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Introduction

»
N

> This report was prepared as part of a group process
involving the Co-Occurring Center for Excellence
(COCE) and the Co-Occurring State Incentive Grants
(COSIGSs) from 2003-2005.

> The content of this report is intended as an
Introduction to the topic of consensus- and
evidence-based practices, rather than an exhaustive
review.

> This report was updated for posting to the COCE
Web site in June 2008.

> The SAMHSA Federal Project Officer for COCE is
Charlene E. Le Fauve, Ph.D. (CSAT).
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What i1s an Evidence-Based Practice?
Background

> The importance of employing evidence-based practices is now
widely accepted in the medical, substance, and mental health
fields.

> The intention of determining evidence-based practices is to
assist the clinician or program in improving treatment
appropriateness, process, and outcome for the individual.

> |n substance abuse treatment, emphasis on evidence-based
practices has influenced service delivery in areas ranging from
Initial engagement (as exemplified by an emphasis on training
In motivation enhancement strategies), to community re-entry
(as illustrated by a focus on cognitive behavioral strategies for
relapse prevention).

CSAT (2007)
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What is an Evidence-Based Practice (EBP)?
Background continued

> The Institute of Medicine (2000) suggests three
components of evidence-based practices:

« Best research evidence — the support of clinically
relevant research, especially from patient centered
clinical research;

« Clinician expertise — the ability to use clinical
skills and past experience to identity and treat the
Individual client; and

« Patient values — the integration of the preferences,
concerns, and expectations that each client brings
to the clinical encounter.

CSAT (2007)
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What I1s an Evidence-Based Practice?
Definition

COCE defines evidence-based practice in the field of co-
occurring substance use and mental disorders as
practices which, based on research findings and expert
or consensus opinion about available evidence, are
expected to produce a specific clinical outcome.

CSAT (2007)
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Levels of Research Evidence

COCE has developed a pyramid to capture the
level or strength of research evidence.
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Pyramid of Research Evidence

NIeta—AnaIytlc
Review

Clinical Trial Replications

peated Multi-Site tluasl-
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Synthesis of Multiple Research
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Observational Experience
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Table of Evidence- & Consensus-Based
Practices for Co-Occurring Disorders

Consensus-Based

Evidence-Based

Evidence-Based

Evidence-Based

Evidence-Based

. . Essential Practices in : : :
Guiding Principles Proarammin Substance Abuse Practices in Mental Practices for
g 9 A Health** Persons with COD*
Treatment

Embplov a Recovery Perspective Screening, Assessment, Motivational Meacalrgﬂi;cnh?seinr:ent Assertive

ploy y P and Referral Enhancement PP . Community Treatment
Psychiatry

Adopt a Multi-Problem Psychiatric and Mental Contingency Family Psycho- Modified

Viewpoint Health Consultation Management Techniques education Therapeutic Community

Develop a Phased Approach
to Treatment

Intensive Case
Management

Cognitive—Behavioral
Therapeutic Techniques

Supported Employment

Integrated Dual Disorder
Treatment

Address Specific Real-Life
Problems Early in Treatment

Prescribing
Onsite Psychiatrist

Relapse Prevention

lliIness Management and
Recovery Skills

Plan for the Client’s
Cognitive and Functional
Impairments

Medication and
Medication Monitoring

Repetition and
Skills-Building

Assertive Community
Treatment

Use Support Systems to
Maintain and Extend Treatment
Effectiveness

Psychoeducational
Classes

Client Participation in
Mutual Self-Help Groups

Integrated Dual Disorder
Treatment (Substance
Use and Mental Iliness)

*CSAT (2005)
**CMHS (2002)
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Double Recovery Groups
(Onsite)

Mutual Self-Help Groups
(Offsite)
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Six Guiding Principles

Six Guiding Principles in Treating Clients With COD

1.

- 0 N

Employ a recovery perspective.

Adopt a multi-problem viewpoint.

