MEMTAL HEALTH SERVICES
CYERSIGHT AMD ACCOUNTABILITY COMMISIICN

1300 17" Street, Suite 1000
Sacramento, CA 95811
(916) 445-8696
FAX: (916) 445-4927

August 19, 2010

To: Sherri L. Gauger
Executive Director

From: Ann Collentine
Mental Health Program Supervisor

Subject: Report on Co-Occurring Disorders (COD) Competency Status to Date

ISSUE

MHSOAC Executive Director Gauger requested a report on the status of
implementation of recommendations of the Mental Health Services Oversight and
Accountability Commission (MHSOAC) Report on Co-Occurring Disorders adopted by
the Commission on November 20, 2008.

BACKGROUND

In November 2007, the MHSOAC authorized a 19-member Workgroup on Co-occurring
Disorders (COD). The MHSOAC charged the COD Workgroup with developing
comprehensive recommendations to address the needs of individuals with co-occurring
mental illness and substance abuse. The COD Workgroup, which met from November
2007 through June 2008, heard briefings by state leaders and experts on the status of
the treatment of co-occurring disorders in California. A report was developed which
summarized the COD Workgroup’s key findings and recommendations to improve the
capacity of state and county policy makers and program administrators to address the
needs of individuals with co-occurring disorders under the Mental Health Services Act.

DISCUSSION AND ANALYSIS

The following chart provides the enumerated recommendations from the COD Report
that relate to the MHSOAC. The chart also includes an analysis of each
recommendation.
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Recommendations

Analysis

1.2: The MHSOAC should work with the
Department of Mental Health (DMH)
and Alcohol and Drug Programs
(ADP) to ensure that MHSA
guidelines support flexible funding to
allow development of integrated
programs. Reporting requirements
should not be a barrier to flexible
funding for “whatever it takes”
services.

No MHSOAC action taken.

2.1: The MHSOAC should commissiona | No MHSOAC action taken.
work group on the Integrated
Treatment of Youth.
2.2: The MHSOAC will commission a In May 2009, the Services Committee

work group on the Treatment of
Offenders.

convened a stakeholder group and wrote a
report to the Administrative Offices of the
Court on, “Facilitating Better Outcomes for
Persons with Co-occurring Disorders in the
Courts”

2.2.1: The MHSOAC will convene a panel
forum to educate the MHSOAC and
the public about current public
policy issues regarding the
treatment of offenders within the
scope of the MHSA.

No MHSOAC action taken.

2.3: The MHSOAC will promote
partnerships with the Department of
Public Health, the Department of
Health Care Services, Health Plans,
Public and Community Health
agencies, and California Hospitals
and State medical associations to
promote behavioral health screening,
prevention, and treatment in medical
settings. In concordance with
SAMHSA'’s recommendations, mental
health services should be more
accessible in primary care settings,
including “encouraging flexibility in
state [Medi-Cal] benefit designs to
cover mental health services in

Supported through plan approval.
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primary care settings”. Behavioral
health care should be co-located in
primary care settings.

2.4: The MHSOAC should continue to give

priority focus to individuals who are
homeless or at-risk for
homelessness. The MHSOAC
should continue to support full-service
and supportive housing partnerships
that serve individuals who are
homeless or at-risk for
homelessness.

Supported through plan approval.

2.5;

The MHSOAC should work with
DMH, ADP and the Department of
Veterans Affairs to clarify California’s
response to increased PTSD and
substance abuse among veterans.

No MHSOAC action taken.

2.6;

The MHSOAC should work with
DMH'’s Office of Multicultural
Services, ADP, CMHDA'’s Ethnic
Services Manager and community-
based organizations (CBOs) that

primarily serve racial, ethnic and
to

culturally diverse communities
identify culturally competent
approaches and programs that show
promise for individuals with COD.

No MHSOAC action taken.

2.7:

The MHSOAC will commission a
work group on the Integrated
Treatment of Older Adults that would
be advisory to the MHSOAC and
DMH.

No MHSOAC action taken.

3.5;

MHSOAC staff and/or
commissioner(s) should attend
COJAC meetings to provide
collaboration.

No MHSOAC action taken.

