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Instructions for Using the ACCS Packet

Goals

The purpose of this curricula is to provide standardized, foundational training for onboarding
and orienting all new staff hired to work with the Massachusetts Department of Mental
Health’s (DMH) persons served by Adult Clinical Community Services (ACCS). This training was
borne out of recognition that evidence-based practices can only be implemented with fidelity if
all staff persons, from clinicians to frontline residential staff, understand the importance of
these concepts and how they apply to their work.
The goals are to:

1. Establish buy-in for the ACCS model among all staff persons, and

2. Explain the practical aspects of ACCS and how this relates to the way staff persons work.

Development

The key training topics and learning objectives in these materials were generated by a
workgroup of ACCS service providers. The Technical Assistance team at the Implementation
Science & Practice Advances Research Center (iSPARC) at UMass Chan Medical School designed
and revised the training content in this packet following input gathered from two focus groups
on diversity, equity and inclusion and two pilot tests with ACCS trainers and staff.

Layout

This introduction includes tips for presenting engaging training, managing breakout sessions,
and example icebreakers. The accompanying training curricula can be found on a web-based
platform. This platform is divided into 10 modules, the first six of which are foundational
principles and the last four cover ACCS procedures, practical implementation, and requisite
skills. Each module includes editable versions of:

1. Detailed facilitator’s guide for the agency trainer explaining how to deliver the content,

2. Handouts if applicable,

3. Powerpoint slides, and

4. Pre-post knowledge questions to be completed by participants.

These materials can be downloaded and customized by an agency trainer(s).

In addition to the content provided in this packet, we highly recommend each agency start their
orientation for new hires with the following information:

e What specialized ACCS services are offered by the agency and how they operate (e.g.,





GLEs),
e Opportunities for growth and career advancement within the agency, and
e How to access other professional development resources.

How to Use

iSPARC designed these training materials to be delivered virtually or in-person. We recognize
each ACCS agency has existing training materials. The ACCS Foundational Training Curriculum
was designed to supplement existing training protocols to ensure all agencies are covering the
same 10 areas with all new hires, at a minimum. An agency may also decide to replace some of
their existing training materials with modules from this packet. We recommend agency trainers
review all the content in this packet to determine which modules to integrate into their existing
training. Most of the modules in the “How to Apply Principles to ACCS” section require
customization to incorporate agency-specific policies and procedures (e.g., Risk Management,
Substance Use 101).

Pre-Post Questions

Each module includes a document at the end that contains pre-post knowledge test questions.
We recommend the trainer start each training by asking participants these questions, either
using polling (if training virtually), or by adding the questions to a slide to have participants
write their answers (if training in-person). Trainers should then display the same set of
guestions at the end of the training and have participants record their answers. Trainers should
gather responses both before and after training to gauge whether participants learned the key
concepts.

Facilitator’s Guide and Slides

Review the guide and slides prior to delivering any training to determine where information
needs to be customized (indicated in italics in each Guide), how to manage activities and
breakouts, and where to reference and review handouts with the participants.

Handouts

Note that most breakouts have an accompanying handout(s). The relevant handouts for each
module are listed at the top of each Facilitator’s Guide when applicable. For virtual trainings,
these should be emailed to participants in advance of the training.





Facilitation Skills

As a refresher, below are some essential facilitation skills for trainers to review as they prepare
to facilitate these training sessions.

Waiting

Teach yourself to WAIT at least five seconds for responses to open questions. Waiting
accomplishes a couple of things:

1) It gives people time to THINK before they talk; and

2) it creates a great deal of safety ... learners come to know that you will wait for them and it is
okay!

Then teach yourself to wait for at least three learners to offer comments before you interject
something yourself (3 Before Me). Why? Because our tendency is to explain and elaborate
and not listen. We want our learners to become engaged with and teach each other —and not
rely on a “back and forth” with us!

Good things come to facilitators who wait. “Listen” rearranged spells “silent”.

Affirming

Voices are like oxygen to a dialogue approach to learning. They are required for survival! As
facilitators, we want to affirm every voice immediately and consistently. Learners will be keenly
aware of how the first voice to arise in front of the whole group is received.

Say “thank you.” Say “thank you, Joan.” Give voice to your affirmations, not just eye contact
and nods. Give voice to names.

n u ”
! !

Steer away from the constant use of “good!” “great!” and “excellent!” Instead, connect
comments to specific reasons or points. “Thank you, Steve, you’ve pointed out something very
important, and let me tell everyone why.”

Weaving

Weaving refers to the use of language — both verbal and nonverbal — that allows facilitators to
tie concepts together, to reinforce and affirm, to keep the session on pace, to maintain the flow
and to sustain learner voices.

EXAMPLES:
e Thanking someone for stating an observation that moves the group to the next task.
e Harking back to what someone said earlier, linking it with a new comment or question.
e Asking clarifying questions: “Tell us more about that...”
e Tying together what has been said in a summary statement.
e Moving from the summary into the future: “Now that you’ve reached those conclusions,
what’s next?” Or letting them know what is next in the training.

Think of weaving as running a thread through the learning, connecting the parts, holding them
together, and recognizing the patterns they make. (Vella, 2002)





Group Warm-Ups

Before diving into the content, sometimes a short group warm-up or energizer can provide
space for participants to transition from their work to a training and connect to each other in a
relaxed way, particularly when trainings are done virtually. Below are optional energizers that
trainers may choose to utilize:

Superpowers

Tools: Laptop, virtual whiteboard
Objective: Encourage your team to share their strengths.
Instructions:
e Prepare a mural with sections where each participant can add their answers.
e Ask the following question: “What’s your superpower? What skill do you bring to the
team?”
e Let everyone add images and sticky notes in their section.
e Once everyone is ready, take turns explaining your skills and how they’ve helped you in
the past. Encourage other participants to ask questions about their superpowers.

Two Truths and a Lie

Tools: Laptop, virtual whiteboard

Objective: Try and guess the lie.

Instructions:

Ask everyone to think about three statements about themselves: two of them must be true,
and one should be false.

Have each person add their statements on sticky notes in a mural.

Let others guess which statements are true and which one is false.

Old Sayings Energizer

Tools: List of Old Sayings

Objective: Apply sage wisdom to your work.

Instructions: Give participants a list of old sayings, like the one shown here, and ask them to
come up with as many ideas as possible from these old sayings as potential solutions for your
overall meeting theme.

Examples of Old Sayings:

Don’t put all your eggs in one basket. All that glitters is not gold.

Actions speak louder than words. The early bird catches the worm.

A journey of thousand miles begins with a Hope for the best, prepare for the worst.
single step. Where there’s a will, there’s a way.

Additional Warm-Up ldeas

20+ online warm-ups & energizers to try with your team
26 online energizers for virtual teams and remote meetings




https://www.mural.co/blog/online-warm-ups-energizers

https://bigbangpartnership.co.uk/26-online-energizers-for-virtual-teams-and-remote-meetings/



Suggested Citation

Implementation Science and Practice Advances Research Center (iSPARC), Department of
Psychiatry, UMass Chan Medical School (2023). Adult Community Clinical Services (ACCS)
Foundational Training Curriculum Packet. iSPARC, Shrewsbury, MA.

For more information contact sparc@umassmed.edu
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Integrated Treatment Team (ITT) Approach
Facilitator Guide

This module has:
e Handouts(3):
o Common Acronyms used in ACCS
o Examples of ITT Member Roles for Scenario Activity
o Activity: Scenario
e Video(1):
o Disability Etiquette
e Breakout Activity (1):
o Activity: Scenario

Slide 1 Slide 1: Title Slide

Integrated

Introduce Trainers

Establish any ground rules for discussion.

Treatment Team

(ITT) Approach .
Explain:

This training series starts by covering Integrated Treatment Teams
because the ‘team’ is the cornerstone of ACCS — we all work together
as a team to assist persons served. Most decisions about how to best
assist our persons served will be made in your Integrated Treatment

ACCS Principles

Team (or ITT).
Slide 2 Slide 2: Learning Objectives
” < | Explain:
o | During this module you will:
7 ! »__[”_ - p ‘L_ e Explore the makeup and purpose of ITT at your site.
During this modieyou il e Discuss challenges working on teams and ways to overcome
o1 Exlor he ke s Consider those challenges.
o ke o S .
teams &how o suppored by an e Consider ways you can support and be supported by an ITT.
Slide 3 Slide 3: Acronyms

Refer to Handout: Common Acronyms used in ACCS.






Discuss

Slide 4

P Activity

Have you worked within an
Integrated Treatment Team
before?

4
» What is most important
\AA when working on any team?

Slide 4: Activity
Ask:
Have you worked within an Integrated Treatment Team before?

(Prompt a yes/no response and ask a little about their experiences).

What is most important when working on any team?

b Team of clinical, direct care and peer
| support staff working collaboratively
o

throughout tenure in
@8including when

Slide 5: What is an Integrated Treatment Team (ITT)?

Explain:
An Integrated Treatment Team (ITT) is a multi-disciplinary team of
clinical, direct care and peer supporter staff working collaboratively
with persons served and ITT members to provide all service
components of ACCS.
e ACCS persons served are assigned to an integrated treatment
team that is involved with their care.

e ACCS persons served remain with the same Team throughout
their tenure in ACCS, including when the person’s housing
setting changes (e.g., moves from a GLE to independent
housing)

Slide 6

Slide 6: What is an Integrated Treatment Team (ITT)? (continued)






Must have at least 1 FTE licensed clinical
| staff performing LPHA per 28 persons
-

'once pe
omrgunication and

ment

e ACCS Teams (ITT) must have, at a minimum, at least 1 FTE
licensed clinical staff member performing the LPHA
responsibilities per 28 persons served.

o These Teams (ITT) are required to meet once per week,
to facilitate ongoing communication and coordination
of assessment, treatment planning and service delivery.

Slide 7

Program Director

(Team Leader) Assistant Program Director

ITT includes:

(Asst Team Leader/

Clinical Supervisor)

l e Licensed Clinical Staff
Peer Specialists &
Recovery Coaches

Housing Coordinator Direct Care Staff

Slide 7: The ITT includes: (Overview Slide)

Refer to Handout: Examples of ITT Member Roles for Scenario Activity
Facilitator Note:

Slide 7 is an overview — slides 8-13 highlight specific roles.

Explain:
e Provide details of the composition of your ITTs — including
responsibilities and roles in treatment planning

e Add- We must also ensure that Teams (ITT) have access to
psychiatry, vocational therapy, occupational therapy and
psychology consultation time and interpreter services.

Slide 8

* Provides Program Director
administrative Team Lead
leadership, supervision (Team Leader)

and direction of the
I

* Must be a licensed
clinical staff

Slide 8: Program Director

Slide 9

Slide 9: Assistant Program Director






Assistant Program Director
(Asst Team Leader/

Clinical Supervisor)

Slide 10 Slide 10: Licensed Clinical Staff

Provides di

Licensed Clinical Staff

Slide 11 Slide 11: Direct Care Staff

Direct Care Staff

Slide 12 Slide 12: Housing Coordinator

Housing Coordinator

Slide 13 Slide 13: Peer Specialists & Recovery Coaches

ent
Peer Specialists &
Recovery Coaches






Slide 14

Slide 14: Core Principles of the ACCS Integrated Treatment Team

Explain:
ACCS Integrated Treatment Teams are guided by the following Core
Principles:

1.Emphasis on Relationship Building.

The service approach is individualized and emphasizes the use of
evidence-based strategies to engage, build a relationship with, and
promote active involvement with the persons served to assist with
his/her daily activities and treatment goals. Members practice active
listening to understand person’s needs and preferences instead of
listening to respond.

2.Clinical and Recovery Oriented Service Delivery.

Clinical services and a recovery-oriented approach are utilized by
Integrated Treatment Teams in partnership with the person served to
improve their health and wellness; achieve symptom stabilization and
self-management; develop and/or restore skills impacted by their
mental health conditions; live a self-directed life; and strive to reach
their full potential.

3.Services are Flexible and Timely.

The frequency, duration and type of supports are readily adjusted in
response to the changing needs, preferences, or life situations of
persons served.

4.Team Approach.

ACCS is anchored by an Integrated Treatment Team model designed
to ensure early and sustained persons served engagement and clinical
accountability. This approach ensures the full complement of services
are person-centered and available to all persons served. Members of
the Team bring their individual expertise while working together-
where each member’s contribution is heard and acknowledged-in
response to persons’ preferences and to achieve optimal service
delivery.

5.Services are Aligned and Integrated with Other Systems.






The service aligns with health care, including addiction treatment,
employment, and housing services, and leverages existing resources
to improve coordination and avoid duplication of services.

Ask:
How do these core principles align with your past experiences? Which
do you think will be challenging? Discuss possible solutions with the

group.

Slide 15

ﬁActivity
-

> If your parent, child, or

other family member
were served by an ITT,
how would you want

the team to function?

Slide 16: Video

(4:39 minutes)
Show video clip from Disability Etiquette — Moses Mallard (NAMI)
talking about the person as the expert in “me”, you don’t have to do it

alone, use your allies.

Video: https://youtu.be/jVc-g16Uvdg

Slide 17

ﬁActivity
]

- What resonated with

you in the video?

Slide 17: Activity

Ask:
What resonated with you in this video?

Slide 18

Slide 18: Why is it important to have ITT involved in our persons’
served care?

Read through each reason adding explanations:

Reason 1:




https://youtu.be/jVc-g16Uvdg



e 25-30% of the adult population with serious and persistent mental
health conditions also present with a substance use disorder or other co-
occurring conditions. Addiction and substance use disorder expertise are
required on the ITT.

e Individuals with severe and persistent mental health conditions can also
have co-occurring developmental or intellectual disabilities, some
severe enough to require specialized treatment expertise beyond mental
health and addiction expertise.

Explain:

e Interdisciplinary teams that bring both mental health and
addiction expertise (or clinicians that are cross trained) are
essential for effectively treating persons served with dual
diagnosis.

e Integrated treatment teams that include peer supporters and
recovery coaches have demonstrated effectiveness in helping
people with behavioral health conditions to connect to,
engage in, and be active participants in treatment and
recovery support services across all levels of care.

Reason 2: Housing and Financial Specialists are key members of the

integrated treatment team.

e Prevention of homelessness is a core treatment function of the
integrated treatment team. Poverty, unemployment, and lack of
affordable housing are commonly recognized causes of
homelessness.

Explain:

These risk factors can be exacerbated in the behavioral health
population, but can be recognized, addressed, and resolved by
members of the Team (ITT)

e Research shows interventions to prevent homelessness are more
cost effective than addressing issues after someone is already
homeless.

Explain:

The longer a person is homeless, the harder and more
expensive it becomes to re-house this person, which can
negatively impact a person’s served overall well-being and
impede recovery.






Reason 3: Employment and Education Services and resources are

critical services for Person’s treatment and recovery.

Explain:

Unemployment worsens mental health and gaining
employment can improve mental health, even for people with
the most serious mental health conditions. Opportunities for
employment and education can also increase community
engagement and social support.

Slide 19 Slide 19: Benefits of the Integrated Treatment Team approach for
. | our persons served?
Clinicians do not make all the decisions, which provides collaboration, Explain:
gzzmmsheg;f:sasmmmmmmmm e Persons served benefit from the richness of perspective from
e g different individuals with different levels of expertise.

e Clinicians do not make all the decisions, it is a balanced team
approach, which provides collaboration, consensus building,
and person-centered care.

e Integrated treatment teams provide comprehensive services
and specialized expertise that contribute to a person’s holistic
health and overall well-being.

e Integrated Treatment Teams help to ensure that selected
treatment interventions are supported by the person served
and the team and implemented during every interaction with
the persons served-at all levels of care.

e Persons served benefit from information shared by team
members, referrals, and advocacy and are connected to
services they often did not know were available to them or
how to access.

Slide 20 Slide 20: Benefits of the Integrated Treatment Team approach to

Increases staff’s self-reported confidence and produces

P

ties for coaching a
different expertise and specialties

Provides a format for support and shared decision-making

Spreading assignments and tasks across a broader group
reduces burn out

lasting changes in cliniciai
ractice

n and staff confidence an

nd mentoring across

Contributes to job satisfaction and employee retention

ACCS staff?

Explain:

e Integrated treatment teams not only improve persons served
outcomes but also contribute significantly to each team member’s
occupational well-being.






e Serving on an integrated treatment team

o Increases staff’s self-reported confidence and produces
lasting changes in clinician and staff confidence and
practice (based on self-reported survey results).

o Offers opportunities for coaching and mentoring across
different expertise and specialties.

o Provides a format for support and shared decision-making.

o Spreading assignments and tasks across a broader group
reduces burn out, benefiting team members as well as
improving persons served care.

o Contributes to job satisfaction and employee retention.

Slide 21 Slide 21: Breakout Activity: Scenario

(10-minute breakout + discussion)

EScenario: Victor

Scenario: Victor

Refer to Handouts:
o Activity: Scenario
o Examples of Integrated Treatment Team Member Roles for Scenario
Activity

Facilitator Instructions:

e Explain: This is an exercise to practice being part of an ITT. Determine
how you might approach working with Victor?

e Read out loud the scenario on the slide.

e Separate into groups of 3 to 5 and ask each group to pick a recorder &
reporter for the later discussion.

e Provide handout: Example of Integrated Treatment Team Member Roles
for Scenario Activity.

e Instruct groups to:

o Play their role on the ITT. They might want to refer to Handout #2.
How would you work together to assist Victor?

o For roles that are missing from your group, discuss as a group, what
these individuals might do to assist Victor, especially the Lead
Clinician, Substance Use Specialist, Nurse, and Housing Specialist?

For instance, the Substance Use Specialist or Recovery Coach
would do this, the nurse would assist by.., etc.






e Victor also may need to be connected to other resources offered by
external partners/systems. Discuss what those might be? How might
your ITT connect Victor with these other systems and how might
these external services be coordinated?

e Breakout for approximately 10 minutes to discuss these questions.
e Bring the group back for discussion and review. Ask how they handled
the questions:

o How would you work together to assist Victor?

o What would ITT members in other roles that were missing do to
assist Victor?

o What external partners/systems might need to be involved? How
would the group coordinate these?

Facilitator Notes:

If necessary, while facilitating the group, mention these external partners
might be needed:

Mention that coordination with external partners will be covered in the
Integration with Systems of Care Module.

Massachusetts Rehabilitation Commission
Primary Care Provider

Day/Community Programs

12 Steps AA

Reference Ehrlich, C., Slattery, M., Vilic, G., Chester, P., & Crompton,
D. (2019). What happens when peer support workers are introduced
as members of community-based clinical mental health service
delivery teams: a qualitative study. Journal of interprofessional care.
34(1):107-115. doi: 10.1080/13561820.2019.1612334.

10





Integrated Treatment Teams and

Coordination with Systems of Care

Handout

Common Acronyms used in ACCS

AA
Alcoholic Anonymous (AA) is a fellowship of people who come together to solve their drinking problem.

ACCS

Adult Community Clinical Services (ACCS) is DMH’s primary community service for adults. ACCS is a
comprehensive, clinically focused service that provides clinical interventions and peer and family
support to facilitate engagement, support functioning and maximize symptom stabilization and self-
management of individuals residing in all housing settings. In addition, ACCS provides a range of
provider-based housing options as treatment settings to assist individuals in developing skills,
establishing natural supports and resources to live successfully in the community.

ADA

Americans with Disabilities Act (ADA) is a civil rights law that protects individuals with disabilities in all
aspects of public life from discrimination; guarantees equal opportunity for those with disabilities in
employment, transportation, education, government services, and public accommodations.