Develop a phased approach to treatment.

Address specific real-life problems early in treatment.

Plan for the client’s cognitive and functional
Impairments.

Use support systems to maintain and extend treatment
effectiveness.

CSAT (2005)
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Essential Programming for
Clients With COD

Screening, assessment, and referral
Psychiatric and mental health consultation
Intensive case management (ICM)*
Prescribing onsite psychiatrist
Medication and medication monitoring
Psychoeducational classes
Double trouble groups (onsite)

Dual recovery mutual self help groups (offsite)

*Can be seen either as an element of a program or as a full model program. CSAT (2005)
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Evidence-Based Practices

(in Substance Abuse Treatment)



Evidence Based Practices
(in Substance Abuse Treatment)

»
N
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Provide motivational enhancement to increase
motivation for treatment.

Design contingency management techniques to
address specific target behaviors.

Use cognitive—behavioral therapeutic techniques to
address maladaptive thinking and behavior.

Employ relapse prevention techniques to reduce
psychiatric and substance use symptoms.

Apply repetition and skills-building to address deficits
In functioning.

Facilitate client participation in mutual self-help group.

CSAT (2005)
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Motivational Interviewing (Ml)

> Motivational Interviewing (Ml) is a “client-centered, non-
directive, method for enhancing intrinsic motivation to
change by exploring and resolving ambivalence.”

> MI has proven effective in helping clients clarify goals
and make commitment to change.

> This approach shows so much promise that it is one of
the first two psychosocial treatments being sponsored
In multi-site trials in the National Institute on Drug Abuse
Clinical Trials Network program.

CSAT (2005)
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Applying the MI Approach
to Clients with COD

»
N

To date, motivational interviewing strategies have been
successfully applied to the treatment of clients with COD,

especially in:

> Assessing the client’s perception of the problem

> Exploring the client’s understanding of his or her clinical
condition

Examining the client’s desire for continued treatment
Enduring client attendance at initial sessions

Expanding the client’s assumption of responsibility for
change

Y VY

CSAT (2005)

COCE

SAMHSA's Co-Occurring Center for Excellence




Contingency Management (CM)

> Contingency Management (CM) maintains that the
form or frequency of behavior can be altered
through a planned and organized system of positive
and negative consequences.

> CM assumes that neurobiological and
environmental factors influence substance use
behaviors and that the consistent application of
reinforcing environmental consequences can
change these behaviors.

CSAT (2005)
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CM Technique Implications
for Persons with COD

Some recent examples of the use of CM technigues
have direct implications for people with COD:

> Housing and employment contingent upon
abstinence

> Managing benefits and establishing representative
payeeships

> A token economy for homeless clients with COD

CSAT (2005)
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Cognitive-Behavioral
Therapeutic Techniques (CBT)

> An underlying assumption of CBT is that the client
systematically and negatively distorts his/her view of the self,
the environment, and the future.

> Therefore, a major tenet of CBT is that the person’s thinking
Is the source of difficulty and that this distorted thinking
creates behavioral problems.

> CBT approaches use cognitive and/or behavioral strategies to
identify and replace irrational beliefs with rational beliefs.

> At the same time, the approach prescribes new behaviors the
client practices. These approaches are educational in nature,
active and problem-focused, and time-limited.

CSAT (2005)
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Cognitive-Behavioral
Therapy and COD

> Distortions in thinking are generally more severe with people
with COD. For example, a person with depression and an
alcohol use disorder who has had a bad reaction to a
particular antidepressant may claim that all antidepressant
medication is bad and must be avoided at all costs.

> Likewise, individuals may use magnification and minimization
to exaggerate the qualities of others, consistently presenting
themselves as “losers” who are incapable of accomplishing
anything. Clients with COD are, by definition, in need of better

coping skills.