4.1:

(Stigma Reduction) The MHSOAC
should promote the use of Statewide
Stigma Reduction funds to reduce the
stigma and discrimination of
individuals and families with mental

The MHSOAC approved PEI funding to be
set aside for statewide projects for Stigma
and Discrimination Reduction. Guidelines
for Statewide Programs (DMH Information
Notice No.: 10-06, Guidelines for
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illness and substance abuse in the
criminal justice system, hospitals,
schools, foster care, and other non-
mental health systems.

Prevention and Early Intervention (PEI)
Statewide Programs) were issued March
29, 2010.

4.2:

(Workforce Training) The MHSOAC,
in conjunction with the Mental Health
Planning Council and DMH, should
promote the use of Statewide or
Local Workforce Education and
Training funds to increase co-
occurring competency in mental
health and substance abuse
providers, as well as other non-
mental health personnel (e.g. law
enforcement, prison guards, school
teachers, property managers) who
interact with individuals with COD.

No MHSOAC action taken.

421

: (Workforce Training) The MHSOAC
should promote the use of
Workforce Education and Training
Funds to train mental health staff in
practices which promote effective
discharge and transition planning
from hospitals and emergency
departments and other institutions
or agencies with newly identified
individuals with co-occurring
disorders, severe mental illness or
who are homeless or at-risk for
homelessness.

No MHSOAC action taken.

4.2.3:

(Workforce Competency) The
MHSOAC should promote the use
of Workforce Education and
Training to train mental health and
substance abuse providers in
culturally competent care for
individuals with COD.

No MHSOAC action taken.

4.3:

(Prevention) The MHSOAC should
promote the use of MHSA Prevention
and Early Intervention Training and
Technical Assistance funds to
improve the effectiveness of outreach

Supported through plan approval.
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and engagement for racial, ethnic and
culturally diverse communities to
enhance participation in community
program planning, enhance service
utilization and foster collaboration
with community-based organizations
serving these communities.

4.3.1: (Early Intervention) The MHSOAC

should promote the use of MHSA
Prevention and Early Intervention
Training and Technical Assistance
funds to provide statewide technical
assistance to improve referrals by
early responders, hospital
emergency departments, law
enforcement and others in a
position to intervene early and
effectively with individuals who may
be at risk for developing co-
occurring disorders, including
people who are homeless or at risk
for homelessness.

Supported through plan approval.

4.4: (Clearinghouse) The MHSOAC

should work with partners to develop
a clearinghouse to disseminate "best
practice" programs and training for
COD. These may also include
cultural and linguistically appropriate
approaches to work more effectively
with individuals and families from
racial, ethnic and culturally diverse
communities.

No MHSOAC action taken.

51:

The MHSOAC should encourage the
use of MHSA Capital Improvement
and Technology or Community
Services and Supports funds to
develop voluntary residential crisis-
stabilization units, alternative peer-
run crisis or wellness centers, and
integrated mental health and
substance abuse multi-service
centers. Detoxification services
should be integrated with crisis

No MHSOAC action taken.
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stabilization.

5.2: The MHSOAC should encourage the
use of MHSA Prevention and Early
Intervention program funds to
implement voluntary Screening and
Brief Intervention and Treatment
(SBIRT) for Substance Abuse or pilot
behavioral-health screening in
Emergency Departments, Primary
Care and other public health
programs, and related systems such
as Child Welfare and Aging Services.

No MHSOAC action taken.

6.1: The MHSOAC should encourage the
development of client-centered
services and treatments for
individuals with COD that offer
consumers real and meaningful
choices about treatment options,
including peer-provided and peer-run
services which are culturally and
linguistically appropriate.

Supported through plan approval.

6.1.1: The MHSOAC should specifically
encourage the broad use of peer-
run Warm and Crisis lines and peer-
run crisis-alternative respite centers
and crisis residential programs.
Sites for peer-run services should
be expanded to include non-mental
health community settings, such as
Community Wellness Centers or
Recreation Centers.

Supported through plan approval.

6.1.2: The MHSOAC should encourage
use of MHSA Innovation funds to
study the effectiveness of endemic
treatment programs (e.g. The Red
Road to Sobriety or Faith-based
mental health and recovery
alternatives) in partnership with
racial, ethnic and culturally diverse
communities.

No MHSOAC action taken.

6.2: The MHSOAC should encourage
training for consumers and providers

Supported through plan approval.
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to increase consumers’ ability to
successfully cope with life’s
challenges, foster recovery and build
upon resilience, instead of just
managing symptoms. Training
should support the provision of
services in the least restrictive
environment.