ASL

American Sign Language (ASL) is a visual language that is processed through the eyes by interpreting the
shape, placement, and movement of the hands, as well as facial expressions and body movements with
the same linguistic properties as English. Primarily used by individuals in the U.S. who are Deaf or Hard
of Hearing.

BIPOC

Black and Indigenous People of Color (BIPOC) is a term that centers the voices and experiences of Black
and Indigenous groups and demonstrates solidarity between communities of color as compared to the
term People of Color (POC).

BMI

Body Mass Index (BMI) is a person’s weight in kilograms (or pounds) divided by the square of height in
meters (or feet). BMI screens for weight categories that may lead to health problems, but it does not
diagnose the body fatness or health of an individual.

CADC
Certified Alcohol and Drug Counselor (CADC) A Certified Alcohol and Drug Counselor (CADC) provides
counseling, education, and support to persons with substance abuse issues and their families.





CARC

Certified Addiction Recovery Coaches (CARC) provide direct peer/family support to persons and
families. Engage persons in non-directive and supportive relationships that promote empowerment and
self-learning.

CART

Communication Access Real-Time Translation (CART) is a service that enables communication access
for deaf and hard of hearing persons who are competent in English, both written and oral, and who
either (a) are not able to use ASL interpreters, sign language transliterators and/or oral interpreters in
general or (b) do not choose to do so in the situation.

CBT

Cognitive behavioral therapy (CBT) is a form of psychological treatment that has been demonstrated to
be effective for a range of problems including depression, anxiety disorders, alcohol and drug use
problems, marital problems, eating disorders, and severe mental illness. Research studies suggest that
CBT leads to significant improvement in functioning and quality of life.

CDI

Certified Deaf Interpreter (CDI) is specialist who provides interpreting, translation, and transliteration
services, utilizing American Sign Language and other visual and tactual communication forms used by
individuals who are Deaf, Hard or Hearing, and Deaf-Blind.

CODA
Child of Deaf Adults (CODA) is a person who was raised by one or more Deaf parents or guardians; a
majority of which are not Deaf themselves.

CPS
Certified Peer Specialists (CPS) provide direct peer/family support to persons and families. Engage
persons in non-directive and supportive relationships that promote empowerment and self-learning.

CRIT

Community Risk Identification Tool (CRIT) is designed as a brief screening tool to identify known historical
and other clinical risk factors that can contribute to compromised personal and public safety. Strengths
of the individual and factors that mitigate risks and improve safety are noted, but are to be delineated
further with ongoing work with the person.
https://www.mass.gov/files/documents/2016/07/vg/community-risk-identification-tool.pdf

DBSA
The Depression Bipolar Support Alliance (DBSA) offers information and support for people dealing with
mood disorders, and others impacted by them. https://www.dbsalliance.org/

DBT

Dialectical behavior therapy (DBT) provides clients with new skills to manage painful emotions and
decrease conflict in relationships. DBT specifically focuses on providing therapeutic skills in four key
areas: mindfulness distress tolerance, emotion regulation, and interpersonal effectiveness.



https://www.mass.gov/files/documents/2016/07/vq/community-risk-identification-tool.pdf

https://www.dbsalliance.org/

https://www.psychologytoday.com/us/basics/therapy

https://www.psychologytoday.com/us/basics/mindfulness

https://www.psychologytoday.com/us/basics/emotion-regulation



DDA

Dual Diagnosis Anonymous (DDA) is a fellowship of persons who share their experiences, strengths,
weaknesses, feelings, fears, and hopes with one another to resolve our dual diagnosis and/or learn to
live at peace with unresolved problems. The only requirement for membership in DDA is a desire to
develop healthy, addiction-free lifestyles.

https://ddainc.org/

DDS

MASSACHUSETTS DEPARTMENT OF DEVELOPMENTAL SERVICES (DDS) is dedicated to creating, in
partnership with others, innovative and genuine opportunities for individuals with intellectual
disabilities to participate fully and meaningfully in, and contribute to, their communities as valued
members. http://www.mass.gov/eohhs/gov/departments/dds

DMHRA
Department of Mental Health Rental Assistance (sometimes also called DMHRSP — DMH Rental Services
Program).

DTA

The Department of Transitional Assistance (DTA) assists people and families with limited income to
meet their basic needs by providing financial assistance to those who are eligible.
https://www.mass.gov/orgs/department-of-transitional-assistance

EBP
Evidence-based practice (EBP) is the integration of the best available research with clinical expertise in
the context of patient characteristics, culture, and preferences.

EOHHS/EHS
Executive Office of Health and Human Services (EOHHS-or EHS) is the largest secretariat in state
government. DMH is located within this office.

GLEs
Group Living Environments (GLEs) provide persons a place to call home as they build skills to live
independently.

HoH
Hard of Hearing (HoH): term for a person who does not hear well but does hear better than those who
are Deaf, regardless if they were born as such or not.

IT
Integrated Treatment Team (IT) in ACCS refers to a team with diverse expertise that focuses on multiple
treatments and uses a variety of resources to deliver person-centered care.

LADC1

Licensed Alcohol and Drug Counselors (LADC 1) conduct independent practices of alcohol and drug
counseling and provide supervision to other alcohol and drug counselors. This credential has a list of
requirements along with a master’s or doctoral degree in behavioral sciences.
https://www.mass.gov/how-to/apply-for-an-alcohol-and-drug-counselor-license




https://ddainc.org/

http://www.mass.gov/eohhs/gov/departments/dds

https://www.mass.gov/orgs/department-of-transitional-assistance

https://www.mass.gov/how-to/apply-for-an-alcohol-and-drug-counselor-license



LEA
Lower-extremity amputation (LEA) occur due to the following common causes: diabetes mellitus,
peripheral vascular disease, neuropathy, and trauma.

JAN

The Job Accommodation Network (JAN) provides information, resources, and guidance on workplace
accommodations and disability-related employment issues. They help people with disabilities
understand their rights, learn the benefits of requesting accommodations, and pinpoint the specific
accommodations they need.

LGBTQ+
An acronym standing for Lesbian, Gay, Bisexual, Transgender, Queer or Questioning, and more; the
"plus" represents diverse range of other sexualities and gender identities.

LPHA

Licensed Practitioner of the Healing Arts (LPHA) in ACCS have oversight for treatment planning and
clinical direction. In ACCS the following practitioners can be designated as LPHAs: Physicians, Registered
Nurses, Psychologists Licensed Independent Clinical Social Workers, Licensed Certified Social Workers
Registered Occupational Therapists, Licensed Rehabilitation Counselors, Licensed Mental Health
Counselors, Licensed Alcohol and Drug Counselor LADC | Other persons who become licensed in a
mental health related discipline or profession in accordance with state law and regulations and subject
to the approval of the Commissioner of DMH.

MAP

Medication Administration Program (MAP) increases the safety and security of medication
administration for individuals living in Department of Mental Health (DMH), Department of Children and
Families (DCF), Massachusetts Rehabilitation Commission (MRC), or Department of Developmental
Services (DDS) licensed, funded, or operated community residential programs that are their primary
residences and/or participating in day programs and short-term respite programs.
https://www.mass.gov/medication-administration-program-map

MAT

Medication Assisted Treatment (MAT) is the use of medications in conjunction with counseling to treat
substance use disorders, primarily addiction to opioids. Treatment with MAT improves survival and
retention in treatment. These medications usually include methadone, buprenorphine, or naltrexone.

MBHP

MASSACHUSETTS BEHAVIORAL HEALTH PARTNERSHIP (MBHP) manages behavioral health care for
more than 500,000 MassHealth Members statewide. Working with its network of providers, MBHP
offers high quality, accessible, culturally sensitive health care to Members of the MassHealth Primary
Care Clinician (PCC) Plan, Community Care Cooperative (C3), Mass General Brigham ACO, Steward
Health Choice, and the BeHealthy Partnership.

MCB

Massachusetts Commission for the Blind (MCB) provides rehabilitation and social services to
Massachusetts residents who are blind, leading to their independence and full community participation.
https://www.mass.gov/orgs/massachusetts-commission-for-the-blind
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MCDHH

MASSACHUSETTS COMMISSION FOR THE DEAF AND HARD OF HEARING (MCDHH) is the principal
agency in the Commonwealth working on behalf of people of all ages who are deaf and hard of hearing.
http://www.mass.gov/eohhs/gov/departments/mcdhh

Mi

Motivational Interviewing (Ml) is often recommended as an evidence-based approach to behavior
change. Ml is a guiding style of communication, that sits between following (good listening)

and directing (giving information and advice). Ml is designed to empower people to change by drawing
out their own meaning, importance and capacity for change. Ml is based on

a respectful and curious way of being with people that facilitates the natural process of change and
honors client autonomy.

MHIS

Mental Health Information System (MHIS) is the information system used by DMH which contains all
client records, including those of clients who have been admitted to, and discharged from, DMH
hospitals. MHIS contains data related to admission and discharge as well as the data generated at
monthly treatment plan meetings, including textual data to document the results of those reviews.
https://www.mass.gov/info-details/overview-of-the-department-of-mental-health

MOAR

MASSACHUSETTS ORGANIZATION FOR ADDICTION RECOVERY (MOAR) supports recovering individuals
as well as their families and friends. Educates the public about recovery from alcohol and other
addictions. Resources for Recovery Guide lists addiction and substance use services in Massachusetts.
http://www.moar-recovery.org/

MOD

Massachusetts Office on Disability (MOD) works to ensure that people with disabilities can equally
participate in all aspects of life in Massachusetts. MOD serves as a resource to state agencies,
municipalities, and members of the public by providing information, guidance and training on matters
concerning disability-related civil rights, equal access, and opportunity.
https://www.mass.gov/orgs/massachusetts-office-on-disability

MRC

Massachusetts Rehabilitation Commission (MRC) helps individuals with disabilities to live and work
independently. MRC is responsible for Vocational Rehabilitation, Community Living and eligibility
determination for Social Security Disability Insurance (SSDI) and Supplemental Security Income (SSI)
federal benefits programs. MRC provides comprehensive services to people living with disabilities that
maximize their quality of life and economic self-sufficiency in the community. All programs have their
own intake criteria including financial, medical, and other eligibility requirements.
http://www.mass.gov/orgs/massachusetts-rehabilitation-commission
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NA
Narcotics Anonymous (NA) is a nonprofit fellowship or society of people for whom drugs had become a
major problem. We are recovering addicts who meet regularly to help each other stay clean.

NAMI

NATIONAL ALLIANCE ON MENTAL ILLNESS (NAMI), MA CHAPTER is a nonprofit grassroots organization.
Founded in 1982, we are the state’s voice on mental illness.

https://namimass.org/

ORI

MASSACHUSETTS OFFICE FOR REFUGEES AND IMMIGRANTS (ORI)

ORI’s mission is to promote the full participation of refugees and immigrants as self-sufficient individuals
and families in the economic, social, and civic life of Massachusetts. Eligible groups include: Afghan and
Iraqi Special Immigrant Visa Holders, Amerasians, Asylees, Cuban/Haitian Entrants, Human Trafficking
Victims, Legal Permanent Residents, and Refugees.

oT
Occupational Therapy (OT) is a therapeutic service offered to assess and assist persons in functionality
and independence and occupational therapists can be a member of the integrated treatment team.

PACT

Program of Assertive Community Treatment (PACT) is a multidisciplinary team approach providing
acute and long-term support, community based psychiatric treatment, assertive outreach, and
rehabilitation services to persons served.

RLCs
Recovery Learning Communities (RLCs) are consumer-operated networks of self-help/peer support,
information and referral, advocacy, and training activities.

SBIRT
Screening, Brief Intervention and Referral to Treatment (SBIRT) is a short, well-tested questionnaire

that identifies substance use risk. http://www.sbirt.care/tools.aspx

SHINE

The SHINE (Serving the Health Insurance Needs of Everyone) Program provides free health insurance
information and counseling to all Massachusetts residents with Medicare and their caregivers. call
MassOptions at 1-800-243-4636, or. TTY/ASCII (800) 439-2370.
https://www.mass.gov/health-insurance-counseling

SMI
Serious Mental lllness

SSDI

Social Security Disability Insurance (SSDI) is a federal benefit program providing financial assistance. SSDI
pays benefits to persons and certain family members if they are “insured.” This means that they
worked long enough — and recently enough - and paid Social Security taxes on earnings.



https://namimass.org/
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Ssi

Supplemental Security Income (SSI) is a federal benefit program providing financial assistance. It is
designed to help aged, blind, and disabled people, who have little to no income. It provides cash to
meet basic needs for food, clothing, and shelter.

SSM

The Self Sufficiency Matrix (SSM) is an assessment and measurement tool used in ACCS to understand
the level of care needed within functional domains. This enables providers to treat the “whole person,”
thereby promoting a person-centered focus that fosters integrated treatment team collaboration and
agency alignment, allowing for programs to ldentify the reason for referral, guide level of care reviews
with DMH, and determine readiness for transitions.

Transitions ACR

The Transitions to Adulthood Center for Research (ACR) promotes the full participation of young adults
diagnosed with mental health conditions in socially valued roles.
https://www.umassmed.edu/TransitionsACR/

TREM

Trauma Recovery and Empowerment Model (TREM) is a manualized group intervention designed for
women trauma survivors with severe mental disorders and discusses key issues in its conceptualization
and implementation. TREM recognizes the complexity of long-term adaptation to trauma and addresses
a range of difficulties common among survivors of sexual and physical abuse. Focusing primarily on the
development of specific recovery skills and current functioning, TREM utilizes techniques shown to be
effective in trauma recovery services.

VRC

The Vocational Rehabilitation Counselor (VRC) engages all individuals who are interested in or unsure
about work or school (no one has to be “job ready”) re: MRC services assist with establishing career
goals. If the person wants to enroll with MRC, the VRC determines the person eligible and arranges for
the services the person needs to reach her/his career-goals. DMH considers the VRC a member of the
Integrated Treatment Team; when both ACCS and the VRC are serving the same person, ACCS staff
should communicate openly and frequently with the VRC whenever there is a change that could impact
that person’s ability to pursue his/her career-goal.

WRAP

Wellness Recovery Action Plan (WRAP) is a wellness process that anyone can use. It helps persons
figure out what they need to do to stay well, signs that they are not doing well, and what to do when it
becomes a crisis.



https://www.umassmed.edu/TransitionsACR/



Integrated Treatment Teams

Handout

Examples of Integrated Treatment Team Member Roles for Scenario Activity

Assistant Program Director: Supports Lead Clinician/Program Director. Provides clinical supervision of licensed staff
and other staff as required, assists with selecting intervention strategies for Persons at high risk and/or difficult to
engage. Must be a licensed clinical staff.

Direct Care Worker: Primary staff assigned to work directly with person served. Deliver interventions identified on
the Treatment Plan and with supervision from the Licensed Clinical Staff. Direct Care Workers monitor persons
overall health and well-being by assisting and monitoring daily living. Encouraging independence, competency, and
decision-making. Initiating, supporting, and ensuring quality of life through empowerment, safety awareness,
respect, and dignity. Documenting and supporting the services provided to individuals. Providing crisis intervention
and emergencies, as needed.

Housing Specialist: Facilitates movement into permanent independent housing by providing interventions to persons
served in all housing settings to maintain tenancy, support housing transitions, and prevent homelessness. Housing
Specialists are members of the ITT that help ACCS persons served to secure stable and supportive housing, which will
improve ACCS persons served care and helps to prevent homelessness, strengthens community tenure, and leads to
improved persons served health outcomes.

Licensed Clinical Staff: Provides direct intervention with persons served to conduct comprehensive assessments,
treatment plans, and clinical interventions; They provide modeling and supervision for direct care staff. Includes
psychiatrist(s) for consultation and supervision of complex risk mitigation and medication prescriptions and
management.

Lead Clinician/Program Director: Expert clinician that leads the integrated treatment team and provides
administrative leadership, supervision, and direction of the Team. Must be a licensed clinical staff.

Nurse: Nursing staff bring expertise to address the person’s health holistically, with key aspects of physical and
mental health addressed concurrently in their recovery.

Occupational Therapist: Occupational Therapists assist the integrated team with assessing the person’s functional
capacity in relation to their behavioral health and any co-occurring conditions and to determine the skill
development and resources needed for the person served to reside in their preferred setting and participate in other
meaningful (work, social, community) activities.

Peer Supporters and Recovery Coaches: Provide direct peer/family support to persons and families. Engage persons
in non-directive and supportive relationships that promote empowerment and self-learning. [AGENCY add current
types of peer staff — e.g., Certified Peer Specialists (CPS), Certified Addiction Recovery Coaches (CARC), and Family
Partners]. Peer Supporters and Recovery Coaches or Team members with lived mental health or addiction experience
are often more successful in engaging persons served that are hard to reach or difficult to serve.

Substance Use/Addiction Specialist

Bring addiction treatment expertise and provide ongoing teaching and modeling to Teams/Intensive GLEs and
provide direct interventions and supports to Persons. They have strategies for working with Persons at different
Stages of Change, addressing the consequences of use regardless of Stage of Change and supporting readiness,
relapse prevention and long-term recovery.

Supervised GLE Staff
GLE staff members perform the duties and responsibilities of the direct care staff members of the Teams for Persons
residing in the GLEs.





Integrated Treatment Teams

Handout

Activity: Scenario

How would you work together to assist
Victor?

What would ITT members in other roles that
were missing do to assist Victor, especially, the
Lead Clinician, Substance Use Specialist,
Nurse, and Housing Specialist?

What external partners/systems might need to
be involved? How might your ITT connect
Victor with these other systems and how
might these external services be coordinated?

Instructions:

This is an exercise to practice being part of an Integrated Treatment Team (ITT). Determine how you might
approach working with Victor. Play your role on the ITT, and answer the following questions:

1. How would you work together to assist Victor?

2. What would ITT members in other roles that were missing do to assist Victor, especially, the Lead
Clinician, Substance Use Specialist, Nurse, and Housing Specialist?

3. What external partners/systems might need to be involved? How might your ITT connect Victor
with these other systems and how might these external services be coordinated?





PRE-POST EVALUATION

Integrated Treatment Teams

Multiple choice questions that assess knowledge pre-post.

1. AnIntegrated Treatment Team

a.
b.

Is a multi-disciplinary team of clinical, direct care and peer supporter staff.

Works collaboratively with persons served and ITT members to provide all service
components of ACCS.

Is an ACCS contract requirement.

Facilitates coordination of assessment, treatment planning and service delivery.
All the above

2. ACCS persons served are

a.

Assigned to an integrated treatment team that is involved with their care and remain
with the same Team throughout their tenure in ACCS.

Can choose to become a member of any integrated treatment team and can decide at
any time to change to another integrated treatment team.

Not required to have an integrated treatment team.

. All the above.

3. What percentage of the adult population with serious and persistent mental health conditions
also present with a substance use disorder or other co-occurring conditions.

a.
b.
C.
d.

10-15%
25-30%
50-75%
Over 80%

4. Which of the following is NOT a member of an ACCS Integrated Treatment Team?

a.

Sm 0 o0 T

Lead Clinician

Program Director

Peer Supporter

Housing Specialist

Substance Use Specialist

Vocational Rehabilitation Counselor
Primary Care Provider

None of above

5. Which of the following is a core principle of the ACCS Integrated Treatment Team?

a.
b.

