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Consumenr Mmortality:

AdditionallPemogranhics

calses 1995-2006: 2007-2009: Mean Age Mean Age
Men/\Women | Men/Women | 95-06: MW | 07-09: M/
Suicide 712 3/0 31/65 37/NA
IHomicide 1/0 0J10) 35/NA NA/NA
Accident 1/0 0/1 31/NA NVAVS
Drug OD 1/0 0J40) 53/INA NA/NA
CDV 813 (.67/.25) |8/6 (3.2/2.4) 40/49 49/57
U.S. Incidence 348 males/ SMHD Study CDV. Death Rate: | Program Incidence
(2004) 177 females (2006) 2.3 % U.S. Incidence | 1.4 male +.5 female
oer 100 =5 1.2 per 100 =5 1.9 per 100
Cancer 3/3 1/3 58/53 58/67
AIDS-related 3/2 0/0 37146 NPAVANPAY
Other 0/2 1/0 NA/50 SISTANVAY
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The Integrated Collaborative
raining Program

CONSUMERS AS SELE-ADVOCATES

Training Consumers to “ASK Questions & Get Answers”
In Collaboration with Case Managers

x Kk kKK

A Training Program comprised of EIGHT two=hour sessions
conducted weekly & attended by volunteer clients and
case managers and/the latter’s supervisors:



The Integrated Collaborative
rainine Procran. COnts ---

session Il= “Introduction to & Overview of the Integrated
Collaborative Case Management Protocol,” Dr. Jack
Carney, Sr. Program| Director

Session II'= “Overview of the 2"% Gieneration or ‘Atypical’
Anti=Psychotic Medications,” Dr. David Nardeacci,
Director of Psychiatry, Gouveneur Hospital

session/lllI'= “Overview of Metabolic Syndrome & the
Recommended Monitoring Protocol,” Dr. Nardacci

Session/ IV = “Communicating Effectively with Bsychiatrists
& Primary Care Physicians,” Dr. Carney (courtesy Ms.
LeoralLowenthal, Oncology Social Work, NYU'Medical
Center



The Integrated Collaborative
rainine Procran. COnts ---

Session V. = “Role~-play: Practicing the PACE System of
Doctor/Patient: Communication,” Dr. Carney

Session VI = “Overview of Diabetes II: Causes & Ireatment,”

Ms. Maura O’Malley, Nurse Practitioner, Long Isiand
College Hospital

Session VII = “Overview of Cardiovascular lliness: Causes &
Ireatment,” Ms. Maura O’Malley, Nurse Practitioner,

LICH

Session VIII'=*“Post-Training Tasks: Primary Care
Physicians; Annual Physicals; Ongoing Medical Care'...,”

Dr: Ramini Geer, Medical Director;, & Ms:. Sandra
Schatanoff, Director of SocialWork, Institute for Family
Health
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consumer ishiinvolved;secure thesupport ot alliniproviding/the consumer
with appropriateitreatments:s
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Decommendations:
Clinical X Practical

Given these individuals” vulnerability to diabetes and
cardiovascular disease, the following is recommended:

1. All persons who have or are being prescribed any of the Atypical
Anti-psychotic medications should be administered the Metabolic
Syndrome Monitoring Protocol

2. A history of substance abuse must be included when taking a
patient’s personal history, with any mention of current or past
crach or cocaine abuse as possibly predictive of cardiovascular

disease RED-FLAGGED:

3. Again, when taking the family history of any person who has or is
being prescribed any of the Atypical Anti-psychotic medications,

which can promote insulin resistance, RED-FLAG any mention) of
diabetes, contact the patient’s treating psychiatrist and discuss
the possibility, immediate or future, of changing medications



Practical RPecommendations.
cont. ...

4. Ditto a patient prescribed Geodon, which can cause dangerously
prolonged OT intervals

5. Be sure to involve in any discussion with the patient re. history or
treatment recommendations the person, if any, who has
accompanied the patient, particularly if the companion is al case
manager. The latter will be able to provide support in a very
stressful situation & help to calm the patient’s anxiety, assist the
patient to communicate her/his concerns, as well as to comprehend
the physician’s assessment and comply with the physician’s
treatment recommendations and instructions.

6. Arrange to have test results transmitted promptly to the patient,
case manager and treating psychiatrist. Have patient sign an
authorization to release test and related information to case
manager. and psychiatrist.

7.~ Consult directly and promptly with the patient’s treating
psychiatrist re. findings and treatment recommendations,
particularly those involving medications.
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S00rlIety oerVICES

A Viedical Modelfor
[Detection, D1agnosis, and
Trreatment Inter/entions for
Substance Abusing DD
Indiviauals



PRESENTERS

Barbara Cajdler, LCSW, CASAC
Director ofi Sebriety Services

Sean Elanigan, MA, RDT, LCAT
Drama ITherapist



AGENDA

Prevalence of substance abuse in DD
nopulation,

Diagnoesis and treatment for this special
population.