CSAT (2005)
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Relapse Prevention

> A central element of all clinical approaches to relapse
prevention is anticipating problems that are likely to arise
In maintaining change and labeling them as high-risk
situations for resumed substance use, then helping clients
to develop effective strategies to cope with those high-risk
situations without having a lapse.

> A key factor in preventing relapse is to understand that
relapses are preceded by triggers or cues that signal that
trouble is brewing and that these triggers precede
exposure to events or internal processes (high-risk
situations) where or when resumed substance use is likely
to occur.

CSAT (2005)
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Relapse Prevention and COD

> Relapse education should be provided and related to the
Individual’s mental disorder. The latter is particularly important
because the pattern typically followed by clients with COD
begins with an increase in substance use leading to lowered
efficacy or discontinuation of psychiatric medication, or missed
counseling sessions.

> As a conseguence, psychiatric symptoms reappear or worsen,
the client’s tendency to self-medicate through substance use is

exacerbated, and the downward spiral is perpetuated.

CSAT (2005)
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Relapse Prevention and COD (Continued)

> Clients with COD need effective strategies to cope with
pressures to discontinue their prescribed psychiatric
medication.

> One such strategy is simply to prepare clients for external
pressure from other people to stop taking their
medications.

> Rehearsing circumstances in which this type of pressure

IS applied, along with anticipating the possibility, enables
clients with COD to react appropriately.

CSAT (2005)
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Intensive Case Management (ICM)

»
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> Engaging the client in an alliance to facilitate process and
connecting the client with community-based treatment
programs.

> Offering practical assistance in life management and
facilitating linkages with support services in the community.

> Making referrals to treatment programs and services
provided by others in the community.

> Monitoring progress.

> Providing counseling and support to help the client maintain
stability in the community.

CSAT (2005)
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Evidence-Based Practices
IN Mental Health Treatment



Evidence-Based Practices In
Mental Health Treatment

»
N

Collaborative Psychopharmacology
Family Psycho-education

Supported Employment

lliness Management and Recovery Skills

Assertive Community Treatment

Y Y Y Y

Integrated Dual Disorder Treatment (IDDT)
(Substance Use and Mental lliness)

CMHS (2002) and CSAT (2005)
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Collaborative Psychopharmacology

> Pharmacological intervention is the mainstay of treatment for severe
mental illnesses, including schizophrenia, schizoaffective disorder,
bipolar disorder, and major depression.

> The evidence supporting the beneficial effects of medication for severe
mental illness far outstrips all other interventions.

> Ample research documents the effectiveness of medications for both
treating the primary psychiatric disorder (e.g., antipsychotic medications
for consumers with schizophrenia) as well as for secondary syndromes
(e.g. adjunctive antidepressants for consumers with schizophrenia and
secondary depression).

> Research also provides some guidance concerning the appropriate
dosage ranges most likely to be effective, time course for therapeutic
response and dosage titration, identification and management of side
effects and methods for the treatment of refractor symptoms (e.qg.,
combinations of medications).

CMHS (2002) and CSAT (2005)

‘s‘COCE

SAMHSA's Co-Occurring Center for Excellence



Iliness Management and Recovery

> |llness management and recovery are aimed at helping consumers
acquire the information and skills needed to collaborate effectively
with professionals and significant others in their treatment, to
minimize the effects of the mental iliness on their lives, and to be
able to pursue personally meaningful goals.

> A variety of methods are aimed at helping consumers deal more
effectively with their disorder, including psycho-education about
mental illness and its treatment, teaching strategies that promote
effective use of medication, developing relapse prevention skills, and
iImproving methods for coping with symptoms.

> Additional techniques that can be subsumed under the broad
category of illness management and recovery include social skills
training to address social dysfunction and cognitive therapy for
psychosis.

DMHS (2002) and CSAT (2005)
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Supported Employment

»
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Refers to vocational services based on helping clients
rapidly acquire competitive jobs paying competitive wages.