Emphasis on Relationship Building
Clinical and Recovery Oriented Service Delivery
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Services are Flexible and Timely

Team Approach is Used

Services are Aligned and Integrated with Other Systems
All the above
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Person-Centered Approach

This module has:
e Handouts(2) :
o Self-identification Interview Exercise
o Tool: Interrupting Microaggressions

o Videos(2):

o Strength vs. deficit model
o Microaggressions

e Breakouts(1):
1. Self-identification-Building the 3 Cs

Facilitator Guide

R s - —

During this module you will:

% Define

Person-Centered Care
(PCC) in the ACCS
context

-~ ’ e oo

9 Learn % Learn
to be strengths- 4 methods of
base d practi

d and practice
identifying strengths sensitivity

Slide 1 Slide 1: Title Slide
. Introduce Trainers
Person-
Centered
Approach
Slide 2 Slide 2: Learning Objectives

Explain:

During this module you will:
e Define Person-Centered Care (PCC) in the ACCS context
e Learn to be strengths-based and practice identifying strengths
e Learn 4 methods for cultural sensitivity

[EE X1

- What does person-
centered care mean
to you?

Slide 3: Activity

Ask:
What does person-centered care mean to you?

Ask participants to write in chat or say out loud.






Trson Centered Care (PCC)

“Person-centered care supports people to
elop the knowledge, skills and

idence they need to more effectively

ge and make informed decisions about

own health and health care.”

Slide 4: Defining person-centered care (PCC):

Read slide:

“Person-centered care supports people to develop the knowledge,
skills and confidence they need to more effectively manage and
make informed decisions about their own health and health care.”

Explain:
As opposed to traditional medical services, person-centered
care involves the person served in decision-making about their
care and in keeping with their personal health care goals,
rather than decisions that are made without them, and that
are based primarily on clinical outcomes.

PersonCentredCareMadeSimple.pdf (health.org.uk)

Slide 5

Defining Person-Centered Care (PCC)
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Slide 5: Defining Person-Centered Care (PCC) continued

Explain:
[ ]

“Person-centered care means persons served have control
over their services, including the amount, duration, and
scope of services.

Person-centered care is respectful and responsive to the
cultural, linguistic, and other social and environmental
needs of the individual.

Person- and family-centered treatment planningis a
collaborative process where care recipients participate in
the development of treatment goals and services provided,
to the greatest extent possible.

Person-centered planning is strength-based and focuses on
individual capacities, preferences, and goals.

Individuals and any supporters they want included (e.g.,
families, friends, other providers) are core participants in
the development of the plans and goals of treatment.”

Person- and Family-centered Care and Peer Support | SAMHSA




https://www.health.org.uk/sites/default/files/PersonCentredCareMadeSimple.pdf

https://www.samhsa.gov/section-223/care-coordination/person-family-centered



Slide 6

.Activity

- Looking at this list, which
points would be most
important to you in your
work?

* Which seems most
challenging?

Slide 6: Activity
Facilitator Instruction:

After asking the questions below — put the previous slide back up so
participants can review the list.

Ask:

Looking at the list we just reviewed:
e Which points would be most important to you in your work?
¢ Which points may be most challenging?

Slide 7

Key Attributes of a Person-Centered care (PCC)
Approach

£a &

The service provider An emphasis is on shared
perspective is that the humanity - all humans
people served are have a natural tendency
authorities of their own toward growth and
lives. healing.

PCC emphasizes always
treating care recipients
with dignity, compassion,
and respect.

Slide 7: Key attributes of a person-centered care (PCC) approach:
Explain:

e The service provider perspective is that the people served are
authorities of their own lives.

o The role of the provider is to support the person to achieve
their own goals.

o The person being served is in the driver’s seat — they set
the course of their services and treatment; ACCS staff is the
passenger and navigator.

o This may be especially challenging when the service
provider considers the choices or goals of the person
served are not in their own best interest or may lead to
worse rather than better outcomes. Bringing these issues
for discussion with the integrated team and supervisor can
help you to better embody a person-centered approach.

e An emphasis is on shared humanity - all humans have a natural
tendency toward growth and healing.

PCC emphasizes always treating care recipients with dignity,
compassion, and respect.

Mention the Quote from Patricia Deegan:
“The concept of recovery is rooted in the simple yet profound
realization that people who have been diagnosed with mental
illness are human beings.”

Slide 8

Slide 8: Using PCC in ACCS practice: Engagement






The strengths-based process through which individuals with mental health
conditions form a healing connection with people that support their recovery and
wellness within the context of family, culture and community.

+ Engage the person served by providing assistance with goals of the person’s choosing

Definition:

Engagement is the strengths-based process through which
individuals with mental health conditions form a healing
connection with people that support their recovery and wellness
within the context of family, culture and community.
o Engage the person served by providing assistance with
goals of the person’s choosing.

Explain:

If the person has difficulty identifying personal goals, efforts should be
made to help them develop and communicate personally meaningful
outcomes of services.

ACCS staff’s role is to foster autonomy, independence, and self-
determination.

Slide 9

The level of choice, influence and control users of mental health services can
exercise over events in their lives, and the key to empowerment is the removal of
formal or informal barriers and the transformation of power relations between
individuals, communities, etc.

Slide 9 : Using PCC in Practice: Empowerment

Definition:

In a mental health context, empowerment refers to the level of
choice, influence and control users of mental health services can
exercise over events in their lives, and the key to empowerment is
the removal of formal or informal barriers and the transformation
of power relations between individuals, communities, etc.

Explain:

Some individuals have very little experience being asked about
their personal goals or have little trust that their personal goals
will be reflected in their service plan.

Some have a long history of institutionalization and/or messaging
that there is little hope for recovery from a -mental health
condition.

For those individuals, ACCS staff “hold the hope” and continue to
convey that recovery is possible;

time and effort is spent getting to know the person and exploring
possibilities, interests, and motivation for change within a range of
domains of health and wellness

Slide 10

Slide 10: Using PCC in Practice: Non-Judgment

Explain:






in P@n-]udgment
S
ACCS staff and clinicians cultivate professionalism that centers care around the
person served, and that puts one’s own judgements to the side when values or

cultures clash. One works for a stance of non-judgment with respect to challenging
behaviors and uses language that promotes recovery that is:

«Non-judgmental

«Respectful of the person’s perspective and life experience
«Avoids labeling the person

Non-judgment:

e ACCS staff and clinicians cultivate a professionalism that centers
care around the person served, and that puts one’s own
judgements to the side when values or cultures clash.

e One works for a stance of non-judgment with respect to
challenging behaviors and uses language that promotes recovery
(that is non-judgmental, respectful of the person’s perspective and
life experience, and avoids labeling the person based on their
diagnosis or other attributes).

Facilitator Notes:

Mention examples where a clash in values might engender a
judgmental response from the provider:
Facilitators can use these examples or examples of their own
o The person served expresses their interest in continuing to
smoke marijuana or drink alcohol because both are legal and
the individual does not feel either affects their symptoms or
recovery
o The person served has expressed the desire to stop using their
meds

Slide 11

.Activity

A)

X

ssee

A

=l

= Can you think of other

examples where a
provider’s or peer
specialist’s perspective
might clash with the
perspective of the person
served?

Slide 11: Activity

Ask:

Can you think of other examples where a provider’s or peer
specialist’s perspective might clash with the perspective of the person
served?

Slide 12

LN

.Strengths

Slide 12: Strengths — Video

(1:25 minutes)

Explain:

Now we are going to talk about the importance of focusing on
strengths. Here is a video of Olivia Richards, an advocate describing a

strength vs. deficit model.

Show Video clip from Strengths






Video: Olivia Richard Strengths based vs Deficit based model of care (1:25)
https://youtu.be/KxzdfRs764w

Ask:
After the video, ask participants about their reactions

Slide 13
Strengths

PCC employs a strength-based approach.
Providers shift from asking “what’s wrong with you” to “what’s strong with you"?

- aatt made Ao e v

1will use my strength of caring about other people
to learn two new social skill for making friends

Slide 13: Strengths

Explain:

e PCC employs a strength-based approach.

e Providers shift from asking “what’s wrong with you” to “what’s
strong with you”?

Examples of treatment goals that are strength-based vs. deficit based,
and leverage strengths for positive growth.

e Deficit-based: | will not drink alcohol or use substances for the
next month
Strength-based: | will use my motivation for change to learn at
least two new coping strategies that work for me for managing
stress

e Deficit-based: | will stop spending time with people who are not
good for me
Strength-based: | will use my strength of caring about other
people to learn two new social skills for making friends

Slide 14

.Activity

Think about a person-served
that you have encountered
or worked with.

* What are their strengths?

%
A\ * How do they use their
strengths?

Slide 14: Activity

Think about an individual served in a mental health system that you
have encountered or worked with.

Ask:
e What are their strengths?

e How do they use their strengths?

Slide 15

SLIDE 15: Practices for a Person-Centered Approach
Explain (most of the content below is on the slide):

e Shared understanding




https://youtu.be/KxzdfRs764w
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Practlces fora Person Centered Approach

Ce/

s/Humility and

o Ashared understanding between the provider and the person
served around the purpose and targeted outcomes of the work
together ensures that the work is meaningful and that there is
agreement about when a transition will be indicated.

o Includes having an understanding about the person’s
strengths, goals, needs, and aspirations to help facilitate
growth and goal achievement, as well as understanding how
the person wants to receive services.

e Relationship
o ACCS work occurs in the context of the relationship, so it is

important that ACCS staff create a therapeutic alliance with persons
served through actively listening, conveying empathy, and having
unconditional positive regard for persons served.

o Start conversations with unconditional positive regard, ask the client
what they want, and end with “unconditional positive regard”.

o This means approaching people from the mindset that everyone is
doing their best.

e Cultural Awareness and Sensitivity
o Definition:
Cultural Sensitivity: Being aware that cultural differences and
similarities between people exist without assigning them a value —
positive or negative, better or worse, right or wrong.

Explain:
We will cover 4 strategies for demonstrating cultural
awareness and sensitivity on the next slide.

Slide 16

L —
Cultural Sen5|t|V|ty
/ﬁ‘ Importance of Self-

Always ask the person you are serving to self-identify their
gender, race/culture, and sexual orientation.
Follow the goals of the 3 C’s:

Confidence- you're believing in the importance of these
questions

Competence - your practiced ability to ask these questions

‘Comfort - your familiarity with/ease in asking these questions

Slide 16: Cultural Sensitivity #1 - Importance of Self-Identification

Explain:
The process of self-identification is one method that can be used to
demonstrate cultural awareness and sensitivity.

Self-identification:
Always ask the person served to self-identify their
demographics (e.g., gender, race/culture, and sexual
orientation) and to describe their goals and support needs.

When asking personal questions follow the goals of the 3 C’s:
= Confidence -vyou’re believing in the importance of these
questions






=  Competence — your practiced ability to ask these questions
= Comfort — your familiarity with/ease in asking these questions

Slide 17

How to Start a First Encounter

A good place to start is to frame questions for parsons servad; F‘;Z &/
5

= “These questions give me a good idea about who you are
and h ick jith the best suy d
u

Slide 17: Let’s start at the very beginning

Explain:
This slide provides an example of how one might start an interview
the first time the encounter a new person served.

Examples:

e “| have some standard questions that | ask everyone, some will

apply to you and some won’t. | ask them of everyone so I’'m not
making any assumptions.”

e “These questions give me a good idea about who you are and
how I might provide you with the best support and care.. You
don’t have to answer anything you don’t want to answer and
you can always say ‘next question’ and I’ll move on. Not
answering a question doesn’t count against you .”

Explain:

This way of framing a first encounter or interview:

e normalizes the questions,

e gives the opportunity for persons-served to be “seen/heard” and

e |et’s the individual know they don’t have to answer if they are
uncomfortable and don’t want to.

Slide 18

. Breakout Activity

Handout#1: Self Identification

Which type of questioning
felt more comfortable?
Why?

Slide 18: Breakout Activity: Self-identification- Building the 3 C’s:

(8-minute breakout + discussion)

Refer to Handout:
o Self-identification Interview Exercise

Facilitator Instructions:

e Read out loud the scenario:
o This is the first time they have met and the treatment team member is
trying to get to know the individual better in a culturally sensitive
manner.
o The person served recently enrolled in ACCS and the treatment team
member already discussed some topics with the person served (e.g.,
housing, employment, family).






e Separate individuals into pairs of two and ask each group to pick a
recorder & reporter for the later discussion.
o one plays treatment team member /interviewer
o the other is the person-served
e Provide handout: Self-Identification Interview Exercise
o Assign some interviewers to use Approach A first and
o Assign some to use Approach B first.
e Instruct pairs to:
o Interview their partner using both approaches.
e Breakout for approximately 8 minutes to practice interviews.
e Bring back group for discussion and review. Ask a couple pairs to share
their experience. Which type of questioning felt more comfortable?

Why?
Slide 19 Slide 19: Cultural Sensitivity Approaches #2:
“Cultural Sensitivity -7 Outreach to Other Groups
;g Outreach to Other Community Groups
Explain:

It is often helpful to connect persons served who are from
. diverse backgrounds with community groups that could
serve as a powerful means of social support

It is often helpful to connect persons served who are from diverse
backgrounds with community groups that could serve as a powerful
means of social support (e.g., Asian American Civic Association,
Haitian Mental Health Network).

Facilitator Note:

You may want to provide the group with this resource. See the
Multicultural Mental Health Resource Directory from MA DMH for a
fairly up-to-date listing of resources:
https://www.mass.gov/doc/printable-dmh-multicultural-resource-
directory-complete/download

If conducting the training remotely, put the link in the chat.

Slide 20 Slide 20: Cultural Sensitivity #3: Be Curious

Explain:




https://www.mass.gov/doc/printable-dmh-multicultural-resource-directory-complete/download

https://www.mass.gov/doc/printable-dmh-multicultural-resource-directory-complete/download



L A Bl TN
Cultural Sensitivity

@ Be curious

~—

Once the person-served has indicated the culture with
which they identify, it may be helpful to educate oneself
about that culture using on-line resources. Encourage

and work with the individual to look for opportunities to
stay attached to the core ethnicity/cultural values, such
as going to an ethnic restaurant or becoming a member
of an ethnic-specific association.

e Once the person-served has indicated the culture with which they
identify, it may be helpful to educate oneself about that culture
using on-line resources.

e Encourage and work with the individual to look for opportunities
to stay attached to the core ethnicity/cultural values, such as
going to an ethnic restaurant or becoming a member of an ethnic-
specific association.

Slide 21

Cultural Sensitivity

@ Work to Overcome Biases

Individuals, in
may hold som
certain identities and

| " and treat others.;

Slide 21: Cultural Sensitivity #4: Work to overcome Biases

Explain:

Everyone has many identities.

e Age, gender, religious or spiritual affiliation, sexual orientation,
race, ethnicity and socioeconomic status are all identities.

e Some identities are things people can see easily (like race or
assumed gender), while other identities are internalized and are
not always easy to see (like a disability, socioeconomic status or
education level).

Individuals, including staff and/or the persons served, may hold some
stereotypes towards individuals with certain identities and this can
affect the way we think and treat others.

Facilitator Notes:

Use this example or some of your own.
e For example: Some may assume female clients will be easier to
work with than male clients or vice versa.

Regular supervision can be an effective method for becoming aware
of and minimizing any biases that may affect working with persons
served.

Slide 22
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Slide 22: Activity - Video

Explain:

Microaggressions are also something to be aware of because many of
us have biases that may lead us to make assumptions and make
statements that could come across as aggressive.

Show Microaggressions against White People video.

Facilitator Note:

10






Suggest to participants that they consider their reactions to the video
and ask for a few to comment after the video.

Slide 23
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Tips for Interrupting Microaggressions
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KEY PHRASES:
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Slide 23: Tips for Interrupting Microaggressions

Refer to Handout:
o Tool - Interrupting Microaggressions

Facilitator Notes:

Review the slide:

e Give the key phrases on the slide for the first two microaggressions
as examples of methods for ‘interrupting’ microaggressions using
key phrases/questions.

e For the last microaggression (“Everyone can succeed in this society
if they work hard enough”), ask two volunteers to attempt to
complete the phrase started on the slide (“So it sounds like you

Provide Handout: Tool- Interrupting Microaggressions to review and
generate other ideas.

Explain:

e Avoid asking people ‘why’ and instead reframe questions into
‘how’ questions. Asking “why” can sometimes make people feel
judged.

e [f a person served asks YOU some questions that may seem like a
microaggression or that is very personal (e.g., sexual identity)— ask
them ‘Is knowing this going to affect your treatment in some
way?’ Sometimes you may decide it does make sense to disclose
and other times it will not

Slide 24

Slide 24: Closing Activity

Ask:

What’s one thing that you might be able to incorporate into your work
right away?

(Ask them to put it in the chat if virtual)

11
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What'’s one thing that you will incorporate into your work
right away?

L]
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Person-Centered Approach
Handout

Self-Identification Interview Exercise

Approach A:
Explain the goal of your questions is to get a better sense of who the interviewee is as a person
to improve your work together Ask whether the interviewee feels comfortable talking about

their gender identity.

1. What sex were you assigned at birth? In other words, what does it say on your birth

certificate?
= female
=  Male

= Question not answered

2. What is your current gender identity? [If they are unsure, explain gender can mean ‘being a
man’, ‘being a transgender woman’, etc.]

=  female

=  Male

= Transgender Male/Trans Man/Female-to Male

= Transgender Female/Trans Woman/Male-to-Female

= Non-Binary/not exclusively Male or Female

= Additional Gender category, please specify

= Question not answered

Approach B:

Explain that some individuals feel that their gender influences their health and the kind of care
they need. Some also may feel their gender affects the way others treat them because there
may be specific social roles or expectations for one gender but not for others.

1. What pronouns do you prefer to use to describe yourself? E.g. He, she, theirs

2. Have you ever felt like [your gender — replace with the gender expressed by their
pronoun] has influenced your ability to get the kind of care you need? If yes, how so?





Tool: Interrupting Microaggressions

MICROAGGRESSION
EXAMPLE AND THEME

THIRD PARTY
INTERVENTION EXAMPLE

COMMUNICATION APPROACH

Alien in One’s Own Land
To a Latino American: “Where
are you from?”

Ascription of Intelligence

To an Asian person, “You’re all
good in math, can you help me
with this problem?”

Color Blindness
“l don’t believe in race.”

“I'm just curious. What makes you
ask that?”

“I heard you say that all Asians are
good in math. What makes you
believe that?”

“So, what do you believe in? Can
you elaborate?”

INQUIRE

Ask the speaker to elaborate. This will give you
more information about where s/he is coming
from, and may also help the speaker to become
aware of what s/he is saying.

KEY PHRASES:

“Say more about that.”

“Can you elaborate on your point?”

“It sounds like you have a strong opinion about
this. Tell me why.”

“What is it about this that concerns you the
most?”

Myth of Meritocracy
“Everyone can succeed in this
society, if they work hard
enough.”

Pathologizing Cultural
Values/Communication
Styles

Asking a Black person: “Why do
you have to be so
loud/animated? Just calm
down.”

“So you feel that everyone can
succeed in this society if they work
hard enough. Can you give me
some examples?”

“It appears you were
uncomfortable when __ said that.
I’'m thinking that there are many
styles to express ourselves. How
we can honor all styles of
expression—can we talk about
that?”

PARAPHRASE/REFLECT

Reflecting in one’s own words the essence of
what the speaker has said. Paraphrasing
demonstrates understanding and reduces
defensiveness of both you and the speaker.
Restate briefly in your own words, rather than
simply parroting the speaker. Reflect both
content and feeling whenever possible.

KEY PHRASES:

“So, it sounds like you think...”

“You're saying...You believe...”

Second-Class Citizen

You notice that your female
colleague is being frequently
interrupted during a committee
meeting.

Pathologizing Cultural
Values/Communication
Styles

To a woman of color: “l would
have never guessed that you
were a scientist.”

Responder addressing the group:
“ brings up a good point. |
didn’t get a chance to hear all of it.
Can repeat it?”

“'m wondering what message this
is sending her. Do you think you
would have said this to a white
male?”

