  Responses to CBH Survey on Delivery of MH-SUD Services June 2011

1) To what extent does your agency treat substance use disorders (SUD) problems yourself (in-house) and to what extent do you refer to a SUD provider?

Balto City Agency: “We have a robust program and treat all persons in our agency as part of what we do.  We refer out only for intensive services that we do not offer like IOP, detox, methadone, and inpatient.”

Balto City Agency We have a MISA program that has been fully functional for well over a decade. The program was supported, partially, via a grant from BMHS that has ended. The program is quite active as we see a very large population of COD folks. We typically refer out when the dependency is acute and disruptive. We use a hybrid of 12 step and EBP stuff but rely heavily on Recovery principles.” 

Mont Co Agency: “We are currently not treating folks with SUD only.  We regularly treat individuals with co-occurring mental health and substance abuse diagnoses.  Occasionally, we refer out to detox and inpatient providers.” 

Eastern Shore Agency: “We treat people who meet MHA-dx criteria in house; refer out for detox and people who do not meet MH dx criteria.”

Balto City Agency: “We have integrated dual disorder services in most of its services. On all 6 (soon to be 7)  ACT Teams there are two addictions counselors on each team who are integrated for DD services with an array of professionals. In our PRP, we have a Mental Illness Substance Abuse Program (MISA...also known as MICA) targeting dual disorders services. Finally, we are licensed by the ADAA as a Co-Occurring Disorders Program in Baltimore City and provide DD treatment through OP and IOP. The organization rarely refers out.”
Eastern Shore Agency: “For adults in house with an integrated team of a social worker, nurse, doctor and addiction counselor. This program has been operational for at least 10 years, but it has undergone some major changes in the past 3 years mostly due to licensing issues. We used to have one counselor that did the MH and SA_but then when the MH regs became stricter we had to then employ a part time social worker along with the nurse to do the MH piece_. For kids it is more fragmented. They have an assigned therapist and doctor in the clinic and are seen separately by the addictions counselor for their SUD. This may be in within the health department or the client might be seen at another agency for the addictions piece less frequently.”
Western MD Agency: “Agency is a PRP; health dept therapist provides a co-occurring group and space for AA.”

Multi-County Agency: “We only assess SUD problems and provide basic educations and referrals/coordination of the treatment as necessary. No treatment of SUD is provided currently.  Financially difficult to have staff who can provide DD treatment and education in addition to all regulatory issues. Over 50% of our clients are DD (self-report) at the time of intake.”

Western MD Agency: “At this time, we do not use attempt to treat SUD in-house but instead collaborate with addictions providers (W House, Health Department, etc.).  At times impairment/substance abuse symptoms are so severe that we must refer to Massie or another in-patient program.”

So MD Agency: “applying now for SA license”

Multi-Co Agency: “We provide high fidelity IDDT dual disorders treatment which provides direct substance abuse treatment for the appropriate population which is about 10% of  the agency’s enrollment.  We also provide dual disorder capable services which addresses the needs of an additional 40% of the population working in partnership with local substance abuse facilities.”
Mont Co Agency: “We primarily treat SUD in house.  We may refer for detox.”
 2) What types of SUD problems does your agency handle and what types of problems are referred out?

City:: “We do basic counseling that involves motivational interviewing, harm reduction and stages of change model.  All MDs can prescribe suboxone.”

City:: “Usual clinical presentations are; ETOH, THC, Cocaine, Opiates. We use UTOX prn as well as breatholizers. We refer out when folks reach the stage of control issues as well as inability to even approach pre-engagement (D-TOX) and/or recovery.”

Mont:: “We handle co-occurring disorders and are not able to manage medical issues that require detox and inpatient treatment.  All of our psychiatrists are certified to prescribe Suboxone and also utilize other medications for substance use as needed.  All therapists, doctors and several PRP staff are currently in training so that we can achieve Co-occurring Capability,  We do not serve people who have SUD as their only diagnosis and sometimes refer them to Outpatient Addictions Services.” 
Eastern Shore: See above

City “All problems are handled with coordination for methadone and suboxone (We have two psychiatrists who can prescribe bupernorphine). We also coordinate with hospitals for medical detoxification.”

