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	1. Integrated assessment of DD clients


	One disorder assessed with specific symptoms, course of illness and diagnosis clarified.
	Two disorders assessed with specific symptoms, course of illness and diagnosis clarified in one disorder.
	Two disorders assessed with specific symptoms, course of illness and diagnosis clarified in both disorders
	Two disorders assessed with specific symptoms, course of illness and diagnosis clarified in both disorders with some discussion of the relationship between  disorders.
	Two disorders assessed with specific symptoms, course of illness and diagnosis clarified in both disorders with an initial case formulation developed based on the relationship between these disorders.

	2. Integrated crisis plan
	Fewer than 25% of DD clients have a written crisis plan (for either disorder)
	25-79% have a written crisis plan for at least one disorder
	Crisis plan present for 80%, but plan targets both SA and MI in <25% of charts
	Crisis plan present for 80%, and plan targets both SA and MI in 25% - 75% of charts
	Crisis plan present for 80%, and plan targets both SA and MI in >75% of charts

	3. Integrated treatment plan


	A case formulation based on a comprehensive assessment including the payoff matrix is developed and informs the treatment plan in <25% of plans
	A case formulation based on a comprehensive assessment including the payoff matrix is developed and informs the treatment plan in 25% to 50% of plans
	A case formulation based on a comprehensive assessment including the payoff matrix is developed and informs the treatment plan in 50% to 75% of plans
	A case formulation based on a comprehensive assessment including the payoff matrix is developed and informs the treatment plan in 75% to 100% of plans
	A case formulation based on a comprehensive assessment including the payoff matrix is developed and informs the treatment plan in 100% of plans

	4. Multidisciplinary Team Quality. Rate a) Number of disciplines, b) frequency of meeting, c) degree of integration (e.g. single chart vs separate records, all staff housed together vs. spread out)
	Traditional outpatient or brokered CM model; no team
	Minimal implementation of Multi discipline. team (2 or three disciplines, low frequency of meeting, little integration)
	Partial implementation of Multi discipline team (all three criteria are better than in “2” or one criterion done very well but others not)
	Nearly full implementation of Multi Discipline team (all three criteria met to large degree)
	Full implementation of Multi discipline team with Case managers, psychiatrist, nurses, residential staff, and vocational specialists work collaboratively on mental health; treatment team meetings daily; highly integrated.

	5. Integrated Substance Abuse Specialist

	IDDT clients are referred to a separate substance abuse department within or outside the agency (e.g., referred to drug and alcohol staff)
	A substance abuse  specialist serves as a consultant to treatment team; does not attend meetings; is not involved in treatment planning
	A substance abuse or DD specialist is a fully integrated member of the treatment team; attends all team meetings; involved in treatment planning for IDDT clients; models IDDT skills and trains other staff in IDDT
	A DD specialist is a fully integrated member of the treatment team; attends all team meetings; involved in treatment planning for IDDT clients; models IDDT skills and trains other staff in IDDT

	The team consists of multiple DD specialists with 2 years experience, fully integrated. They attend all team meetings; are involved in treatment planning for IDDT clients; model IDDT skills and train other staff in IDDT

	6. Stage-Wise: Rate on up-to date rating of stage for each client, the presence of all four stages in the program, and a full-range of interventions appropriate to each stage. Judge by staff interviews, SATS ratings, charts. 
	Program does not use stages of treatment at all  
	Minimal use of stages (no ratings, or not up to date, truncated or fuzzy stages, lack of interventions for each stage)
	Moderate use of stages (at least one element well implemented but not all three); or some staff use and others do not
	Consistent use of stages but at least one of the criteria not implemented fully
	A full range of interventions is available for all four stages and each client has a written up-to-date rating of current stage in treatment plan and is consistently reflected in progress notes

	7. Access to related services identified in the client treatment plan
	None of the charts reviewed showed consideration of need for related services such as employment, illness management, or intensive case management

	Some mention of related services in individual treatment plan, but few related services were actually accessed by the clients
	More related services identified in the treatment plan and they were usually actually accessed by the clients
	Multiple related services identified. All related services were accessed, but not necessarily within 2 months
	Multiple related services identified. All related services identified in treatment plan were accessed within 2 months

	8. Access to residential/housing services for DD clients

· Housing specialist(s)

· Wet-damp-dry housing
· Affiliated residential program 
	No housing specialist available in county or program; limited or inadequate wet, damp, dry housing for DD clients
	Housing specialist(s) in county but not program; limited or inadequate wet, damp, dry housing for DD clients
	Housing specialist(s) in program; limited or inadequate wet, damp, dry housing for DD clients
	Housing specialist(s) in program; full range of wet, damp, dry housing for DD clients
	Housing specialist(s) in program; full range of wet, damp, dry housing for DD clients; residential program affiliated with program

	9. Long-Term Services. Goal is that no specific time limits are place on dual-disorder services and there is no pressure for clients to move out of these services. Clients with DD are treated on a time unlimited basis with intensity modified according to need and degree of recovery. Clients are not terminated due to change in reimbursement eligibility.

