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LETTER FROM THE DIRECTORS

In its endeavor to treat the whole person and ensure the comprehensiveness and continuity of
services to the people we serve, the Substance Abuse and Mental Health Program Offices of the
Florida Department of Children and Families (DCF) are taking the initiative to improve the system
of care for people with co-occurring mental health and substance abuse disorders. The goal is to
foster a framework that is coordinated, integrated, and supportive to prevent a person from falling
through the cracks of separate “parallel” systems of care. This document is an important step
towards achieving this goal of a coordinated and integrated policy framework because both the
Mental Health and Substance Abuse Programs are identifying joint issues, system goals and
outcomes, and recommendations to implement the necessary action steps. Also, it identifies critical
strategic action steps necessary to implement its vision of how the service delivery system should be
organized in order to provide high quality, evidence-based services to the co-occurring disorders
population in Florida. Most importantly, it draws on the research literature and the experience of
other states and national experts.

The growing need for more effective treatment for those with co-occurring disorders prompt a
rethinking of the current “parallel” systems. Therefore, this policy paper searched for and
incorporated input from a diverse group of key stakeholders in Florida including trade associations,
consumers and their family members, and advocacy groups. Several research findings underscored
the importance of restructuring Florida’s substance abuse and mental health systems of care
including:

At least 10 million people in the U.S. have co-occurring substance abuse and mental health
disorders.

Up to 65.5% of those with a substance dependence disorder had at least one mental disorder
and 51% of those with a mental disorder had at least one substance dependence disorder.

The majority of people with co-occurring disorders typically receive treatment that only
addresses one type of disorder which has been found to be less effective than integrated
treatment of both types of disorders at the same time in the same setting.

Individuals with co-occurring disorders typically have multiple co-occurring disorders and
problems, and as a group have high rates of physical illness, death, unemployment,
homelessness, and criminal justice involvement that often lead to greater costs for public
services.

Clients with co-occurring disorders are more likely to drop out of outpatient mental health
and substance abuse treatment programs and have poorer outcomes in these systems than clients
with a single type of disorder. They are often high users of expensive hospital and inpatient
services due to the severity of their disorders and the frequency of their crises that leads to
increase public costs.



It is our hope that the Florida Department of Children and Families’ Policy Paper on Co-occurring
Mental Health and Substance Abuse Disorders is used as an impetus to carry out the suggested
strategic action steps and promote continued cooperation among all stakeholders towards an
improved service delivery system to those with co-occurring disorders. We pledge our leadership to
advance this important work.

Sincerely,
Kenneth A. DeCerchio, MSW, CAP Celeste Putnam, MS
Director Director

Substance Abuse Program Mental Health Program
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GUIDING QUESTION: “If I were an individual with co-occurring mental health and
substance abuse disorders in Florida, what type of service delivery system would best
meet my needs?”’

PURPOSE

The overall purpose of this initiative is to achieve the following goal: to better serve persons
with co-occurring mental health and substance abuse disorders so that they can continue to
recover and achieve satisfying, productive lives. This document is an important step towards
achieving this goal because it provides a coordinated and integrated policy framework, as well
as a strategic vision, for the Mental Health and Substance Abuse Programs of the Florida
Department of Children and Families (DCF) to implement the necessary action steps towards
achieving this goal. Both the Substance Abuse and Mental Health Programs of DCF are in the
process of identifying joint issues, system goals and outcomes, and recommendations
focused on improving services for individuals with co-occurring disorders. This policy paper
includes input from a diverse group of key stakeholders in Florida, with a focus on consensus
development. These stakeholders include trade associations such as the Florida Alcohol and
Drug Abuse Association (FADAA), the Florida Council of Community Mental Health,
consumers and family members of consumers, and advocacy groups such as the Florida
branch of the National Alliance for the Mentally 1l (NAMI). This paper identifies critical
strategic action steps necessary to implement our vision of how the service delivery system
should be organized in order to provide high quality, evidence-based services to the co-
occurring disorders population in Florida. This paper also draws on the research literature and
the experience of other states and national experts in developing high quality, evidence-based
services for individuals with co-occurring disorders.

BACKGROUND

Why is the co-occurring disorders® population important and why does the service system for
this population need to be restructured?

At least 10 million people in the U.S. have co-occurring substance abuse and mental
health disorders (SAMHSA, 1997). This group is defined as individuals with at least one
substance use disorder in the presence of at least one Axis | major mental disorder, such
as major depression, bipolar disorder, and schizophrenia (Matthews, 2001).

