LITS Bulletin

Louisiana Integrated Treatment Services Technical Assistance Bulletin (TAB)
Issued by the LA Behavioral Healthcare Taskforce
TAB No. 4

The goal for the Co-occurring State Incentive Grant Project (COSIG) is to develop and
implement a system that supports Co-occurring Diagnosis Capability (CODC) within all of the
mental health and substance abuse facilities/programs statewide. The minimum expectation is
that all programs meet criteria for CODC. The long-term goal for continued LITS
implementation is to work toward development of specialized Co-occurring Diagnosis Enhanced
(CODE) programs. Below is a description of CODC and CODE which will assist you in
clarification of the LITS goals.

Program Categories for Co-occurring Diagnosis Capable and Co-occurring
Diagnosis Enhanced

Introduction:

The current document includes program categories for mental health and substance disorder
programs, that define Co-occurring Diagnosis Capable (CODC-MH, CODC-SA) programs and
Co-occurring Diagnosis Enhanced (CODE-MH, CODE-SA) programs within each service
system, and recommend the following important principles of system design:

1) All MH and SA programs should be expected to be Co-occurring Diagnosis
Capable, according to the definitions below.

2) Within any system of care, at each level of care, there should be a plan for
appropriate CODE capacity.

Definitions:

System of Care: For purposes of this document, mental health (MH) programs are any
programs organized, licensed, and/or funded to specifically treat individuals with psychiatric
disorders, often prioritizing individuals with serious mental illness; the array of such programs
serving a defined population is termed the mental health system of care for that population.
Similarly, addiction or substance abuse (SA) programs are any programs organized, licensed
and/or funded specifically to treat individuals with substance disorders; the array of such
programs serving a defined population is termed the chemical dependency system of care for
that population.

Program Cateqories:

CODC-SA: The concept of Co-occurring Diagnosis Capable in SA programs s incorporated in
the ASAM PPC2R (ASAM, 2001), in which CODC is described as a standard of care for ALL



addiction treatment programs, based on the high prevalence of expected co morbidity among
individual s seeking addiction treatment.

CODC-SA represents a measurable basic standard of care, which can be implemented
within the context of existing program requirements, with additional technical assistance and
training support, but without additional clinical operational cost, and can be reliably assessed
through routine program audit, such as would occur during licensure review.

CODC-SA appliesto any and all levels of care in the addiction treatment system, and
implies that the program routinely admits individuals with co-occurring disorders, provided that
the symptomatology and disability associated with those disorders is not severe enough to
substantially interfere with participation in routine program functions or require substantially
increased levels of staff support in order to sustain such functioning.

Thus, an individual may have baseline psychotic symptoms or suicidal ideation, but these
symptoms are sufficiently limited or controllable that the individual can participate in groups,
complete assignments, perform independent ADLS, etc.

All SA Programs must meet the criteria for CODC-SA
The measurable criteria that define CODC status are as follows:
1. Mission and Philosophy: The program’s mission, philosophy, and admission
policies specifically welcome individual s with co-occurring disorders, and create no
barriers to admission based solely on psychiatric history, diagnosis, or non-addictive
prescribed medication. Assessment of motivation and functional capacity to participate
in treatment are assessed for this purpose, as they would be for anyone seeking
admission. The program takes an active role in reducing barriers to treatment due to the
stigma associated with mental illness and substance abuse. (Note that individuals with
psychiatric presentations or medication regimes that are more complex or controversial
will ordinarily require CODC-SA programs for addiction treatment.)
2. Screening for Co-morbidity: There are specific screening procedures for the
presence of psychiatric disorders and symptoms, and evidence that such procedures or
tools are followed and used competently.
3. Assessment: The assessment process is ongoing, and incorporates routinely
gathering information about psychiatric history and current psychiatric status, including
symptoms, disability, current treatment supports, and psychotropic medication needed to
maintain stability. There is evidence that this process, and the associated forms, are
followed and used competently. In addition, proactive linkage is provided to ensure
access to mental health treatment for those individuals who need mental health services
beyond the capabilities of the program.
4. Diagnosis and Treatment Planning: Psychiatric diagnoses are identified in the
treatment record, and, where current treatment is required, listed as problems on the
treatment plan. Specific goals and objectives are identified for each such problem.
5. Documentation: Progress notes document monitoring of the psychiatric disorder in
relation to the treatment plan.
6. Programming: Treatment programming (at least one group per week) addresses
issues related to co-occurring mental illness directly and openly, educating ALL clients
about basic symptoms of mental illness, the possibility of co morbidity, and the need for
continued medi cation compliance while working an addiction recovery program.
7. Medication Policies: Program policies address obtaining medication prescriptions,



aswell as medication distribution and compliance, directly, and support medication
compliance with MD prescription as a program requirement, including staff’s
responsibility to support such compliance.