6.3:

The MHSOAC should encourage the
employment of peers at all levels of
the mental health system in the wide
range of roles for which individuals
are qualified, including, but not limited
to, ambassadors, cultural brokers,
trainers and providers of peer-based
wellness and recovery services.

Supported through plan approval.

71:

The MHSOAC should support
community partnerships with client,
peer and family organizations.

Supported through plan approval.

7.2

The MHSOAC, DMH and ADP should
collaborate to enhance state
information systems—both phone
and website—to assure that
consumers and family members can
easily find information and resources
in multiple languages for both mental
illness and substance abuse.

No MHSOAC action taken.

7.3:

The MHSOAC should promote the
use of MHSA Workforce Education
and Training funds to train mental
health and substance abuse
providers to engage, collaborate with
and support families as an essential
resource. Training should include
instruction to assess and refer
families to collateral services when
needed.

No MHSOAC action taken.

7.4:

The MHSOAC should include family
members of individuals with COD as
a priority population for PEI
programs. In addition, mental health
and ADP programs should provide

No MHSOAC action taken.
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referrals for family members to
recovery services, including co-
dependency and trauma services
specifically for families.

8.1:

The MHSOAC should create a panel
to educate the MHSOAC and the
public about current public policy
issues regarding trauma, including its
impact on people with mental health
and substance-use disorders.

No MHSOAC action taken.

8.2:

The MHSOAC should establish a
workgroup to inform and guide policy
on the needs and perspectives of
individuals who have experienced
trauma, and create a plan to facilitate
the implementation of core
competency to recognize and
address trauma.

No MHSOAC action taken.

8.3:

The MHSOAC should promote the
use of MHSA Workforce Education
and Training funds to educate and
train mental health and substance
abuse treatment providers in the
identification, assessment and
treatment of individuals suffering from
trauma and a substance-use and/or
mental disorder.

Supported through plan approvals.

9.1:

The MHSOAC should direct DMH
and ADP to improve data collection
systems to better measure
prevalence, treatment and outcomes
for co-occurring disorders.

No MHSOAC action taken.

9.2:

The MHSOAC should work with
COJAC and its members to define
standards for “successful” COD
treatment, including staffing
standards and measures of program
effectiveness.

No MHSOAC action taken.

9.3:

The MHSOAC should develop
appropriate “process” indicators to
measure progress towards systemic

No MHSOAC action taken.
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transformation, cultural competency
and co-occurring disorders
competency.

9.4: The MHSOAC should promote the No MHSOAC action taken.
use of MHSA Workforce Education
and Training to train and educate
mental health and alcohol and drug
treatment staff to improve accuracy of
screening, assessment and
diagnostic coding for COD and other
serious mental illnesses.

10.1: The MHSOAC should encourage Supported through plan approvals.
the use of MHSA funds and
strategies to incentivize
transformative processes at the
county level, including 1) quality
improvement activities that foster
integrated care, 2) efforts to
establish and encourage non-
mental health partnerships, and 3)
activities that promote client and
family wellness and recovery.

10.2: The MHSOAC should publicly No MHSOAC action taken.
acknowledge and celebrate
innovative best practices developed
by counties and partners that
advance the ability to provide
culturally competent and
comprehensively integrated care for
COD.

Staff reviewed the Evaluation Indicators for Phase Il of the Evaluation and found that
none of the selected indicators specifically address outcomes for individuals with COD.

In the MHSOAC 2009 PEI Trends Report approved county PEI programs were
assessed for the inclusion of individuals with co-occurring mental health and substance-
use risk factors or disorder. In 30% of the programs analyzed, program features or
program outcomes addressing COD were specifically mentioned. This report analyzed
233 programs in 32 approved PEI plans.
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RECOMMENDATIONS

1.

2.

Re-establish the Commission commitment to infuse COD perspective into all
appropriate Commission policy papers (Training and TA paper, for example).
Establish an annual specific COD goal as part of the Services Committee Charter.
COD Recommendation 2.2.1 listed above could be done during the November
Commission meeting.

Consider providing an annual report to the Commission on the status of integration
of COD recommendations into MHSA activities.

Incorporate COD perspective and recommendations into Commission work on
HealthCare Reform and/or Integrated Plan.



