members. Kim Mueser (2006) believes that group based interventions will develop 70% to 80% of the time in the most populated areas of Vermont and individual work will predominate in rural areas. However, one of the other developers of IDDT who was responsible for implementation in New Hampshire found that single stage groups never developed and so multi-stage groups were ubiquitous. A challenge is to identify the appropriate core components for a skills group based on the members’ needs, and then how to integrate the components into a coherent curriculum.
Second, as described above there are many reasons clients should attend group. Group is a place to go and a place for social interaction, but most importantly group is a place that has dignity, and a place to learn. Drop-in Centers (club houses) provide the first three but not the specific educational component. Because of the overlap drop-in centers may discourage participation in group.

Other challenges include the independence of Vermonters making participation in group difficult. The lack of transportation is a challenge because the population is spread over a wide area, but also people feel an uncomfortable sense of dependency when they aren’t in control of their transportation. The welcoming nature of IDDT needs to definitely be extended to the invitation to group.

Data

The ability to manage the system of care is based on data available in a form that answers important questions in an easily understandable format. CCISC, IDDT and other data related to dual disorder treatment from the client, program, agency and state levels from mental health are needed. There is also a need for data that connects the clients’ diagnoses and stages of treatment to existing State of Vermont data bases with information like employment rates, hospitalizations, housing, cost of physical health care, legal status, incarcerations, etc. to gain a better understanding of resources used and outcomes.
There is also a need for more conversations with consumers. Consumers feel the need for change, but they need more information to be able to understand what is happening and to be able to react. The availability of data will reduce anxiety, and help to develop and maintain relationships between consumers and professionals.
Fidelity and Essential Components of IDDT
The components of IDDT should be included as a minimum standard in Vermont is a matter of judgment. The IDDT Toolkit was developed from proven components by people with significant experience working with people with dual disorders, but IDDT has only been examined as a whole. Therefore, only full fidelity can be recommended based on the evidence.
The members of the Clinical Practices Advisory Panel believe the core components of Integrated Dual Disorder Treatment for clients with mental health and substance abuse disorders include: 

Core components of the IDDT practice for clients with mental health and psychoactive substance use disorders include: 

Welcoming environment (Non-stigmatizing)

Engagement

Trained practitioners

Screening

Comprehensive assessment

Treatment planning matched to progress monitoring of the stage of change, treatment and recovery

Motivational interviewing techniques

Cognitive Behavioral Therapy (CBT) specifically focused on treatment and relapse prevention for clients with co-occurring mental health and psychoactive substance use disorders

Medication management

Relapse prevention techniques

Case Management for clients with co-occurring mental health and psychoactive substance use disorders with the case managers being knowledgeable and supportive of community and peer resources and supports

Psycho education for co-occurring mental health and psychoactive substance use disorders

Crisis management with staff trained in co-occurring disorder treatment not simply medical model interventions 

Fidelity Measurement of IDDT
Adherence means the extent to which a program is following the structural guidelines of an evidence-based practice. The challenge for IDDT in Vermont is that the practice hasn’t been explicitly defined for use here. Therefore, the measurement of fidelity isn’t now possible (Bramley, Smith, & Nichols, 2006). The fidelity tool that is included in the IDDT Toolkit can be a starting point for developing a precise definition of IDDT, because it provides anchors in the form of descriptions of the ways IDDT can be practiced in the agencies.  The IDDT fidelity tool items for the core elements listed in the previous section can be used for this purpose. All the components of IDDT do not appear to be of equal importance or weight. The weights of the IDDT fidelity items need to be determined to obtain fair fidelity scores.

Outcomes and impacts of Integrated Dual Disorder Treatment (IDDT) programs already implemented in Vermont.

The implementation of Integrated Dual Disorder Treatment in Vermont has been evaluated more toughly than any other practice that has been implemented. This is primarily due to having the Comprehensive, Continuous, Integrated System of Care (CCISC) process happening coincidentally with the implementation of IDDT. Therefore, there is a significant amount of data available about each of the designated agencies and Vermont as a whole. Complete reports can be obtained from the Vermont Division of Mental Health. The following are highlights of the reports. 
· 
The General Organizational Indexes done in 2004 and 2005 indicate improvements in preparedness in all areas of the system of care (Bramley, Smith, & Nichols, 2006).
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· 
The evaluation of the IDDT programs using the fidelity scale generally shows improvement from 2004 to 2005. Family psychoeducation is the weakest area, but the treatment areas of motivational interventions, substance use counseling and group treatment appear to need further development work (Bramley, Smith, & Nichols, 2006).
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· Existing CRT Program procedures and practices that have been identified by the evaluation as strengths:
1. Screening/assessment/treatment planning protocols
2. Multidisciplinary, time unlimited, intensive care
3. Array of best practice services
4. Outreach
5. Pharmacology
6. Medical monitoring
7. Contingency management
8. Case rate funding (Bramley, Smith, & Nichols, 2006)
A commitment to clients, a willingness to learn and existing interagency relations have also been identified as strengths (Bramley, Smith, & Nichols, 2006).