REFRAME

Create a different way to look at a situation.
KEY PHRASES:

“What would happen if....”

“Could there be another way to look at this...’
“Let’s reframe this...”

“How would you feel if this happened to

your

Second-Class Citizen
Saying “You people....”

Use of Heterosexist
Language
Saying “That’s so gay.”

“l was so upset by that remark that
| shut down and couldn’t hear
anything else.”

“When | hear that remark, I'm
offended too, because | feel that it
marginalizes an entire group of
people that | work with.”

USE IMPACT AND “I” STATEMENTS

A clear, nonthreatening way to directly address

these issues is to focus on oneself rather than on

the person. It communicates the impact of a

situation while avoiding blaming or accusing the

other and reduces defensiveness.

KEY PHRASES:

“I felt (feelings) when you said or did

(comment or behavior), and it

(describe the impact on you).”

Second-Class Citizen
A woman who is talked over.

Making a racist, sexist or
homophobic joke.

She responds: “I would like to
participate, but | need you to let
me finish my thought.”

“l didn’t think this was funny. |
would like you to stop.”

USE PREFERENCE STATEMENTS

Clearly communicating one’s preferences rather
than stating them as demands or having others
guess what is needed.

KEY PHRASES:

“What I'd like is...”

“It would be helpful to me if....”

Adapted from Kenney, G. (2014). Interrupting Microaggressions, College of the Holy Cross, Diversity Leadership & Education. Accessed on-line,
October 2014. Krayhill, R. (2008). “Cooperation Skills,” in Armster, M. and Amstutz, L., (Eds.), Conflict Transformation and Restorative Justice Manual,
5™ Edition, pp. 116-117. LeBaron, M. (2008). “The Open Question,” in Armster, M. and Amstutz, L., (Eds.), Conflict Transformation and Restorative
Justice Manual, 5" Edition, pp. 123-124. Peavey, F. (2003). “Strategic Questions as a Tool for Rebellion,” in Brady, M., (Ed.), The Wisdom of
Listening, Boston: Wisdom Publ., pp. 168-189.






Tool: Interrupting Microaggressions

MICROAGGRESSION
EXAMPLE AND THEME

THIRD PARTY
INTERVENTION EXAMPLE

COMMUNICATION APPROACH

Color Blindness
“When | look at you, | don’t see
color.”

Myth of Meritocracy

“Of course he’ll get tenure,
even though he hasn’t
published much—he’s Black!”

“So you don’t see color. Tell me
more about your perspective. I'd
also like to invite others to weigh
in.”

“So you believe that will get
tenure just because of his race.
Let’s open this up to see what
others think.”

RE-DIRECT

Shift the focus to a different person or topic.
(Particularly helpful when someone is asked to
speak for his/her entire race, cultural group, etc.)
KEY PHRASES:

“Let’s shift the conversation...”

“Let’'s open up this question to others....”

Myth of Meritocracy

In a committee meeting:
“Gender plays no part in who
we hire.”

“Of course she’ll get tenure,
even though she hasn’t
published much—she’s Native
American!”

Second-Class Citizen

In class, an instructor tends to
call on male students more
frequently than female ones.

“How might we examine our
implicit bias to ensure that gender
plays no part in this and we have a
fair process? What do we need to
be aware of?”

“How does what you just said
honor our colleague?”

“What impact do you think this has
on the class dynamics? What
would you need to approach this
situation differently next time?”

USE STRATEGIC QUESTIONS

It is the skill of asking questions that will make a
difference. A strategic question creates motion
and options, avoids “why” and “yes or no”
answers, is empowering to the receiver, and
allows for difficult questions to be considered.
Because of these qualities, a strategic question
can lead to transformation. Useful in problem-
solving, difficult situations, and change efforts.
KEY PHRASES:

“What would allow you...”

“What could you do differently....”

“What would happen if you considered the impact
on...”

Traditional Gender Role
Prejudicing and Stereotyping
In the lab, an adviser asks a
female student if she is
planning to have children while
in postdoctoral training.

To the adviser: “| wanted to go
back to a question you asked

yesterday about her plans for a
family. I'm wondering what made
you ask that question and what
message it might have sent to
her.”

To the student: “I heard what your
advisor said to you yesterday. |

thought it was inappropriate and |
just wanted to check in with you.”

REVISIT

Even if the moment of a microaggression has
passed, go back and address it. Research
indicates that an unaddressed microaggression
can leave just as much of a negative impact as
the microaggression itself.

KEY PHRASES:

“l want to go back to something that was brought
up in our conversation/meeting/class ....”

“Let's rewind ___ minutes...”

CONSIDERATIONS:

e The communication approaches are most effective when used in combination with one another, e.g., using impact and

preference statements, using inquiry and paraphrasing together, etc.

e Separate the person from the action or behavior. Instead of saying “you’re racist”, try saying “that could be perceived as a
racist remark.” Being called a racist puts someone on the defensive and can be considered “fighting words.”

Avoid starting questions with “Why”—it puts people on the defensive. Instead try “how” “what made you ..... ?

When addressing a microaggression, try to avoid using the pronoun “you” too often—it can leave people feeling defensive and
blamed. Use “I” statements describing the impact on you instead or refer to the action indirectly, e.g., “when was
said...” or “when happened...”

e How you say it is as critical as what you say, e.g., tone of voice, body language, etc. The message has to be conveyed with
respect for the other person, even if one is having a strong negative reaction to what’s been said. So it is helpful to think about
your intention when interrupting a microaggression—e.g., do you want that person to understand the impact of his/her action,
or stop his/her behavior, or make the person feel guilty, etc. Your intention and the manner in which you execute your intention
make a difference.

e Sometimes humor can defuse a tense situation.

Adapted from Kenney, G. (2014). Interrupting Microaggressions, College of the Holy Cross, Diversity Leadership & Education. Accessed on-line,
October 2014. Krayhill, R. (2008). “Cooperation Skills,” in Armster, M. and Amstutz, L., (Eds.), Conflict Transformation and Restorative Justice Manual,
5™ Edition, pp. 116-117. LeBaron, M. (2008). “The Open Question,” in Armster, M. and Amstutz, L., (Eds.), Conflict Transformation and Restorative
Justice Manual, 5" Edition, pp. 123-124. Peavey, F. (2003). “Strategic Questions as a Tool for Rebellion,” in Brady, M., (Ed.), The Wisdom of

Listening, Boston: Wisdom Publ., pp. 168-189. Page 2






PRE-POST EVALUATION

Person-Centered Care

Multiple choice questions that assess knowledge pre-post.

1. The following are all essential attributes of a provider taking a person-centered
care approach EXCEPT:

a.

©o a0 o

Emphasizes shared humanity

Supports persons served to achieve their own goals

Sits in the passenger’s seat rather than the driver’s seat

Exudes competence, confidence, and comfort

Recognizes individuals diagnosed with mental illness are humans

2. A method team members can use to be culturally sensitive is.....

a.
b. Asking persons served to self-identify their demographic characteristics

C.

d. Connecting persons served with community or support groups that share the

Seeking supervision to minimize one’s biases
Being aware of one’s biases or stereotypes

person’s cultural identity
All of the above

3. Asking persons served ‘what’s strong with you’ instead of ‘what’s wrong with
you’ is an example of

o Qo o

A persons-centered approach
A deficit-based approach

A strengths-based approach
Motivational interviewing
‘a’and ‘¢’

All of the above





Person-Centered Care: Pre-Post Questions

Answer Key for Trainer

1. D -these are qualities that assist with asking personal
questions/interviewing but are not essential elements of PCC

2. E

3. E-this is both a strengths-based approach and a person-centered

approach





		Person-centered care facilitator guide 3.1.23

		Person-centered care handout #1- Self-Identification interview exercise

		Person-centered care handout #2- Interrupting_Microaggressions

		Person-centered care pre-post questions

		Person-centered care pre-post questions key

		Person-Centered Care: Pre-Post Questions






Recovery Oriented Approach

This module has:
Video (1): “See Me “

Facilitator Guide

Slide 1

Recovery-oriented

Approach

ACCS Principles

Slide 1: Title Slide

Introduce Trainers

Slide 2

Learning Ob "

|
o el — . A.J“--

During this module you will:

01 Learn

how the federal Substance
Abuse and Mental Health
Services Administration
(SAMHSA) defines the 10
principles and four dimensions
of recovery

Identify
ways ACCS staff can
support recovery

Slide 2: Learning Objectives
Explain:

During this module you will:

- Learn how the federal Substance Abuse and Mental Health
Services Administration (SAMHSA) defines the 10 principles

and four dimensions of recovery

- Consider how recovery principles and dimensions have been

important in your life.

- ldentify ways ACCS staff can support recovery

Slide 3

Introduction

The recovery model views mental health rec
“a journey of healing and transformation enab
o mental health problem to live a meaningful I
of the person’s choice while striving to achieve ({

Recovery does not refer to full symptom resolution,
but rather to an establishment or re-establishment of
alife worth living.

Slide 3: Introduction

Explain:

e The ACCS model embraces a recovery-oriented approach to

working with persons served.

e The recovery paradigm emerged in recent decades and is a

which viewed mental health
conditions as a debilitating disease, with little chance for
significant improvement, and the psychiatrist or other provider as

III

response to the “medical mode

the expert.






o The recovery model views mental health recovery as “a
journey of healing and transformation enabling a person
with a mental health problem to live a meaningful life in a
community of the person’s choice while striving to achieve
(their) full potential” (Substance Abuse and Mental Health
Services Administration (SAMHSA)).

o Recovery does not refer to full symptom resolution, but
rather to an establishment or re-establishment of a life
worth living. It is a process by which a person becomes
more resilient, gains and retains control over their own life,
and becomes empowered to engage in the community in
more meaningful ways.

Slide 4 Slide 4: Activity — Video
(2 minutes)

Show Video:

Video: "See Me" Advocates video, Heidi Peer Support Coordinator
(2:04) https://youtu.be/fdIGAuBgfxw

Slide 5 Slide 5: Activity - Discussion
EActivity Provide a recap
Ask:

- What was your
A\ / reaction? e What was your reaction?

N\ VHVQZf?a'?klynoguatgﬂ of e What did you think of Heidi talking about her "labels”?
- "‘/ her "labels”? e Give time for people to reflect

You can close the PPT to facilitate discussion

Slide 6 Slide 6: Guiding principles of recovery:

Explain:




https://youtu.be/fdlGAuBqfxw



10 Guiding Principles of Recovery

1. Respect

 “Communit,systems,and ocete cceptanceand appreciton for peopeafected by merta eath an subst
sep @ g recoery.
2. Hope
,
‘4,.\ I
goasan

SAMHSA has defined 10 guiding principles of recovery that are meant
to apply to both recovery from mental health conditions as well as
substance use disorders:

(SAMHSA’s Working Definition of Recovery)

1. Respect -

“Community, systems, and societal acceptance and appreciation

for people affected by mental health and substance use

problems— including protecting their rights and eliminating
discrimination—are crucial in achieving recovery.”

e All interactions with people with mental health conditions
must be respectful, afford dignity, and convey acceptance and
appreciation.

Activity:
Respect can mean different things to different people.
Ask: What does conveying respect look like to you?

2. Hope
“The belief that recovery is real provides the essential and
motivating message of a better future—that people can and do
overcome the internal and external challenges, barriers, and
obstacles that confront them”.
e Interactions with ACCS clients should be hope inspiring rather
than being based in fear or worry.

3. Person-Driven
“Self-determination and self-direction are the foundations for
recovery as individuals define their own life goals and design their
unique path(s) towards those goals. Individuals optimize their
autonomy and independence to the greatest extent possible by
leading, controlling, and exercising choice over the services and
supports that assist their recovery and resilience” .

e Use the metaphor of a bus. For ACCS staff the point is that the
person is in the driver’s seat, they’re driving the bus, this is their
journey and we as staff are in the passenger seat. ACCS staff is
one rider who can help read the signs, discuss routes, etc. but
the person served is driving.

e We should ask, “Are they driving the process, or are we?”

e Person-driven also includes the concept of “dignity of risk”.
Dignity of risk is the idea that self-determination and the right
to take reasonable risks are essential for dignity and self-




https://store.samhsa.gov/sites/default/files/d7/priv/pep12-recdef.pdf



esteem and so should not be impeded by excessively-cautious
caregivers, concerned about their duty of care. Overprotection
can keep people from becoming all they could become. a
paternalistic approach to people living with disability,
prioritizing safeguarding over the rights of individuals to
independent decision-making, is a limitation on personal
freedom. Dignity of risk - Wikipedia

4. Strengths/Responsibility
“Recovery is built on the multiple capacities, strengths, talents,
coping abilities, resources, and inherent value of each individual.”
e ACCS providers focus on the individual’s strengths rather than
perceived deficits, problems, or weaknesses. We use
strength-based language in person-centered planning.

5. Culture

“Culture and cultural background in all of its diverse
representations—including values, traditions, and beliefs—are keys
in determining a person’s journey and unique pathway to recovery.
Services should be culturally grounded, attuned, sensitive,
congruent, and competent, as well as personalized to meet each
individual’s unique needs.”

e ACCS providers need to learn and understand the culture of

the person they are serving and work within that worldview.

Activity:
Ask: How have these principles been meaningful in your own life or in
work with people with mental health conditions?

Slide 7

10 Guiding Principles of Recovery

- o

Slide 7: Guiding Principles of Recovery (continued)

6. Addresses trauma
“The experience of trauma (such as physical or sexual abuse,
domestic violence, war, disaster, and others) is often a precursor
to or associated with alcohol and drug use, mental health
problems, and related issues. Services and supports should be
trauma-informed to foster safety (physical and emotional) and
trust”




https://en.wikipedia.org/wiki/Dignity_of_risk#:~:text=Dignity%20of%20risk%20is%20the%20idea,about%20their%20duty%20of%20care%20.&text=Dignity%20of%20risk%20is,duty%20of%20care%20.&text=risk%20is%20the%20idea,about%20their%20duty%20of



e For ACCS staff we change the question from “What’s wrong
with you?” to “What happened to you?”

7. Many pathways

“Recovery pathways are highly personalized. They may include

professional clinical treatment; use of medications; support from

families and in schools; faith-based approaches; peer support; and

other approaches. Recovery is non-linear, characterized by

continual growth and improved functioning that may involve

setbacks”.

e If everyone is on their own journey, then everyone has their
own pathway. What works for me may not work for you, and
vice versa.

8. Holistic

"Recovery encompasses an individual’s whole life, including mind,

body, spirit, and community”.

e A holistic approach is not just using “alternative medicine (e.g.,
acupuncture)”, rather it’s a philosophy of care that looks at the
whole person, every aspect of their lives, particularly the
social, environment and socio-economic status, etc.

9. Peer support

“Mutual support and mutual aid groups, including the sharing of
experiential knowledge and skills, as well as social learning, play an
invaluable role in recovery. Peers encourage and engage other
peers and provide each other with a vital sense of belonging,
supportive relationships, valued roles, and community.”

e Peers providers “hold hope”. They offer the “been there”

experience as well as the recovery road.

10. Relational
“Family members, peers, providers, faith groups, community
members, and other allies form vital support networks. Through
these relationships, people leave unhealthy and/or unfulfilling life
roles behind and engage in new roles (e.g., partner, caregiver,
friend, student, employee) that lead to a greater sense of
belonging”.

Slide 8 Slide 8: Activity






Can you describe how any
of these principles have
been important in your
own journey to health
and wellness?

Ask:
Can you describe how any of these principles have been important in

your own journey to health and wellness?

Slide 9

Slide 9: Dimensions of Recovery

SAMHSA also defines four “dimensions” of recovery “that support a
life in recovery”:

1. Home

“A stable and safe place to live”.

e Persons served should be living in a typical dwelling place, not
a hospital, nursing home, or transitional/temporary residence.

e Many persons served are street-dwelling.

e ACCS uses a “housing first” approach, i.e., all persons deserve
and should have housing no matter what other conditions or
problems they have.

e The dwelling also needs to be safe and feel safe to the person.
You should ask, “Do you feel safe where you are living?”

2. Health
“Making informed, healthy choices that support physical and
emotional well-being”
e Research has shown that the lifespan of people with mental health
conditions is 25 years less than the general population.

Ask:
Why do you think that is?

Facilitator notes:

Mention negative iatrogenic effects on health: smoking, substance
use, lack of parity in health care, poverty.






3. Community

"Relationships and social networks that provide support,

friendship, love, and hope.”

e Persons served should live in the community of their choosing.

e They should be “fully integrated” in the community rather than
institutionalized in the community, i.e., using typical normative
community resources (work places, grocery stores,
transportation, recreational venues).

4. Purpose

“Meaningful daily activities, such as a job, school, volunteerism,

family caretaking, or creative endeavors, and the independence,

income and resources to participate in society”.

e Nobody’s dream growing up was to end up in community
mental health services, something happened.

e Why do people lose hope, lose their grip on life?

e When they don’t feel that their life has any meaning, or when
they do not know what they want, when they’ve become
disconnected with their emotions, needs, hopes and dreams.

Slide 10

ﬁ Activity
L

How have these
dimensions been
important or
meaningful in your life?

Reflect individually and share if you
are comfortable.

Slide 10: Personal Reflection

Ask:

How have these dimensions been important or meaningful in your
life?

Reflect individually and share if you are comfortable.

Show dimensions slide #9.

Slide 11

Slide 11: What does a recovery orientation mean in ACCS?
Explain:
e Having hope and believing that people can and do recover

from mental health conditions and from substance abuse or
addiction.






e The biggest stakeholder is the person receiving services.
People are far more likely to engage in services that support
their personal goal achievement.

e Acknowledging there are multiple pathways to recovery and
taking the time to help the person determine what recovery
looks like for them

e To provide support to decrease the frequency and/or intensity
of psychiatric and/or substance relapse by using screening and
assessment and evidenced-based practices.

e The overall goal of ACCS is for the integrated team to support
persons served to live independently.

Slide 12

Using a Recovery Orientation in ACCS Practice

als to better understand
inking clinical goals

ﬁ Evidence-based practices and
tools that are recovery oriented

such as motivation:

Slide 12: Using a Recovery Orientation in ACCS Practice:
Explain:

e Linking goals:
The ACCS recovery approach allows us to better understand the
importance of linking clinical goals with personal goals to provide
more meaningful services.

e Skill-building:
Recovery-oriented services help persons served to learn, practice,
and master skills to achieve personally meaningful goals, gain
independence, and increase participation in the community.

e Evidence-Based Practices (EBP):
ACCS uses evidence-based practices such as illness management
tools and motivational interviewing for persons served skill gain.

e Monitor engagement outcomes:
When our clinical goals are not aligned with the person’s served
own goals, they are far less likely to engage with us or to sustain
engagement.

e Engage and partner with other stakeholders:
Engage chosen family, friends, other providers, Care Coordinating
Entities (CCEs) and other systems of care, DMH, etc., in the
discussion around goals, to both ensure there is hope for recovery
from supporters of the person served as well as to resolve any
misalignment or misunderstanding about the work.

Slide 13

Slide 13: Closing Activity:






Ask:

How do you think you could support persons served in recovery in

How do you think you ACCS?
could support persons

served in recovery in

ACCS? Facilitator Instructions:

e Show slide 9 with the dimensions of recovery

e Ask participants to write in chat or call out examples of how ACCS
staff can support recovery

e Ifvirtual, you can close the PPT and just show participants on the
screen to facilitate discussion

Facilitator Notes:

e Some talking points or ways to summarize comments may be to

discuss methods for connecting with persons served:

o “What does help look like?”

o “How can we help you get unstuck?”

o “What is a goal you would like to achieve in five years, two
years?”

e Reiterate the importance of the peer support role to the recovery
model (peers play an invaluable role in recovery, offer mutual
support, provide each other with a vital sense of belonging, and
“hold hope”.

o They offer the “been there” experience as well as the recovery
road.

e Also reiterate the housing first approach and the importance of the
team working to help secure housing/independent living.