8. Psychiatric Emergency Policies: Program has specific procedures for dealing with
psychiatric emergencies.

9. Mental Health Consultation: Program has access to MH consultation for diagnostic
assessment and treatment planning assistance. (Ideally, an existing program supervisor
has MH background and training.)

10. Collaboration with MH Treaters: Program has defined policies and procedures for
integrating input from outside MH treaters into treatment plans, progress notes, and
discharge plans, including obtaining routine input from psychiatric prescribers.
(Psychiatrist on siteis preferable, but not required.)

11. Competencies: Human resource policies and staff training and supervision policies
incorporate attention to specific competencies in co-occurring disorders related to
program function (e.g., screening, running the group), and continuing education to
support and enhance those competencies.

12. Discharge Planning: Discharge or transition planning documents specific attention
to continuity of care for psychiatric disorder.

Due to severity of need exhibited by the treatment population some SA programs should
meet the criteria for CODE-SA.

CODE-SA: CODE-SA programs are psychiatrically enhanced programs at any level of care or
type of treatment in the addiction system, in which additional resources and capabilities are
added to an existing addiction program model in order to accommodate individuals with
psychiatric disorders who have moderate levels of acute symptomatology or psychiatric
disability. Thistype of program may include individuals who are motivated for addiction
treatment, but also have active symptoms of PTSD which may include intermittent flashbacks
and/or suicidal ideas, or who also have stable schizophrenia with persistent disability that may
interfere with usual functioning required in a CODC addiction program.

CODE-SA programs are more costly than usual CODC addiction programs, and require
additional funding, often through braiding or blending MH funding into the addiction program
funding base. The ASAM recommendation is that within each system of care, at each level of
care in the addiction system, thereis a plan for CODE-SA capacity. Thismay involve distinct
programs, or it may involve a component of an existing CODC program.

The specific characteristics of CODE programs are as follows:

1. Meetsal CODC criteria, plus.

2. Increased staffing levels, with more staff with MH training

3. Direct availability of a licensed prescriber with training in psychopharmacology on

site.

4. On siteavailability of MH supervision/consultation

5. Smaller group size, with more flexible expectations, and more specific MH symptom

management incorporated into program content.

6. Documentation of active interventions to stabilize mental health symptoms present in

treatment plans and progress notes

7. Continuing documentation of collaboration with continuing care mental health

treaters, and involvement of those treatersin treatment planning meetings.




8. Program materias, such as skills training modules for substance reduction or relapse
prevention, adapted to individuals with psychiatric impairment who may have
impediments to learning new skills, by utilizing shorter, simpler, and more flexible
assignments.

9. Policiesthat support welcoming return for individuals who lapse in treatment or who
are unable to adhere to rules during the current treatment episode. More likelihood to
accommodate more than one lapse before discharge.