The evaluation has identified areas for practice improvement that include the following: 
· Treatment planning, stage-wise interventions and motivational interviewing will be addressed by learning while doing. 
· Stage related dual disorder groups and family psycho-education are hampered by small populations in most catchment areas. Family psychoeducation is hampered by the joining process being very difficult in rural areas, which also is a function of travel distances as well as population.
· Continuous Quality Improvement and Quality Assurance need improvement in process development and performance measurement. Though the system is almost ready to start measuring outcomes (Bramley, Smith, & Nichols, 2006).

Resources needed to adequately implement, expand and/or maintain the Integrated Dual Disorder Treatment (IDDT) model in Vermont.

Numerous needs have been identified that are necessary to adequately implement and maintain the Integrated Dual Disorder Treatment model in Vermont. This section describes the needs and suggested solutions divided by the themes that developed during the Clinical Practice Advisory Panel’s discussion.
Training
The IDDT training materials match the skills needed for clinicians to apply the model, and having the IDDT model has taken pressure off the clinicians. They know what to expect and what is expected of them. They realize not all the challenges and problems have to go away now. Some of the training from the IDDT Toolkit has had a major impact on how agency staff work with clients. For example,  training on motivational interviewing component has made a large impact at UCS.
As has been described much of the critical level of expertise that the staff need in both substance abuse and dual disorder treatment is provided in the manual, but it needs to be supplemented with additional curricula to meet the need fully. For example, the Cognitive Behavioral Treatment (CBT) components in the IDDT Toolkit aren’t comprehensive enough. There is only a day of skills training. Staff with insufficient training in CBT often interprets the treatment as enforcing punishment or negative punishment contingencies. This isn’t CBT and it should be common knowledge that positive or negative rewards are a poor approach. The issue here is that the clients aren’t often motivated.
Recovery oriented practices like IDDT change the boundaries of ethics and values. This change requires risks. Service systems have to move out of their individual silos and work as a group to avoid the problems of a circular firing squad. Not Enough work has been done related to the recovery values, ethics and law related to co-occurring disorders. Leadership is needed to increase the level of training. 
Supervisory staff need to be well qualified to teach and supervise  the evidence-based interventions included in IDDT. The emphasis has to be on both teaching and daily supervision of staff, because training has been shown to increase the knowledge staff have, but training by itself hasn’t been shown to cause change in the application of the intervention. However, change has been associated with training and supervision that includes coaching of the staff on the job in the intervention.
There are several ways to facilitate the necessary training. For example, there could be an:

· Annual training budget that would allow for a minimum of three trainings per year.  One being state-wide in a central location and two regional trainings.
· Existing group to oversee the training budget such as the CCISC steering committee, CRT Directors, or the Clinical Advisory panel.
· Effort by DMH to provide technical assistance to do the logistical work to provide trainings.
Licensing

Mental health and substance use training and licensing have developed on separate paths, which creates challenges when integrated services are being implemented. The system needs a written document approved by Vermont licensing boards that Vermont licensed counselors, social workers and  psychologists can provide substance abuse and dependency supervision and direct services that include screening, assessment, counseling (using motivational interviewing, cognitive behavior therapy and stage wise treatment matching), outreach and crisis stabilization for CRT clients with a co-occurring mental illness and substance use disorders. Many work around solutions such as contracting with a licensed substance abuse counselor or physician are possible but they are less adventitious to the agencies operating effectively than reconciling licensing. The need is to get properly trained people licensed.

Consumer and Agency Choice

The designated agencies and the State should support the development and inclusion of peers and peer run programs as part of the system of care at the designated agencies and in the community. The support should include resources such as training, credentialing and stipends for peers. It has long been recognized that peer supports are extremely valuable in the long term stabilization of substance issues. This is especially true when co-occurring mental health issues are involved as well. 

Staffing

To be able to sustain the IDDT model working primarily with the most severe substance disordered clients in CRT specialty teams will have to be established. This requires hiring new well qualified staff like licensed alcohol and drug counselors and master’s level case managers. 

IDDT Consultation Group

Training is effective for training skills, but by itself it is not very effective in changing staff behavior. There are also an infinite number of situations that can’t be covered in training. On-going supervision and coaching are necessary. A state-wide consultation group is one method for providing these services to staff. The consultation group can have the most experienced and highly trained people in the State as members. There should also be a provision for on- going access to national experts.
Funding

Vermont is a rural state, which means there are often challenges to delivering services due to the higher costs associated with the inefficiencies related to a small client base. In addition to the inefficiencies of scale, time is reported as the largest barrier to providing service that includes time for planning and preparing trainings, time to send staff to trainings, and time for developing and delivering trainings for staff. Funding to sustain these and other priority activities is essential. The fear is that IDDT like other initiatives will become an unfunded mandate for continued designation. 
Quality Management

The statewide charter process, action plans, and quality management model are very important, but accurate data is needed to be able to make informed system of care management decisions. Infrastructure improvements need to be developed that support standardized documentation applicable to multiple clinical programming within the designated system of care. The standardized documentation should include at a minimum screening, assessment, treatment planning, outcome measurement, and the reporting of clinical information. It is also important to continue to collect program fidelity and outcome data along with agency data. This data needs to be part of the quality improvement process used to develop the local system of care plan by the designated agencies, Division of Mental Health and across the Agency of Human Services. 