Takes place in integrated community settings working
alongside non-disabled workers and providing ongoing
supports to facilitate success on the job or a smooth
transition to another job.

Contrast to traditional vocational services that use
extensive preemployment experiences such as
assessment, skills training, counseling, sheltered work
experiences, and work trials, prior to placement in a
competitive job. Individuals tend to become stalled in these
prevocational experiences and never make the transition to
competitive employment.

DMS-(2003) and CSAT (2005)
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Family Psycho-Education

> A variety of different models of family intervention have been developed over
the past two decades.

> Models of family interventions differ in their format (e.g., multiple family vs.
single family sessions), theoretical orientation (e.g., cognitive-behavioral,
broad-based supportive, modified family systems), duration of treatment (e.g.,
time-limited or unlimited), and locus of services (clinic- or home-based).

> Despite the many differences between models, effective family programs share
many features:

Usually last for at least 6 months;

Provide information to families about the psychiatric illness and its
management;

Strive to decrease tension and stress in the family, give social support and
empathy;

Focus on improving the future (rather than exploring the past), improve
functioning in all family members (not just the consumer); and

Seek to form a collaborative relationship between the treatment team and
family.

CMHS, (2002) and CSAT (2005)
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Integrated Dual Disorders Treatment (IDDT)

> Integrated treatment is defined as an intervention in which the same
clinicians treat both disorders simultaneously.

> For the past 15 years, extensive efforts have been made to develop
integrated models for individuals with COD.

> Most of the current models integrate services comprehensively and
Include counseling for both disorders as well as case management,
medications, housing, vocational rehabilitation, and family
intervention.

> Most programs use assertive outreach to engage clients in treatment
and motivation-based interventions that recognize the motivational
stages through which people progress in the process of changing
addictive behaviors.

> Programs usually take a long-term perspective by recognizing that
both mental illness and substance abuse are often persistent or
relapsing disorders.

CMHS (2002) and CSAT (2005)
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Evidence-Based Practices for
Persons with COD



Evidence-Based Practices for Persons
with Co-Occurring Disorders

> Assertive Community Treatment (ACT)
> |ntegrated Dual Disorders Treatment (IDDT)

> Modified Therapeutic Communities (MTC)

CSAT (2005)
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Nine Essential Features of ACT

»
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8.
9.

Services provided in the community, most frequently in the
client’s living environment.

Assertive engagement with active outreach.
High intensity of services.

Small caseloads.

Continuous 24-hour responsibility.

Team approach (the full team takes responsibility for all clients
on the caseload).

Multidisciplinary team, reflecting integration of services.
Close work with support systems.

Continuity of staffing.

CSAT (2005)
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Integrated Dual Disorders Treatment (IDDT)

> |ntegrated treatment is defined as an intervention in which the same
clinicians treat both disorders simultaneously.

> For the past 15 years, extensive efforts have been made to develop
integrated models for individuals with COD.

> Most of the current models integrate services comprehensively and
include counseling for both disorders as well as case management,
medications, housing, vocational rehabilitation, and family intervention.

> Most programs use assertive outreach to engage clients in treatment and
motivation-based interventions that recognize the motivational stages
through which people progress in the process of changing addictive
behaviors.

> Programs usually take a long-term perspective by recognizing that both
mental illness and substance abuse are often persistent or relapsing
disorders.

CMHS (2002) and CSAT (2005)
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Modified Therapeutic Communities (MTC)
Key Modifications

to structure

v more flexible activities to process
v shorter meetings and _ to elements
activities v fewer sanctions
v/ more staff guidance v engagement emphasis v/ accent on orientation and
v more staff responsibility as v individually paced progress instruction
role models IR plielelrein _ v individualized task
v flexible criteria for moving assignments
to next stage :
: v engagement emphasis
v live-out re-entry
: throughout
(aftercare) essential e
v/ activities proceed at a
slower pace
v counseling to assist use
of community
CSAT (2005)
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Summary

> The Modified TC is:

— more flexible
— less intense
— more individualized

> The quintessential elements remain:

— peer self-help
— community-as-method

CSAT (2005)
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Technology Transfer

The transmission of information to achieve
application.