Eastern Shore: “Mostly all types unless they need inpatient or detox. We have basic outpatient and intensive outpatient.”
Western MD: “Agency does not provide SUD treatment; all referred out.”

Multi-County: “See #1 above”  

Western MD: “Probably 75 % of our adult clients have a significant substance abuse history We generally see  and incorporate SA/MH treatment for clients who 1) report minimal use  2) have current involvement in a treatment program or NA/A.A.   3)Have Prior successful abstinence and recent relapse. We  refer out when client reports 1) No prior substance use treatment  2)danger of lethal withdrawal symptoms   3)Heavy and/or prolonged use.”  

So MD: “adolescents”
Multi-Co: “all presenting SUD including, Alcohol, Marijuana, Narcotics, Cocaine, Benzodiazepines, Dextromorphan and synthetic cannaboids”
Mont Co: “We handle a variety of SUD problems – legal issues and follow up; relapse prevention; skills training; We would refer out for detox.  Sometime our clients like to go to 28 day programs and we will support that if that is their choice however we find them to be ineffective and most behaviors/problems return once they are back home.”
3) If your agency is doing a lot of SUD treatment in-house, please describe how you're doing it, as follows (check what applies):

City “____X With evidence-based practice IDDT teams (add any relevant

 explanation) use many elements of this model and score high on COMPASS

and CODECAT?

   ____X  With extensive staff training to help make the agency or

Parts  of the agency co-occurring capable (add any relevant 

 explanation)_____________________________

____X With licensed addiction counselors embedded in our

OMHCs/PRPs/ACT:We train mental health staff to be able to do all treatment.

City: “Hybrid 12 step/EBP/MISA principled approach. Most is PRP/Recovery oriented.”

· Mont Co” X__ With extensive staff training to help make the agency or parts of the agency co-occurring capable (add any relevant explanation)Training in partnership with TSI and FSA. 

· _X__ With licensed addiction counselors embedded in our OMHCs/PRPs/ACT (add any relevant explanation)_In hiring process for Certified Addiction Counselor for FY’12.____ 
· _X__ With other co-occurring practices and strategies that don't try to meet EBP fidelity (what practices/strategies)_Currently have 2 weekly COD groups._____________________ 

· _X__ We applied for and received grant funds to finance the co-occurring services we're able to deliver (add any relevant explanation)Training grant with TSI, county grant for CAC. 

· _X _ Other (explain):_Medications including Suboxone” 
Eastern Shore: ____X With extensive staff training to help make the agency or parts of the agency co-occurring capable (add any relevant explanation. “We do not use IDDT, so to the extent "co-occurring capable" has been captured by the IDDT crowd, we do not do that; however, we train a lot. “____X With licensed addiction counselors embedded in our OMHCs/PRPs/ACT “yes on ACT team”____ XWith other co-occurring practices and strategies that don't try to meet EBP fidelity (what practices/strategies) “Positive Peer Culture (Vorrath/Brendtro) --have field data showing we are getting between 35 & 55% one year sobriety rates which we will gladly compare to EBPs “

City: “X__ With extensive staff training to help make the agency or parts of the agency co-occurring capable (add any relevant explanation) The agency has adopted the Stages of Change and Motivational Interviewing approach to services. We also follow a harm reduction and "wet housing " model where housing has no contingency to substance abuse. In other words, consumers cannot lose housing because they are using drugs.

 *   __X__ With licensed addiction counselors embedded in our OMHCs/PRPs/ACT (add any relevant explanation)________________________________________________ 

 *   __X__ We applied for and received grant funds to finance the co-occurring services we're able to deliver (add any relevant explanation) ADAA Co-Occurring Disorders Treatment License

 *   __X__ We have our own SUD treatment service that is licensed/approved by ADAA and receives ADAA grant funds ____________________________________________

 *   __X__ Other (explain):”ACT as an evidenced based model promoted DD services and all teams are  scored yearly on how effective they are in implementing these services.”