The best study to date documenting the extent of co-occurring disorders (the National Co-
Morbidity Survey; Kessler et al., 1994) substantiates the need for restructuring. The study
found that, among a representative national sample of community respondents, up to
65.5% of those with a substance dependence disorder had at least one mental
disorder, and 51% of those with a mental disorder had at least one substance

! Note: The term “co-occurring disorders” is used here instead of the terms “dual diagnosis” or “dual
disorders” because people in this population often have more than two disorders.



dependence disorder. These percentages tend to be even higher in clinical
treatment settings, especially in public mental health and substance abuse
treatment settings.

Such statistics have led a number of experts to declare that clients with co-occurring
disorders should be the “expectation, not the exception,” for treatment providers in
the public substance abuse and mental health treatment systems (Matthews, 2001).

The majority of people with co-occurring disorders receive no treatment (SAMHSA,
1997). Treatment that is received typically only addresses one type of disorder,
which has been found to be less effective than integrated treatment of both types of
disorders at the same time in the same setting. Successful and cost effective treatment
for these complicated conditions must be continuous, comprehensive, integrated and
individually tailored to meet the consumer’s changing needs and motivation (Minkoff,
2000).

Individuals with co-occurring disorders typically have multiple co-occurring disorders
and problems, and as a group have high rates of physical illness, death, unemployment,
homelessness, and criminal justice involvement, which often lead to greater costs for
public services (Matthews, 2001). Post-traumatic stress disorder (PTSD), often from
previous or ongoing physical and/or sexual abuse, also tends to be a problem for this
group of people, especially among females (NASMHPD/NASADAD, 1998).

While clients with co-occurring disorders are more likely to drop out of outpatient mental
health and substance abuse treatment programs and have poorer outcomes in these
systems than clients with a single type of disorder, they are often high users of expensive
hospital and inpatient services due to the severity of their disorders and the frequency of
their crises, leading to increased public costs (Matthews, 2001). More effective and
cost-effective strategies focused on continuity of treatment in community settings have
been developed and need to be made more widely available.

Additionally, many substance abuse and mental health programs use criteria that exclude
people with co-occurring disorders from their programs. Such exclusions lead to people
“falling through the cracks” caused by service gaps, or being sent back and forth between
the mental health and substance abuse systems. These types of system problems
contribute to poor outcomes and higher rates of repeatedly cycling through higher-cost
services, including arrest, incarceration and emergency admissions to hospitals, crisis
stabilization units and detoxification units, none of which are effective long-term solutions
for keeping this population stable and functional in the community (Matthews, 2001).

The public mental health and substance abuse service systems are typically separate in
most states, have little cross-training for staff, and limited availability of integrated
treatment for co-occurring disorders (Matthews, 2001). Substance abuse and mental
health treatment systems typically have different philosophies, administrative structures,
and funding mechanisms. This level of separation prevents consumers and providers from
moving easily among service settings. Such barriers are a crucial deficit, because the



primary cause of relapse into mental illness is untreated substance abuse, and the
primary cause of relapse into substance abuse is untreated mental illness (SAMHSA
1997). Clearly, the co-occurring disorders population needs to be a priority for both public
health and economic reasons, as many agencies are beginning to recognize (Matthews,
2001).

The Connection Between Addictive and Mental Disorders

People with mental disorders are typically much more susceptible to the negative effects
of substance abuse. Even using a small amount of drugs or alcohol can rapidly destabilize
someone who has a mental illness and make their symptoms much worse. Additionally,
when someone has a mental disorder, that can also make it more difficult for them to
maintain abstinence or comply with treatment due to associated cognitive impairments.
Such impairments associated with mental disorders include increased confusion, impaired
judgment, impulse problems, memory problems, limited attention span or problems
concentrating, and difficulty planning ahead. In addition to making mental disorders worse,
substance abuse and withdrawal can also mimic or induce symptoms of mental disorders
(Matthews, 2001).

THE NATIONAL PERSPECTIVE ON CO-OCCURRING DISORDERS

Over the last ten years, the concept of integrated service provision for individuals with co-
occurring mental and substance use disorders has been gaining increasing support at the
national level as evidenced by the following initiatives:

In June of 1998, a panel consisting of state mental health and substance abuse
commissioners, alcohol and drug abuse directors, experts in the field of mental health and
substance abuse, and federal officials met for the National Dialogue on Co-occurring
Mental Health and Substance Abuse Disorders. This panel was sponsored by the
National Association of State Mental Health Program Directors (NASMHPD) and the
National Association of State Alcohol and Drug Abuse Directors (NASADAD). It was also
supported by the Substance Abuse and Mental Health Services Administration (SAMHSA)
and two of its centers - the Center for Mental Health Services (CMHS) and the Center for
Substance Abuse Treatment (CSAT). Through a collective effort the panel published a
comprehensive report that not only defined the population and barriers to care, but also
outlined and described a model conceptual framework for a comprehensive system of care
(NASMHPD/NASADAD, 1998). This system of care is based on three forms of service
coordination: (1) consultation, (2) collaboration and (3) integration. In addition, the
framework for the system of care is based on the four-quadrant model that classifies
individuals with co-occurring disorders based on high or low severity of mental disorders
and substance use disorders. The report also outlined desirable system characteristics
and recommendations for the future at both the national and state levels.