	Overall program has a time limit. 
	Program as a whole has no time limit but some of the services, such as particular groups are time limited. 
	Neither program nor individual services have time limits or utilization limits per se, but some services are only offered some of the time.
	No time limits; services available at any time; but waiting lists exist.
	No time limits; services available at any time; no waiting lists. 

	10. Outreach 

· In situ aid for housing, medical, court and legal

· Outreach to engage clients initially and re-engage if stop attending
	Program is passive in recruitment and re-engagement; almost never uses in situ outreach mechanisms.
	Program makes initial attempts to engage but generally focuses efforts on most motivated clients; little or no in situ engagement
	Program staff frequently attempt in situ OR engagement outreach, but not both. 
	Program staff frequently attempt BOTH in situ and engagement outreach (but it is not formally supported in policy, supervision and charting requirements).
	Policy, supervision, and charting requirements encourage in situ and engagement outreach. Over half the charts show evidence it has occurred when appropriate (e.g. when attendance is poor or a client has dropped out or if a client has court appearances).

	11. Motivational Interventions: Quantity Clinicians who treat IDDT clients use strategies. 

SCORE BY ADDING THIS AND NEXT ITEM AND DIVIDING 
BY 2.


	≤20% of client charts reflect motivational interviewing approach (ie goals discrepancies, pay-off matrix); 
	21%- 40% of client charts reflect motivational interviewing approach (ie goals discrepancies, pay-off matrix); 
	41%- 60% of client charts reflect motivational interviewing approach (ie goals discrepancies, pay-off matrix)
	61%- 79% of client charts reflect motivational interviewing approach (ie goals discrepancies, pay-off matrix)
	>80% of client charts reflect motivational interviewing approach (ie goals discrepancies, pay-off matrix)

	12. Motivational Interviewing Qualitative

SCORE BY ADDING THIS AND PREVIOUS ITEM AND DIVIDING BY 2.
	No record of training on MI within past year
	Training on MI within past year but not all staff have attended
	Training for all staff on MI within past year
	Training for all staff on MI within past year and staff interviews reflect use of MI
	Multiple trainings for all staff on MI within past year and staff interviews reflect use of MI

	13. Dual Diagnosis Counseling:  Clients who are in the action stage or relapse prevention stage receive dual diagnosis counseling that integrates substance abuse and mental health issues 

· Relapse Prevention Skills MH/SA

· Problem solving skills

· Coping Skills and social skills training

· Challenging clients beliefs about substance abuse and mental illness

· Drug and alcohol refusal skills
	DDX counseling is not routinely provide 
	Mental Health or Substance Abuse Counseling is provided by referral in a parallel or sequential model
	Mental Health or Substance Abuse Counseling is provide by the agency in specialized SA and or MH individual and/or group services
	Mental Health and Substance Abuse Counseling is provide by the agency in specialized integrated individual and/or group services
	Mental Health and Substance Abuse Counseling is provide by the agency in an integrated fashion throughout all aspects of programming as well as in specialized integrated individual and/or group 

	14. Integrated group treatment for DD. DD clients are offered group treatment specifically designed to address both mental health and substance abuse problems 

SCORE BY ADDING THIS AND NEXT ITEM AND DIVIDING 
BY 2.
	No groups are offered for DD clients
	Groups are offered for only one of the two disorders
	Separate groups are offered but not integration of the disorders in the groups
	Separate groups for each disorder, but some integration occurs in the groups
	Integrated groups where both disorders are the focus of treatment

	15. Group DD Treatment:  DD clients are offered group treatment specifically designed to address both mental health and substance abuse problems

SCORE BY ADDING THIS AND PREVIOUS ITEM AND DIVIDING 
BY 2.
	<20% of DD clients regularly attend a DD group
	20% - 34% of DD clients regularly attend a DD group
	35% - 49% of DD clients regularly attend a DD group
	50% - 65% of DD clients regularly attend a DD group
	>65% of DD clients regularly attend a DD group

	16. Family education and support
	No identification of families or significant others for each client; or no outreach to families provided
	Minimum outreach to families provided: 

· Materials on DD offered or sent

· Consultation with families around treatment decisions
	Moderate outreach: materials, consultation, some specific intervention, i.e. support group, coping skills training group. 
	Partial implementation of an evidence-based family intervention for DD.
 Reviewers will look for evidence program is using an explicit evidence-based model

	Full implementation of an evidence-based family intervention for DD. Reviewers will look for evidence program is using an explicit evidence-based model.