Eastern Shore: “_xx__ “We have our own SUD treatment service that is licensed/approved

by ADAA and receives ADAA grant funds xx”We work in conjunction with our Addiction Program to provide the service to adults”
So MD: x__ With extensive staff training to help make the agency or parts of the agency co-occurring capable (add any relevant explanation; __ x__ We applied for and received grant funds to finance the co-occurring services we're able to deliver (add any relevant explanation) ____________”ACRA for adolescents”
Multi-Co:
      X_ With evidence-based practice IDDT teams (add any relevant explanation) 

___X_ With extensive staff training to help make the agency or parts of the agency co-occurring capable (add any relevant explanation)______________________________

     X_ With licensed addiction counselors embedded in our OMHCs/PRPs/ACT (add any relevant explanation)_”Via grant support, there is currently a SAC embedded in PRP services”
     X__ We applied for and received grant funds to finance the co-occurring services we're able to deliver (add any relevant explanation) “This funding expires on June 30 of this year.  We will continue to work in close partnership and collaboration with the local substance abuse providers but there will no longer be a SAC embedded in PRP” services____ We have our own SUD treatment service that is licensed/approved by ADAA and receives ADAA grant funds ______”We are currently working towards ADAA licensure”
· Mont Co: “X___ With evidence-based practice IDDT teams (add any relevant explanation) __One very high fidelity IDDT team that treats only co-ocurring clients.______
· __X__ With extensive staff training to help make the agency or parts of the agency co-occurring capable (add any relevant explanation)__All other teams are co-occurring capable/enhanced.  We assess with the DDCMHT._______
· __X__ With licensed addiction counselors embedded in our OMHCs/PRPs/ACT (add any relevant explanation)_____IDDT team includes a CAC___________________________________________ 
· __X__ We applied for and received foundation grants to finance attainment of evidence-based co-occurring capability throughout the agency and creation of a high fidelity IDDT team, which treats only people with co-occurring disorders.  Ongoing incremental cost is primarily IDDT team’s more-than-usual amount of staff meeting time to discuss clients, which is a requirement of the model. (add any relevant explanation) _________________ We have our own SUD treatment service that is licensed/approved by ADAA and receives ADAA grant funds
 4) Do you bill the MCOs for any SUD treatment your agency is doing for Medicaid HealthChoice consumers? Do you bill anyone else for SUD services?

City: MCOs: No  Anyone else: Yes, MHA via VO -- “Bill our COD services to

VO.  It is an accepted mental health practice.”

Western MD: No

City: “Since MISA is the smaller portion and the mental health component is the larger, Medicaid is billed.” 
Mont: “MCOs: No Anyone else: Yes: “Occasional Medicare HMOs and private insurance for Co-occurring only.  We do not bill any SUD only services.”
Eastern Shore: MCOs: No Anyone else: Yes, MHA via VO

City: MCOs: Yes Anyone else: No

Eastern Shore: Yes. Anyone else: Don’t know

Western MD: No and No   Multi-Co: No and No  Western MD: Don’t know Multi-Co: No and No
Mont Co: No and No
5) Do you refer Medicaid consumers with SUD to their MCOs for substance use treatment? If so, can you provide any information on whether and the extent to which the MCOs deliver/broker the SUD services individuals need?

City: No City: Don’t know. Mont: No Eastern Shore: No City: No 

Eastern Shore: No  Western MD: No

Multi-Co: “Yes, they usually only provide the list and contact information and authorization.  We usually help our clients access resources identified by MCOs and complete the referral.”
Multi-Co: “Yes, the MCOs authorize limited services based on current ADAA guidelines. These services frequently fall short however of the needs a dually diagnosed population have.”
Mont Co:No
6) What types of mental health problems are referred to you by the MCOs for individuals with SUD? 