Chinical and intervention skills in the treatment
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Studies;decument that persens with
develepmental disabilities oceupy. an
Inferior status In euUK SeCcIety.

= |ndividualsiwith DD are severely: disadvantaged socially,
vocationally, economically, and educationally.

s Most persons with DD have household incemes; ofi 15,000 or
less.

= Most persens with DD between the ages ofi 16-64 ane not
working at all.

= Persons with DD participate in social activities (dining-out,
moevies, sporting events) far less freguently than persons
without disabilities.

(Louis Harris & Associates)



Being itellectually: challenged doees
not rule out the pessibility ofi being
chemically addicted. Persoens with
developmental disabilities, icluding
mental retardation; are just as
Vulnerable to the process ofi addiction
as anyone else.



Tihe prevalence; diagnesis, and treatment off alcehol
andldrug addiction In/ pPersens Who: are
developmentally disabled has rarely veenireported.
Curment estimates regarding therincidence of
alconoelism and substance abuse In Persens Who are
developmentally disabled ane inconsistent.
IHowever, recent studies suggest that the incidence of
alconhoelism and drug addiction' in the general
population Is directly mirrered inithe DD population,

(Westermeyer, Phaobtong, and Neidor)



One off every eight Americans has a significant
probleny withialcohol and/or drugs. Inaddition;
SAMHSA (U.S. Substance Abuse and Mental
IHealth' Services Administration) estimates that
40% of Individuals Iin treatment for substance
dependency have a coexisting disability, whether
physical, affective, or cognitive.



A developmental disability/ IS not a

mental 1lIness.

This Is not a MICA client.

Developmental Disabilities effect 2% ofi the overall
population.

The NYS OMRIDD estimates that developmentall disabilities
affect upito 325,000 residents of New: York State; 200,000 of
which are individuals witih mental retardation.

According to The Journal of American Psychiatric NUrses, as
many: as 60% ofi persons with DD meet the criteria fora
coexisting-psychiatric disorder.

60%, of the time we are treating a triply diagnesed population:
developmentally disabled, chemically dependent, and mentally.
1%



Wiaat 1S a Develeopnental Disanniity?

A developmental disability 1s consideredito be a severe chronic disability of
a person that Is:

Attributable to a mental or physical Impairment or a combination of both.
Is manifested before the age of 22.
s likely to continue indefinitely.

\Which results 1 sulbstantial functional limitations n three or more areas of
major life activities that affect an individual®s capacity for independent
living and/er econemic self-sufficiency: self-cane, mobility,
communication, learning, problem-selving, social skills, executive
functions.

Reflects a person’s need for life long special services.

An Individual must meet all five of the above components to be diagnosed
with a developmental disability



[Developmental Disalilities
Screening Instrument

Thisiscreening device Is designed to reveal the possible existence of a
developmentall disability. The fellowing|questions serve only: as indicators
to the need for further evaluation.

\What season ane We in?

\What day was It 2 days before today?

[How: many’ moenths are in ene year?

How many minutes are in 1 %2 hours?

Can the Individual provide accurate persenal information?

During yoeur-formal schooeling, were you ever placed in special education
classes?

Write a sentence using the word tree and grass.



e Eive lpes of Develepmental
Disabilities
s Cerebral Palsy
= Epilepsy
s Autism

= Other Neurelogical Impairments
= Mental Retardation



Vental Retardation

s characterized by significantly sub-average intellectual functioning (an 1Q'of approximately
70 or below) with related limitations in two) or more of the following applicable skill areas:

Communication
Self-care

Home living

Social skills
Community use
Self-direction

Health and safety
Functional academics
L_eisurerand work

Unlike other. developmental disabilities mental retardation manifests before the age of 18.



Eunctioning LLevels

s Borderline 10Q'score of 71-75

= Milo |Q score of 50-55 through70

n Moderate 1Q score off 35-40 threugh 50-55
= Severe |Q score of 20-25 through 35-40
s Profound 1Q score below 20-25

= As per the DSM-IV




Causes ol Developmental Disanilities

s Infiections and' Intoxications

s ADDICTION TO DRUGS

s [rauma andiPhysical Agents

n [Vletabolic and Nutritionall Factors
s Postnatal Brain Diseases

s Other Prenatal Influences

m Chromosomal Abnormalities

m Gestational Disorders



Wiy providers fanfto acknewledge
needifior addictions treatment.

Senvice providers unwilling te: further stigmatize
population by assigning yet an ether diagnostic label.