Sharing IDDT among Programs and Mental Health Centers

Many of the evidence-based practices that have been developed for CRT programs appear to be able to be adapted to other designated agency programs. The State should consider the implementation of dual disorder treatment programming in other designated agency divisions. This development of dual disorder treatment will not only make treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their dual disorder practice especially at the smaller agencies. 
Continuum of Care
There isn’t a full continuum of services for people with co-occurring mental health and substance use disorders or the resources to develop them. For example, residential treatment isn’t available if needed. You can only move so far with treatment without a complete continuum of care. All types of designated providers have to be part of a coordinated system of care to be able to provide a continuity of co-occurring care. For example, these may include:
State-wide and regional resources.
· Inpatient facilities that are co-occurring capable.
· Substance use residential facilities that are regional, because many clients need to travel great distances from the catchment area of their designated agencies.

Housing.
· State-wide process to identify how existing group homes can provide IDDT service, which is beyond the CCISC project.
· Regional shelters that accept CRT clients with co-occurring disorders.
· Wet residential programs.
· More section 8/shelter plus care certificates for people with co-occurring disorders and a match of resources within the designated agency for outreach service to provide the basic clinical/community support and treatment.
Transportation.
· Resources to provide transport for IDDT clients to doctor appointments, meetings and other IDDT related services.

Recommendations for Integrated Dual Disorder Treatment Practices from the Clinical Practices Panel to the Vermont Division of Mental Health

Recommendation 1
Implementation of Integrated Dual Disorder Treatment

All agencies will be required to have the capacity to make available the following core components of IDDT practice to consumers as the State makes the resources available.

Core components of the IDDT practice for clients with mental health and substance use disorders include: 

Welcoming environment (Non-stigmatizing)

Engagement

Trained practitioners

Screening

Comprehensive assessment

Treatment planning matched to progress monitoring of the stage of change, treatment and recovery

Motivational interviewing techniques

Cognitive Behavioral Therapy (CBT) specifically focused on treatment and relapse prevention for clients with co-occurring mental health and substance use disorders

Medication management

Relapse prevention techniques

Case Management for clients with co-occurring mental health and substance use disorders with the case managers being knowledgeable and supportive of community and peer resources and supports

Psycho education for co-occurring mental health and substance use disorders

Crisis management with staff trained in co-occurring disorder treatment not simply medical model interventions 

Recommendation 2
Scope of Permissible Dual Disorder Treatment Practice

There needs to be an identified permissible scope of practice in the credentialing section in the Community Rehabilitation and Treatment (CRT) policy and procedure manual, which should be included in an Appendix A (Permissible Scope of Practice).

The scope of practice recommended includes following components:

Trained practitioners

Welcoming environment (Non-stigmatizing)

Engagement

Motivational interviewing techniques

Screening

Comprehensive assessment

Treatment planning matched to progress monitoring of the stage of change, treatment and recovery

Cognitive Behavioral Therapy (CBT) specifically focused on treatment and relapse prevention for clients with co-occurring mental health and substance use disorders

Medication management

Relapse prevention techniques

Case Management for clients with co-occurring mental health and substance use disorders with the case managers being knowledgeable and supportive of community and peer resources and supports

Psycho education for co-occurring mental health and substance use disorders

Crisis management with staff trained in co-occurring disorder treatment not simply medical model interventions

Group interventions specific to co-occurring mental health and substance use disorders 

Family based treatment interventions specific to co-occurring mental health and substance use disorders

Contingency management specific to substance use disorders that minimizes coercion

Drug testing and screening

Residential Treatment


Recommendation 3
Implementation Process
· Agencies should be allowed to implement IDDT core components over time.

Implementation of IDDT is a process that requires substantial changes in an agency. For example, quality treatment is based on empathetic and trusting relationships between clients and staff, and competence to deliver quality treatment is achieved and maintained with an ongoing training curriculum, supervision and coaching of the staff. Agencies need time to hire and train the right staff. Especially important to successful implementation is finding among the staff or hiring a lead staff person to be the champion for the practice.

· Agencies implementing IDDT should be allowed some variation in the practice, but agencies should be expected to make available the core components listed in Recommendation 1.

This is because IDDT is a combination of treatment components with variable amounts of research supporting use of the individual components, and work on the practice is continuing to develop it into a fully evidence based practice. Further, agencies have very different clinical populations and clinical resources available. 

