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Friday Morning < May 13, 2011
Making Effective Choices: Choice Not Control

We make effective choices to steer our lives toward our hopes and dreams and away from harm. Individuals
living in, and receiving treatment from, our power-over-people culture have lost the opportunity and experiences
to learn to make effective choices. This workshop presents a choice making process with which people can
regain self-control of their lives. CONTENT IS BEST SUITED FOR PARTICIPANTS AT ALLLEVELS; 50%
DIDACTIC, 25% PARTICIPATORY, AND 25% EXPERIENTIAL.

Presenters: David Heffron, BA, NHA, Regional Operations Director, Telecare Corporation, Long Beach,
California,; Scott Madover, PhD, MINT Trainer, Administrator/Regional Administrator, Telecare Corporation,
Oakland, California; Jennifer Obermeyer, LCSW, Administrator, Telecare Corporation, Gresham, Oregon

Creating Unified & Compassionate Relationships through Family
Psychoeducation

This workshop is designed to introduce attendees to a F amily Psychoeducation model called “Family Education
& Support” (FES). The FES model is designed to assist families in understanding their loved ones struggles and
ways to help support one another in healing the family system. FES can assist individuals with co-occurring
mental illness and substance use issues gain a better understandin g of their symptoms and make positive strides in
their wellness and recovery program. CONTENT IS BEST SUITED FOR PARTICIPANTS AT ALL LEVELS;
50% DIDACTIC, AND 50% PARTICIPATORY.

Presenters: Gavin Cherry, MS, ARISE Intervention Certification, Customer Relations; Kristen Fredrickson,
MA, LCMHC, MLADC, ACT Team Leader, both of WestBridge Community Services, Manchester, New Hampshire

Mastering the Stages

In the era of Recovery, Evidence Based Practices and Harm Reduction, we rely on clinical tools that are consumer-
centered, flexible, and based on Harm Reduction principles. Some of the most important clinical tools are the
Stages of Change (SOC) and the Stages of Treatment (SOT). Unfortunately, many clinical and case managerial
team members are not comfortable working with them - or not familiar with the models. Moreover, many team
members do not use SOC and SOT strategically. This workshop will provide definitions and simple ways to
use these tools in our daily work. CONTENT IS BEST SUITED FOR PARTICIPANTS AT ALL LEVELS; 50%
DIDACTIC, 25% PARTICIPATORY, AND 25% EXPERIENTIAL.

Presenter: Luis O. Lopez, MS, HSBCP, QA/Director of Best Practices and Recovery Based Initiatives, Services
Jor the Underserved, New York, New York

Implementing EBP’s in ACT: Fidelity & Technical Assistance

This session will provide an overview of the implementation and ongoing technical assistance for 10 Washington
State ACT teams who provide a range of evidence-based practices (EBP’s) such as Supported Employment,
Iliness Management & Recovery, and Integrated Dual Disorder Treatment. Presenters will describe how they
utilize the TMACT fidelity tool to guide ongoing technical assistance to teams including an illustration of
EBP implementation trends over 3 years and discussion of challenges. CONTENT IS BEST SUITED FOR
PARTICIPANTS AT THE INTERMEDIATE TO ADVANCED LEVELS; 75% DIDACTIC, AND 25%
PARTICIPATORY.

Presenters: Shannon Blajeski, MSW, Trainer & Consultant: Maria Monroe-De Vita, PhD, Assistant Professor
and Director, both of Washington Institute for Mental Health Research and T raining, University of Washington,
Seattle, Washington

ACT and Transitional Age Youth

Since the implementation of ACT specifically designed for the Transitional Age Youth (TAY) population with
severe and persistent mental illness, Orange County Behavioral Health Services has been able to demonstrate
the need for this level of care to help our TAYs achieving recovery. Although there are vast numbers of literature
defining the recovery model, it does carry different meaning for different cultures. We hope to share our successes
and challenges. The attendees will also be able to hear personal accounts from some of our TAYSs involved in
the program. CONTENT IS BEST SUITED FOR PARTICIPANTS AT ALL LEVELS; 60% DIDACTIC, AND
40% PARTICIPATORY.