In June of 1999denced by the feors, ex



National Dialogue. This meeting, co-sponsored by NASMHPD and NASADAD, was also
supported by CMHS and CSAT and included representatives from the National
Association for County Behavioral Health Directors (NACBHD) and the National Council
for Community Behavioral Healthcare (NCCBH). One outcome of this second National
Dialogue resulted in publication of Financing and Marketing the New Conceptual
Framework for Co-Occurring Mental Health and Substance Abuse Disorders. This
document not only supports the original conceptual framework but also highlights financial
solutions in implementation of quality services for co-occurring disorders. This paper also
outlines general marketing principles and specific recommendations to push the national
agenda forward.

In February of 1999, SAMHSA developed the SAMHSA Position Statement on Use of
Substance Abuse Prevention and Treatment Block Grants (SAPTBG) and
Community Mental Health Services Block Grant (CMHSBG) Funds to Treat People
with Co-Occurring Disorders. In sum, this paper stated that SAPTBG and CMHSBG
funds can be used to treat individuals with co-occurring disorders in a variety of treatment










Develop common performance measures and methods for data collection, including
integrated data systems.

Develop funding streams that may permit the most effective response to consumers and
that will allow providers to be reimbursed.

Develop and implement integrated treatment models for individuals with co-occurring
disorders in both the mental health and substance abuse service systems.

During the 2001 session, the Florida legislature passed SB 1258 (Chapter 2001-191, Laws of
Florida). This legislation provided several additional initiatives that relate to co-occurring
disorders, and which are included in the 2002 update to the State Mental Health and
Substance Abuse Services Master Plan. These initiatives are described as follows:

DCF was provided with the authority to pilot programs that integrate children’s mental

health Crisis Stabilization Units (CSUs) with children’s Addiction Receiving Facilities (ARF)

in Fort Myers, Sarasota, and Naples. Thus far, a 10-bed combined CSU/ARF was opened

in Fort Myers on October 1, 2001. Additionally, in Sarasota an existing children’s CSU was

converted to a 10-bed children’s CSU/ARF in May of 2002. Both programs are currently
undergoing a program evaluation, as mandated by SB 1258.

Chapter 2001-191 also provided for the establishment of a Behavioral Health Services
Integration workgroup, for the purpose of assessing the barriers to the effective and
efficient integration of mental health and substance abuse treatment services across
various service systems and to propose solutions to those barriers.

This workgroup includes representatives from the following groups in Florida:

e The Department of Children and Families

e The Department of Juvenile Justice

e The Department of Health

» The Department of Corrections

e The Department of Elder Affairs

e The Department of Education

e The Office of Drug Control Policy

e The Agency for Health Care Administration (AHCA)

e The Louis de la Parte Florida Mental Health Institute

e County jail systems, homeless coalitions, county government
e Public and private Baker Act receiving facilities

e Assisted living facilities serving behavioral health clients

e Providers of behavioral health services and child protection services
e Consumers of behavioral health services and their families

Additionally, Chapter 2001-191 permitted DCF and AHCA to establish two behavioral
health service delivery strategies that will test methods and techniques for coordinating,
integrating, and managing the delivery of mental health and substance abuse treatment






e “Develop motivation for decreasing substance use” (p.66).
e “Develop coping skills and alternatives to reduce or minimize substance use” (p.66).
e “Achieve periods of abstinence and stability” (p.66).

Other initiatives related to co-occurring disorders in Florida include the following:

The Tampa-Hillsborough County Community Action Grant on Co-occurring Disorders -
This Center for Mental Health Services (CMHS) funded Community Action Grant is
intended to provide resources for technical assistance and community consensus-building
in order to implement effective services for co-occurring disorders in Hillsborough County.
Representatives from the majority of key community stakeholders met throughout 2001-
2003 and achieved consensus to use Minkoff's Comprehensive Continuous Integrated
System of Care (CCISC) Model as the basis for evidence-based systems change in
improving services for individuals with co-occurring disorders. This working group has
developed and is implementing a strategic action plan based on this model in mental
health and substance abuse provider agencies in Hillsborough County, and applied for
and received a renewal grant under the leadership of the Louis de la Parte Florida Mental
Health Institute (FMHI). An additional project that emerged out of this effort was the
development by FMHI, under contract with the DCF ADM Suncoast Region, of a nine-
module, online training series on co-occurring disorders (e.g., “Evidence-based Treatment
Models for Co-occurring Disorders”, Matthews, 2002; available online at
http://mhlp.fmhi.usf.edu/Training/ole/mhipole.htm).