IMyth that pepulation has no access to alcohol/drugs.

IMythithat persons withi MR doe net like to drink or use
drugs.

Population already saturated with need.
Unwillingness to Identify yet an other area in-which
service must be provided.



RISk Eactors fior Alcohnol and Drug
Uise for Persons with MIR/IDID

L_ow selfesteem/poor selfi concept.

|_ack of drug education and prevention skills.
Feelings of frustration regarding disability.

\Wanting to feel normal andiaccepted.

\ulnerability.

Stress and anxiety.

Culture of inclusion/deinstitutionalization.

Difficulty predicting and learning from consegquences.

Deficits in coping skills, money management, travel skills, and
socialization skills (dlfflculty taking turns in conversation, lack of facial
expression, poor eye contact, farlure to follow conversation, respending
Impulsively, sharing information that is Inappropriately |nt|mate)

Low expectancy of success and high expectancy of failure.



Mental Retardation: Areas of
Cimited Eunctioning/IssUesiin

_ T reatment:
Practicalland Sociall Intelligence

Role Taking
Persen Perception
Moral Judgment

Cognition (memory, Judgment, abstract thinking,
mental flexibility, impulse control, spatial relations)

Self-regulation
Meta-cognition
Executive Functioning




Viedical RiIsks

Research suggests that individuals with, pre-existing
neurologicall deficits may suffer the physiological, medical,
and psychoesociall complications of abuse and addiction at
lower deses off the sulbstances than the general population
Including: seizures, black-outs, and other alcohol related
Injuries.

Combined with anticonvulsant medications, alcohol use can
cause: severe mental confusion, sedation, dementia, coma, or
death.

Alcohol withdrawal can exacerbate seizures among
those with existing neurological conditions.



Diagnesing Alcenelism/ Substance ABUSE In
Persens withl Developmental Disanilities

Adapted Alcehol/ Drug Screening T ool

The fellowing Is Intendedito help service
providers make a pre-determination regarding
an individual’s need for chemical dependency.
SEervices.



IHave you ever had any alcohol including keer, Winge, or liquor?

IHave you ever Used drugs (non-prescription) such as
marijuana, cocaine, or herein?

Do yeu ever feel badlor guilty abeut yeur drinking or using?
IHave youl ever tried to cut back on your drinking or using?

Doiyou keep alcohoel and /or other drugs in your home? Do
yourkeep themi hidden?

[Dees semeone you care about keep liguoer In IS or her home?
IS It hidden?

Have your family or firiends ever complained about your
alcohol or drug use?

IHave you-ever complained to someone you care for about his
orher alcohol/drug use?



=  Hasanyone official like a doctor, nurse, or counselor ever asked you to
reduce or stop using alcehol or drugs?

o IHave youlever missed an appointment or responsibility because of your
drinking or using? Too “hung over “or “burnt out?"

= Have you ever gone toian AA or NA meeting? Have youi ever heen In
treatment?

o Do you feellthat yourhave a problem? Current or in the past?
o \Would you like a referral for treatment?

Scoring: 0-2 No,apparent problem; 3-4' suggestive problem; 5 or more, indicates problem



Barriers; to Effective Trreatment of
Individuals with DD and AOD

|_ater aceess to trieatment

Slower rates, of recovery

Greater chance of multiple relapse

Poor memory: recall

Impaired cognition and Insight

Difficulty making| cause and effect connections
Difficulty reading-and writing

Einancial inaccessibility

Exclusionary referral policies leading to treatment
discrimination

|_ack of cross training between service systems



The Adapuive Recovery: Viodel

This IS a mew approach that addresses the areas
off limited functioning 1 the MR/DD: individual
that create barriers to effective treatment and
acknowledges the need foraniextended
treatment length. The new goal of treatment IS to
develop routines of daily living that are
sustainable and support abstinence.



Irreatment Modifications

IViany/ offf the treatment needs; fior persens With
developmental disabilities are the same as these

for typically functioning Individuals, suchias the
need for:

s Detoxification
= |n- or out- patient treatment
= Abstinence

= Long term maintenance through AA/NA



I addition, hewever, individualsiwith developmental disabilities need more support.

Treatment modifications should include:

Extended!length of treatment to promote understanding

Using| more supportive and less confrontational treatment technigues

Being more directive in treatment

Using|a simplified educational medel and repeating key concepts regularly:
Developing moere concrete and specific short term goals tailored te eachiindividual
Engage clients family/significant others in treatment

Collaborate with all providers inithe client’s service system

Arrange support for AA/NA

Employing more behavioral therapy: technigues

Tireating clients with more patience

Furnishing a combination of intensive individual therapy, coupled with family andreducational
counseling that systematically address what has been learned in the program and how: it will be
applicable in the next stage of treatment or aftercare.