PRE-POST EVALUATION

Recovery Oriented Approach

Multiple choice questions that assess knowledge pre-post.

1. Which of these sets are the four dimensions of recovery:
a. safety, generosity, gratitude, happiness
b. home, health, purpose, community
c. well-being, friendship, citizenship, safety
d. courage, kindness, optimism, charity

2. Why is peer support an important element to ACCS? They:
a. Provide transportation
b. Are able to explain medications and their side effects
c. Are available at hours when other team members are unavailable
d. “Hold hope” for the person served by their “been there” experience

3. By supporting a person using a recovery orientation, an ACCS staff person should
always:
a. Check whether all medications are filled
b. Treat the person served with dignity and respect
c. Share one’s own health challenges
d. Remind the person served of their treatment goals.





Recovery Oriented Approach: Pre-Post Questions

Answer Key for Trainer





		Recovery Oriented Approach facilitators guide 3.1.23

		Recovery Oriented Approach pre-post questions

		Recovery Oriented Approach pre-post questions key




Coordination with Systems of Care

This module has:

Facilitator Guide

e Handouts (2):
o Common Acronyms used in ACCS
o Case Study Activity- Part 1
o Case Study Activity- Part 2

e Breakout activities (2):
o Case Study Activity- Part 1
o Case Study Activity- Part 2

e Facilitator Note: This module presents a significant amount of information — trainer should intersperse

agency examples whenever possible to concretely illustrate concepts being presented.
Slide 1: Title Slide
Slide 1

- v h’ Introduce Trainers
Coordination " ! ‘ Establish any ground rules for discussion
with Systems /
of Care 6/
4
r
Slide 2 Slide 2: Learning Objectives
” s | Explain:
ye | F During this module you will:
© . . — . :
] 5 ‘L e Consider agencies and organizations that you will partner with
During this module you wil - e Apply partnership recommendations to case study
0 Consider = apnty tdentity e Identify an organization or program in your area to learn more about
es an partnershi an organization
i parmer it oty °LS!Z$§TJTEE.,”
Slide 3 Slide 3: Why Care Coordination and ACCS/ITT Partnership with Care

Why care coordination and ACCS/ITT

partnership with care coordinating entities is

an essential function of ACCS services

Coordinating Entities is an Essential Function of ACCS Services

Explain:

e ACCS and DMH are part of the overall healthcare delivery system.

e People with serious mental health conditions have a lower life
expectancy and poorer physical health outcomes than the general
population.






o Evidence suggests that this discrepancy is driven by a
combination of clinical risk factors, socioeconomic factors, and
health system factors Rogers et. al (2016) ACCS is designed to
address each of these factors.

e Partnerships with other organizations and departments are necessary.

o ACCS/ITT cannot meet all a person’s served mental health and
health care needs on its own, so integration and coordinating
partnerships are required.

Slide 4

What are some examples
of other organizations and
state agencies that ACCS
might partner with in your
area?

Slide 4: Activity
Ask:

What are some examples of other organizations and state agencies
that ACCS might partner with in your area? (E.g., ...)

Slide 5

Slide 5: Overview of Social Determinants of Health
Let us look at why this coordination is important for our persons.

Explain:
Delivery of quality behavioral health services are not as effective
unless SAMSHA's Eight Dimensions of Wellness:
1. Emotional/Mental;
Environmental;

Financial;

Intellectual;

Occupational;

Physical;

Social: and

Spiritual.

(SAMSHA http://www.samhsa.gov/wellness-initiative)

O N A WN

or the five domains of the social determinants of health are also

assessed and addressed:

Economic Stability;

Education Access and Quality;
Healthcare Access and Quality;
Neighborhood and Built Environment;

el




http://www.samhsa.gov/wellness-initiative



5. Social and Community Context.

The Eight Dimensions of Wellness and the social determinants of
health are the non-medical factors that influence health outcomes.
They are the conditions in which all of us are born, grow up, work,
live, and age. Improving these conditions require ACCS programs to
partner or collaborate with other systems.

The SDH have an important influence on health inequities - the unfair
and avoidable differences in health status seen within and between

populations.

Slide 6

What systems or resources
will ACCS staff need to partner
with in serving our persons?

Economic Stability

Slide 6: Discussion

Explain:

Let us walk through each of the 5 domains of the social determinants
of health and think about what systems or resources ACCS staff will
need to partner with in serving our persons.

If you are new to ACCS, please feel free to jump in with what agency
or resource comes to mind.

Facilitator Note:

(Use the below examples to fill in the gaps if the trainees do not have
examples)

e Income and social protection (ex. Social Security Disability,
Supplemental Social Security)

e Education (ex. Massachusetts Rehabilitation Commission-MRC)

¢ Unemployment and job insecurity (Ex. MRC; Career Centers;
Unemployment Insurance & Resources)

e Food insecurity

¢ Housing, basic amenities and the environment

e Early childhood development (Ex. Head Start Programs)

¢ Social inclusion and non-discrimination (Ex.
Community/Affinity Groups, Culture-specific mental health
centers)

e Access to affordable health services of decent quality.






Explain: Research shows that the social determinants can be more

important than health care or lifestyle choices in influencing health.

e Forinstance, numerous studies suggest that SDH account for
between 30-55% of health outcomes.
e In addition, initial estimates show that the contribution of these

non-health sectors have a greater impact on population health

outcomes than contributions from the healthcare sector.
e Therefore, we cannot work to improve or treat behavioral health
conditions without also addressing the social determinants of health

or the Eight Dimensions of Wellness.

e —
Health
@ Employment
Examples of
Partnership ~
Sociay

— izt
Harm
Reduction ~

Do you have other examples of partnership services that may
require coordination for ACCS persons served?

Slide 7: Examples of Partnership Services to Coordinate & Integrate
Explain:

Some examples of partnership services that require coordination and
integration:

e Health care:

Persons enrolled in ACCS should have access to the full range of
healthcare and service benefits; this requires care coordination.

e Harm Reduction:

Harm reduction is a proactive and evidence-based approach to reduce
the negative personal and public health impacts of behavior
associated with alcohol and other substance use at both the individual
and community levels. Harm reduction services incorporate a
spectrum of strategies that meet people “where they are” on their
own terms, and may serve as a pathway to additional prevention,
treatment, and recovery services. Harm reduction works by
coordination and integrating services and addressing broader health
and social issues through improved policies, programs, and practices.
(SAMSHA, 2020).

e Employment:

Employment is a vital need for persons served receiving ACCS services.
ACCS is expected to engage all individuals regarding their desire to






work or return to school, and to connect them with educational and
vocational services.

e Social engagement:

Social support and community engagement are also key factors in
improving well-being and promoting recovery. Coordination by ACCS
staff with community resources and services is essential (e.g., day
programs, 12 step programs, organized social events and community
connections). This includes resources for persons served from diverse
cultural backgrounds who would benefit from being connected to
specific cultural community groups (e.g., Casa Esperanza, Latino
Counseling Center).

Ask:
e Do you have other examples of partnership services that may
require coordination for ACCS persons served?

Slide 8

Why Integrated and Coordinated Care is Important
for ACCS persons served:

Integration breaks down silos and
barriers and makes it easier for persons
’ served to access the support they need. ,

Persons benefit when partners and collaborators
coordinate and streamline their services and create
seamless access to needed services and resources.

SLIDE 8: Why Integrated and Coordinated Care is Important for ACCS
persons served

Explain:

Integration breaks down silos and barriers and makes it easier for
persons served to access the support they need.

Persons benefit when partners and collaborators in the public mental
health service system coordinate and streamline their services and
create seamless access to needed services and resources.

Slide 9

How to Integrate and Coordinate Care

b & [~

Providers and clinicians Clinicians and ACCS

to be rmed of | ag: wely | Persons served should

have unfettered access
]

Slide 9: How to Integrate and Coordinate Care
Explain:

o Providers and clinicians need to be fully informed of all entities
and resources in the Person’s service area and cultivate
ongoing partnerships with these key collaborators.

o Clinicians and institutions should actively collaborate and
communicate to ensure an appropriate exchange of
information and coordination of care. Multiple studies have






identified effective communication as a key feature of
collaboration.

o Persons served should have unfettered access to their own
medical information and to clinical knowledge. Clinicians and
persons served should communicate effectively and share
information.

Slide 10

Breaking Down Barriers

Integration reduces bureaucratic barriers

Understanding the system, integrating services,
staying current on services, and mitigating barriers
will:

* Reduce wait times

* Alleviate the stress on the Person
« Prevent the worsening of mental health symptoms
« Improve safety :

Slide 10: Breaking Down Barriers

Explain:

Persons served face enough barriers to their recovery; integration
reduces bureaucratic barriers so ACCS/ITT can concentrate on clinical
and peer support.

Referrals, follow-up, approvals, signoffs, and issues of coverage and
reimbursement can create barriers to timely clinical services and peer
support.

Understanding the system, integrating services, and staying current on
services, and mitigating barriers will:

e reduce wait times,

e alleviate the stress on the Person, and

e can prevent the worsening of mental health symptoms and

e improve safety.

Slide 11

Example: Housing First

Housing is a right

Everyone served by ACCS gets housing

Slide 11: Example: Housing First
Explain:

Housing First is a good example of breaking down the barriers to
services and is premised on the following principles:

e Housing for ACCS Persons is not a reward for good behavior.

e Housing is a right.

e FEveryone served by ACCS gets housing.

e Persons need a place where treatment can be received in a
stable, safe, and quiet environment.

e Homelessness is first and foremost a housing crisis and can be
addressed through the provision of safe and affordable housing.






e All people experiencing homelessness, regardless of their housing
history and duration of homelessness, can achieve housing stability in
permanent housing. Some may need very little support for a brief
period, while others may need more intensive and long-term
supports.

e Everyone is “housing ready.” Sobriety, compliance in treatment, or
even criminal histories are not necessary to succeed in housing.
Rather, homelessness programs and housing providers must be
“consumer ready.”

e Many people experience improvements in quality of life, in the areas
of health, mental health, substance use, and employment, because of
achieving housing.

e People experiencing homelessness have the right to self-
determination and should be treated with dignity and respect.

e The exact configuration of housing and services depends upon the
needs and preferences of the person.

Slide 12: Example: Improving Physical Health
Slide 12
| When compared to the general population, adults with behavioral
r;‘ health conditions have an elevated risk of illness and death.

Example: Improving
Physical Health

When compared to the general population,
adults with serious and persistent behavioral

+ ! Care coordination provides referrals and connections to information
and services related to medical care and other services as appropriate.

¢ @5‘ 7/ Explain:

e For example, adults with mental health and substance use
conditions have a higher prevalence of chronic health conditions
and co-morbidities (e.g., heart disease, high blood pressure, poor
Diabetes management, and certain cancers). (Katon, 2003).

e Obesity, poor nutrition, tobacco and substance use, and sedentary
lifestyle are pervasive among persons with mental health
conditions such as schizophrenia.




https://www.ncbi.nlm.nih.gov/books/NBK19833/



o Many of these persons are exposed to lithium
preparations, increasing odds of related illness like renal
disease.

e Persons with severe mental health conditions have much higher
rates of HIV and hepatitis C than those found in the general
population.

o Substance use, particularly injection use, carries an
elevated risk of other serious illnesses.

Slide 13

Improving Physical
Health

Slide 13: Example: Improving Physical Health (continued)

Explain:

e Ensuring that ACCS persons served have annual primary care and
dental health visits is critical toward improving overall health.
Integration with preventive healthcare can identify and address
the modifiable risk factors before chronic conditions become too
difficult and costly to treat.

o Most persons served with mental health conditions receive
psychiatric services in community mental health systems which
offer medication, social and rehabilitative services, but are
often isolated from delivery of medical care.

o Adults with behavioral health conditions are more likely to visit
their BH provider or community mental health agency than a
primary care setting.

o Some adults with BH conditions may not access preventative
and routine healthcare and instead are more likely to access
healthcare through Emergency Departments and contact with
first responders and law enforcement.

These facts show the need for ACCS to build relationships with and
integrate with other healthcare systems.

Slide 14

Slide 14: Creating Transitions

Read slide:






Creating
Transitions

Care coordination
identifies resources,
offers guidance and
support, and connects
the person to the
essential resources
needed for transitions

Care coordination identifies resources, offers guidance and support,
and connects the person to the essential resources needed when
making transitions.

Explain:

For instance, when a young adult is transitioning from DMH Child,
Youth and Family services or other youth serving agencies (e.g., DCF,
DYS, DDS), ACCS agencies participate in transition planning activities.
Integrating services and the coordination of care during this transition
helps to make the transition as seamless as possible for the person
served.

Slide 15

Activity- Case Study

Slide 15: Breakout Exercise - Case Study — Joe — Part 1
(5-minute breakout + discussion)

Refer to Handout:
e (Case Study Activity- Part 1

Facilitator Instructions:

e Explain: We are going to introduce you all to Joe and get familiar with
his situation. We will come back to Joe later and discuss potential care
coordination.

e Read out loud the scenario on the slide; leave slide up during discussion
and refer to handout.

e Separate into groups of 3 to 5 and ask each group to pick a recorder &
reporter for the later discussion.

e Provide handout: Case Study Activity- Part 1

e Instruct groups to discuss:

o What are Joe’s strengths?

o In what life areas could Joe use assistance?

o Without getting into detail about how to coordinate services,
determine what agencies might be important to get involved
with Joe’s case?

e Breakout for approximately 5 minutes to discuss these questions.

e Bring the groups back together for discussion and review. Ask them to
hang onto their answers about external partner agencies because they
will use this list again.

Slide 16

Slide 16: Role of ACCS/ITT in Care Coordination for Persons Served

Explain:






+ Examples of care coordination are:
* DMH Case Managers
+ Behavioral Health Community Partners
* OneCare
Care coordination offered through the
person’s health care provider or health
plan.

ACCS staff are required to collaborate with Care Coordination Entities
and be knowledgeable about the systems of care, including systems of
care for young adults, Long Term Services and Supports (LTSS) and
service systems for older adults.

e Examples of care coordination are:

o DMH Case Managers;

o Behavioral Health Community Partners (co-located with the rest
of the team);

o OnecCare (a service for those getting both MassHealth and
Medicare); or

o another form of care coordination offered through the person’s
health care provider or health plan.

Facilitator Note:
Mention these care coordination entities are co-located with ACCS

programs in some agencies. Staff should enquire about what entities
exist within their agency.

Slide 17

ACCS Integrated Treatment Teams/Intensive GLES are responsiblgfar monitoring persons server

During key times of transition:

« Arrests/incarcerations.
* Starting a new job or attending college
* Becoming 3 parent

| amitad

What are other examples of key transitions?

Slide 17: Monitoring
Explain:

ACCS Integrated Treatment Teams (ITT)/Intensive GLEs are

responsible for:

e monitoring both the behavioral and physical health statuses of persons
served

e must have 24/7/365 clinical on-call availability to respond to urgent
needs.

These Teams/Intensive GLEs are required to report changes in a
person’s health status, including medication and treatment utilization,
to the applicable Care Coordination Entities:

o When changes in a person’s health status or conditions
require immediate attention, the applicable
Team/Intensive GLE communicates directly with the
Persons’ health care providers and seeks alternative
resources as indicated (e.g., Primary care Physician office
visit, Emergency Department).

During key times of transition:

ACCS staff must work with persons served, Care Coordination Entities,
and other relevant entities (MRC, hospitals, police, courts, etc.) to






address the safety of the Persons, provide Critical Time Interventions,
address employment and housing, and adjust service delivery as
necessary and communicate changes to Treatment Plans.

Facilitator Notes:

A few key transitions are listed on the slide. Ask “What are other
examples of key transitions?” Examples for facilitator if responses
from group are limited:

= Hospitalization

= Moving from a Supervised GLE to an independent apartment
=  Preparing to travel

= Reconnecting with family; starting or ending an important
relationship; experiencing loss through death or divorce.

Slide 18

Example of Other Relevant Coordination with 2
Partner Entities: .

In ACCS, Massachusetts Rehabilit
program. ACCS staff should know

Massachusetts Ret
Commission (MRC) assist persons to:

+ Goto school
+ Find jobs,

+ Learm/practice sklls necessary for work

ACCS staff should know and refer-to
is counselor when a person

habi

1 it
‘The Counselor |
engagesallindividuals =
whoare interestedin |

or ambivalent about

expresses interest or ambivalence
about work.

Slide 18: Example of Other Relevant Coordination with Partner
Entities

Explain:

Employment, education, and vocational training/resources are also
critically important to lessening mental health symptoms,
strengthening self-reliance and confidence, and are key services in
mental healthcare delivery systems.

Massachusetts Rehabilitation Commission (MRC) is a key partner and

coordinator with ACCS services.

e MRC is the state agency in Massachusetts dedicated to employment for
people with disabilities.

o MRC provides assistance for persons to go to school, find jobs,
consider career goals, determine their interests, manage social
security benefits, and learn/practice skills necessary for work or
school.

e In ACCS, MRC provides a Vocational Rehabilitation Counselor (VRC) to
each ACCS program.

o ACCS staff should know and refer-to this counselor when a
person expresses interest or ambivalence about work.

o The Counselor engages all individuals who are interested in or

unsure about work or school (no one has to be “job ready”).
MRC services assist with establishing career goals.






o If the person wants to enroll with MRC, the Counselor
determines the person eligible and arranges for the services the
person needs to reach her/his career-goals.

Facilitator Note:

DMH considers the VRC (counselor) a member of the Integrated
Treatment Team,; when both ACCS and the VRC are serving the same
person, ACCS staff should communicate openly and frequently with the
VRC whenever there is a change that could impact that person’s ability
to pursue his/her career-goal.

Slide 19

Activity- Case Study

| How would you coo
Who else (other sys

Slide 19: Breakout Activity — Case Study — Joe -Part 2
(10-minute breakout + discussion)

Refer to Handout:
o Case Study Activity- Part 2

Facilitator Instructions:

e Explain: We are returning to Joe to discuss care coordination.
e Leave participants in same groups with the same recorder and reporter.
e Provide handout: Case Study Activity- Part 2, mention that the scenario
and questions are found on this handout.
e Instruct groups to discuss:
o How will you coordinate Joe’s care, and with what external
partners/other systems?
o Where would you start in this coordination?
o How do you think the integrated team could approach work with
Joe to re-engage in services?
e Breakout for approximately 10 minutes to discuss these questions.
e Bring the groups back for discussion and review.

Facilitator Note:

Optional: Facilitator may want to provide an example of their clinical
approach to this scenario as well as identify collaborating service
partners/systems and community resources that you would engage with to
serve this person.

Slide 20

Slide 20: Closing Activity

Ask:






Closing Activity

Identify one organization or
agency discussed to reach out
to on your own toward building
a community connection

Identify one organization or agency discussed to reach out to on your
own toward building a community connection.

Slide 21
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Integrated Treatment Teams and

Coordination with Systems of Care

Handout

Common Acronyms used in ACCS

AA
Alcoholic Anonymous (AA) is a fellowship of people who come together to solve their drinking problem.

ACCS

Adult Community Clinical Services (ACCS) is DMH’s primary community service for adults. ACCS is a
comprehensive, clinically focused service that provides clinical interventions and peer and family
support to facilitate engagement, support functioning and maximize symptom stabilization and self-
management of individuals residing in all housing settings. In addition, ACCS provides a range of
provider-based housing options as treatment settings to assist individuals in developing skills,
establishing natural supports and resources to live successfully in the community.