Presenters: Clayton Chau, MD, PhD, Associate Medical Director, Orange County Health Care Agency, Santa
Ana, California, Assistant Clinical Professor, Department of Psychiatry, University of California Irvine, Irvine,
California; Tracy Rick, MSW, LCSW, Service Chief1, Orange County Health Care Agency, Behavioral Health
Services, Anaheim, California
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T Booster Training and Burnout Prevention, {
months post-startup)

* Integrated Dual Disorder Treatment, {(6-5 months post-
startup)

specialist skill development trainings (Supported
Employment, IDDT & formal wellness (IMR/WRADP)
(18-30 months post-starlup)

5/10/2011

Ack v\ wWash W\@D\ﬂ SE

2007 - Implemented 10 ACT eams.

State of Washington Department of
Behavioral Tealth & Recovery (formerly
Mentat 1 ealth Division) provided
program ov

DBHR contracted with Washington

Institute for Mental Health Rescarch &

Training to provide training, technical
stance & fidelity reviews,

One full day on-site with each team. (10

ACT101. (evidence, outcomes, service components)
Daily Operations. (daily organizational staff
meeting/treatment planning with weekly

Regional Core Skills Training

+ Motivational Interviewing
+ Supported Employment

+ Strengths-based assessment & person-centered planning

- Safety & Therapeutic Boundaries

: 1g daily
organizational team mecting, troubles hooting daily
processes.)

* Monthly case consullations by phone with nation
consultant and local consultant.
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Olten called “model” or “program” tideline
* Began formalizing technical assistance in a more Detinition: The degree o which a program includes
targeted skill format. Teatures that are critical to achieving the inlended
outcomes
Example: In-state MINT Trainers famitiar with ACT Typical purposes of fidelity measures
Id two M day Motivational Interviewing

+ Compare actual with intended intervention
trainings witlveach team.

« Ensurereplication and/or prevent dritt
. ) -alidity of interpretation of results
= Continued ongoing lechnical assistance around sures : site studivs
daily processes. : . R
Y + To guide performance improvement efforts**
* Began tailoring t ical assistance more formally
to fidelity roview results.

Use enhanced TMACT protocol & data collection forms
w Review teams in pairs — independent & consensus
+ Thedegree to which a program includes features that "‘“"‘32‘\
are critical to achieving the intended outcor = 1 days per re
g - . Data sources:
+ Model fidelity is positively correlated with outcomes
: a@Team survey & Excel spreadshect
@ Chart reviews (20% randomly selected)
@ Daily team meeting observation
w Treatment planning meeting observatio
+ Qur primary purpose: To guide performance g Team mem lew

ttcomes typically come too slowly to use
cly as feedback
dclity tools have many purposcs

improvement efforts @ Consumer interviews (typically in a group)
@ Review of daily team meeting tools
g Conducted every six months x first 2 yrs/ now annually

based practices

ACT s a platform for delivering comprehensive _. .

. 47 items; 5-point anchored scales
Many effective services available for adults wi 6 subscalus:
severe mental illn Operations & Structure (OS): 12 ffems
Core Team (CT): 7 iterus
Specialist Team (ST): S items
Core Practices (CP): 8 items

« Staffing roles
bment/Services
« Wilhin U
+ ditems assessing person-centered planning practices Evidence-Based Practices (11): 8 ilems
< I misused, ACT s have the polential for being, . . . .
! used, AC N e they ‘ o Peyson-Centered Planning Practices (1) 4 ifemns
coercive and paternalistic N
+ Operaling from a recovery model arguably epitomizes
high fidelity ACTT




. Substance Abuse Specialist on Team
- Role of SA Specialist (In"Tx)
3. Role of SA Specialist (Within Team)
4. Yocational Specialist on Team