Recommendations for Treatment
Providers

Ask clients to provide specific examples ofi a general principle
Tralk slowly.
Ask 1 simple guestion at a time

Repeat guestions and ask clients to repeat, In'thelr own words what has
been said

Keep it concrete

Use role-playing/creative arts therapies
Use visual aides and concrete objects
Adapt pre-existing learning material
Avoid the “R* word

Make sure lessons learned in treatment are not context bound but, applied
In the outside world

Stay flexible
Repetition, repetition, repetition, repetition



e e

11.
12.

Twelve: lideasi for My limprovement

| believe that when | drink | cannot control my: life.
| must begin to believe inia God that will helprme hecome well.

| must decide that | will'allew Goed to help guide me:in my: life work and my: relationships
withi ether people.

|- must search my past life and search life now to see What isigood and what still must e
changed.

Withi Ged’s help | am able to share my past, both goed and bad things, with anether persen
| trust.

| am ready to change my. life now.

| ask God te help me change my: life now.

| am ready to say | am sorry to the people | hurt during the time | drank teo much.

|- will go to the people-I-hurt before and show with my: present actions that | am truly sorry.
| will always look for my mistakes and quickly admit any wrong things I do.

Each day I will think how God will help me become a better person.

Now that | have a new: life, I will gladly search for other persons who drink toe much and
together we will follow these twelve ideas one day at a time.



GOAL=ABSTINENCE
FROM ALCOHOILL &
DRUGS.

EMPHASIS ON SKILL BUILDING AND
COMMUNITY INTEGRATION. OBTAINING
PRODUCTIVE, FULFILLING WORK
LEADING TOWARD AUTONOMY AND
INTERRELATEDNESS.



ACCESS COMMUNITY HEALTH CENTER

SeRriety Services

Sobriety Services

s Individual Tiherapy.

m Group Therapy

a Family Therapy

s Psychiatric Services

s Urine/Breath Testing
s Preventive Services

s Art Therapy

s Drama Therapy

s Recreational Activities
= Respite Services

= Alumni Services

=  On-Site AA Meetings

212-760-2565

Complementary: Services
s Medical Services

s Psychological Testing
= Physical Therapy.

s Speech Therapy

s Nutritional Counseling
s Employment Pregrams
s Adult Day Services

s Home Health Care

= Service Coordination

= Residential Services

s Legal Services

= Camping and Recreation



NEW CHOICES

A project designed to determine the impact
of participation in a dedicated day
rehabilitation program on the lives of
homeless men with substance abuse or co-
occurring disorders (CODs) that reside in
a large urban shelter.



Presenter
Presentation Notes
Saint Vincent Catholic Medical Centers of NY/Manhattan’s Department of Community Medicine currently operates a comprehensive ambulatory substance abuse/mental health program at the Barbara S. Kleiman (BSK) shelter in New York. The program integrates shelter care, medical care, substance abuse treatment and mental health care in a single setting. By utilizing a continuum of addiction and mental health services, it promotes a flexible, supportive, non-coercive environment for our clients.  We utilize the principles set forth in Treatment Improvement Protocol (TIP) Series 35, “Enhancing Motivation for Change in Substance Abuse Treatment,” as our evidence-based practice.  We have been able to incorporate the “transtheoretical model of change” to facilitate positive change in the patient population. Other interventions, including individual counseling, small group interventions, and facility or community-level interventions are utilized in our daily activities.  Little or no adaptation/modification was necessary to create our proposed treatment initiative at BSK. Ultimately, the project’s goal is for clients to achieve sobriety and a positive drug-free social life, as well as to develop life skills and educational/vocational training to obtain and maintain independent living and employment. 
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Project Work Flow — Comprehensive Ambulatory Substance Abuse Mental Health Program

Social Worker !
Evaluates at 30, 60,

and 90 days

Participants Service Plan
Completed <= 20 Days after
Admission

B

Quality Assessment and

Utilization Completed by | -
Program Coordinator
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Presentation Notes
Methods