The Florida Alcohol and Drug Abuse Association (FADAA) and the Florida Council for
Community Mental Health (Florida Council) have established a joint Workgroup on Co-
occurring Disorders, which meets several times per year with representatives from these
two trade associations and other interested parties from around the state. This workgroup
has formed two sub-committees, one focused on Policy and Finance, the other on Clinical
Services. Both sub-committees have begun to identify barriers to improving services for
co-occurring disorders and are developing initial action plans and recommendations for
how to overcome these barriers. The Workgroup agreed to review and make suggestions
and recommendations for the ongoing development of this policy paper. Additionally,
Florida’s new Center for Substance Abuse Treatment (CSAT)-funded Southern Coast
Addiction Technology Transfer Center (SCATTC; www.scattc.org) has been involved in
sponsoring, along with FADAA and FCCMH, trainings on co-occurring disorders around
the state.

Suncoast Practice and Research Collaborative (SPARC)/Tampa Practice Improvement
Collaborative (PIC). The Florida Mental Health Institute applied for and received ongoing
grants from SAMHSA'’s Center for Substance Abuse Treatment (CSAT) to form SPARC,
which is a collaboration between FMHI, local substance abuse community providers, and
policy makers to improve services for substance-involved offenders. Projects related to co-
occurring disorders to date have included the development and implementation in local



agencies of a co-occurring disorders group treatment manual and client workbook (Moore,
Matthews, and Hunt, 2001; available online http://www.fmhi.usf.edu/mhlp/sparc), and the
implementation of a gender-specific treatment manual for women with PTSD and
Substance Abuse (Najavits, 2002; available online at www.seekingsafety.org). An
additional project developed by SPARC, in collaboration with DCF and FADAA and
interested researchers, policy makers, and providers from around the stat23.mf
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Universal screening of both types of disorders (mental disorders and substance use
disorders) in both mental health and substance abuse agencies needs to be implemented.
This does not necessarily mean that all settings need to use the same instruments, since
different settings may require different instruments specifically developed for their
treatment populations.

Mental health and substance abuse staff and programs need to develop basic minimum
competencies to serve persons with co-occurring disorders, who already make up the
majority of their clients in most settings. “This will be especially important for staff in crisis
stabilization and detoxification units as well as inpatient and intensive residential programs
in both systems” (DCF, 2001, p. 143).

After defining "the competencies necessary for assessment and treatment of individuals
with co-occurring disorders within each system” (DCF, 2001, p. 143), appropriate training
and consultation will need to be made available to both mental health and substance
abuse administrators and staff.

“Specific funding mechanisms are necessary to support the philosophy of consultation,
collaboration, and integration. State and local planners need to develop funding
mechanisms that allow such partnership activities (work groups, task forces, networks,
etc.) to be reimbursed” (DCF, 2001, p. 143).

While both the mental health and substance abuse systems have many of the necessary
pieces to begin integrating and improving treatment services there is still much to be done.

GUIDING PRINCIPLES OF EFFECTIVE SERVICES FOR CO-OCCURRING DISORDERS

Desirable Co-occurring Treatment System Characteristics (adapted in part from
NASMHPD/NASADAD, 1998)

“An effective system of care for people with co-occurring disorders [is] one that
encourages and allows for consultation, collaboration and integration”
(NASMHPD/NASADAD, 1998, p. 19), and will have addressed issues related to
co-occurring disorders in such key areas as philosophy, service delivery, staffing
and funding.

Philosophy
Ongoing Commitment and Consensus Building — “Any service system that can effectively

care for people with co-occurring disorders must be built on a strong foundation of shared
principles and values. There must be agreement among all key stakeholders, including
federal, state and community officials, policy makers, mental health and substance abuse
treatment and primary health providers, consumers, and advocates about the need for and
the value of treatment systems working together to improve consumer outcomes”
(NASMHPD/NASADAD, 1998, p. 19). Whenever possible, such agreements should be
formalized in memoranda of understanding, and there should be “ongoing and shared
commitments to address the needs of this group. It should be clear to all parties that

11



provide consultation, collaboration and integration are not only allowed, but are
encouraged and programmatically supported” (NASMHPD/NASADAD, 1998, p. 19), based
on the needs of the individual.

Person-centered - Any successful service system must be person-centered as well as
culturally competent. A person-centered system “is one in which people with mental health
and substance abuse problems and their families are actively involved not only in
treatment decisions but also in program design, administration, evaluation”
(NASMHPD/NASADAD, 1998, p. 19), quality assurance and quality improvement.