ST5. Role of Voe Specialist (In Fm sloyment Services

Role of Yoc Specialist (Within Team)
pecialist on
8. Role of Peer SP

g PR L RS { 7. Provides
integrated, stage-wise freatment to ACT consumers who have a substance use problem.
Core services include: (1) conducling comprehensive substance use assessments that
consider the relationship between substance use and mental heaith (2) assessing and
tracking consumers’ stages of change readiness and stages of lreatment; {3) Using outreach
and mofivational interviewing techniques, {4) Using cognitive behavioral approaches and
refapse prevention: (5) Treatment approach is consislent vith consumer's stage of change

Substance abuse
specialist
PARTIALLY
provides 3-4 dual
disorder treatment
services (i.e.. § or 2
services are

Substance Substance
abuse abuse specialist
specialist provides 2 duat
provides 1 or disorder
fewer dual {reatment
disorder services {ie.. 3
treatment services are
sefvices. absent),

Substance abuse
specialist provides

t di .
absent). but up to 2 all 5 dua d'so,rde' provides ALLS
: freatment services, "
services are only but up 1o 2 services dual disorder
PARTIALLY P treatment services

o are only .
proé)/:ed PARTIALLY {see under

all S services are provided. defiion)
provided. but more
than 2 are
PARTIALLY
provided,

Substance abuse
specialist FULLY

- . B . Team has at feast 1.0 with at least 1 year of
experience in employment services (e.g.. job developinent. job coaching, supported
lemployment). Percent of consumer contacls involving specialty activities. as well as team's
responsibility for substance use seivices (sce EP2) is considered in raling this item. Refer {o]
Formula in Protocol.

Alleast 1.0 FTE
vocational
with at least specialist with at

Less than 0.25(0.25- 049 F T - sl least munimal
. 05-074FTE wunimal .
FTE vacationat vocalional specralisl] qualifications. At dualiications.
speciaiist wilh lspecraist vith atf "¢ 12N spectalist] qua " At least 80% of
N . with at least least 80 of "
at feast minimatf least niinimal - consumer conlaclsy
. . minmal consumer contacls
qualifications { qualifications . A " volve specialist-
qualifications involve specialist-
OR OR OR relaled aclivitios

related aclivties i
- - {vs. generalist). If
Criteria for {vs. geneialist). less than 80% of

rating met, except
N e contacts & team
qualifications Criteia for "5 on

standands. rating met, exce, N
sta s Hing mef. except EP2. specialist
qualifications. o
activities may
stand; B
comprise 65%

0.75-099 FTE
vocational specialisy|

Crileria for Criteiia for *3"
rating met, rating mel,
except except
quahfications | quahlications
standands. standards,
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T Atleast 1.0 who m
lor certification as a substance abuse or co-oceuning disurder specalist Py
framing or experience mIDDT. Percent of consumer conticts mvolving spucilty aclivitios,
Frell as leam's 1esponsibility for subslance use services § EP1).is considered in rating
his item  Reter 1o Formula ny Prolocol

1

SDARETE
nce ab
ist
astminmal
quattications
CR
Crtena for 23
Criteria fr a2 [ rating met, except
ratng met, except|  quahficabcns
quaificalions standards
slandards

bstar
specials
least nunimal
qualtications
SR
Criteria for 3°4
rating met except
quatiications,
standards censumer conlacts
invelie specialist-relatec
acirakies (vs generalist).
OR

speciatist activitis:
may comprise 30
or
Ceftenia fora 5'r fespectvely
met, except
quahfications standards,

(1) modeling skills &
hem identify

Sub:(ance Substance Subslancera::use
s;;zﬁs‘ abuse specialist S\Ab_s(§|1ce abuse Sub_s(ance abuse ue:gren(:::LLd
does not PARTIALLY specialist per!pvr_ns specialist petforms functions within the
perform any of perlo_rms 1 _org 2 functions within | 3 functions wilhin team
functions within the team, the team,

the 4 functions {see under
within the team, the team. definition).

. e L L ! . - Vocational
pecialist provides supported employment services. Core services include: (1) engagement,
(2) vocational assessment: (3) job development: {4) job placement (including geing back to
lschool. classes): (5) job coaching & foflow-along supports {ncluding supports in academic
ttings). & (G) benefits counseling.