The evaluation approach includes determining the number of: Psychosocial assessment at screening & continued at admission, GPRA at admission; URICA, DAST & ADS at admission; identifying the services delivered each month: use of monthly team meetings with evaluators to determine fidelity in use of the motivation enhancement approach in counseling; number of services delivered each month; number of clients; number of clients who participate in each of the services; client satisfaction and feedback measures; administration of URICA, DAST & ADS at admission and 180 days post admission; numbers of clients referred to aftercare, housing, and employment or training; numbers of clients who continue with the program from admissions to discharge; % of clients who are retained, drop out, leave shelter prior to program completion, return; administration of GPRA 6 months post admission; and examining six outcome variables at 6 months after entering the program: employment/training, housing, physical & mental health, substance use, involvement in aftercare services, and client psychosocial functioning; comparisons on these six variables with information collected at admission; % of clients who sustain achievements 6 months post discharge; and the % of clients who relapsed and returned for treatment. In addition documenting repeat administrations of URICA ADS, and DAST-10 at 180 days post admission, and attendance in programs.Our approach is reinforced by GPRA data that has been recorded on 326 men interviewed and admitted to New Choices from its opening in 2006 to March 31, 2009. All information, except length of stay data, reflects client self-reports. GPRA intake data interviews were completed for all individuals; 198 people have received GPRA six-month follow-up interviews.
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Presenter
Presentation Notes
We anticipate that about 53.6% will be Black or African American, 1.8% Asian, 26.8% White, 3.6% Multi-racial, 14.3% from other racial population and 21.4% Hispanic. Alcohol will be the primary drug of choice (46.4%), Marijuana (19.6%), cocaine/Crack (14.3%), Heroin (5.4%), other Opiates including Benzodiazepines,Percocet and Codeine (9.0%). The men will average at least 6-12 months of homelessness each year. 




Presenter
Presentation Notes
Demographic Characteristic. At intake the clients’ average age was 42.3 (range 20-71). A majority (50.2%) were black with self-identified Hispanic, White and multi-racial persons accounting for 16.1%, 10.5% and 20.1% of the intakes, respectively. Three-fourths (74.1%) of those admitted said they were unemployed, with 45.3% indicating that they were in the labor market (i .e., looking for work) and 29.1% stating that they were out of the labor market and not looking for work (citing disability and other reasons). Nearly two-thirds (65.6%) indicated that they had graduated from high school, with 31.2% receiving education or training beyond high school.




56.70%

40.00%

14.97%

13.30%

O GPRA Self-Report Intake B Actual UDT Result




/////////
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Presentation Notes
During the period 267-urine toxicology results were received compared to 247 for the prior reporting period. The overall clinic rate is 79.8% as shown in Table 5 below:

Table 5

Negative Tests Positive Tests Total Test Administered Overall Rate Total Clinic Rate2135426779.8%In treatment < 2-weeks45297460.8%In treatment >= 6-weeks1682519387.0%

Further analysis of the results of the urine drug testing revealed that clients who were in treatment greater than 6-weeks had a higher abstinence rate of 87% compared 60.8% for clients in treatment less than 2-Weeks. These results complement the reduction in the mean DAST-10 scores at 6-month follow-up versus those reported at intake.
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Presentation Notes
Retention Rates – Monthly Accumulated: The clinic engagement rate is 36.67% and is indicative of the monthly accumulated retention rate. It is the policy of the Department of Homeless Services to mandate that clients participate in welfare and job seeking programs and must leave the shelter by 9:00 AM on a daily basis. This is a mitigating factor in our retention numbers. The corrective action plan includes focusing on individual clinician engagement and abstinence rates to see what procedural adjustments can be made in scheduling clients. 
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Presentation Notes
Human Resource adjustments will also be considered to discern if the staff is receiving the appropriate amount and type of clinical supervision to guide and support their performance. However, it should be noted that the focus of any performance improvement will be at the organizational level – not individual workers.




OlIntake @ 6-Month Follow-up
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Presentation Notes
Three-fourths (78.8%) stated that they were living in the shelter for the 30 days prior to intake, with 13.8% indicating that they had been housed during that time period.




Presenter
Presentation Notes
Our primary direct services offered based on GPRA discharge data are: Assessment 11.8%, Individual Counseling 10.0%, Screening 9.0%, Group Counseling 8.8%, Substance Abuse Education 7.8%, Treatment Recovery Planning 6.4%, Intensive Outpatient 2.5%, Outpatient 8.5%, Alcohol Drug Testing 7.8%, Other Peer to Peer Recovery Support 1.4%, Medical Care 4.2%, Case Management 4.5%. The purpose of the project is to expand the provision of integrated physical health, mental health, and substance abuse and housing services for people who are homeless with substance abuse or co-occurring disorders (CODs). As well as, implement and evaluate Motivational Interviewing to reach, retain, and serve homeless substance abusing persons. The SVCMC project provides intensive outreach, and an integrated milieu treatment for substance abuse, mental health and co-occurring disorders. It also provides integrated medical, after-care, education and peer-to-peer recovery services. 
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Findings

One hundred and seventy three (173) men have been discharged from treatment; 33 persons re-entered treatment after having been discharged. Intake URICA, ADS and DAST-10 scores were computed for 202 individuals (62.0% of those interviewed). Over a six-month period, average URICA readiness-to-change scores rose from 9.9 to 10.0 (n=81), the mean DAST scores declined from 4.4 to 3.6 for people who were interviewed, indicating a trend toward reduction in drug use for those who completed the DAST. Likewise, there was a decline in the mean ADS scores over the same period (from 6.7 to 5.0) indicating a decline in alcohol use (for those interviewed). 