Service Delivery System
“No Wrong Door” - The service delivery system for people with co-occurring disorders
“must be available and accessible, wherever and whenever the person enters [the]
system” (NASMHPD/NASADAD, 1998, p. 19-20). Often referred to as “no-wrong door”,
this approach ensures that an individual will receive treatment (even if this includes
referral), “whether he or she seeks help for a mental health problem, a substance abuse
problem or a general medical condition. This eliminates unnecessary duplication of
services and reduces the likelihood that an individual will fall through the cracks of an
uncoordinated system of care” (NASMHPD/NASADAD, 1998, p. 19-20).

Comprehensive, Long Term Care — “Because of the chronic and severe nature of many
co-occurring conditions, treatment for such individuals must be comprehensive,
longitudinal” (NASMHPD/NASADAD, 1998, p. 20) and appropriate to the consumer's
changing needs and motivation.

Engagement — Because many individuals with co-occurring disorders are not currently
receiving any treatment, [it is recommended] that providers [also] focus on engaging those
[persons] who are not currently in the mental health or substance abuse treatment
systems. Special efforts should be made to reach out to children and adolescents at risk
for developing mental health and substance abuse disorders, many of whom are present
in primary care settings or school-based clinics. In addition, individuals with co-occurring
disorders are found in jails and prisons, hospital emergency rooms and living in shelters or
on the streets” (NASMHPD/NASADAD, 1998, p. 20). Some individuals who are already
receiving treatment in one system or the other, and who are identified as having co-
occurring disorders, may need persuasion and motivational interventions in order to
become engaged in treatment for both types of disorders.

Integrated Service Delivery — “While service delivery for some individuals with co-occurring
disorders should be [fully] integrated” (NASMHPD/NASADAD, 1998, p. 20) (i.e., Dual
Diagnosis Enhanced settings for those persons with the most severe disorders), this does
not mean that all settings need to be integrated to that degree. “Because both the mental
health and substance abuse systems have unique characteristics... their efforts should be
combined, but it may not be either practical or desirable to [completely] merge the systems
themselves” (NASMHPD/NASADAD, 1998, p. 20). Rather, each setting should develop
and maintain a minimum standard (i.e., Dual Diagnosis Capable) to serve their clients with
co-occurring disorders effectively.

12



Universal Screening — All clients should be screened for both mental and substance use
disorders, regardless of where they present for services.

Aftercare - In keeping with the need for comprehensive and long term care, a critical
element in the treatment continuum for people with co-occurring disorders should be
aftercare/follow-up services for those who complete primary treatment episodes.
Individuals with co-occurring disorders are at a greater risk for relapse or return to the
problems of their pre-treatment state. This means that they need additional supports and
services to help them maintain their treatment gains.

Integrated Data Systems - Integrated data systems should facilitate and enhance access
to and movement between the mental health and substance abuse systems, as well as
help to identify ways in which the system could be further improved.

Shared Performance Indicators - With shared performance indicators to assess treatment
for co-occurring disorders, the people served by either system or both systems, as well as
family members, advocates and funding sources can better determine whether outcomes
are met.

Special Populations and Co-occurring Disorders- Prevention, treatment, and other

services also need to be made available to special populations with (or at risk of
developing) co-occurring disorders, including the following (1) children and adolescents
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Funding
Flexible Funding Streams — “Flexible funding is a necessary tool [for] mental health and

substance abuse providers... to meet the needs of individuals whose disorders don't fall
neatly into one or another categorical funding stream. Maintenance of separate funding
streams at the [national] and state levels [should] ensure that the mental health and
substance abuse systems remain viable and able to complement [each] other... In the
final analysis, coordination and [integration] of those funding streams at the local level by
community providers may permit the most effective response to... needs of consumers
with co-occurring disorders” (NASMHPD/NASADAD, 1998, p. 21).

Specific Funding Mechanisms — “To support [the] philosophy of consultation, collaboration,
and integration, state and local planners may need to develop... funding mechanisms that
allow such partnership activities (e.g., work groups, task forces, [networks], etc.) to be
reimbursed” (NASMHPD/NASADAD, 1998, p. 21).

Four Quadrant Model: Co-occurring Disorders by Severity (Figure 1)

Commonly called the “Four Quadrant Model” or “New York Model” (NASMHPD/NASADAD,
1998), the framework outlined in Figure 1 is based on the assumption that persons with co-
occurring disorders vary in the degree of severity of their co-occurring mental health and
substance use disorders. Some persons will be affected by mental disorders to a greater
degree than their co-occurring substance use disorders. Others may be affected by their
substance use disorders to a greater degree than by their mental disorders and still others
may be greatly affected by both. The present model places individuals in four major
categories based on severity:

Quadrant | - Less severe mental disorder/Less severe substance use disorder.