Vacational
specialist provides
4-5 empioyment
scrvices, {ie., 1or
Vocalional Vuca(_lonal 2 services are Vocational Vacational
speciatist specialist — [absent), it up to 3| specialist provides
provides 2 or provides 3 services are only | all 6 employment provitles ALL 6
fevior umploymmﬂ PARTIALLY services. but up to employiment
employment rvices (e, 3 provided 3 services are only services
services. selvices are OR PARUALLY {sce undes
ahsent). all 6 services are provided. defimtion)
provided. bt more
than 3 are
PARTIALLY
provided.



{1) modetiny skils &
constiltation {2) eross teannng 1o other am membiees (o hel them 1o develop supported
Pmployment appoachics with consumers m he team: (3 attending all day keam meetings
AUH attending all treatment planemeg weel for consumus vath employment guals

Vocatonat
Voeshionat Vocalional spacialist pedforms|
specialist peforms | speaisiist performs } ALL 4 funclions
2 iunchions 3 funcions, wilhin lhe teany
wilhin the team vathipp the team (see uncder
defintion),

Vocational Vucational
specialist does spuctalist
ot perform any|  PARTIALLY

ofthe 4 performs 1 or 2
functions vathin funchions
the team wilhin the team

ocatly. muunal
et munl
i the proc
writines

Less than 025
FTE peer
spacialist on

less than 1.0
FTE peer
specialist with
mnadequate

Yuiabhedtions i

ke thie follovany
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+ Team bas alleast 10 FTE team memhber who meats
lucat standards tor certficalion as a peer specbst If peer corbilication s unavakable

1) selbdenthes as anondivadual eall g

e v currently o formenly g reapient of menial healih seivices. {2316

025FTE to
Q49 FTE peer
specialist who
meels atfeast
minimal
(ualilications.

0S50FTEt Q74
FTE peer specialist
who mets gl feast
miurnal
Quahlicatons
OR
atieast 1 OFTE
ecinlist wilh

qualfications

075 FTE 10 0.99
FTE pecar
who mects a1
minimal anmat
qualifications. quahiications
No more than 2

OR lhe 1.0 FTE.

the 1.0 FTE.

Ificati
qualiications mere than 2 peer

specaiists fill lhe
10FTE.

. - : Peer Specialist on the team perfarms the following
funcllons (11 coachmg and consultation to consumers to promole recevery and self-

direction {e.g.. preparation for role in treatment planning meetings): {2) facilitating wellness

management strategies (e.g., WRAP. INR): {3} participation in all team activilies (e.g.. tx

planing. chart notes} is equivalent to feliow team members. {4) medeling skills for &

providing consullation to fellovs team members: and (5} providing cross-ttaining to other EP1. Full Responsibilitv for DD Services

: b ? iol st :
team members in recovery principles and stralegies FPZ Fll“ RESP. fOI' \"O ationnl St‘l'\'iCL‘S
EPS. Full Resp. for Wellness Management

EP4. Integrated Dual Disorders Tx Model

i
i EP5. Supported Employvment Model
Peer Specialist EP6. Engagement & Psychoeducation w/

Peer Speciaist | £\ ¢ Tooin Peer Specialist

Peer Specialist P:_UI;I:E:,::)L:SIJ funclions vathin| Peer Specialist | FULLY performs
petforms 1 or < lhe team the team FULLY performs 4| ALL 5 funclions
OR functions within | within the team

fewer functions OR
on the tean, the team. {see under
defintion).

Natural Suppor
EP7. Empirically-Supported Psychotherapy
410 5 funclions EPS. Supportive Housing Model

| 2 to 3 functions. PARTIALLY.

i PARTIALLY.

: The FULL TEAM (1) values
ompelitive work as a goal for all consumers. and believes that: (2) a consumer's,
xpressed desire 10 work is the only eligibilily cnterion for SE services: (3) on-the
ob assessment is more valuable than extensive prevocational assessment; {4)

placement should be individualized and tailored to each consumer's preferances:
and (5) ongoing supporls and job coaching should be provided when needed and
desired by consumer.