These scores suggest that the motivational readiness for change scores for individuals for whom we have 6-month follow-up data were comparable to those of all persons admitted to the program. The DAST scores of men for whom we have six-month data were slightly lower than those of all admissions (4.4 vs 4.6). The ADS scores of men for whom we have six-month follow-up data are slightly higher than the scores for all persons at admission (6.65 vs 6.2) suggesting a slightly more serious drinking problem at intake for people who were followed up at 6 months.
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Length of Stay (LOS). The average length of stay in treatment was 19.3 weeks. LOS was not significantly any demographic, except employment status. Persons who were employed stayed in treatment significantly fewer weeks than unemployed persons who were in or out of the labor market (15.8 vs 19.5 and 22.2 weeks, respectively). 



Intake status on outcome measures (N=326). At intake approximately 40.0% of all individuals reported that they had been abstinent from all types of drugs including alcohol for the past 30 days; 91.1% reported no criminal justice involvement; 35.7% indicated that they were employed or attending school; 39.4% indicated no health, behavioral, or social consequences due to their substance use; 72.5% said they were socially connected with significant others.

 

Eight people (2.5%) indicated that they had a permanent place to live (i.e., owned or rented an apartment); 45 (13.8%, including the 8 people who reported they were permanently housed) people indicated that they were “housed” (Most [45.5%] were “doubled up” in someone else’s apartment; most of the others had been housed in treatment facilities, like halfway houses and residential programs).





Six-month outcomes (N=199). Six month follow-up information was available for 198 persons. The 30-day abstinence rate remained stable (from 42.4% to 46.2%). Crime involvement remained stable in that there was no substantial difference in self-reported involvement in crime at intake or at 6-month follow-up. More persons were employed or attending school (from 31.2% to 46.0%). The percentage of persons experiencing health/social/behavioral consequences due to substance use dropped from 57.7% to 44.2%. Social connectedness rose slightly from 76.1% to 82.2%. Thirty-seven persons indicated that they were housed.




The findings to date suggest that New:
Cholices Is continuing to attain positive
outtcomes for: clients In terms of substance
USE.

It has reached a point of stability: in terms
ofi the characteristics and needs of the
clients admitted fior treatment.

It continues to have a positive Impact on
clients In terms of substance use, alcohol
use In particular, health status and
employment/training.

In general, New Choices seems to e
attaining Its stated outcome goals, while
retaining clients in treatment.


Presenter
Presentation Notes
Conclusions and Implications The findings to date suggest that New Choices is accomplishing the objectives for which it is best designed. That is, clients who remain in treatment for at least 6 months seem to substantially reduce alcohol and other drug use. The findings suggest that New Choices has reached a point of stability in terms of the characteristics and needs of the clients admitted for treatment. In addition, it continues to have a positive impact on clients in terms of substance use, alcohol use in particular, health status and employment/training. In general, New Choices seems to be attaining its stated outcome goals, while retaining clients in treatment.
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Program Objective

s [0 advance the mental health/wellness of
Individuals with psychological service needs
through the promotion of caring, compassion,
and excellence in mental healtih care.



Program; IHistery,

s Bom from the ADEPT programiat AHRC

= Needs Assessment — The U.S. populationiage 65 and elder Is
growing. In 2000, this group comprised 12 percent ofi the total
population and Is projected to increase tor 20 percent by 2050.

= |D/DD population also living longer; availability of services
must catch up with growing demand



ADEP I Program

= [[he ADEPT program aimed to improve medical care for
elderly people by providing an efificient andiaccurate diagnesis
and efifective treatment, without the need for multiple visits to
specialists.

= [ndividual accompanied by caretaker receives an-in-depth
evaluation by a team of physicians and therapists, who then
devise a treatment plan, make the appropriate
recommendations, and follow up with the patient at regular
Intervals.



Clinical Services Provided

Medical

NUrsing

Psychology/IMental Health
Neuropsychology.

Physical Therapy — Occupationall TTherapy.
Psychiatry

Social Work

INeurology



Assessment 1n Other Domains

\ision

IHearing

Nutritienal risk

Urinary: Incentinence

IHealth behavioers (tobaccoe, alcohol)
Polypharmacy.

Socilal assessments-(elder abuse)
Economic assessment

Health promotion/Disease prevention
\alues history (advanced directives, end of life care)
Depression/Mental Health



Definition of Health

Healthiisinot the absence of disease but rather living with
complete well-being.