Persons in Quadrant | are those individuals who may or may not already be involved in the
mental health or substance abuse service systems. Those who are involved may generally
be found in outpatient settings with problems such as anxiety, depression, or family
problems or in substance abuse treatment programs with substance abuse problems (not
usually clear cut substance dependence). In many instances, the problems may not be
severe enough to bring them to the attention of either system. This category may include
children, adolescents and adults at-risk for developing mental or substance use disorders
who will frequently be found in primary health care settings, school or community
programs or receiving no care at all. Programs may have the greatest impact on this group
by minimizing the future impact of these disorders through prevention and early
intervention programs.

Quadrant Il - More severe mental disorder/Less severe substance abuse disorder.
Persons in Quadrant Il are likely to be or have been involved with the mental health
system due to a more readily apparent mental disorder. This group often includes persons
with a severe mental illness complicated by substance abuse (whether or not the person
sees their use as a problem).
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Quadrant IlI- Less severe mental disorder/More severe substance use disorder.
Persons in Quadrant Il are more likely to be or have been involved with the substance
abuse system due to a more readily apparent substance use disorder. Individuals in this
group are more likely to have a diagnosis of substance dependence with psychiatric
symptoms but do not have a severe and persistent mental illness. Included within this
group will be persons with substance-induced and substance exacerbated psychiatric
disorders.

Quadrant IV - More severe mental disorder/More severe substance abuse disorder.
Persons in Quadrant IV are those with a severe and persistent mental illness who have an
accompanying problem of substance dependence. These individuals typically need
integrated treatment for both disorders. Individuals in this group often are found in settings
that are largely inappropriate for their needs (e.g., jails, prisons, homeless shelters, the
streets, state hospitals). This group tends to be the most chronic and severe, uses the
most resources, is the most difficult to serve, and tends to have the worst outcomes in
fragmented systems of care. However, integrated, comprehensive, continuous services
provided to this group can improve long-term outcomes for these individuals.

Figure 1

Co-occurring Disorders by Severity

Substance Use Disorders

Low
Severity
Mental Disorders
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(2) Similarly, substance abuse funding should be able to support services for an
individual's co-occurring mental disorder(s), in addition to their substance use
disorder(s).

Case Mix and Risk Adjustment, Including Adjustment of Performance Qutcome
Standards and Service Rates for Co-occurring Disorders

Performance outcome standards should be adjusted based on severity of population served.
Individuals with co-occurring disorders are typically more severe, complicated, and difficult to
serve than those with “single disorders” and show more gradual improvement. Thus, because
outcomes for individuals with co-occurring disorders are reasonably expected to be lower
compared to those with “single disorders”, service rates should be enhanced to reflect the
need for greater intensity, comprehensiveness, and length of services for the co-occurring
disorders population. As much as possible, performance outcome standards for providers
should be based on research evidence and the experience of other states, and should be
guided by consensus among national and Florida experts and constituents, including FMHI,
FADAA, FL Council, and Florida providers and consumers. This is not to suggest that new
statewide performance measures be established for the co-occurring disorders population at
this time, because more experience and system development needs to occur before
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STRATEGIC IMPLEMENTATION PLAN

In addition to the need for development of work groups and action plans for the Targeted High
Priority Goals (as described in above section), the following section outlines needed and
ongoing action steps to implement improved services for persons with co-occurring disorders
in Florida.

Action Step 1: Develop an Integrated System Planning Process and Structure

The first step for Florida to improve its service system for the co-occurring disorders
population as outlined in the preceding document is to develop an integrated system planning
process and structure. This is also the first step in Minkoff's 12-steps of implementation of his
CCISC model (see Attachment A).

Florida Work Group on Co-occurring Disorders - The Florida Alcohol and Drug Abuse
Association (FADAA) and the Florida Council on Community Mental Health have
developed a joint Workgroup on Co-occurring Disorders. In addition to representatives
from FADAA and the Florida Council, current membership includes interested parties from
the Florida Behavioral Health Services Integration Workgroup, community substance
abuse and mental health treatment providers, the Tampa-Hillsborough Community Action
Grant on Co-occurring Disorders, and the Louis de la Parte Florida Mental Health Institute.
It is recommended that this committee expand its membership to include additional key
stakeholders from around the st
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Expert Consultation and Review - This type of review should also be included in the
planning process to provide strategic guidance at key points. Individuals such as Dr.
Kenneth Minkoff and Dr. Robert Drake, two of the top experts in the area of co-occurring
disorders, are possible candidates for reviewing strategic implementation plans and
providing ongoing consultation to Florida’s effort to improve services for persons with Co-
occurring Disorders.

Regional, District and Local Planning Groups - These groups should be convened to build
consensus and support regarding how to improve services for co-occurring disorders in
local communities. These groups should also include all key stakeholders and should
develop their own consensus documents, including Memoranda of Understanding, as well
as their own Strategic Implementation Plans. These local efforts should coordinate with
the overall vision outlined in the statewide planning process.