	17. Participation in Alcohol & Drug Self-Help Groups:  Clients in the action stage or relapse prevention stage attend self-help programs in the community

SCORE BY ADDING THIS AND NEXT ITEM AND DIVIDING 
BY 2.
	<20% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	20% - 34% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	35% - 49% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	50% - 65% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community
	>65% of clients in the active treatment stage or relapse prevention stage attend self-help programs in the community

	18. Proactive Self Help Groups & Liaison

· Staff have a working knowledge of the Self Help Groups they refer to

· Staff attend self help groups with clients

· Staff help clients to prepare and/or adjust to self help groups (Mock Groups, in-house groups, Self help Prep Groups, Individual Counseling, etc)

SCORE BY ADDING THIS AND PREVIOUS ITEM AND DIVIDING BY 2.
	No referral of dual-disorder clients in action or relapse prevention stages to self-help in community or at agency
	Occasional referral of dual-disorder clients in action or relapse prevention stages to self-help in community or at agency
	Routine referral but staff do not have a working knowledge of the self help programs
	Routine referral and staff has a working knowledge of the self help programs
	Routine referral and staff has a working knowledge of the self help programs and take proactive steps to assist clients in utilizing this resource including such things as mock groups or attending with the client

	19. Pharmacological Treatment: 

Prescribers for IDDT clients:

· Prescribe psychiatric medications despite active substance use

·  Work closely with team/client 

· Focus on increasing adherence

·  Avoid benzodiazepines and other addictive substances

·  Consider clozapine, naltrexone, disulfiram or other medications with some evidence base for use with DD
	All clients do not have ready access to psychiatric evaluation and treatment.
	Clients have access to psychiatric evaluation and treatment but medications may be withheld for those with concurrent substance abuse; OR prescription of medications with abuse potential (e.g. benzodiazepines) is not controlled 
	Clients have access to psychiatric evaluation and treatment, medications are not withheld, and medications with abuse potential are controlled;  but prescribers have virtually no contact with treatment team and make no apparent efforts to increase adherence 
	Clients have access to psychiatric evaluation and treatment, medications are not withheld, and medications with abuse potential are controlled;  and prescribers have extensive contact with the treatment team and make apparent efforts to increase adherence
	In addition to criteria in #4, prescribers actively consider naltrexone, disulfiram, clozapine, & other medications having some evidence base for use with persons with dual disorders. 

	20. Interventions to promote health and reduce the health-related and other negative consequences of substance use (including nicotine)
	No explicit programmatic support for promoting health or reducing negative consequences of  DD 
	Program support for general health interventions such as diet and exercise but not for reducing the negative consequences of DD
	Program support for general health interventions and for reducing negative consequences of DD but interventions not used consistently (as documented in charts, protocols, and staff interviews)
	Program support for general health interventions and for reducing negative consequences of DD but only individually (no programmatic interventions such as trauma groups, smoking cessation groups, and needle exchange)
	Program supports reduction of negative consequences of DD and interventions are used including including programmatic interventions such as trauma groups, smoking cessation groups, and needle exchange)

	21. Secondary interventions for non-responders 

· Diagnosis based (including trauma)

· Residential program 

· Criminal-justice liaison

· Money management or payeeship

· Contingency management

· Outreach harm reduction approach for pre-contemplation clients

· Medications such as clozapine that require close monitoring

· Others if specified in tx plan
	No formal way of identifying non-responders
	Formal way of identifying non-responders but no specific interventions are in treatment plans for these clients
	Formal way of identifying and one to or two interventions are specified in treatment plans for these clients
	Formal way of identifying and three or four interventions are specified in treatment plans for these clients
	Formal way of identifying and five or more interventions are specified in treatment plans for these clients

	22. Client-to-Clinician Ratio (excluding the psychiatrist) 

RECORD BUT DO NOT INCLUDE IN RATING SUMMARY
	Over 50 clients per clinician
	41-50 clients per clinician
	31-40 clients per clinician
	21-30 clients per clinician
	20 or fewer clients per clinician
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