Biopsychosecial model of health; ADEPT program hased on
multidisciplinary: model of treatment.

ADEPT team collaboration incorpoerates this model-by.
assessing every aspect of the individual.

Living with a disability 1s not the opposite of good health.

Function is primary determinate of quality of life



Trends Observed in ADEPT Cases

= Certain diseases which are associated with aging but are not
part of normal aging (such as Dementia) are thought to be
occurring more frequently than they actually are

= As life expectancy Increases, new Circumstances anise

= Grief can be felt toward these transitions (I.e. functionali and
sensory-less, health status decline related to 1liness,
Independence, autonomy, living situations, changes in familial
or social role)



Trends Observed in ADEPT Cases

“Total pain” — suiffering that encompasses all of a person’s
physical, psychological, social; spiritual, and practical
struggles

Can have mental or emoetional manifestations (I.e. attention,
concentration, psychomotor, mood, ete.)

Aging can be Its own stressor

ALL stressors have a cumulative effect



Case Scenario

= A 51 year old man with Down syndrome recently began
penaving diifferently. People were concennedl it was dementia.

= [lesting showed' it was net dementia but he hadisignificant

symptoms ofi depression related to the less off his parent, job
retirement, ete.

= |ncidence of dementia Is actually only about 14%



A Viove Treward FOQHIC Status

67,876 residents living 1n Walll Street area (Us Census Bureau, 2000)

Few healthi care resources available to local residents
AHRC granted FQHC status inf August 2008

Mental and Behavioral Health Program a vital part of
community health; center services

Projected start date for Mental and Behavioral Healthservices
IS August 2009



MABHP Scope

= |n addition to extending mental and behavieral healti services
1o our ID/DD; population, we shall be available to the general
public/memiders of our community.

s Services in the Mental and Behavieral Health Program shall be
made available to all individuals regardless:of race, creed,
gender, sexual preference, economic status, or disability.

= Quality evidence-based therapeutic strategies shall be
Individualized to appropriately address the various mental
health needs ofi the community.



A MABHP In Primary Care

= Mentalland behavioral health senvices are seen as an integral
component of the service delivery system at ACCESS
Community: Health Center.

= [hey willfbe available as a collaborative and/or and Integrative
model ofi behavieral health.

= [hey will'play an important role in assisting ACCESS
Community Health Center’s medical providers and.other
professionals to formulate appropriate interventions and
treatment plans for individuals, caretakers, and other persons
who may.be significant in the life ofi the individualk



Initiation of Services

Referrals to mental and behavieral health services shall e
made by the imdividual®s medical provider as indicated after
a comprenensive medical evaluation has been completed.

IMInors may. be referred by parents/guardians.

The provider shall describe the reason for the referralialong
with-any pertinent findings that may: be impacting upon;the
mental and behavieral health of the referred individual.



Collakoration and Ceeperation

= Mentalfand behavioral health service providers shall
collaboerate withimedical and'ether clinical staffat ACCESS
Community Health Center, through case conferences; (or
“huddles™), and other educational/clinicall activities as
Indicated, to ensure that relevant mental health information Is
Incorpoerated In the comprenensive primary. care program.

s Likewise, medical-and other clinical staff at ACCESS
Community Health Center shall collaborate withf MABHP
Service providers to ensure that relevant medical or other
clinical information can be considered In the development of
mental and behavieral health treatment plans.



MIABIHP anaPsychiatry

s Collaboration 1s crucrall

s MABHP service providers shall be familiar with psychiatric
tnerapies Peing received by the individuals winom they are
Serving.

= A thorough understanding; Is needed of the
psychopharmacological effects of any medications taken, by an
Individual, including:

- the Interactive effects of polypharmacy:

- the side effiects of individual medications (whether  they
are prescribed for psychiatric or general medical conditions).



VIABHP and Other Service
ProVICdEerS

s MABHP'service providers shall remain aware of outside
treatments andi services (and thelr Interactive properties)

= Openmindedness is key!

= However - some other service providers may not be
appropriate for the exchange of information. Caution-should
e exercised 1f and when communications occur between the
many providers ofi an individual, noting the reasons for the
communication and documenting all circumstances in which
the individual or his or her legal guardian grants:permission
for communications te occur.



Structure of MABHIP: Services

= [nitiall Consultation - Comprehensive psychologicallevaluation,
administered to all individualsiwio are seen at ACCESS
Community: Health Center for routine evaluation

= Routine Follow-Up Visits - Eor individuals receiving engoeing
services at the MABHP.

- Progress notes are to be recorded in the medical record-on the same
day of the encounter with the individual. Must be signed, timed,
and' dated by.the psychoelogist with full name, title and degree.

- Clinieians must use judgment when writing information in the progress
note which refers to the content of the session.