Recommendation 4
Peer Participation 

We strongly encourage designated agencies and the State to support the development and inclusion of peers and peer run programs as part of the system of care at the designated agencies and in the community. The support should include resources such as training, credentialing and stipends for peers.

It has long been recognized that peer supports are extremely valuable in the long term stabilization of psychoactive substance use issues. This is especially true when co-occurring mental health issues are involved as well. 

Recommendation 5
Quality Improvement and Consistent Unduplicated Clinical Documentation

It is recommended that treatment for dual mental health and substance use disorders should be included in the local system of care plan quality improvement process by the designated agencies, Division of Mental Health and across the Agency of Human Services, which should be common to all practices.
Designated agencies should offer ongoing training and supervision on the critical elements of the permissible scope of practice to all staff providing IDDT. Cognitive Behavioral Therapy (CBT) should receive specific attention because it is often difficult to grasp the principles of the practice and the potential for harm is high if used in a coercive manner.

Designated agencies should offer ongoing training and supervision on ethical standards and confidentiality related to working with clients with dual mental health and substance use disorders to all staff providing services to these clients.  

Infrastructure improvements need to be developed that support standardized documentation applicable to multiple clinical programming within the designated system of care. The standardized documentation should include at a minimum screening, assessment, treatment planning, outcome measurement, and the reporting of clinical information. 

Data elements need to be developed that can be used to monitor both individual client’s progress, and when aggregated the program-level performance. These elements can then be incorporated in the electronic medical records system when it is available. 

This standardization can assist in the development of a consistent clinical dialogue related to, making appropriate treatment referrals, progress monitoring and eliminating redundancy in documentation to reduce the time required for staff completing the forms and to reduce the burden on clients. In addition the information derived from the records can inform the quality improvement process.

Recommendation 6
System of Care for Dual Disorder Treatment

Successful outcomes may be dependent on appropriate levels of care beyond Community Rehabilitation and Treatment (CRT) outreach services. Additional statewide and regional treatment resources need to be developed and funded such as, but not limited to:

Integrated residential treatment programs

Co-occurring capable inpatient facilities

Shelters that accept clients with co-occurring disorders

Developing and supporting peer community based resources

Training curriculum should be offered on an ongoing schedule statewide by expert trainers on IDDT core competences and the permissible scope of practice to these agencies that provide treatment services. 

Training curriculum should be offered on an ongoing schedule statewide by expert trainers on ethical standards and confidentiality related to working with clients with mental health and substance use disorders to these agencies. 

Recommendation 7
Funding of Practices

When and where the State mandates IDDT implementation as part of a designated agency’s requirement, the State will fully fund the infrastructure to support the practice. This includes but is not limited to:

Appropriate reimbursement structures 

Appropriate staffing patterns

Initial and continuing training for professional staff and peers
Appropriate supervision

Training Materials

State consultation team to support practice quality and outcome-driven fidelity systems

Reimbursement for participation in the state-wide consultation team

Information technology supports (e.g., computer systems, programming and system compatibility among agencies and the State)

Quality improvement activities

Administrative assistance

Reimbursement for urine/drug screening

Administrative support for a statewide lending library  

Recommendation 8
Agency Scope of Dual Disorder Treatment Practices

The State should consider the implementation of dual disorder treatment programming in other designated agency divisions based on best practices principles for the population served. This development of dual disorder treatment will not only make treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their dual disorder practices especially at the smaller agencies. 
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Appendix B
CCISC Infrastructure Support



CCISC Infrastructure Support
The Comprehensive, Continuous, Integrated System of Care model (CCISC) is an organizational framework designed for programs to be able to provide integrated treatment for individuals with co-occurring mental health diagnoses and substance use disorders. The CCISC model is for all levels and combinations of mental health and substance use disorders. Therefore, it is for people with challenges in all Quadrants (Bramley, Smith, & Nichols, 2006).
In this model, individuals with co-occurring psychiatric and substance disorders (ICOPSD) can be divided according to high and low severity for each disorder, into high-high (Quadrant IV), low MH – high CD (Quadrant III), high MH – low CD (Quadrant II), and low-low (Quadrant I). High MH individuals usually have SPMI and require continuing integrated care in the MH system. High CD individuals are appropriate for receiving episodes of addiction treatment in the CD system, with varying degrees of integration of mental health capability.