: The FULL TEAM (1)
consdersinteraclions be(ween mental liness and subs|ance abuse, (2) follows
cognitive-behawvioral principles; (3) does not have absolute expectations of
abstinence and supports harm reduction: (4) understands and applies stages of
change readiness in treatment: and (5) 1s skilled in motivational interviewing.

Team prmanly Teamis FULLY

uses traditional
model {v.g.. 12-
slep Only 1 -2 Only 3 ciitenia
proginmimmg. | etena are met are met,
focus on
ahstmenee)
Critena not met

Team primarily

aparates rem

IDDT maclel.
mueting 4 crileng.

based in IDDT
freatment
principies and
meels all §
cuteria
{see under
detinilion)

Team FULLY
Team pumanly embraces SE
Qnly 1-2 criteia [Only 3 criteria ave|  embraces SE- |model and maeets
are met > madel, mecling 4 5 2
{see under
detinilion)

Team dlocs nat
cmbrace
supported

cmployment (SE)
maoglel
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Wellness managemenl services are directly provided by the ACT team rather
than by an external program or provider (e g.. a WRAP group run by the team's
agency rather than the ACT team itself)

Less than 2044 otf 20 - 49" ol 50- 747 of 75 89% of " o more of
p - 89%
consumers ¢ consumers in | consumers in consuimers m
‘ consumers in
need of veilness need of need of need of
need of vacational
management rocatonnal vocabenal N sovabional
- wrvies are :
setvices are seruees ale services are Crves are

N receiving them
recewving them | secewving them | receiving them from lheJ(E‘lm receiving them
from the team. | fromthe team. | from the team : [rom the team.

Substance Abuse Specialist
Role in Treatment (ST2)

Approximately 6-8 months after start-up, tean
attended a large group IDDT training.

Between 12 and 18 month fidelity reviews, each
team received on-site Motivational Interviewing enths
n‘aining. P wnths

20-months
At approximately 25 months, team leaders and
substance abuse specialists attended an IDDT
booster train

feam

TMACT fidelity reviews at 12, 18 & 30 months. A

Integrated Dual Disorder
Treatment (EP4)

Most of team attended initial 1DDT large aroup training
after serving clients for 6 months.

Loss of substance abuse specialist shorthy after. (6-
months after start-up)

12-month New substance abuse specialist hired by 12-month
IS-month review and attended a state-sponsored training on 11
3t-month
Both team leader and whole team subscribed to and
championed IDDT model allowing SA
develop their service delivery as a new clinician on the
team.

Overall most consistent growth of IDIT services in slate.




Team B-IDDT

12-months
IXmonths

30-months

SASRalein Treatment($12) [T Team (1)

Team D - IDDT

ponths
I3-muoniths

A0-months

SASRolein Treatment ($ DT Team (1:24y

Stronger IDDT orientation in more
transdisciplinary teams - teams that suffered from
less turnover and worked closely together scemed
to keep a strong INDT philosophy from year to
year.
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Started outwith strong substance abuse specialist at 1218
maonths implemented HDDF serviees,

Substance abiise speciaiist abrepliv It oy prosition wthin one
moath ol The Stmenth review.

Team atifized technical assistance tastart using “whiteboard” to
stage clivnts and continue towork from g stagessvise freatment

framewark despite loss of spedcialty position

Peer specialist alsoin recovery, began running dual disorder aroup.

leam leader, led in 1DDT moddd, picked up the individual
substance abuse counseling,

ving lower score Tor spocialist at 30-monlths, Stilt
‘A on IDDT item

nnection between a team’s embracement of
IDDT philosophy and rating of SA Specialist. (i.e.
teams that embraced stage-wise treatment/harm
reduction typically had a SA Specialist providing a
more full spectrum of treatment.)

Conversely, teams that showed a more fractured
view of the IDDT philosophy secemed to have a
Specialist wha v 't fully implementing IDDT
services.

Start-up training included Supported Employment
model overview.

Most feedback/technical assistance on Supported
Imployment followed fidelity reviews.

One Supported Employment booster training, for
team leaders and at approximately 20 months
post start-up.

Post-30 maont i 2010-2011) teams receiving
individualized Supported Emplovment
training/technical assistance.