ADA

Americans with Disabilities Act (ADA) is a civil rights law that protects individuals with disabilities in all
aspects of public life from discrimination; guarantees equal opportunity for those with disabilities in
employment, transportation, education, government services, and public accommodations.

ASL

American Sign Language (ASL) is a visual language that is processed through the eyes by interpreting the
shape, placement, and movement of the hands, as well as facial expressions and body movements with
the same linguistic properties as English. Primarily used by individuals in the U.S. who are Deaf or Hard
of Hearing.

BIPOC

Black and Indigenous People of Color (BIPOC) is a term that centers the voices and experiences of Black
and Indigenous groups and demonstrates solidarity between communities of color as compared to the
term People of Color (POC).

BMI

Body Mass Index (BMI) is a person’s weight in kilograms (or pounds) divided by the square of height in
meters (or feet). BMI screens for weight categories that may lead to health problems, but it does not
diagnose the body fatness or health of an individual.

CADC
Certified Alcohol and Drug Counselor (CADC) A Certified Alcohol and Drug Counselor (CADC) provides
counseling, education, and support to persons with substance abuse issues and their families.





CARC

Certified Addiction Recovery Coaches (CARC) provide direct peer/family support to persons and
families. Engage persons in non-directive and supportive relationships that promote empowerment and
self-learning.

CART

Communication Access Real-Time Translation (CART) is a service that enables communication access
for deaf and hard of hearing persons who are competent in English, both written and oral, and who
either (a) are not able to use ASL interpreters, sign language transliterators and/or oral interpreters in
general or (b) do not choose to do so in the situation.

CBT

Cognitive behavioral therapy (CBT) is a form of psychological treatment that has been demonstrated to
be effective for a range of problems including depression, anxiety disorders, alcohol and drug use
problems, marital problems, eating disorders, and severe mental illness. Research studies suggest that
CBT leads to significant improvement in functioning and quality of life.

CDI

Certified Deaf Interpreter (CDI) is specialist who provides interpreting, translation, and transliteration
services, utilizing American Sign Language and other visual and tactual communication forms used by
individuals who are Deaf, Hard or Hearing, and Deaf-Blind.

CODA
Child of Deaf Adults (CODA) is a person who was raised by one or more Deaf parents or guardians; a
majority of which are not Deaf themselves.

CPS
Certified Peer Specialists (CPS) provide direct peer/family support to persons and families. Engage
persons in non-directive and supportive relationships that promote empowerment and self-learning.

CRIT

Community Risk Identification Tool (CRIT) is designed as a brief screening tool to identify known historical
and other clinical risk factors that can contribute to compromised personal and public safety. Strengths
of the individual and factors that mitigate risks and improve safety are noted, but are to be delineated
further with ongoing work with the person.
https://www.mass.gov/files/documents/2016/07/vg/community-risk-identification-tool.pdf

DBSA
The Depression Bipolar Support Alliance (DBSA) offers information and support for people dealing with
mood disorders, and others impacted by them. https://www.dbsalliance.org/

DBT

Dialectical behavior therapy (DBT) provides clients with new skills to manage painful emotions and
decrease conflict in relationships. DBT specifically focuses on providing therapeutic skills in four key
areas: mindfulness distress tolerance, emotion regulation, and interpersonal effectiveness.



https://www.mass.gov/files/documents/2016/07/vq/community-risk-identification-tool.pdf

https://www.dbsalliance.org/

https://www.psychologytoday.com/us/basics/therapy

https://www.psychologytoday.com/us/basics/mindfulness

https://www.psychologytoday.com/us/basics/emotion-regulation



DDA

Dual Diagnosis Anonymous (DDA) is a fellowship of persons who share their experiences, strengths,
weaknesses, feelings, fears, and hopes with one another to resolve our dual diagnosis and/or learn to
live at peace with unresolved problems. The only requirement for membership in DDA is a desire to
develop healthy, addiction-free lifestyles.

https://ddainc.org/

DDS

MASSACHUSETTS DEPARTMENT OF DEVELOPMENTAL SERVICES (DDS) is dedicated to creating, in
partnership with others, innovative and genuine opportunities for individuals with intellectual
disabilities to participate fully and meaningfully in, and contribute to, their communities as valued
members. http://www.mass.gov/eohhs/gov/departments/dds

DMHRA
Department of Mental Health Rental Assistance (sometimes also called DMHRSP — DMH Rental Services
Program).

DTA

The Department of Transitional Assistance (DTA) assists people and families with limited income to
meet their basic needs by providing financial assistance to those who are eligible.
https://www.mass.gov/orgs/department-of-transitional-assistance

EBP
Evidence-based practice (EBP) is the integration of the best available research with clinical expertise in
the context of patient characteristics, culture, and preferences.

EOHHS/EHS
Executive Office of Health and Human Services (EOHHS-or EHS) is the largest secretariat in state
government. DMH is located within this office.

GLEs
Group Living Environments (GLEs) provide persons a place to call home as they build skills to live
independently.

HoH
Hard of Hearing (HoH): term for a person who does not hear well but does hear better than those who
are Deaf, regardless if they were born as such or not.

IT
Integrated Treatment Team (IT) in ACCS refers to a team with diverse expertise that focuses on multiple
treatments and uses a variety of resources to deliver person-centered care.

LADC1

Licensed Alcohol and Drug Counselors (LADC 1) conduct independent practices of alcohol and drug
counseling and provide supervision to other alcohol and drug counselors. This credential has a list of
requirements along with a master’s or doctoral degree in behavioral sciences.
https://www.mass.gov/how-to/apply-for-an-alcohol-and-drug-counselor-license




https://ddainc.org/
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LEA
Lower-extremity amputation (LEA) occur due to the following common causes: diabetes mellitus,
peripheral vascular disease, neuropathy, and trauma.

JAN

The Job Accommodation Network (JAN) provides information, resources, and guidance on workplace
accommodations and disability-related employment issues. They help people with disabilities
understand their rights, learn the benefits of requesting accommodations, and pinpoint the specific
accommodations they need.

LGBTQ+
An acronym standing for Lesbian, Gay, Bisexual, Transgender, Queer or Questioning, and more; the
"plus" represents diverse range of other sexualities and gender identities.

LPHA

Licensed Practitioner of the Healing Arts (LPHA) in ACCS have oversight for treatment planning and
clinical direction. In ACCS the following practitioners can be designated as LPHAs: Physicians, Registered
Nurses, Psychologists Licensed Independent Clinical Social Workers, Licensed Certified Social Workers
Registered Occupational Therapists, Licensed Rehabilitation Counselors, Licensed Mental Health
Counselors, Licensed Alcohol and Drug Counselor LADC | Other persons who become licensed in a
mental health related discipline or profession in accordance with state law and regulations and subject
to the approval of the Commissioner of DMH.

MAP

Medication Administration Program (MAP) increases the safety and security of medication
administration for individuals living in Department of Mental Health (DMH), Department of Children and
Families (DCF), Massachusetts Rehabilitation Commission (MRC), or Department of Developmental
Services (DDS) licensed, funded, or operated community residential programs that are their primary
residences and/or participating in day programs and short-term respite programs.
https://www.mass.gov/medication-administration-program-map

MAT

Medication Assisted Treatment (MAT) is the use of medications in conjunction with counseling to treat
substance use disorders, primarily addiction to opioids. Treatment with MAT improves survival and
retention in treatment. These medications usually include methadone, buprenorphine, or naltrexone.

MBHP

MASSACHUSETTS BEHAVIORAL HEALTH PARTNERSHIP (MBHP) manages behavioral health care for
more than 500,000 MassHealth Members statewide. Working with its network of providers, MBHP
offers high quality, accessible, culturally sensitive health care to Members of the MassHealth Primary
Care Clinician (PCC) Plan, Community Care Cooperative (C3), Mass General Brigham ACO, Steward
Health Choice, and the BeHealthy Partnership.

MCB

Massachusetts Commission for the Blind (MCB) provides rehabilitation and social services to
Massachusetts residents who are blind, leading to their independence and full community participation.
https://www.mass.gov/orgs/massachusetts-commission-for-the-blind
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MCDHH

MASSACHUSETTS COMMISSION FOR THE DEAF AND HARD OF HEARING (MCDHH) is the principal
agency in the Commonwealth working on behalf of people of all ages who are deaf and hard of hearing.
http://www.mass.gov/eohhs/gov/departments/mcdhh

Mi

Motivational Interviewing (Ml) is often recommended as an evidence-based approach to behavior
change. Ml is a guiding style of communication, that sits between following (good listening)

and directing (giving information and advice). Ml is designed to empower people to change by drawing
out their own meaning, importance and capacity for change. Ml is based on

a respectful and curious way of being with people that facilitates the natural process of change and
honors client autonomy.

MHIS

Mental Health Information System (MHIS) is the information system used by DMH which contains all
client records, including those of clients who have been admitted to, and discharged from, DMH
hospitals. MHIS contains data related to admission and discharge as well as the data generated at
monthly treatment plan meetings, including textual data to document the results of those reviews.
https://www.mass.gov/info-details/overview-of-the-department-of-mental-health

MOAR

MASSACHUSETTS ORGANIZATION FOR ADDICTION RECOVERY (MOAR) supports recovering individuals
as well as their families and friends. Educates the public about recovery from alcohol and other
addictions. Resources for Recovery Guide lists addiction and substance use services in Massachusetts.
http://www.moar-recovery.org/

MOD

Massachusetts Office on Disability (MOD) works to ensure that people with disabilities can equally
participate in all aspects of life in Massachusetts. MOD serves as a resource to state agencies,
municipalities, and members of the public by providing information, guidance and training on matters
concerning disability-related civil rights, equal access, and opportunity.
https://www.mass.gov/orgs/massachusetts-office-on-disability

MRC

Massachusetts Rehabilitation Commission (MRC) helps individuals with disabilities to live and work
independently. MRC is responsible for Vocational Rehabilitation, Community Living and eligibility
determination for Social Security Disability Insurance (SSDI) and Supplemental Security Income (SSI)
federal benefits programs. MRC provides comprehensive services to people living with disabilities that
maximize their quality of life and economic self-sufficiency in the community. All programs have their
own intake criteria including financial, medical, and other eligibility requirements.
http://www.mass.gov/orgs/massachusetts-rehabilitation-commission
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NA
Narcotics Anonymous (NA) is a nonprofit fellowship or society of people for whom drugs had become a
major problem. We are recovering addicts who meet regularly to help each other stay clean.

NAMI

NATIONAL ALLIANCE ON MENTAL ILLNESS (NAMI), MA CHAPTER is a nonprofit grassroots organization.
Founded in 1982, we are the state’s voice on mental illness.

https://namimass.org/

ORI

MASSACHUSETTS OFFICE FOR REFUGEES AND IMMIGRANTS (ORI)

ORI’s mission is to promote the full participation of refugees and immigrants as self-sufficient individuals
and families in the economic, social, and civic life of Massachusetts. Eligible groups include: Afghan and
Iraqi Special Immigrant Visa Holders, Amerasians, Asylees, Cuban/Haitian Entrants, Human Trafficking
Victims, Legal Permanent Residents, and Refugees.

oT
Occupational Therapy (OT) is a therapeutic service offered to assess and assist persons in functionality
and independence and occupational therapists can be a member of the integrated treatment team.

PACT

Program of Assertive Community Treatment (PACT) is a multidisciplinary team approach providing
acute and long-term support, community based psychiatric treatment, assertive outreach, and
rehabilitation services to persons served.

RLCs
Recovery Learning Communities (RLCs) are consumer-operated networks of self-help/peer support,
information and referral, advocacy, and training activities.

SBIRT
Screening, Brief Intervention and Referral to Treatment (SBIRT) is a short, well-tested questionnaire

that identifies substance use risk. http://www.sbirt.care/tools.aspx

SHINE

The SHINE (Serving the Health Insurance Needs of Everyone) Program provides free health insurance
information and counseling to all Massachusetts residents with Medicare and their caregivers. call
MassOptions at 1-800-243-4636, or. TTY/ASCII (800) 439-2370.
https://www.mass.gov/health-insurance-counseling

SMI
Serious Mental lllness

SSDI

Social Security Disability Insurance (SSDI) is a federal benefit program providing financial assistance. SSDI
pays benefits to persons and certain family members if they are “insured.” This means that they
worked long enough — and recently enough - and paid Social Security taxes on earnings.
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Ssi

Supplemental Security Income (SSI) is a federal benefit program providing financial assistance. It is
designed to help aged, blind, and disabled people, who have little to no income. It provides cash to
meet basic needs for food, clothing, and shelter.

SSM

The Self Sufficiency Matrix (SSM) is an assessment and measurement tool used in ACCS to understand
the level of care needed within functional domains. This enables providers to treat the “whole person,”
thereby promoting a person-centered focus that fosters integrated treatment team collaboration and
agency alignment, allowing for programs to ldentify the reason for referral, guide level of care reviews
with DMH, and determine readiness for transitions.

Transitions ACR

The Transitions to Adulthood Center for Research (ACR) promotes the full participation of young adults
diagnosed with mental health conditions in socially valued roles.
https://www.umassmed.edu/TransitionsACR/

TREM

Trauma Recovery and Empowerment Model (TREM) is a manualized group intervention designed for
women trauma survivors with severe mental disorders and discusses key issues in its conceptualization
and implementation. TREM recognizes the complexity of long-term adaptation to trauma and addresses
a range of difficulties common among survivors of sexual and physical abuse. Focusing primarily on the
development of specific recovery skills and current functioning, TREM utilizes techniques shown to be
effective in trauma recovery services.

VRC

The Vocational Rehabilitation Counselor (VRC) engages all individuals who are interested in or unsure
about work or school (no one has to be “job ready”) re: MRC services assist with establishing career
goals. If the person wants to enroll with MRC, the VRC determines the person eligible and arranges for
the services the person needs to reach her/his career-goals. DMH considers the VRC a member of the
Integrated Treatment Team; when both ACCS and the VRC are serving the same person, ACCS staff
should communicate openly and frequently with the VRC whenever there is a change that could impact
that person’s ability to pursue his/her career-goal.

WRAP

Wellness Recovery Action Plan (WRAP) is a wellness process that anyone can use. It helps persons
figure out what they need to do to stay well, signs that they are not doing well, and what to do when it
becomes a crisis.
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Integration with the Health Care System and Other Systems of Care

Handout

Case Study Activity — Part 1

®
Activity- Case Study -

The ACCS Integrated Team is concerned about Joe, a
32-year-old White male diagnosed with Bi-Polar
Disorder and co-occurring substance use challenges.
Joe has a history of disorderly conduct and assault and
had maintained sobriety for several years. Joe lives in
his own apartment, is receiving rental assistance and
in the past has worked seasonally as a landscape
What are Joe’s Strengths? laborer. The Integrated Team is concerned that Joe is
becoming more distant and has not kept recent
appointments. He has been less engaged in services,

and they are concerned that he has started using
In what life areas could Joe use assistance? Alcohol again. Joe has struggled with pain from

several decayed teeth and has lost a significant
amount of weight. He has stopped attending the
What agencies might be important to get involved Clubhouse and AA Meetings. He also did not work as a
with his case? (Discuss w/o getting into detail landscaper this season, something he truly enjoys and
about ‘how’ yet) does every season. Joe also had a recent encounter
with the Police after screaming expletives at his
upstairs neighbor.

Part 1 -Questions:

1. What are Joe’s strengths?

2. In what life areas could Joe use assistance?

3. Without getting into detail about how to coordinate services, determine what agencies might be
important to get involved with Joe’s case?

Instructions:

Ask group to discuss the above questions, bring groups back together to review responses.
Ask groups to hang onto their answers about external partner agencies because they will use
this list again later in the module.





Integration with the Health Care System and Other Systems of Care

Handout

Case Study Activity — Part 2

®
Activity- Case Study -

The ACCS Integrated Team is concerned about Joe, a
32-year-old White male diagnosed with Bi-Polar
Disorder and co-occurring substance use challenges.
Joe has a history of disorderly conduct and assault and
had maintained sobriety for several years. Joe lives in
his own apartment, is receiving rental assistance and
in the past has worked seasonally as a landscape

How will you coordinate care, and with whom? laborer. The Integrated Team is concerned that Joe is
becoming more distant and has not kept recent
appointments. He has been less engaged in services,
and they are concerned that he has started using
Where would you start? Alcohol again. Joe has struggled with pain from
several decayed teeth and has lost a significant
amount of weight. He has stopped attending the
Clubhouse and AA Meetings. He also did not work as a
landscaper this season, something he truly enjoys and
does every season. Joe also had a recent encounter
with the Police after screaming expletives at his
upstairs neighbor.

How would you coordinate care within the ITT?
Who else (other systems) would you involve?

o060

Part 2 - Questions:

1. How will you coordinate Joe’s care, and with what external partners/other systems?
2. Where would you start this coordination?
3. How do you think the integrated team could approach work with Joe to re-engage in services?

Instructions:

Use same groups (and same recorder/reporter) from first exercise. Ask groups to discuss the
new questions, bring groups back together to review responses.





PRE-POST EVALUATION

Coordination with Systems of Care

Multiple choice questions that assess knowledge pre-post.

1. When compared to the general population, persons served by ACCS Programs

a.
b.
C.

Have an elevated risk of illness and death (morbidity and mortality).

Have much higher rates of HIV and hepatitis C.

Have a higher prevalence of chronic health conditions and co-morbidities (e.g., heart
disease, high blood pressure, Diabetes).

May not have access to preventative and routine healthcare and instead access
healthcare via Emergency Departments, first responders, or law enforcement.

None of the above

All the above

2. Assistance with obtaining housing is available to ACCS persons served if

a.

@m0 o0 T

They follow their treatment plan

Are sober for 6 or more months

Do not have a criminal history

If they have experienced a recent hospitalization
They are being served by or referred to ACCS
None of the above

All the above

3. Massachusetts Rehabilitation Commission (MRC) is a key partner and coordinator with ACCS
services. Which services do they offer?

a.

@m0 oo0o

assistance for persons to go to school.

assistance for persons to find a job.

assistance for persons to consider career goals and determine interests.
assistance for persons to manage social security benefits.

assistance for persons to learn/practice skills necessary for work or school.
None of the above

All the above

4. ACCS staff must work with Care Coordination and/or other relevant entities, when the person

served
a.
b.
C.
d.

Is Arrested or incarcerated

Starts a new job or attends college
Becomes a parent

Is Hospitalized





Moves from a Supervised GLE to an independent apartment

Prepares to travel
Reconnects with family; starting or ending an important relationship; experiencing loss

through death or divorce.
All the above





Coordination with Systems of Care: Pre-Post Questions

Answer Key for Trainer
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Using Evidence-Based Practices

This module has:

Facilitator Guide

Optional Video (1) — for agencies that use WRAP

Slide 1

Using Evidence-
Based Practices

ACCS Principles

Slide 1: Title Slide

Using Evidence-Based Practices

Slide 2

e

During this module you will:

)

P E
%
:

— ==

01 Reflect Learn
on your own experience the definition&
with Evidence-Based importance of
Practices (EBPs)

03 Identify
Examples of
EBPs that you
have more vs
less experience

Slide 2: Learning Objectives

Explain:
During this module you will:
- Reflect on your own experience with Evidence-Based Practices
- Learn the definition and importance of EBPs
- Identify Examples of EBPs that you have more vs less
experience with

Slide 3 (show slide in 2 parts)

What is an evidence-based
practice?

What is an evidence-based
practice?