CCISC infrastructure supports include: 
Creating a Welcoming Culture
Incorporation of the Consumer Perspective
Adoption of Co-occurring Capability as an Agency-wide goal
Creating and Implementing a CQI Plan for Provider Agency Development
Competency Development
Alignment of Resources
Collection and Reporting of Information
Collaborative Involvement of Collaterals

· CCISC-Clinical Practice includes:
Welcoming and Engagement
Screening
Assessment
Treatment and Rehabilitation/Recovery Planning
Treatment Interventions
Psychopharmacology
Documentation
Continuity of Care and Interagency Collaboration
Discharge Planning


Appendix C
Integrated Dual Disorders Treatment (IDDT)
Fidelity Scale (11/27/02)
Integrated Dual Disorders Treatment (IDDT) Fidelity Scale (11/27/02)
	
	1
	2
	3
	4
	5

	1a.  Multidisciplinary Team:  Case managers, psychiatrist, nurses, residential staff, and vocational specialists work collaboratively on mental health treatment team 
	< 20% of clients receive care from multidisciplinary team (i.e., most care follows a brokered CM or traditional outpatient approach)
	21% - 40% of clients receive care from a multidisciplinary team
	41% - 60% of clients receive care from a multidisciplinary team 
	61% -79% of clients receive care from a multidisciplinary team
	>80% of clients receive care from a fully multidisciplinary team with a strong emphasis on accessing a broad range of services and excellent communication between all disciplines

	1b.  Integrated Substance Abuse Specialist:  Substance abuse specialist works collaboratively with the treatment team, modeling IDDT skills and training other staff in IDDT
	No substance abuse specialist connected with agency
	IDDT clients are referred to a separate substance abuse department within the agency (e.g., referred to drug and alcohol staff)
	Substance abuse specialist serves as a consultant to treatment team; does not attend meetings; is not involved in treatment planning
	Substance abuse specialist is assigned to the team, but is not fully integrated; attends some meetings; may be involved in treatment planning but not systematically
	Substance abuse specialist is a fully integrated member of the treatment team; attends all team meetings; involved in treatment planning for IDDT clients; models IDDT skills and trains other staff in IDDT

	2.  Stage-Wise Interventions:  

Treatment consistent with each client’s stage of recovery (engagement, motivation, action, relapse prevention)
	≤20% of interventions are consistent with client’s stage of recovery
	21%- 40% of interventions are consistent 
	41%- 60% of interventions are consistent 
	61% - 79% of interventions are consistent 
	>80% of interventions are consistent with client’s stage of recovery

	3.  Access for IDDT Clients to Comprehensive DD Services:
·  Residential services

·  Supported employment 

·  Family psychoeducation

·  Illness management
·  ACT or ICM
	Less than 2 services are provided by the service provider that IDDT clients can access
	2 services are provided by the service provider and IDDT clients have genuine access to these services
	3 services are provided by the service provider and IDDT clients have genuine access to these services
	4 services are provided by the service provider and IDDT clients have genuine access to these services
	All 5 services are provided by the service provider and IDDT clients have genuine access to these services



Integrated Dual Disorders Treatment (IDDT) Fidelity Scale (11/27/02)
	
	1
	2
	3
	4
	5

	4.  Time-Unlimited Services

· Substance abuse counseling

· Residential services

· Supported employment 

· Family psychoeducation

· Illness management
· ACT or ICM
	≤20% of available services are provided on a time-unlimited basis (e.g., clients are closed out of most services after a defined period of time)
	21%- 40% of available services are provided on a time-unlimited basis 
	41%- 60% of available services are provided on a time-unlimited basis 
	61%- 79% of available services are provided on a time-unlimited basis 
	>80% of available services are provided on a time-unlimited basis with intensity modified according to each client’s needs

	5.  Outreach:  Program demonstrates consistently well-thought-out strategies and uses outreach to community whenever appropriate:

· Housing assistance

· Medical care

· Crisis management 

· Legal aid
	Program is passive in recruitment and re-engagement; almost never uses outreach mechanisms.
	Program makes initial attempts to engage but generally focuses efforts on most motivated clients.
	Program attempts outreach mechanisms only as convenient.
	Program usually has plan for engagement and uses most of the outreach mechanisms that are available.
	Program demonstrates consistently well-thought-out strategies and uses outreach whenever appropriate.

	6.  Motivational Interventions:  Clinicians who treat IDDT clients use strategies such as:
·  Express empathy 

·  Develop discrepancy between

   goals and continued use 

·  Avoid argumentation 

·  Roll with resistance 

·  Instill self-efficacy and hope 
	Clinicians providing IDDT treatment do not understand motivational interventions and ≤20% of interactions with clients are based on motivational approaches
	Some clinicians providing IDDT treatment understand motivational interventions and 21%- 40% of interactions with clients are based on motivational approaches
	Most clinicians providing IDDT treatment understand motivational interventions and 41%- 60% of interactions with clients are based on motivational approaches
	All clinicians providing IDDT treatment understand motivational interventions and 61%- 79% of interactions with clients are based on motivational approaches
	All clinicians providing IDDT treatment understand motivational interventions and >80% of interactions with clients are based on motivational approaches



Integrated Dual Disorders Treatment (IDDT) Fidelity Scale (11/27/02)
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	7.  Substance Abuse Counseling:  Clients who are in the action stage or relapse prevention stage receive substance abuse counseling that include:

·  Teaching how to manage cues to use and consequences to use 

·  Teaching relapse prevention strategies

·  Drug and alcohol refusal skills training

·  Problem-solving skills training to avoid high-risk situations

·  Challenging clients’ beliefs about  substance abuse

·  Coping skills and social skills training
	Clinicians providing IDDT treatment do not understand basic substance abuse counseling principles and ≤20% of clients in active treatment stage or relapse prevention stage receive substance abuse counseling
	Some clinicians providing IDDT treatment understand basic substance abuse counseling principles and 21%- 40% of clients in active treatment stage or relapse prevention stage receive substance abuse counseling
	Most clinicians providing IDDT treatment understand basic substance abuse counseling principles and 41%- 60% of clients in active treatment stage or relapse prevention stage receive substance abuse counseling
	All clinicians providing IDDT treatment understand basic substance abuse counseling principles and 61% - 79% of clients in active treatment stage or relapse prevention stage receive substance abuse counseling
	All clinicians providing IDDT treatment understand basic substance abuse counseling principles and >80% of clients in active treatment stage or relapse prevention stage receive substance abuse counseling 

	8.  Group DD Treatment:  DD clients are offered group treatment specifically designed to address both mental health and substance abuse problems
	<20% of DD clients regularly attend a DD group
	20% - 34% of DD clients regularly attend a DD group
	35% - 49% of DD clients regularly attend a DD group
	50% - 65% of DD clients regularly attend a DD group
	>65% of DD clients regularly attend a DD group

	9.  Family Psychoeducation on DD:   Clinicians provide family members (or significant others):

·  Education about DD 

·  Coping skills training

·  Collaboration with the treatment team
·  Support
	<20% of families (or significant others) receive family psychoeducation on DD
	20% - 34% of families (or significant others) receive family psychoeducation on DD
	35% - 49% of families (or significant others) receive family psychoeducation on DD
	50% - 65% of families (or significant others) receive family psychoeducation on DD
	>65% of families (or significant others) receive family psychoeducation on DD

	10.  Participation in Alcohol & Drug Self-Help Groups:  Clients in the action stage or relapse prevention stage attend self-help programs in the community
	<20% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	20% - 34% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	35% - 49% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	50% - 65% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	>65% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
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	11.  Pharmacological Treatment: 

Prescribers for IDDT clients:

· Prescribe psychiatric medications despite active substance use

·  Work closely with team/client 

· Focus on increasing adherence

·  Avoid benzodiazepines and other addictive substances

·  Use Clozapine, Naltrexone, Disulfiram
	Prescribers have virtually no contact with treatment team and make no apparent efforts to increase adherence OR prescribers require abstinence prior to prescribing psychiatric medications
	Approximately 2 of 5 strategies used, e.g., prescribers have minimal contact with treatment team; no apparent efforts to increase adherence or to decrease substance use via pharmacological management
	Approximately 3 of 5 strategies used, e.g., there is little evidence that prescribers function with team/client input, but there is evidence that prescribers make efforts to increase adherence and reduce substance use
	4 of 5 strategies used, e.g., prescribers typically receive some minimal input from IDDT team to maximize adherence; there is evidence that prescribers make efforts to decrease addictive meds and increase use of meds that help reduce addictive behavior
	Evidence that all 5 strategies used; prescribers receive pertinent input from the treatment team regarding medication decisions and strategies to maximize adherence.  No prohibitions on antipsychotic use due to substance use; offers medications known to be effective for decreasing substance use

	12.  Interventions to Promote Health:  Examples include:

·  Teaching how to avoid infectious diseases

·  Supporting attempts to reduce substance use

·  Helping clients avoid high-risk situations and victimization

·  Securing safe housing
·  Encouraging clients to pursue work, medical care, diet, & exercise 
	Staff offer no form of services to promote health
	No structured program, staff may have some knowledge of reducing negative consequences of substance abuse but use concepts rarely
	Less than half of all DD clients receive services to promote health; clinicians providing IDDT treatment use concepts unsystematically
	50%- 79% of clients receive services to promote health; all clinicians providing IDDT treatment are well-versed in techniques to reduce negative consequences
	>80% of clients receive services to promote health; all clinicians providing IDDT treatment are well-versed in techniques to reduce negative consequences


Integrated Dual Disorders Treatment (IDDT) Fidelity Scale (11/27/02)
	13.  Secondary Interventions for Substance Abuse Treatment Non-Responders:  Program has a protocol for identifying substance abuse treatment non-responders and offers individualized secondary interventions, such as:

· Clozapine/Naltrexone/Disulfiram

·  Long-term residential care

·  Trauma treatment
·  Intensive family intervention

·  Intensive monitoring
	≤20% of non-responders are evaluated and referred for secondary interventions OR

No recognition of a need for secondary interventions for non-responders
	21%- 40% of non-responders are evaluated and referred for secondary interventions OR

Secondary interventions, if available, are not systematically offered to non-responders
	Program has protocol and 41%- 60% of non-responders are evaluated and referred for secondary interventions OR 