10. Increased availability of individualized counseling and case management.

All MH Programs must meet the criteria for CODC-MH
CODC-MH; The concept of CODC-MH was developed by Minkoff (Minkoff, 2000) as an
extension of conceptualizations developed in the 1998 CMHS Expert Consensus Panel Report on
Standards of Care for individuals with co-occurring disorders. Like CODC-SA, CODC-MH is
considered to be an expectation for ALL mental health programs, and can be implemented with
technical assistance and training support, but without additional clinical operational resources.
CODC-MH programs routinely welcome individuals with active co-occurring substance
disorders, and provide appropriate phase specific interventions to treat those disorders. Capacity
for medically-monitored detoxification is dependent upon the availability of medical and nursing
care comparableto that found in an ASAM Level 111 detoxification program, but intoxicated
individuals who do not require medical detoxification can be routinely stabilized in appropriately
staffed settings.
Like CODC-SA, CODC-MH is evaluated through routine program audit procedures,
through chart review of specific, measurable criteria.
Specific characteristics of CODC-MH programs include:
1. Mission and Philosophy: Mission statement and philosophy clearly welcome
individuals with active substance use, and promote continued mental health treatment of
such individuals even when actively using. The program takes an active role in reducing
barriersto treatment due to the stigma associated with mental illness and substance abuse.
2. Screening for Co morbidity: Specific screening for substance use disorders
documented, with evidence that such screening is performed competently.
3. Assessment: For individuals who are screened positively for past or present disorder,
there is documentation of substance assessment, incorporating types and amounts of use,
patterns of use, problems associated with use, specific substance diagnoses, past
successful interventions, characteristic mh symptoms during previous sobriety periods,
current treatment if any, and specific documentation of stage of change. In addition,
proactive linkage is provided to ensure access to substance disorder treastment for those
individuals who need substance disorder services beyond the capabilities of the program.
4. Treatment Planning: Substance diagnoses are routinely recorded in the clinical
record, and identified as problems in the treatment plan, with specific goals, objectives,
and interventions.
5. Substance Disorder Consultation: Documentation of access to consultation with
CADAC or another clinician with documented substance expertise, and integration of this
input into progress notes and treatment plans.
6. Continuity: In programs responsible for continuity of care, no denial of access or
continuity based on continuing substance use for individuals who require treatment for
continuing psychiatric disorders, and program policies specify that primary clinicians




provide integrated continuous treatment relationships.

7. Stage-Specific Treatment: Availability of stage-specific treatment interventions,
including arange of group interventions in programs that offer groups

8. Competencies: Human resource policies incorporate basic competenciesin
substance use disorders consistent with job requirements, and supervision and training
policies include continuing education plans to support and enhance those competencies.
9. Collaboration with SA Treaters: Documentation of coordination of care with
collaborative substance providers integrated into treatment record.

10. Discharge Planning: Discharge or transition planning incorporates specific attention
to continuity of phase-specific treatment for co-occurring substance disorder.

Due to severity of need exhibited by the treatment population some MH programs should
meet the criteria for CODE-MH
CODE-MH: Dual diagnosis enhanced mental health programs incorporate increased capacity to
address co-occurring substance disordersin a variety of mental health settings. In general, in any
mental health system, at each level of care, there needs to be a plan for appropriate availability of
CODE-MH services. Inamost every level of carein the MH system, a CODE serviceisno
more costly than a comparable CODC service; creation of appropriate CODE servicesin a
system with adequate baseline capacity often involves designating some of those services as
CODC, and the remainder as CODE, in the planning process.
Characteristics of CODE-MH programs vary according to the type of program. All
programs meet CODC criteria, plus additional criteriaas follows.
1. Onetype of program involves provision of an active addiction treatment program in a
mental health environment, such as an inpatient psychiatric unit, partial hospitalization
program, or mental health group residential setting.
a. The program staff has increased training in addiction with available
supervision by addiction credentialed staff.
b. Program content includes substantial addiction focus (approximately half time
asaminimum.), with strong connections to standard (e.g., 12-Step) and dual
recovery programs.
c. Program policies address abstinence expectations, and make provisions for
transfer to a setting with lower expectations if the individual lapses.

2. The second type of program emphasizes motivational enhancement interventions for
individuals with active substance disorders and severe psychiatric illnesses that are very
disengaged: e.g., continuous treatment teams, “wet” housing programs.
a.  Program staff have increased training and experience in working with
actively using individuals with severe substance disorders.
b. Programsincorporate motivational interventions, along with contingency
management (e.g., payeeships), and intensive case management, maintaining
continuity with clients who are very disengaged.

3. Thethird type of program incorporates arange of phase-specific treatment options
into a comprehensive program setting that emphasizes working with individual s with co-
occurring disorders. Examplesinclude: dual diagnosis specialized continuing day



treatment, dual diagnosis specialized damp housing, as well as combinations of services
in a comprehensive continuum.
a. Program staff members have increased training and access to supervision, as
above.
b. Programs have afull range of phase-specific interventions, including
connection to dual recovery programs
c. Programs have substance use policies that clarify consequences for various
types of behavior in each phase of treatment, and procedures for connecting
program contingencies to motivational enhancement strategies.
d. Programsincorporate a combination of continuing care strategies with
interventions attached to increased expectation.