CCISC Model Planning Process - The following is a brief description of this planning
process from the CCISC model (Minkoff, 2002; see attachment B): “Implementation of the
CCISC requires a system wide integrated strategic planning process that can address the
need to create change at every level of the system, ranging from system philosophy,
regulations, and funding, to program standards and design, to clinical practice and
treatment interventions, to clinician competencies and training. The integrated system
planning process must be empowered within the structure of the system, include all key
funding sources, providers, and consumer/family stakeholders, have the authority to
oversee continuing implementation of the other elements of the CCISC, utilize a structured
process of system change (e.g., continuous quality improvement), and define measurable
system outcomes for the CCISC in accordance with the elements listed herein. It is
necessary to include consumer and family driven outcomes that measure satisfaction with
the ability of the system to be welcoming, accessible and culturally competent, as well as
integrated, continuous, and comprehensive, from the perspective of (individuals with co-
occurring disorders) and their families.”

Action Step 2: Continue to Implement Current Projects in Florida Related to Improving

Services for Co-occurring Disorders
District 1 DCF/ADM Activity Related to Co-occurring Disorders and Integrated Services -
Florida Senate Bill 1258 authorized AHCA and the Alcohol Drug Abuse, and Mental Health
(ADM) office to integrate Medicaid and ADM-funded mental health and substance abuse
data systems, funding and services in at least two parts of the state, Districts 1 and 8. In
District 1 this is being done through a pilot Medicaid waiver for a pre-paid mental health
plan (PMHP) that was implemented by AHCA 11/1/01 and through integrated ADM
services. AHCA and ADM are contracting on a prepaid basis with the same managing
entity, Lakeview Center.

Since September of 2001, District 1 workgroups, including local providers, have been
redesigning the data system to make it flexible and user-friendly in order to capture data in
real-time, and to make it completely web-based to allow providers to easily and quickly
report their data. Under the old system still in use in other parts of the state, if a client has
not already been “enrolled” as a substance abuse client, any subsequent substance abuse
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services provided are not accepted by the database, even if they were previously enrolled
in the mental health service system. Similarly, if a client has not been “enrolled” as a
mental health client, any subsequent mental health services are not accepted by the
database, even if they were previously enrolled in the substance abuse service system.
Additionally, under the old system, enrollment in the substance abuse and mental health
systems each required their own separate enroliment forms. All of the above have created
barriers to providing integrated services and data management of clients with co-occurring
disorders.

District 1's pilot data system, which began its first data uploads in approximately July of

2002, has eliminated the need for either mental health or substance abuse “enroliment

forms”. This means that clients are automatically enrolled when data from their first

services (either mental health or substance abuse) are entered. Furthermore, once data

from a client’s first service are entered, the system will automaticaservdIrvicacceptesubsequent m1
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sources, and regulations. Additionally, local providers (e.g., Lakeview Center), in
collaboration with Dr. Paul Rollings and other ADM staff, have endorsed Minkoff's
Comprehensive Continuous, Integrated System of Care (CCISC) model, and have
periodically utilized his services as a consultant and trainer. Adoption of the CCISC model
in District 1 is further guiding the development of integrated mental health and substance
abuse services for persons with co-occurring disorders, as in other parts of the state (e.qg.,
Hillsborough County).

Evaluation and Implementation of Integrated Acute Care Units - As noted earlier, there are
currently two pilot integrated children’s Crisis Stabilization Units/Addiction Receiving
Facilities operating in Ft. Myers and Sarasota. These pilot programs are currently
undergoing an independent evaluation as mandated by SB 1258. The evaluation report is
due to legislature by December 2003, and is mandated to address the following questions:

(1) Number of clients served by the CSU/ARF's.
(2) Quality of services provided by the CSU/ARF's.
(3) Performance outcomes for the CSU/ARF’s.

(4) Feasibility of continuing or expanding the CSU/ARF demonstration models (to other
parts of the state).

(5) In addition to the above specific areas, the evaluation should "identify the most
effective ways to provide integrated CSU/ARF services to children”.

In addition, program evaluation of the co-located secure detoxification and crisis
stabilization unit in District 4 may also be useful and inform the potential expansion of
integrated acute care services. Recommendations for this type of expansion should also
be informed by the ongoing DCF-funded, FMHI focus-group study and analysis of the
acute care system in several DCF Districts as part of the Behavioral Health Integration
Workgroup created by S.B. 1258, as well as the separate analysis of the Sarasota County
acute care system currently being developed by FMHI.

Other Florida initiatives related to Co-occurring Disorders - As outlined earlier in this paper
under the “Florida Situation”, there are a number of other initiatives related to co-occurring
disorders in the state. It will be important to continue to support these projects as well, and
to bring key stakeholders from these different projects together at strategic points in order
to facilitate more effective system planning, and to facilitate the sharing of information
regarding lessons learned, solutions obtained, and possible barriers to overcome.