No formal method for identifying non-responders  
	Program has protocol for identifying non-responders and 61%- 79% of non-responders are evaluated and referred for secondary interventions
	Program has protocol for identifying non-responders and >80% of non-responders are evaluated and referred for secondary interventions


Appendix D
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	G1.  Program Philosophy.  The program is committed to a clearly articulated philosophy consistent with the specific evidence-based practice (EBP), based on the following 5 sources:

· Program leader
· Senior staff (e.g., executive director, psychiatrist)
· Practitioners providing the EBP
· Clients and/or families receiving EBP
· Written materials (e.g., brochures) 
	No more than 1 of the 5 sources shows clear understanding of the program philosophy 

OR 

All sources have numerous major areas of discrepancy
	2 of the 5 sources show clear understanding of the program philosophy

OR 

All sources have several major areas of discrepancy
	3 of the 5 sources show clear understanding of the program philosophy

OR 

Sources mostly aligned to program philosophy, but have one major area of discrepancy
	4 of the 5 sources show clear understanding of the program philosophy

OR 

Sources mostly aligned to program philosophy, but have one or two minor areas of discrepancy 
	All 5 sources display a clear understanding and commitment to the program philosophy for the specific EBP

	*G2.  Eligibility/Client Identification.  All clients with severe mental illness in the community support program, crisis clients, and institutionalized clients are screened to determine whether they qualify for the EBP using standardized tools or admission criteria consistent with the EBP.  Also, the agency tracks the number of eligible clients in a systematic fashion.
	≤20% of clients receive standardized screening and/or agency DOES NOT systematically track eligibility
	21%-40% of clients receive standardized screening and agency systematically tracks eligibility
	41%-60% of clients receive standardized screening and agency systematically tracks eligibility
	61%-80% of clients receive standardized screening and agency systematically tracks eligibility
	>80% of clients receive standardized screening and agency systematically tracks eligibility

	*G3.  Penetration.  The maximum number of eligible clients are served by the EBP, as defined by the ratio:

# clients receiving EBP

# clients eligible for EBP
	Ratio ≤ .20
	Ratio between .21 and .40
	Ratio between .41 and .60
	Ratio between .61 and .80
	Ratio > .80


*These two items coded based on all clients with SMI at the site or sites where the EBP is being implemented; all other items refer specifically to those receiving the EBP.

________   Total # clients in target population

________   Total # clients eligible for EBP


% eligible:              ___%

________   Total # clients receiving EBP


Penetration rate:   ____
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	G4.  Assessment.  Full standardized assessment of all clients who receive EBP services.  Assessment includes history and treatment of medical/ psychiatric/substance use disorders, current stages of all existing disorders, vocational history, any existing support network, and evaluation of biopsychosocial risk factors.
	Assessments are completely absent or completely non-standardized
	Pervasive deficiencies in two of the following:

Standardization,

Quality of assessments, Timeliness, Comprehensive-ness
	Pervasive deficiencies in one of the following:

Standardization,

Quality of assessments, Timeliness, Comprehensive-ness 
	61%-80% of clients receive standardized, high quality assessments at least annually 

OR 

Information is deficient for one or two assessment domains
	>80% of clients receive standardized, high quality assessments, the information is comprehensive across all assessment domains, and updated at least annually

	G5.  Individualized Treatment Plan.  For all EBP clients, there is an explicit, individualized treatment plan related to the EBP that is consistent with assessment and updated every 3 months.
	≤20% of clients served by EBP have an explicit individualized treatment plan related to the EBP, updated every 

3 mos.
	21%-40% of clients served by EBP have an explicit individualized treatment plan related to the EBP, updated every 

3 mos.
	41%-60% of clients served by EBP have an explicit individualized treatment plan, related to the EBP updated every 3 mos.

OR

Individualized treatment plan is updated every 6 mos. For all clients
	61%-80% of clients served by EBP have an explicit individualized treatment plan related to the EBP, updated every 

3 mos.
	>80% of clients served by EBP have an explicit individualized treatment plan related to the EBP, updated every 

3 mos.

	G6.  Individualized Treatment.  All EBP clients receive individualized treatment meeting the goals of the EBP.  
	≤20% of clients served by EBP receive individualized services meeting the goals of the EBP
	21%-40% of clients served by EBP receive individualized services meeting the goals of the EBP
	41%-60% of clients served by EBP receive individualized services meeting the goals of the EBP
	61% - 80% of clients served by EBP receive individualized services meeting the goals of the EBP
	>80% of clients served by EBP receive individualized services meeting the goals of the EBP
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	G7.  Training.  All new practitioners receive standardized training in the EBP (at least a 2-day workshop or its equivalent) within 2 months of hiring. Existing practitioners receive annual refresher training (at least 1-day workshop or its equivalent).
	≤20% of practitioners receive standardized training annually
	21%-40% of practitioners receive standardized training annually
	41%-60% of practitioners receive standardized training annually
	61%-80% of practitioners receive standardized training annually
	>80% of practitioners receive standardized training annually

	G8.  Supervision.  EBP practitioners receive structured, weekly supervision (group or individual format) from a practitioner experienced in the particular EBP.  The supervision should be client-centered and explicitly address the EBP model and its application to specific client situations.