Vocational Specialist Role in
Treatment (ST5)

12-months
Is-months

A0-nmunths

leamd B C D
A

team tumover (team leader, multiple staff) at 12-
months, VS has remained since start-up.

V3 struggles to implement full Supported Employment
model.

Team Supported Employinent orientation has experienced
drift since 12-month review.

Team leader focused on more of a traditional vocational
rehabilitation model.

VS difficulty protecting 80%

VS for first 30-months.

Both VS struggled with preserving 0%
specialty time, (total of 80% VS time for 100-
client team)

Agency Supported Employment orientation in
flux during team development, unclear
message on providing fidelity SI services.

Technical assistan rovided at 18, 30-months
may have helped VS fidelity scores,
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Supported Employment
(EP5)

12-maonths
1S-months

30-month~

Team
A

Team F - Supported
Employment

12-muonths
15-months

A0-months

VS Rede in Treatment (ST3) SE Team (EPS)

Team I - Supported
Employment

12-mont v
1S-months

30-pomths

VS Ralein Trealmem(§15) SETeam {193)




5/10/2011

* Peadership (ageney and/or team leader) with mised
= Before more intensive SE trainine/tochnical attitudes toward Supported IFployment model tended to
b N . u of . . .
VS Jocused on “what they knew” ¢ have less implenmiented VS role in trealment.

slronger focus on skills rehabilitation, running “job ~ i tud " i

aroups,” working with the DVR system, working in Teams with mixed attitud es toward Supportec I.m; loyment

collaboration with local sheltered work and/or model tended to have less implenmented VS role in

k al » i
starting their own sheltered work, focusing treatme
strongly ¢ . . . ) . -
. Failure to preserve specialty time negatively impacted VS

* 1 team VS implemented full SE model at start-up. reatment.

agement & Recovery)
IR (Ilness Management & Recovery)

. . . munths
Other formal wellness strategies driv s tear .
- folie 18-maonths
spuecialist. ]

30-months
Most technical assistance for wellness services
oceurred through TMACT fidelity review
recommendations with specific follow-up as needed. cam

A

ialist (I'S), with team since inception.

iplinary nature to team, c.g. ACT clinicians & 'S
es inrunning WMR group as well as dual

honhs . . '
m accessed very little technical assistance (o run WMR

ts-menths . . . .
group, parent agency championed WMR implementation.

20-months

cady increase in wellness penetration rate, (33%-66'%
m 12-30 months,

leam
A




Team D: Formal Wellness

12-months
ts-memths

30-nwnths

Team ] — Formal Wellness

5

12-months
18-months

J0-months

Continuation of yearly TMACT fidelity reviews.

ualized team-based IDDT technical
assistar

Continued individualized team- Ipporte
Employment training & technical tance.

Wellness management: Received a three-year grant
from NIMIT to develop and pilot-test IMR within
ACT teans .
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* Hire of new PS between [8-30 month review had significant
impact on both 'S role in treatment (STS) and penetration
of wellness services (1°1°3) during 30-month review:

Team had significant irn-over at approximately 24 months
resulling in re-training in ACT modet & IDDT/SEAWellness,

New PS5 was a “self-starter”, quickly took on the formal
] \

part of the 'S role and sought out te assistance on

starting IMR groups.

By 30-month review, wellness penetration rate had jumped
to 93%.

Implementation of formal welln ervices largely tied to
peer specialist skill level/mterest as well as
coaching/supervision by team leader.

Cross-training of formal wellness across team helpful.

Lower fidelity ratings in EP3 speak to the need for more
formal training and consultation in specific wellness
approaches across the team.

Integration of another EBP
Staff turno
Team funding
Training/TA funding
pecific and distinct clinical skillset for I Supported
nployment & Formal Wellness services.
Team | cader EB ampion vs, putting EBP on “back
burner”
“Justdo it” phenomenon,
Mixed adoption/support of ERs in laraer community.




Shannon Blajeski, MSW
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206-861-9311

Mara Monroe-DeVita, PhD.
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Scattle, WA
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