‘G‘COCE
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Bridging the Gap Between
Practice and Research

Technology Transfer Models

> “Hard” (e.g.. equipment) and “soft” (e.g., counseling methods)

> “High” (requiring substantial capital) and “low” (requiring very
little investment)

> “Embodied” technologies (involving a physical entity like a
new drug) and “disembodied” technologies (e.g., a new
counseling procedure)

> “Information dissemination” activities (e.g., information
clearing houses) and “knowledge utilization” activities that
provide assistance in adoption efforts after information is
available

> “Dissemination” versus “bidirectional communication” or
“knowledge exchange”

Adopted from Lamb, S., Greenlick, M.R. & McCarty, D. (eds.) 1998.
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Bridging the Gap Between
Practice and Research (Continued)

Organizational Change Models:

Organizational readiness
Organizational support
Organizational culture

consensus

Y Y Y

Successful adoption of research findings depends upon
a careful matching of organizational characteristics,
culture, and stages of development

Adopted from Lamb, S., Greenlick, M.R. & McCarty, D. (eds.) 1998.
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Bridging the Gap Between
Practice and Research (Continued)

Development of Practice Guidelines

>

Provide a framework for choosing between options and make specific
recommendations wherever possible, based on the strength of available research
findings as well as the perceived degree of clinical consensus among practicing
clinicians.

Treatments that have not been adequately tested in well controlled trials, or
treatments where there are conflicting opinions about efficacy but which are
consistent with expert opinion and generally accepted treatment principles, are
recommended with a lower level of clinical confidence or alternatively, recommended
to be applied in specific circumstances.

These guidelines leave the ultimate judgment to the clinician, based on the data
presented by the patient and on diagnostic and treatment options available.

Guidelines should evolve as the result of a multidisciplinary process.

Use of guidelines is enhanced by:
— Endorsement by respected professional organizations and clinical opinion leaders
— Teaching sessions under their aegis
— Use by third party payers and managed care organizations

Adopted from Lamb, S., Greenlick, M.R. & McCarty, D. (eds.) 1998.

‘s‘COCE

SAMHSA's Co-Occurring Center for Excellence



Bridging the Gap Between
Practice and Research (Continued)

»
N\

Attributes Associated With Innovations Likely to Be Implemented

> Relative Advantage —the degree to which a new idea is perceived as
superior to existing practice that it replaces.

> Compatibility —the degree to which an innovation is perceived by
an individual as similar to previous experience or to beliefs and
values.

> Complexibilty —the degree to which a new idea is perceived as
relatively easy to understand.

> Trialability —the degree to which an innovation can be divided for
experimental use by an individual.

> QObservability —the degree to which a new idea can be seen by
others.

Rogers E.M. 1995a, 1995b
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Bridging the Gap Between
Practice and Research (Continued)

»
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Consensus and Evidence-Based Conferences and Reviews
Summary reports designed to assess and synthesize the literature
such as:

> Treatment Improvement Protocol: Substance Abuse Treatment for
Persons with Co-Occurring Disorders

> Co0-Occurring Disorders: Integrated Dual Disorders Treatment
Implementation Resource Kit

> Report to Congress on the Prevention and Treatment of Co-
Occurring Substance Abuse Disorders and Mental Disorders

> National Registry of Effective Programs (NREP)

CSAT (2005)

COCE

SAMHSA's Co-Occurring Center for Excellence




Bridging the Gap Between
Practice and Research (Continued)

Incentive-Based Programs
Grants that encourage the adoption of consensus- or
evidence-based practices such as:

> State Incentive Grants
> Policy Academy Grants

> Targeted Capacity Expansion Grants

CSAT (2005)
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Bridging the Gap Between
Practice and Research (Continued)