Can be:

« Appropriate Use of Valid
Screening & Assessment
Instruments

+ Evidence-Based Interventions

Slide 3: Activity

Facilitator Note:

Show slide in 2 parts — there is animation in the slide

Ask: What is an evidence-based practice? (Get people’s reactions)
After they respond — show next section of slide that gives this
definition:

Evidence-based practices can be a screening-to-assessment approach

or an intervention (e.g., treatment program, service) for which there is
scientific evidence that it will improve outcomes for persons served.






Slide 4

Why do we use evidence-based practices in ACCS?

Assist persons served with improving their ‘
functioning, well-being, and other outcomes

Evidence-based interventions are effective
in improving the lives of persons served but
only about 10% actually receive EBPs

Practices that are NOT
evidence-based, are
unrelated to improving
client outcomes

Slide 4: Why do we use evidence-based practices in ACCS?

Explain:
e We are here to assist persons served with improving their functioning,
well-being, and other outcomes. Note that the other outcomes include:

o Independence

o Employment

o Satisfying relationships/personal support, and
o Good quality of life

e Research has documented what interventions are effective in
improving the lives of persons served with severe mental health
conditions, yet studies are also showing that most persons served
in routine mental health programs do not get treated with
evidence-based practices. Only about 10% of persons served
actually receive evidence-based practices.

e Examples of practices that are NOT evidence-based, are unrelated
to improving client outcomes, and in some cases may even be
harmful®, include making decisions based on:

o Traditional mental health service practices that do not
have evidence of benefiting outcomes for persons
served,

o What is convenient, and

o Clinicians’ preferences or wisdom without the structure
of a validated approach.

Slide 5

The risks of persons served
and what may be driving risks

|
screening ]

and/or Functional needs

assessment L

Use validated

instruments to
identify:

The best treatment plan to

help minimize clinical risks
and improve overall
functioning

Slide 5: Screening and Assessment Instruments

Explain:

We use validated screening and/or assessment instruments to identify
the risks of persons served, what may be driving those risks, functional
needs, and to inform the best treatment plan to help the person
served minimize clinical risks (e.g., suicide, substance use) and
improve overall functioning






Slide 6

Screening vs. Assessment

Y Assessment

Doesn’t have 5
Screened out the risk in Has the risk in

uestion
question a

Slide 6 Explaining the difference between screening and assessment

Explain:

Screening is conducted first as a means to determine who ‘might’

have the characteristic in question (e.g., risk for suicide) versus who

can be screened out. Individuals ‘screened in’ receive a more

comprehensive assessment (point out the arrow from screening to

assessment on the slide). In this way, the screen serves as a ‘sorting’

process.

e Example: ACCS uses the Columbia-Suicide Severity Rating Scale (C-
SSRS) to screen for suicide risk and the Assessment version for
those who ‘screen in’

e Screening instruments are ‘portable’, these can be conducted in
the moment when staff have reason for concern to determine if
the person served is at elevated risk for suicide, substance use,
etc. They also are intended to be conducted routinely during ITT
reviews.

e We will discuss how the screening to assessment process works in
more detail in the Risk Management module.

Slide 7

Use of structured, valid screening tools with an evidence-base is essential to
ensure accuracy, consistency across clinicians/personnel, and fairness.

Slide 7: Use of structured, valid screening tools with an evidence-
base is essential to ensure accuracy, consistency across
clinicians/personnel, and fairness.

Explain:

e These ensure every clinician (or other relevant personnel) is asking
relatively the same questions and basing their decisions on the
same information.

e Research indicates use of validated instruments is a more valid
approach than using one’s gut or experience alone. In the case of
violence risk, for example, considerable research has indicated
experienced professionals perform only slightly better than chance
when trying to determine who is a risk for violence when no
instrument is used.

e [tisimportant for agencies and users of screening and assessment
instruments to be aware of whether their instruments have been






validated for use with the individuals they serve (e.g., cultural
background, gender). Some instruments also are available in
different languages.

Slide 8

Interventions used with ACCS persons served

Which of these EBPs do you have experience with?

Motivational
Interviewing

eeeee

Slide 8: Interventions we use with ACCS persons served

Explain:

Clearly screening and assessment procedures are not the only type of
evidence-based practice — some interventions or treatment programs
are also an evidence-based practice.

Ask:
Which of these Evidence Based Practices (EBP) do you already have
experience with?

Facilitator Notes:

Describe a few of the interventions from the list using the notes below
and include any helpful information based on your experience with the
intervention:

Motivational interviewing (Ml)

An effective, evidence-based technique for helping clients resolve
ambivalence about behaviors that prevent change. The core goals
of Ml are to express empathy and elicit clients’ reasons for and
commitment to changing substance use and other unhealthy
behaviors (Miller & Rollnick, 2013).

Screening, Brief Intervention and Referral to Treatment (SBIRT):
SBIRT is a comprehensive, integrated public health model
designed to provide universal screening, secondary prevention
(detecting risky or hazardous substance use before the onset of
abuse or dependence), early intervention, and timely referral and
treatment for people who have SUDs (Babor et al., 2007; Babor &
Higgins-Biddle, 2001; Substance Abuse and Mental Health Services
Administration [SAMHSA], 2011).

Harm reduction is an approach that promotes health in a way
that meets people where they are at, accepting that not everyone
is ready or capable of stopping their substance use at a given time.
Instead of making judgments about where individuals suffering
from addiction should be with regards to their health and




http://www.nchrc.org/harm-reduction/what-is-harm-reduction/



behavior, harm reduction focuses on promoting evidence-based
methods for reducing associated health risks in the current
moment (e.g., preventing HIV transmission).

The defining features of harm reduction include a focus on the
prevention of harm, rather than on the prevention of substance
use itself. Harm reduction initiatives run the gamut from medical
care and disease prevention, to education and linkage to addiction
treatment. Retrieved March 30, 2022:
https://www.recoveryanswers.org/resource/drug-and-alcohol-
harm-reduction/

Cognitive-Behavioral Therapy (CBT)

Cognitive behavioral therapy (CBT) is a form of psychological
treatment that has been demonstrated to be effective for a range
of problems including depression, anxiety disorders, alcohol and
drug use problems, marital problems, eating disorders, and severe
mental illness. Numerous research studies suggest that CBT leads
to significant improvement in functioning and quality of life. In
many studies, CBT has been demonstrated to be as effective as, or
more effective than, other forms of psychological therapy or
psychiatric medications. (American Psychological Association.
Retrieved March 30, 2022: https://www.apa.org/ptsd-
guideline/patients-and-families/cognitive-behavioral)

CBT uses behavioral therapy techniques to help clients change
their thinking patterns and their behavioral patterns.

Wellness Recovery Action Plan (WRAP) is a manualized group
intervention for adults with mental illness. WRAP guides
participants through the process of identifying and understanding
their personal wellness resources ("wellness tools") and then helps
them develop an individualized plan to use these resources on a
daily basis to manage their mental illness. Retrieved March 30,
2022:
https://massachusetts.networkofcare.org/mh/services/agency.asp
x?pid=WellnessRecoveryActionPlanWRAP 2 1632 0

NOTE: Agencies that use WRAP might consider showing the 3-
minute WRAP video on the next slide

Housing First is an approach to addressing homelessness that
focuses on providing permanent housing without barriers to entry
such as sobriety, treatment, or service participation requirements.




https://www.recoveryanswers.org/resource/drug-and-alcohol-harm-reduction/
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Housing First is built upon the principles that homelessness is
fundamentally a housing crisis and that having necessities like a
stable place to live must come before other, less critical needs.
Retrieved March 30, 2022: https://www.mamh.org/science-
innovation/tested-solutions/housing-first

Slide 9

Activity:

Agencies
that use

WRAP

Slide 9: Activity- Agencies that use WRAP - Video
(3 minutes)

Agencies that use WRAP might consider showing this video:
https://youtu.be/pZLgVSF18ug

Slide 10

Research shows
that offering an
inten n

Providing

interventions that

are administered

with fidelity will

result in superior
outcomes

Persons served
have a right to
access to
interventions that [—
are known tobe B8
effective

!

SLIDE 10: Evidence-based practices (EBP) must be followed to fidelity
to be effective.

Explain: Meaning these interventions and screening and assessment
procedures are to be followed exactly as described in the manuals
(aka the ‘active ingredients’)

e Research shows that offering an intervention that ‘resembles’ an
evidence-based practice is not sufficient for obtaining good
outcomes

e Providing interventions that are administered with fidelity will
result in superior outcomes

e Persons served have a right to access to interventions that are
known to be effective

e Some, but not all, evidence-based practices have adaptations
available for use with individuals from different cultural
backgrounds, if necessary. Know what is available for your EBP

Slide 11

SLIDE 11: Reference slide

Drake et al. (2001). Implementing evidence-based practices in routine
mental health service settings. Psychiatric Services, 52(2) p. 179-182
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PRE-POST EVALUATION

Evidence-Based Practice

Multiple choice questions that assess knowledge pre-post.

1. About % of persons served in adult mental health services actually receive evidence-based
practices.

a. 50%
b.25%
c. 10%
d. 5%

2. Why do we use evidence-based practices?
a. EBPs are more effective for improving quality of life than talk therapy
b. Persons served have the right to obtain effective treatment
c. The ACCS model requires use of EBPs

d. Using one’s professional experience to determine if an individual has a clinical risk (e.g.,
suicide, violence) is unreliable

e. All of the above

3. Which of the following would be considered an evidence-based practice?

a. A clinician administers the Columbia-Suicide Severity Rating Scale to every new person
served during the person’s intake

b. A treatment group uses every other module in a cognitive behavioral therapy curriculum
c. An individual served is removed from a GLE because they relapsed

d. A clinician meets with each of the person’s served on her caseload to talk for 30 minutes a
week





Evidence-Based Practice: Pre-Post Questions

Answer Key for Trainer

1. C
Evidence: according to research by Drake et al. (2001) — only 10% of
persons served in typical MH programs actually receive EBPs

2. E

3. A
Evidence: The CSSR is a valid screening tool and a valid screening
practice is to administer the tool to everyone at a particular point
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Trauma Informed Care
Facilitator Guide

This module has:
e Handouts (3):
o Immediate and Delayed Reactions to Trauma
o Strengths-Based Questions
o Team Discussion
e Breakout Activity (1):
o Team Discussion

Slide 1 Slide 1: Title Slide

Introduce Trainer

Trauma Informed

Care

ACCS Principles

Slide 2 Slide 2: Learning Objectives
” : Explain:
v, 5,“ p During this module you will:
| | _[‘ i - Ll - Define trauma
- Consider the potential effects of traumatic experiences and
o pefme Coniter o how it can vary by culture
R TS - Consider ways you can apply a trauma lens in your work

A primary goal of this module is to learn how to apply a trauma
lens to your work with persons-served

Ask:

If you have experience working with individuals involved in the mental
health system, what percentage of them have you worked with have
experienced trauma? (Participants can answer aloud or write in the
chat)

Slide 3 Slide 3: Introduction/Activity

Ask:






*Have you ever worked

with individuals who
have experienced
trauma? If so, what
traumatic experiences
had they experienced?

If you have experience working with individuals who have experienced
trauma, what kind of traumatic events had they experienced?

(Participants can answer aloud or write in the chat)

Slide 4

Eﬂ Activity

‘What types of traumatic

events do you think
might have been
experienced commonly
among persons served
by ACCS?

Slide 4: Activity

Ask:

What types of traumatic events do you think might be most common
among persons served by ACCS?

(Participants can answer aloud or write in the chat)

Slide 5

What is Trauma?

An Event you

Experience that

has a negative

Effect on you
(3 Es)

Slide 5: What is Trauma?
Explain:

We define trauma as an Event someone Experiences that has a
negative Effect on them (the 3 Es)

o The EVENT is perceived by the person to be shocking,
scary, or dangerous.

o The EXPERIENCE is felt in the body. Sensations include
quick, shallow breathing; racing heartbeat; sweaty palms;
heaviness in body; change in alertness - - Fight or Flight
sensations (“The Body Keeps the Score”)

o The EFFECT could be acute (an expected traumatic stress
response) or the EFFECT could be chronic/persistent.
Effects that last beyond a month after the incident would
be considered PTSD

e Explain that you will break down the 3 E’s in more detail

Slide 6

Slide 6: E #1: Traumatic Event

Explain:






E #1: Traumatic Event

An event, series of events, or set of circumstances that is
experienced by an individual as physically harmful or life .
threatening. & [

Has lasting effects on the individual’s:
« functioning oot Tl
 + mental, physical, social, emotional, or spiritual well-being

e A traumatic event is defined as an event, series of events, or set of
circumstances that is experienced by an individual as emotionally
or physically harmful or life threatening.

o Trauma can have lasting effects on an individual’s
functioning as well as their mental, physical, emotional,
social, and spiritual well-being

Slide 7 Slide 7: Examples of Traumatic Events
* Abuse and neglect Explain:
* Domestic violence
[Communkydelres Traumatic events can include, but are not limited to these examples
- o ot ceparation on the slide (read slide)
Examples Of * Natural dirs)asters
Traumatic Events: . War
: 'F)Zt;e:ydlsplacement Ask:
A Do you think this list is missing any traumatic events?
intergenerational traumas
Slide 8 Slide 8: E #2: Defining Experience
o Explain:
E #2: Defining
Experience

ting Facty

o An event may be traumatic to one person but to not another.
o Some of the contributing factors for different individual
experiences are:
= How the individual labels the event
= Availability of social supports
= Degree of powerlessness
= |ntersecting identities:

e Explain: this may be due to age; race/ethnicity;
immigration status; religion; gender identification;
sexual orientation; disability status

= How the individual is disrupted physically and
psychologically
= Cultural differences

Slide 9

Slide 9: Persons Served May Experience Multiple Traumas
Explain:

Persons-served might experience multiple traumas regularly due to
their circumstances, such as:






Persons-Served May

. . ack of natural
Experience Multiple supports ——
Traumas stressors

Chronic
mental health y
conditions S

e chronic mental health conditions,

e lack of natural supports,

e financial stressors,

e housing instability / inadequacy,

e lack of access to care,

e reactions from the public to their cultural background or

sexual orientation.

ACCS can help address those by working with the individual to
develop a treatment plan that best suits them and their needs

Ask:

e For example, how or why might the experience of siblings
who were both removed from an abusive home be
different?

(Elicit a few responses from participants)

e Why might an impending hurricane be triggering for one
person, but not for another?

(Elicit a few responses from participants)

Slide 10

Culture and Trauma

Cultural differences can exist in the perception
and interpretation of the trauma event

It
Some traumas may have greater impact on a
iven culture
| I

Culture determines acceptable responses to
trauma and shapes the expression of distress. ‘

Slide 10: Culture and Trauma
Explain:

e Cultural differences can exist in the perception and
interpretation of the trauma event, the meaning one gives to
the traumatic event, and beliefs about control over the event.

e Some traumas may have greater impact on a given culture
because those traumas represent something significant for
that culture or disrupt cultural practices or ways of life

e Culture determines acceptable responses to trauma and
shapes the expression of distress. For example, some families
and cultural groups are less comfortable responding to
personal questions about emotional distress

e In addition to shaping beliefs about acceptable forms of help-
seeking behavior and healing practices, culture can provide a
source of strength, unique coping strategies, and specific
resources.

Slide 11

Slide 11: E #3: Adverse Effects






E #3: Adverse
Effects

Effects can impact the victim, the family
system, an organization, and the

an
community’s sense of safety and trust

Explain:
Adverse Effects:
e May be immediate or delayed
e Duration of the effects may be short or long-term
e Canimpact the victim, their family system, an organization, or
community’s sense of safety and trust

Facilitator Note:
State that when trauma affects an organization sometimes it can

organize its procedures around that trauma and that is not an
effective reaction.

Slide 12

Common Responses to Trauma

A « Sleep disturbances
« Guilt « Nightmares

« Sadness

« Helplessness
* Mood swings

Slide 12: Common Responses to Trauma

Explain:
This slide presents various ways in which trauma can manifest

Facilitator Instruction:

Read through slide

Slide 13

Eﬂ Activity

Are any of the trauma reactions on the lst surprising or
unexpected to you?

Have you noticed any of these reactions in the people
you have served in the past? Which ones?

Slide 13: Activity/ Reviewing Handout #1
Provide Handout: Immediate and Delayed Reactions to Trauma

Explain:
Review handout and explain this is a list of more examples of
immediate and long-term effects of trauma.

Ask:
e Have you noticed any of these reactions in the people you
have served in the past? Which ones?
e Are any of the trauma reactions on the list surprising or
unexpected to you?
(Participants can answer aloud or write in the chat)

Slide 14

Slide 14: A Trauma Informed Approach (Four R’s)

Explain:
What are the “Four R’s” of the trauma-informed program,
organization, or system?






A trauma-informed program, organization, or system

Realizes |wrmhradriperbpmtsy

‘ Recognizes

« Recogrizes signs and symtoms of trauma in dients,
farmiles, tatt, and others involved

with the systaen

' Responds | el o

m P — )
e

From SAMHSA' Concept Poper

e Realizes
o Realizes widespread impact of trauma and understands
the potential paths for recovery.
e Recognizes
o Recognizing signs and symptoms of trauma in persons
served, staff, families, and other who are involved with
the system.
e Responds
o Fully integrating knowledge about trauma into
practices, procedures, and policies.
® Resists
o Seeks to actively resist re-traumatization.

Slide 15

What Integrated Teams Can Do
To Help Realize and Recognize
the Person's Experience

Usten to and Incorporate the person
served’s terms for what they are
experiencing into discussion and
treatment planning

Slide 15: What Integrated Teams Can Do To Help Realize &
Recognize the Person’s Experience

Explain:

eUnderstand emotional reactions by asking about and responding to
specific behaviors (sleep and eating patterns, jitters, etc.) [facilitator
provide examples as appropriate]

Listen to and incorporate the person’s terms for what they are
experiencing into discussion and treatment planning [facilitator
provide examples as appropriate

Slide 16

Transitions can be
scary and trigger
a trauma

response- but our
approach can
help

Slide 16: Transitions
Explain:

Transitions (e.g., arrest or jail, return to the community, change in
residence) can be scary and can trigger a trauma response — but our
approach can help if we are aware that persons-served may be really
scared

Team Discussion

How should team members approach
Mae in a first encounter to transition

her into your program? How would

you collaborate with her in her
treatment planning?

« Ensure physical / emotional safety
« Establish trust
« Offer choices.

Slide 17: Breakout Activity —Team Discussion
(7-minute breakout + discussion)

Refer to Handouts:
o Strengths-based questions,
o Team Discussion

Facilitator Instructions:






e Explain: This exercise will ask them to pretend they are members of the
integrated treatment team assigned to Mae. This is the first encounter
from any members of your team with Mae.

e Read out loud the scenario from the slide and refer them to the Team
Discussion Handout.

e Provide handout: Team Discussion & Strengths- Based Questions.

e Separate into groups of 3 to 5 (if there are few attendees create groups
of two) and ask each group to pick a recorder & reporter for the later
discussion.

e Instruct groups to discuss:

o How ateam member (or members) should approach Mae in a
first encounter to transition her into your program. How would
you collaborate with her in her treatment planning?

o Using a strengths-based approach, how might you approach her
to:

o Ensure physical/Emotional safety
o Establish Trust
o Offer choices
o Refer them to the Strengths-Based Questions Handout to help with
the second question.
e Breakout for approximately 7 minutes to discuss these questions.
e Bring the groups back together for discussion and review.

Facilitator Notes:

Group responses may include:

e Meeting at a mutually-agreed upon location that is private, safe, and
has good lighting

e Be mindful and track any possible trauma reactions she may be
having then make adjustments in current conversation

e Being upfront, honest, and transparent

e Review the team’s availability, accessibility, and on-call procedures

e Avoid judgment language

e Explore “what happened to you” as opposed to “what’s wrong with
you”

e Review the various groups, helpers, and resources ACCS has to offer;
ask what they think might be helpful

e Explore which goals she might like to start with

e Explore what supports she currently has and ways to increase those
supports

e Explore strengths, accomplishments, and what’s been working for
her so far






Slide 18

What Does it Mean to
be Resilient?