   City: “Primarily depressive disorders.”

   City: “Most referrals to us are target population with COD.”

   Mont: “Most referrals come from hospitals and community including the Access Team in   Montgomery County.  We do not get referrals from MCOs.”
Eastern Shore: “same as regular MH customers: schizophrenia, bipolar (lots), depression, PTSD, BPD, antisocial, and other personality disorders.”
City: “Usually high end MI such as schizophrenia”
Eastern Shore: Not sure  Western MD: none   Multi- Co: n/a

Western MD: “A wide variety of treatment needs are presented, generally with the recognition that psychotropic medications are needed. Psychosis (schizophrenia, schizoaffective disorder, bipolar disorders), long standing depression or clients with trauma history.”

Multi-Co: “All diagnoses have been referred including individuals with Schizophrenia, Major Depression, Bipolar Disorder I and II, PTSD, DID and strong axis II disorders.”
Mont Co:”None”
7) To what extent are you coordinating MH and SUD services with MCOs and how does the coordination with the MCOs work? 

City: “Not coordinating at all.  When we refer out to another program, we coordinate directly w them.” City: Don’t know Mont: None Eastern Shore: No

City: “not much happenning there.....

Eastern Shore: “Not sure, handled by the addictions department”  Western MD: none
Multi-Co: “Referral and auth by MCOs. Once the treatment starts, we coordinate our services directly with the SUD treatment provider..”
Western MD: “We send letters offering coordination of care with client permission.”
Multi-Co: “We provide direct coordination with MH and SUD and accesses the MCO when the presenting issues are repeatedly not responding to treatment and may result in voluntary or involuntary discontinuation of services.”
Mont Co:”Not coordinating with MCOs”
8) To what extent are you coordinating MH and SUD with others such as local health department SUD programs and how does that coordination work?

   City: “Not at all.” City: Don’t know 

   Mont: “We coordinate with all treatment providers and share treatment plans, records and discharge plans, including return to SLH services when referred to inpatient treatment and OAS.  Currently we are developing an MOU with Avery Road Treatment Program, which is inpatient for up to 30 days and can provide detox services.” 
Eastern Shore: “we take referrals from HDs and local inpatient treatment facilities routinely”
City: “BSAS is involved with the program”
Eastern Shore: “We are the Health Department so I hope we coordinate well with ourselves.”
Western MD: “Agency provides space for HD to provide SUD treatment.”

Multi-Co: “Referral, information exchange including the history we are aware of (with the consent of the consumer of course), coordination of treatment and goal attainment, monitor attendance and drug test results when permitted.”
Western MD: “We send letters offering coordination of care with client permission. We may make a phone call to address specific issues regarding a client.”

Multi-Co: “We have developed a close partnership with the local health departments.  This includes cooperative staffing for treatment planning meetings, actual treatment and on going collaboration.”
Mont Co: ” We coordinate with public defenders, court system, Drug court, substance abuse providers, hospitals.  Most often this is done via email or phone calls.  We have also gone to staff meetings, case conferences, court appearances, etc.”
9) If you could (i.e. with the proper financial, regulatory and training support), would you rather deliver all or most SUD services yourself instead of having your service recipients rely on other providers? 

City: “Yes___X “We already do basic SUD services.  I do not think it appropriate for us to do more intensive services at this time.”

City: “Acute DTox should be handled by a professional facility. Ongoing SUD treatment makes most sense to occur in the MH facility since there is an ongoing primary relationship between the provider and consumer. It’s been our experience that most effective change can be facilitated within the confines of this trusting/therapeutic relationship.”

Mont: “Yes_X_ “Evidence demonstrates that integrated treatment is more effective than parallel treatment. At this time, we would not be interested in providing detox or inpatient services, but that could change with more training and better funding streams.” 
Eastern Shore: Yes   City: Yes

Eastern Shore: “Yes, would like to see our dual program extend to kids but this is not an easy undertaking.We would need some buy in by our psychiatrists that sees the kids.”