Practice/Research Collaboration

> The building of successful research/treatment partnerships, which
recognize the contribution of both the research and treatment
communities. Some examples include:

> Practice/Research Collaboratives (CSAT)

— Clinical Trials Network Program (NIDA)

— Improving the Delivery of Alcohol Treatment and Prevention Services
(NIAAA)

— Evidence-Based Practice Centers (Agency for Healthcare Research
and Quality [AHRQ])

— The Addiction Technology Transfer Centers (CSAT)
— The National Leadership Institute (CSAT)

— The Knowledge Application Program (CSAT)

— Researcher in Residence Program (NIAAA)

CSAT (2007)
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Bridging the Gap Between
Practice and Research (Continued)

CSAT’s Practice Improvement Collaborative

> The Practice Improvement Collaborative (PIC) program (initiated in 1998)
emerged as a direct response to the report on Bridging the Gap.

> According to the CSAT Director, PICs were designed to focus on the problems
identified as priorities by treatment providers and to encourage treatment
providers to apply research findings to improve the effectiveness of substance
abuse treatment services.

> The PICs were community-based initiatives that linked treatment providers,
researchers, and policymakers in order to build a strong foundation to effect
action.

> Nationwide, CSAT awarded 14 PICs for projects that covered a broad range of
substance abuse issues, including co-occurring disorders.

> A SAMHSA newsletter described the PIC initiative and highlighted
accomplishments in the cities of Chicago, Los Angeles, and New Orleans, and
the States of Nevada, North Carolina, Oregon, and Pennsylvania.

> A final report on the initiative was developed in 2005.

CSAT (2005)
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Technology Transfer Approach

Principles | Practices |
> Relevant > Readiness for change

> Timely > Interpersonal strategies

> Clear > Organizational support

> Credible O

— Translators

— Early adopters

— Champions

> Bi-directional — Peer networking
> Follow-up and support

> Multifaceted
> Continuous

CSAT (2005) & ATTC (2000)
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Technology Transfer Principles

> Relevant. The technology in question must have obvious, practical
application. “The greater the relevance of research findings/technology to be
transferred to the mission and goals of an organization, the more likely it is
that those findings or technologies will be employed or adopted.”

> Timely. Recipients must acknowledge the need for this technology now or in
the very near future. “Technology transfer is enhanced by the timeliness of the
findings or technology in question to the decision-making process being
undertaken by the organization.”

> Clear. The language and process used to transfer the technology must be
easily understood by the target audience. “The language and format in which
new technology or research findings are transmitted are critical to effective
transfer.”

> Credible. The target audience must have confidence in the
proponents/sources of the technology. “Use of research methodology is found
to be central to the credibility of the technologies or findings to be
transferred.”

ATTC (2000)
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Technology Transfer Principles (Continued)

> Multifaceted. Technology transfer will require a variety of activities and
formats suited to the various targets of change. “Research on change
initiatives indicates the most effective strategies are active rather than
passive.”

> Continuous. The new behavior must be continually reinforced at all levels
until it becomes standard and then is maintained as such. A sustained,
comprehensive initiative that incorporates a variety of media and experiences
IS needed to support the desired change throughout the system over time.

> Bi-directional. From the beginning of the change initiative, individuals
targeted for change must be given opportunities to communicate directly with
plan implementers. Strong participation and active, bi-directional
communication in a change initiative decreases resistance and increases
buy-in to the change process.

ATTC (2000)
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Technology Transfer Practices

> Matching goals to the readiness of targets. The user’s
adoption of a given technology depends heavily on
motivation, perceived costs and benefits of change, level of
commitment to current practices, confidence in ability to
perform new tasks, and the availability of needed resources.
An assessment of individuals and organizations on these
factors will inform decisions about both the dissemination
process and the appropriate point of departure.