	≤20% of practitioners receive supervision
	21% - 40% of practitioners receive weekly structured client-centered supervision

OR

All EBP practitioners receive supervision on an informal basis
	41%-60% of practitioners receive weekly structured client-centered supervision

OR

All EBP practitioners receive supervision monthly
	61%-80% of EBP practitioners receive weekly structured client-centered supervision 

OR

All EBP practitioners receive supervision twice a month
	>80% of EBP practitioners receive structured weekly supervision, focusing on specific clients, in sessions that explicitly address the EBP model and its application

	G9.  Process Monitoring.  Supervisors and program leaders monitor the process of implementing the EBP every 6 months and use the data to improve the program.  Monitoring involves a standardized approach, e.g., use of a fidelity scale or other comprehensive set of process indicators.
	No attempt at monitoring process is made
	Informal process monitoring is used at least annually
	Process monitoring is deficient on 2 of: 

(1) Comprehensive & standardized; 

(2) Completed every 6 mos.; (3) Used to guide program improvements OR

Standardized monitoring done annually only
	Process monitoring is deficient on 1 of:  

(1) Comprehensive & standardized; 

(2) Completed every 6 months; (3) Used to guide program improvements
	Standardized comprehensive process monitoring occurs at least every 

6 mos. and is used to guide program improvements
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	G10.  Outcome Monitoring. Supervisors/program leaders monitor the outcomes for EBP clients every 3 months and share the data with EBP practitioners.  Monitoring involves a standardized approach to assessing a key outcome related to the EBP, e.g., psychiatric admissions, substance abuse treatment scale, or employment rate.
	No outcome monitoring occurs 
	Outcome monitoring occurs at least once a year, but results are not shared with practitioners
	Standardized outcome monitoring occurs at least once a year and results are shared with practitioners
	Standardized outcome monitoring occurs at least twice a year and results are shared with practitioners 


	Standardized outcome monitoring occurs quarterly and results are shared with EBP practitioners

	G11.  Quality Assurance (QA).  The agency has a QA Committee or implementation steering committee with an explicit plan to review the EBP, or components of the program, every 6 months.
	No review or no committee
	QA committee has been formed, but no reviews have been completed
	Explicit QA review occurs less than annually 

OR 

QA review is superficial
	Explicit QA review occurs annually
	Explicit review every 6 months by a QA group or steering committee for the EBP

	G12. Client Choice Regarding Service Provision. All clients receiving EBP services are offered choices; the EBP practitioners consider and abide by client preferences for treatment when offering and providing services.
	Client-centered services are absent 

OR 

All EBP decisions are made by staff
	Few sources agree that type and frequency of EBP services reflect client choice
	Half sources agree that type and frequency of EBP services reflect client choice
	Most sources agree that type and frequency of EBP services reflect client choice 

OR

Agency fully embraces client choice with one exception
	All sources agree that type and frequency of EBP services reflect client choice
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	G13.  Practice Is Integrated into Daily Work.  Practitioners receive credit for and are expected to:

· Participate in EBP skills training

· Prepare for EBP sessions

· Document EBP sessions

· Attend EBP supervision weekly

· Attend client-centered treatment team meetings or consult with other treatment providers


	All practitioners receive credit for or are expected to perform only 1 item 

OR

There is no integration of the practice
	All practitioners receive credit for or are expected to perform only 2 items
	All practitioners receive credit for or are expected to perform only 3 items
	All practitioners receive credit for or are expected to perform 4 items
	All practitioners receive credit for or are expected to perform all 5 items

	G14.  EBP Coordinator/Program Leader.  An EBP coordinator is designated with a specific portion of time (at least 10%) and given the following job responsibilities:

· Receive initial and ongoing EBP skills training

· Be actively involved in providing EBP (i.e., work with at least a few clients)

· Establish and monitor methods for referring clients to EBP

· Assure that eligible clients are referred to and receive EBP services

· Monitor and improve the quality (fidelity) and quantity (penetration) of EBP implementation at the agency in conjunction with the QA department and the Steering Committee (or equivalent)

· Be empowered by and accountable to senior management (e.g., CRT/CSP/SMI Director)

· Provide or arrange for supervision and training of practitioners
	There is no identified Coordinator/

Program Leader.
	Only 1-2 of the necessary criteria are met for this position
	3-4 of the necessary criteria are met for this position
	5-6 of the necessary criteria are met for this position 

OR 

This position is split between 2 people who carry out all functions
	Time is designated and protected for this position AND all 7 duties are conducted or overseen by this person