Western MD: Maybe

Multi-Co: “Yes, much time and efforts must be invested in coordinating services and still we may not receive the information in a timely manner we need to be effective.”
Western MD: Maybe  So MD: Yes 

Multi-Co: “Yes, our experience implementing high fidelity IIDDT programs over the past five years has made it very clear to us that full integration of services provides the most treatment/outcomes benefit to the consumer in the most cost effective manner.”
Mont Co: “: “Yes, we already are”
10) Other info/comments/recommendations at this point?

City: “Why not carve out MH and addictions? What is the track record with MCO’s and addictions? If memory serves correctly MH was carved out to avoid MCO concerns/issues?” 

Mont: “Allow authorizations and billing for consumers who have SUD only diagnoses.

Eastern Shore: “We don’t like that MHA has thrown in their lot with Minkoff's IDDT exclusively; like all EBPs, it's confining and process-oriented. How about having Practice Based Evidence and challenge everyone to show what results they are getting”?
City: “Feel free to offer our site if they want to see us in action.”

Multi-Co: “The integration of SUD and MH services would be well advised to include accommodation for the significant medical case management needs the populations present. This accommodation might include embedded nursing and nurse practitioner services.”
Mont Co: “To create an IDDT team or attain co-occurring capability requires training, consultation, and evaluation.  We obtained a foundation grant to finance those requirements and to fund the opportunity costs of revenue foregone by having clinicians engaged in non-revenue generating activities – i.e. training.  We obtained a second foundation grant to meet those requirements, so we are now helping two other service providers to attain co-occurring capability.  There are also incremental costs to maintain high fidelity IDDT measured by the IDDT Fidelity Scale or co-occurring capability measured by the DDCMHT.  One is ongoing refresher training and training for new staff members.  The other is ongoing clinical consultation similar to that required for SE.  These additional ongoing costs of evidence based treatment for co-occurring disorders are not funded.  Perhaps the most important requirement is the strength of the supervisors to model, teach, and support the continuous use of skills and philosophy.  Training for this is not funded either.”
General responses:

Western MD: “From a rehab-only agency, most of the questions don’t pertain to us, billing MCOs and the like.  But I did talk to the team leaders today in general about SUDs and the people we serve. While the popularity of various street drugs seems to ebb and flow, the main substance we deal with is alcohol.  The main way we deal with it is facilitating people getting to community N/A and A/A meetings.  Even though I haven’t discussed this topic in quite a while, this has been our reality over the long term.  About 30-35% of people served are dealing with a substance issue.When I asked how many are receiving formal SUD services from a clinic, I was told very few, only a handful of the 200 adults.  The substance programs are 1) very strict and 2) designed for people with good cognitive abilities.  The programs are seldom good matches for people we work with. On the other hand, about a dozen people use a methadone clinic. Misuse of prescription drugs is an ever-present problem.”

Mont Co: “My understanding is that MHA wants all of the PMHS service providers to attain co-occurring capability, rather than necessarily requiring “full blown” IDDT teams to be organized.  I think that co-occurring capability is an excellent goal   That is the goal that we’re working with St. Luke’s House and Family Services to achieve.  

The key things about co-occurring capability are that we work with whole people rather than a limited set of issues, that it is non-confrontational, person-centered, and stage-wise, and that it relies heavily on motivational interviewing, CBT, and groups.  The DDCMHT operationally defines evidence-based co-occurring capability.  That’s what we go by, and it’s what the capacity-building project that we’re involved in goes by.  It seems to me that some practitioners don’t feel comfortable with what they perceive to be the meaning of evidence-based practice, or with a particular instrument as its expression.  But I also suspect that very few mental health practitioners, if any, would disagree with those key things.  So perhaps we have more of a consensus than we might think – among mental health practitioners. It seems to me, though, that there is more of a cultural difference between many substance use treatment practitioners and many mental health practitioners.”  