> |nterpersonal strategies. Interpersonal strategies capture
the essence of all of the technology transfer principles given
above. They also facilitate local problem solving and
adaptation of strategies central to adoption and long-term
utilization.

CSAT (2005)
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Technology Transfer Practices (Continued)

> Use of translators. Translators are individuals intimately
familiar with the practice and practice setting of the users and
who share important aspects of the functioning and
background of the audience selected for change. The
translator works with a content expert to “translate” material
Into terms and examples meaningful to the audience.

> QOrganizational supports. Efforts to achieve and maintain
change require a continuing demonstration of support at all
levels of an organization. Thus, for example, technology
transfer to clinicians will often fail to catalyze change if the
administrators of the organization do not support the effort.

CSAT (2005)
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Technology Transfer Practices (Continued)

> Use of early adopters. These individuals provide early
evidence of successful knowledge application and serve as
role models for change. They provide the “testimonials” that
can sway reluctant individuals to try new approaches.

> Use of champions. These individuals exert significant
influence within the work environment and community and
consequently can be particularly important in effecting
systems change.

> Peer networking. These networks provide ongoing support
and assistance to technology transfer initiatives and
significantly increase the numbers of individuals who can be
reached.

CSAT (2005)
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Blueprint for Change

Ten Steps to Effective Technology Transfer

Step 1
|dentify the problem

v
Step 2

Organize a team for addressing the problem

‘v
Step 3
|dentify the desired outcome
Step 4
Assess the organization or agency

v

Step 5
Assess the specific audience(s) to be targeted
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Blueprint for Change (Continued)

Ten Steps to Effective Technology Transfer

Step 6
|dentify the approach most likely to achieve the desired outcome
Step 7
Design action and maintenance plans for your change initiative

Step 8
Implement the action and maintenance plans for your change initiative

v

Step 9
Evaluate the progress of your change initiative

‘v

Step 10
Revise your action and maintenance plans based on evaluation results
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Fundamental Conditions for Technology Transfer
Activities to Effect Individual or Systemic Change

1. Dissemination — Individuals and organizations must be
aware that the new knowledge exists and have access to it.

2. Evaluation —“Credible evidence” must exist that the
adoption of the new technology will improve practice
without unduly increasing costs or creating undesirable
side effects.

3. Resources — There must be sufficient resources (money,
staff, and material) to implement the new practice.

4. The Human Dynamics of Change — Active interventions to
overcome resistance and create a sense of “felt ownership”
among the implementers of the innovation.

Backer, T. et al. (1995)
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Six Key Strategies to
Meet these Conditions

1. Interpersonal contact — There has to be direct personal contact between the
users and the developers of the innovation.

2. Planning and conceptual foresight — There must be a well-developed strategic
plan in place to implement the innovation, with contingencies for addressing
problems in the implementation.

3. Outside consultation on the change process — Consultation can provide the
necessary assistance to track the adoption process and its likelihood of
success.

4. User-oriented transformation of information — The innovation must be readily
understandable and responsive to the needs of the potential users.

5. Individual and organizational championship — The role of opinion leaders in
supporting and implementing the innovation is a key to success.

6. Potential user involvement — Those who must live with the results of the
Innovation must be involved in the design and execution of its implementation,
to facilitate ownership and to decrease resistance.

Backer, T. et al. (1995)
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Pennsylvania’s Co-Occurring Project

Five pilot sites were funded to demonstrate the potential
of integrated service systems as a cost effective
alternative to traditional treatment models



Co-Occurring Sites

> Beaver County — Forensic Model

> Berks County — Adolescent Model

> Blair County — Central Point of Contact
> Mercer County — Case Management

> Washington County — Community Model

‘s‘COCE
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Integrated Treatment Requirements

>

>

Certified Addiction Psychiatrist - on site

Clinical Staff - experience in treating both disorders and
completion of core training

Screening and Assessment for co-occurring disorders —
all sites (no wrong door)