Additional Action Steps- Minkoff’s 12 Steps of Implementation of CCISC Model

Minkoff outlines 12 broad steps in order to implement his CCISC Model in any size system
(see Attachment A on following pages). Action Step 1 for Florida, Developing an Integrated
System Planning Process and Structure (see above), is only the first of these 12 steps. The

additional 11 steps of implementation will need to be developed over time in a collaborative,
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consensus building process by the Florida Work Group on Co-occurring Disorders. These
additional steps can then be included in revisions of this Policy Paper on Co-occurring
Disorders, or in other documents, as needed. In brief, these steps are listed below (see
Attachment A for a detailed description of what each entails).

26



Attachment A

COMPREHENSIVE, CONTINUOUS, INTEGRATED
SYSTEM OF CARE (CCISC) MODEL
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Principles
The eight research-derived and consensus-derived principles that guide the implementation of

the CCISC are as follows:

1. Dual diagnosis is an expectation, not an exception. Epidemiological data defining the
high prevalence of co-morbidity, along with clinical outcome data associating ICOPSD with
poor outcomes and high costs in multiple systems imply that the whole system, at every level,
must be designed to use all of its resources in accordance with this expectation. This implies
the need for an integrated system planning process, in which each funding stream, each
program, all clinical practices, and all clinician competencies are designed proactively to
address the individuals with co-occurring disorders who present in each component of the
system already.

2. All ICOPSD are not the same; the national consensus four quadrant model for
categorizing co-occurring disorders (NASMHPD, 1998) can be used as a guide for
service planning on the system level. In this model, ICOPSD can be divided according to
high and low severity for each disorder, into high-high (Quadrant IV), low MH - high CD
(Quadrant 111), high MH - low CD (Quadrant Il), 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.

3. Empathic, hopeful, integrated treatment relationships are one of the most important
contributors to treatment success in any setting; provision of continuous integrated
treatment relationships is an evidence based best practice for individuals with the most
severe combinations of psychiatric and substance difficulties. The system needs to
prioritize a) the development of clear guidelines for how clinicians in any service setting can
provide integrated treatment in the context of an appropriate scope of practice, and b) access
to continuous integrated treatment of appropriate intensity and capability for individuals with
the most complex difficulties.

4. Case management and care must be balanced with empathic detachment,
expectation, contracting, consequences, and contingent learning for each client, and in
each service setting. Each individual client may require a different balance (based on level
of functioning, available supports, external contingencies, etc.); and in a comprehensive
service system, different programs are designed to provide this balance in different ways.
Individuals who require high degrees of support or supervision can utilize contingency based
learning strategies involving a variety of community-based reinforcements to make
incremental progress within the context of continuing treatment.

5. When psychiatric and substance disorders coexist, both disorders should be
considered primary, and integrated dual
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funding sources, providers, and consumer/family stakeholders, have the authority to oversee
continuing implementation of the other elements of the CCISC, utilize a structured process of
system change (e.g., continuous quality improvement), and define measurable system
outcomes for the CCISC in accordance with the elements listed herein. It is necessary to
include consumer and family driven outcomes that measure satisfaction with the ability of the
system to be welcoming, accessible and culturally competent, as well as integrated,
continuous, and comprehensive, from the perspective of ICOPSD and their families.

2. Formal Consensus on CCISC Model

The system must develop a clear mechanism for articulating the CCISC model, including the
principles of treatment and the goals of implementation, developing a formal process for
obtaining consensus from all stakeholders, identifying barriers to implementation and an
implementation plan, and disseminating this consensus to all providers and consumers within
the system.

3. Formal Consensus on Funding the CCISC Model

CCISC implementation involves a formal commitment that each funding source will promote
integrated treatment within the full range of services provided through its own funding stream,
whether by contract or by billable service code, in accordance with the principles described in
the model, and in accordance with the specific tools and standards described below. Blending
or braiding funding streams to create innovative programs or interventions may also occur as
a consequence of integrated systems planning, but this alone does not constitute fidelity to
the model.

4. Identify Priority Populations and Focus of Responsibility for Each

Using the national consensus four-quadrant model, the system must develop a written plan
for identifying priority populations within each quadrant, and locus of responsibility within the
service system for welcoming access, assessment, stabilization, and integrated continuing
care. Commonly, individuals in quadrant | are seen in outpatient and primary care settings,
individuals in quadrant Il and some in quadrant IV are followed within the mental health
service system, individuals in quadrant Il are engaged in both systems but served primarily in
the substance system. Each system will usually have priority populations (commonly in
guadrant 1V) with no system