- Information whichi is clinically relevant but not appropriate for Inclusion
In @ progress note must be maintained In a protected file for which the
service provider assumes full respensibility.



Structure of MABHIP: Services

s Quarterly/Annual Updates — For individualsiwho are in a long-
term therapeutic relationship withithe MABHP.

- Quarterly’ and annual treatment reviews (may e performediata more
freguent rate where it may be clinically. advantageousitor  do so).

- T'he purpose of these updates Is to evaluate the extent of the
Individual®s Imprevement over time and the need for continued

treatment.

- These may give insight as to the individual®s long-term progress rather
than focusing on session-to-session changes.



Structure of MABHIP: Services

Termination of Treatment

- The imdividual and the psychologist mutually agree that

treatment outcomes have been satisfactory and that short anad/or
long-term goals have been met.

- The individual may: still be in need off service, but has missed too
many: consecutive appoeintments (*Ne Show: Policy™).

- The individual 1s, will be, or has received in-patient psychiatric

treatment or other eguivalent treatment for Six or more consecutive
months.

- The Individual has moved from the local area or transferred care to
another mental and'behavieral health facility.

- Terminations are not necessarily final; individuals who have:  been
terminated may: return for treatment (relocation to the local community,
relapse in symptoms, discharge from Inpatient treatment)



MABHIP: Service Provider Duties

IViaintain respensibility. for his or her own mental healthrin
the course off providing treatment. liff amy/ ISSUes arise,
vicarious or oetherwise, a MABHP service provider IS to
IEPOKt te IS or her supervisor-and/or the director
Immediately.

Seek consultation and/or supenvision as clinically indicated
and-appropriate.

Incorporate a multidisciplinary approach into the scope of
treatment practices. Service providers shall communicate
effectively andi collaborate with prefessionals firem a variety.
ofi disciplines.



MABHIP: Service Provider Duties

Gather the appropriate providers for multi-discipline case
confierences (or “clinicalhuddles™) as appropriate.

Coordinate with community resources to lest fit the needs of
the imdividual.

Include the relationship with the individual ameng the
treatment outcomes; listen and interpret an individual’s
epInions of services and make earnest efforts to meet their
requests when feasible.

Communicate any and all aspects of treatment Witn the
Individual who presents for services; allow for open
discussion and collaborative decision-making.



MABHIP: Service Provider Duties

s Administrative duties:

- thoreugh review: of alllaccompanying|decumentation
(Including| previous evaluations) fier every referred
Inaividual

- communication with other providers When necessary. to
clarify infermation.

- complete and thorough documentation of all services
with an individual using appropriate agency forms

- completion of referral tracking forms for neurological
evaluations, social work services, nutritional
assessments, physical/speech therapy services, etc.

- participation in QI program



VMIABHP: Services

s [For children:

a)  leaming difficulties

0) attentional problems
C)  enuresis/encopresis
d) school phobia
e) psychophysioloegical disorders
f)  autism.spectrum disorders
g) emotional problems reactive to life event(s)

h). conditions related to psychiatric difficulties, medical
difficulties, developmental/intellectual disability,
sleep disorders



VMIABHP: Services

s For adolescents:

a)  school dropouts

0)  mooed disturbance/affective disorders

¢) suicidal thoughts/ideation

d) conduct disorders

e) eating disorders

)  relationship/familial 1ssues

g) emotional problems reactive to life event(s)

h). conditions related to psychiatric difficulties, medical
difficulties, developmental/intellectual disability,
sleep disorders, addictive disorders



VMIABHP: Services

s For adults:

a)
b)
C)
s))
e)
)
g)

eccupational problems

mood disturbance/affective disorders

suicidal thoughts/ideation

financial problems

relationship/familial 1ssues

emotional-problems reactive to life event(s)
conditions related to psychiatric difficulties, medical

difficulties, developmental/intellectual disability,
sleep disorders, addictive disorders



VMIABHP: Services

= Foradults/geriatric:

2)
b)
C)
o))
e)
)
g)

eccupational problems

mood disturbance/affective disorders

suicidal thoughts/ideation

financial problems

relationship/familial 1ssues

emotional-problems reactive to life event(s)
conditions related to psychiatric difficulties, medical

difficulties, developmental/intellectual disability,
sleep:disorders, addictive disorders, end of life issues/
advanced care directives, delirium, dementia, amnesic/
cognitive disorders



[Research and Education

Returning te our ADEPT roots
Researnch and education play an important role
Special attention to trends olbservead: in practice

Outcome data to be collected for study (specific populations,
treatment-modalities, therapeutic challenges/barriers, newly.
developed approaches)

Relevant findings for the professional psycholoegical
community to be presented at conferences



Thank youl!

Any guestions??
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