Treatment Plan — goals address both disorders

Psychotherapy — stage specific interventions to reflect
co-occurring disorders

Psychoeducational Groups

Self-Help Groups

‘s‘COCE
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Psycho-Education Groups

> Nature and course of mental illness and substance
use disorders

Interactive effects of co-occurring disorders
Short and long term effects of co-occurring disorders

Relapse prevention techniques

e Y Y

Interaction of psychotropic medication and substance
use

Y

Impact of co-occurring disorders on the family

‘s‘COCE
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Continuity of Care Requirements

Integrated aftercare services
Access to medication monitoring
Ongoing case management services

Follow-up contacts

B Y Y Y

Outreach protocols

‘s‘COCE
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Project Outcomes

> Adult and Adolescent Co-Occurring Core Curriculum is
available to all clinicians.

> 180 clinicians have received the Certified Co-Occurring
Disorders Professional Credential since May of 2004.

> GAF scores increased by 85% for individuals receiving
Integrated treatment.

> 75% reduction in substance use for individuals.

> 15% of the individuals in the project were self-referred.
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Research Recommendations

It is recommended that more research on COD be
conducted in substance abuse and mental health
treatment settings. This line of research should reflect
the treatment concerns of those served and those
providing service. To that end, recommendations on
the research agenda should involve broad

representation from the treatment community.

CSAT 2005
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Research Recommendations

> Survey existing COD programs in terms of their services, staffing,
resources, organizational characteristics, and approach to
integrating substance abuse and mental health treatment.

> Clarify the characteristics of those clients with COD for whom
substance abuse treatment alone is not sufficient to achieve
significant improvement in their substance use and mental
disorders.

> Develop and test strategies to engage clients with COD of
different degrees of severity.

> Develop and test strategies to maximize adherence to substance
abuse and mental health counseling services, medication, and
medical regimens.

> Clarify the optimum length of treatment for clients with COD who
manifest different severities of illness.

CSAT 2005
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Research Recommendations

> Develop and test strategies and technigques for ensuring successful
transition to continuing care (also known as aftercare).

> |dentify common features of successful program models by
undertaking further critical experimental studies of models such as
ACT, ICM, and MTC to clarify what works and for whom.

> Evaluate treatment approaches verified in research on substance
abusers in general (e.g., motivational interviewing, relapse
prevention) to test how effective these approaches are in meeting the
special needs of clients with COD.

> Develop and test brief individual and group counseling strategies
that can be used by substance abuse treatment agencies to
accomplish particular and limited goals in working with specific
types of co-occurring mental disorders (such as depression and
anxiety syndromes).

CSAT (2005 )
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Research Recommendations

> Create and test therapy manuals, videos, and other materials to detail
the implementation of recommended practices.

> Develop and test case management strategies that emphasize
accessing community resources to address the multiple needs of
clients with COD.

> Conduct economic studies of programs for COD to examine the cost
of the achieved outcomes and the economic benefits relative to the
cost. Longitudinal economic studies of COD programs are needed to
identify the longer-term costs and benefits associated with treatment.

> Conduct systems research and analysis to examine barriers to both
treatment and to the integration of mental health and substance
abuse treatment, as well as to clarify larger systems/organizational
considerations, and to understand issues in garnering greater public
acceptance for treatment.

CSAT (2005)
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Future Directions

> While recognizing the continuing need to develop and test
new treatment strategies and models, this overview report
recommends the increased application of current
consensus- and evidence-based practices; i.e., of principles,
strategies, and models already known to be useful and
effective.

> The importance of the transfer and application of knowledge
and technology has likewise become better understood.

> This overview report emphasizes the need for new initiatives
that improve services by promoting and studying innovative
technology transfer strategies for infusing current
consensus- and evidence -based practices into clinical
services.
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Conclusion

There are a variety of treatment strategies and models ready
for infusion into clinical practice. There is the need to develop
new application approaches based on the principles

and practices of technology transfer.
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