Slide 18: What does it mean to be resilient?

Explain:

The picture of the tree represents the ability of an individual to bend,
but not break, to bounce back, and to “adapt well in the face of
adversity, trauma, tragedy, threats, or even significant sources of
stress”

It’s important to point out that being resilient doesn’t mean that a
person won't experience difficulty or distress. It means that even
when stimulated/triggered, a highly resilient person can still remain
connected to others, still keep their thinking deliberate, and be
responsive rather than reactive. Even if they become dysregulated by
a stressful event, they have the skills to recognize those sensations
inside of them and use coping skills to calm themselves.

Social resilience is the ability for the team or program to grow
together, problem-solve together — it is powerful when everyone as a
team is collectively resilient

Ways the Integrated Team can Help
Persons-served Strengthen Resilience

Slide 19: Ways the integrated treatment team can help persons-
served strengthen resilience:

Read slide:
* Assist with accepting and working through the distressing
situation

* Help them connect to others who have been able to overcome
similar situations

* Increase overall support network

* Teach healthy emotion regulation / distress tolerance skills

* Assist with problem-solving by using strengths-based questions

* Offer new opportunities / experiences

*  Empower them to gain independence

Slide 20

Slide 20: Methods for Empowering ACCS Persons Served

Facilitator Note:






with neighbors / natural supports

ion Commission (MRC) opportunities

eeeee

Provide examples about how to help persons-served gain
independence, thereby promoting resiliency. Read examples from the
slide.

Ask:

What have you done to empower persons you have served or are
serving?

What is one approach you could use to help Mae increase her
independence and promote her resiliency? (Have them write this in
the chat)

How could a team member empower a person served who comes
from a different culture, like Mae who is Korean, or an individual who
is LGBTQ? What is an approach you could take?

e Potential responses: Give Mae information about a Korean
community health center or similar networks and suggest she make
an appointment. Pair a person served with a peer specialist who is
also LGBTQ and can provide them with information about how to
connect with a community.

Slide 21

)
-~
1

3

Closing Activity
What is one take-away from today that you will share
with someone else?

Slide 21: Closing Activity

Ask:
Ask participants to share one take-away from today that they will
share with someone else after the training.






Substance Abuse and Mental Health Services Administration. (2014). Trauma-
Informed Care in Behavioral Health Services. Treatment Improvement Protocol
(TIP) Series 57. HHS Publication No. (SMA) 62-63.

Trauma-Informed Care in Behavioral Health Services

Exhibit 1.3-1: Immediate and Delayed Reactions to Trauma

62

Immediate Emotional Reactions

Numbness and detachment

Anxiety or severe fear

Guilt (including survivor guilt)

Exhilaration as a result of surviving

Anger

Sadness

Helplessness

Feeling unreal; depersonalization (e.g., feeling
as if you are watching yourself)

Disorientation

Feeling out of control

Denial

Constriction of feelings

Feeling overwhelmed

Delayed Emotional Reactions

Irritability and/or hostility

Depression

Mood swings, instability

Anxiety (e.g., phobia, generalized anxiety)

Fear of trauma recurrence

Grief reactions

Shame

Feelings of fragility and/or vulnerability

Emotional detachment from anything that re-
quires emotional reactions (e.g., significant
and/or family relationships, conversations
about self, discussion of traumatic events or
reactions to them)

Immediate Physical Reactions

Nausea and/or gastrointestinal distress

Sweating or shivering

Faintness

Muscle tremors or uncontrollable shaking

Elevated heartbeat, respiration, and blood
pressure

Extreme fatigue or exhaustion

Greater startle responses

Depersonalization

Delayed Physical Reactions

Sleep disturbances, nightmares

Somatization (e.g., increased focus on and
worry about body aches and pains)

Appetite and digestive changes

Lowered resistance to colds and infection

Persistent fatigue

Elevated cortisol levels

Hyperarousal

Long-term health effects including heart, liver,
autoimmune, and chronic obstructive pulmo-
nary disease

Immediate Cognitive Reactions

Difficulty concentrating

Rumination or racing thoughts (e.g., replaying
the traumatic event over and over again)

Distortion of time and space (e.g., traumatic
event may be perceived as if it was happen-
ing in slow motion, or a few seconds can be
perceived as minutes)

Memory problems (e.g., not being able to re-
call important aspects of the trauma)

Strong identification with victims

Delayed Cognitive Reactions

Intrusive memories or flashbacks

Reactivation of previous traumatic events

Self-blame

Preoccupation with event

Difficulty making decisions

Magical thinking: belief that certain behaviors,
including avoidant behavior, will protect
against future trauma

Belief that feelings or memories are dangerous

Generalization of triggers (e.g., a person who
experiences a home invasion during the day-
time may avoid being alone during the day)

Suicidal thinking

Immediate Behavioral Reactions

Startled reaction

Restlessness

Sleep and appetite disturbances

Difficulty expressing oneself

Argumentative behavior

Increased use of alcohol, drugs, and tobacco
Withdrawal and apathy

Avoidant behaviors

Delayed Behavioral Reactions
Avoidance of event reminders
Social relationship disturbances
Decreased activity level
Engagement in high-risk behaviors
Increased use of alcohol and drugs
Withdrawal

(Continued on the next page.)






Part 1, Chapter 3—Understanding the Impact of Trauma

Exhibit 1.3-1: Immediate and Delayed Reactions to Trauma (continued)

Immediate Existential Reactions Delayed Existential Reactions
Intense use of prayer Questioning (e.g., “Why me?”)
Restoration of faith in the goodness of others Increased cynicism, disillusionment
(e.g., receiving help from others) Increased self-confidence (e.g., “If | can sur-
Loss of self-efficacy vive this, | can survive anything”)
Despair about humanity, particularly if the Loss of purpose
event was intentional Renewed faith
Immediate disruption of life assumptions (e.g., | Hopelessness
fairness, safety, goodness, predictability of Reestablishing priorities
life) Redefining meaning and importance of life
Reworking life’s assumptions to accommodate
the trauma (e.g., taking a self-defense class
to reestablish a sense of safety)

Sources: Briere & Scott, 2006b; Foa, Stein, & McFarlane, 2006; Pietrzak, Goldstein, Southwick, &
Grant, 2011.





Trauma Informed Care
Handout

Strengths-Based Questions

Advice to Counselors and Administrators: Using Strengths-Oriented Questions

Knowing a client’s strengths can help you understand, redefine, and reframe the client’s presenting
problems and challenges. By focusing and building on an individual’s strengths, counselors and other
behavioral health professionals can shift the focus from “What is wrong with you?” to “What has worked
for you?” It moves attention away from trauma-related problems and toward a perspective that honors
and uses adaptive behaviors and strengths to move clients along in recovery.

1. How did you manage stress today?

2. What are some of the creative ways that you deal with painful feelings?

3. Imagine for a moment that a group of people are standing behind you showing you support in
some way. Who would be standing there? It doesn’t matter how briefly or when they showed up
in your life, or whether or not they are currently in your life or alive.

4. How do you gain support today? (Possible answers include family, friends, activities, coaches,
counselors, other supports, etc.)

5. What does recovery look like for you?

Substance Abuse and Mental Health Services Administration. Trauma-informed Care in Behavioral Health Services. Treatment
Improvement Protocol (TIP) Series 57. HHS Publication No. (SMA) 28. Rockville, MD: Substance Abuse and Mental Health
Services Administration, 2014.





Trauma Informed Care

Handout

Team Discussion

Team Discussion

How should team members approach Mae in a
first encounter to transition her into your
program?

Using a strengths-based approach, how might
you approach her to:

B ) w e Ensure physical / emotional safety
Mae.isja37syearold Korean’American e Establish trust
woman with'bothemental and physical health « Offer choices
conditionsaShe Was recently discharged from
a brief inpatient stay into the care of her 66-
year-old aunt, who provides some care for
her, but it is temporary. This will be the first
time Mae has received ACCS services.

How would you collaborate with her in her

treatment planning?

In this exercise you will pretend you are members of the integrated treatment team assigned
to Mae. This is the first encounter from any members of your team with Mae.

Discuss the questions listed above as a Team.
o Refer to the Strengths-Based Questions Handout to help with the second question

o Team should choose a person to record/report back to the larger group.





PRE-POST EVALUATION

Trauma-Informed Care

Multiple choice questions that assess knowledge pre-post

1. Based on the definition of trauma presented, what are all the components that must be present to
constitute trauma?

a.
b.
C.

Traumatic event and physical pain (experience)

Traumatic event, bodily sensation (experience), and a chronic stress response (effect)
Traumatic event, bodily sensation (experience), and a lasting (> 1 month) stress response
(effect)

Any event that causes some stress

2. How can a person’s culture have an impact on their trauma?

o 0 T o

Cultural differences can exist in the perception and interpretation of an event
Culture determines acceptable responses to trauma

Culture shapes the beliefs of acceptable healing practices and help-seeking behavior
All the above

3. What are ways in which a team member or program can be trauma-informed?

a.

O

Education on the signs of trauma (immediate & delayed reactions)
Incorporate the person’s terms for their experiences into discussions
Be supportive through transitions

Use strengths-based questions to promote what has worked in the past
All of the above

4. Which of the below is NOT an example of a method for promoting resilience?

a.

b.
C.
d

Encourage one to make their own medical appointments
Practice skills for tolerating stress

Being re-exposed to the traumatic event

Meeting and making new friends





Trauma-Informed Care: Pre-Post Questions

Answer Key for Trainer





		Trauma-Informed Care facilitators guide 3.1.23

		Trauma-Informed Care Handout #1 - immediate & delayed reactions

		Table of Contents

		Consensus Panel

		KAP Expert Panel and Federal Government Participants

		What Is a TIP?

		Foreword

		How This TIP Is Organized

		Terminology



		PART 1: A PRACTICAL GUIDE FOR THE PROVISION OF BEHAVIORALHEALTH SERVICES

		Chapter 1—Trauma-Informed Care: A Sociocultural Perspective

		Scope of the TIP

		Intended Audience

		Before You Begin

		Structure of the TIP

		What Is Trauma?

		Trauma Matters in Behavioral Health Services

		Trauma-Informed Intervention and Treatment Principles

		As You Proceed



		Chapter 2—Trauma Awareness

		Types of Trauma

		Characteristics of Trauma

		Individual and Sociocultural Features



		Chapter 3—Understanding the Impact of Trauma

		Sequence of Trauma Reactions

		Common Experiences and Responses to Trauma

		Subthreshold Trauma-Related Symptoms

		Specific Trauma-Related Psychological Disorders

		Other Trauma-Related and Co-Occurring Disorders



		Chapter 4—Screening and Assessment

		Screening and Assessment

		Barriers and Challenges to Trauma-Informed Screening and Assessment

		Cross-Cultural Screening and Assessment

		Choosing Instruments

		Trauma-Informed Screening and Assessment

		Concluding Note



		Chapter 5—Clinical Issues Across Services

		Trauma-Informed Prevention and Treatment Objectives

		Treatment Issues

		Making Referrals to Trauma-Specific Services



		Chapter 6—Trauma-Specific Services

		Introduction

		Trauma-Specific Treatment Models

		Integrated Models for Trauma

		Emerging Interventions

		Concluding Note





		PART 2: AN IMPLEMENTATION GUIDE FOR BEHAVIORAL HEALTHPROGRAM ADMINISTRATORS

		Chapter 1—Trauma-Informed Organizations

		Strategy #1: Show Organizational and Administrative Commitment to TIC

		Strategy #2: Use Trauma-Informed Principles in Strategic Planning

		Strategy #3: Review and Update Vision, Mission, andValue Statements

		Strategy #4: Assign a Key Staff Member To Facilitate Change

		Strategy #5: Create a Trauma-Informed Oversight Committee

		Strategy #6: Conduct an Organizational Self-Assessment of Trauma-Informed Services

		Strategy #7: Develop an Implementation Plan

		Strategy #8: Develop Policies and Procedures To Ensure Trauma-Informed Practices andTo Prevent Retraumatization

		Strategy #9: Develop a Disaster Plan

		Strategy #10: Incorporate Universal Routine Screenings

		Strategy #11: Apply Culturally Responsive Principles

		Strategy #12: Use Science-Based Knowledge

		Strategy #13: Create a Peer-Support Environment

		Strategy #14: Obtain Ongoing Feedback and Evaluations

		Strategy #15: Change the Environment To Increase Safety

		Strategy #16: Develop Trauma-Informed Collaborations



		Chapter 2—Building a Trauma-Informed Workforce

		Introduction

		Workforce Recruitment, Hiring, and Retention

		Training in TIC

		Trauma-Informed Counselor Competencies

		Counselor Responsibilities and Ethics

		Clinical Supervision and Consultation

		Secondary Traumatization

		Counselor Self-Care





		APPENDICES

		Appendix A—Bibliography

		Appendix B—Trauma Resource List

		Appendix C—Historical Account of Trauma

		Appendix D—Screening and Assessment Instruments

		Appendix E—Consumer Materials

		Appendix F—Organizational Assessment for Trauma-Informed Care

		Appendix G—Resource Panel

		Appendix H—Field Reviewers

		Appendix I—Cultural Competence and Diversity Network Participants

		Appendix J—Acknowledgments





		Trauma-Informed Care Handout #2 - strengths-based questions

		Trauma-Informed Care Handout #3 - Team Discussion

		Trauma-Informed Care Pre-Post questions

		Trauma-Informed Care Pre-Post questions key




Risk Management Overview

This module has:

Facilitator Guide

e Video (1)
Slide 1 Slide 1: Title Slide
u Introduce Trainers
Risk
Management
ACCS Principles
Slide 2 Slide 2: Learning Objectives

During this module you will

Learn

3 steps to
effective risk
management

03 Understand
which screening
&assessment
tools are used
in ACCS

01 Practice
identifying risk factors

Explain:
During this module you will:
e Practice identifying risk factors

e Learn three key steps to effective risk management
e Understand which screening and assessment tools are used in

ACCS

Slide 3

ptroduction

There are three primary c%al risks to assess, moniterar
our ACCS persons served. These risks are ongoing and
frequent status checks and potential gdiestment of treat
management vaery 90-days:

Slide 3: Introduction

Explain:

e The purpose of this module is to give an overview of the
importance working with persons served to effectively identify
and manage their clinical risks. The details covered here are
essential components of the ACCS model that differ from prior
models of service delivery you may have used before.

e There are three primary clinical risks to assess, monitor and
prevent for our ACCS persons served. These risks are ongoing and
fluid, and require frequent status checks and potential adjustment
of treatment and risk management plans every 90-days:

o Suicide risk
o Substance use risk, and
o Violence risk






o We will briefly discuss each of these

Slide 4

Step 1: Identifying Risks

Get a reliable and accurate judgment regarding whether the risk is
present for the person served, and, if so, how high is the risk.

Start this process by identifying whether the person served has risk
factors within the first 45 days of enrollment.

characteristic thi
likelihood somex
an undesirable o

Slide 4: Step 1: Identifying Risks

Explain:

The first step is always to get a reliable and accurate judgment
regarding whether the risk is present for the person served, and, if so,
how high is the risk. We start this process by identifying whether the
person served has risk factors within the first 45 days of enrollment or
within 72 hours of discharge from a hospital

Risk factors are defined as any factor/characteristic that increases the
likelihood that someone will experience the undesirable outcome in
question.

Facilitator Note:
Examples of undesirable outcomes include attempting suicide, using
alcohol to excess, hurting oneself, hurting someone else.

Slide 5

&
R V.

B |

What are some risk factors
for heart disease?

What are warning signs that
you may be having a heart
attack?

Slide 5: Risk Factors

Ask:
What are some examples of risk factors for heart disease?
(Participants can give examples aloud or write in the chat)

After they give examples, advance slide and explain:

People at elevated risk may need some prevention strategies in their
treatment plans to reduce the likelihood that they will experience the
undesirable outcome. They may never actually experience the
outcome because it can be prevented.

Facilitator Notes:

For example, someone who is at high risk of heart disease may need
to start a regular exercise regime to decrease their risk. In the mental
health context, a person served who is at elevated risk for harming
others (violence), for example, may be in need of extra monitoring
and supports, anger management or CBT-related treatment, etc.

Then there are ‘warning signs’ which may indicate the individual now
needs a more significant intervention to manage the risk.






Advance Slide & Ask:

What are the warning signs someone may be having a heart attack?
Participants can give examples aloud or write in the chat.

Slide 6 Slide 6: Static vs. Dynamic Risk Factors
’ A _A : | Facilitator Note:
Static risk factors Dy?:crrt1(i)isrisk
[ st tctrs Use the example of identifying risk factors for heart disease to cover
triktor it Ty sl e static vs. dynamic risk factors.
d “L“_ . " .‘ Explain: There are two types of risk factors. Read the definitions from
the slide.

e An example of a static risk factor might be family history and an
example of a dynamic factor would be high blood pressure,
obesity, etc.

e The dynamic factors are those that become targets for prevention
or intervention.

Ask: What are some examples of dynamic risk factors for heart

disease? (Participants can write in the chat or state aloud)

After this introduction, facilitators explain:

e Just as there are known risk factors for heart disease, there are
known risk factors for suicide, severe substance use and
violence.

e Just as there are known ways to lower one’s risk of having a
heart attack, there are known ways to lower one’s risk for
suicide, severe substance use and violence.

e Just as there are warning signs that one is having a heart
attack, there are warning signs that someone is at imminent
risk for attempting suicide, relapse or harming someone.

e There are dynamic vs static risk factors for each of these types
of risks as well.

Slide 7

Slide 7: Screening vs. Assessment

Explain:
e We use valid screening and assessment instruments to identify
whether clinical risks are present for any of our ACCS persons
served (e.g., suicide, substance use, violence).






Recall the Differences Between Screening and . e Recall from our module about evidence-based practices, that
Assessment... . . .
l there is a difference between screening and assessment
Assessment

instruments.

Screened out Doesnt have Hesth ki Screening instruments are short, generally require minimal training

and do not require credentials, and are used as a method for sorting
individuals into categories — those who ‘screen out’ do not have the
risk in question, and those who ‘screen in” might have the risk in
question

question

Assessments are more comprehensive and are conducted by
specialized staff (clinicians) with individuals who ‘screen in’ as
potentially having the concern/risk in question.
e Assessments determine the severity of the risk or concern and
help guide the best course of action/treatment plans.

Also recall from our module about evidence-based practices, that it is
important to use screening and assessment instruments that have
evidence as to their accuracy when used with individuals from the
cultural backgrounds we serve (e.g., Latinx, Black). In other words, we
want to ensure our tools are culturally relevant and valid.

Slide 8 Slide 8: Step 1: Identifying Risk- Screening

Explain:
e The first step to identify risk factors is to conduct screening using

@ - : valid, evidence-based, screening tools. The value of using EB
screening tools is to:

e |mprove accuracy
Ensure consistency across staff
e Minimize any biases

STEP 1: Identifying Risk -Screening

e Astandard and valid screening process involves administering the
screening tool to all persons served at the same time point. Every
screening tool we will cover is intended to be administered by
clinicians to all persons served at their first intake, within 45-days
of enrollment or 72 hours from discharge.

Slide 9 Slide 9: Activity:

Ask:






Have you used or
administered screening tools
before?

Which tools have you used?

“Have you used or administered screening tools before? Which tools
have you used?”
Participants can give examples aloud or write in the chat.

Facilitator Note:

o Ask them about their experience with some of these tools to gauge
whether they are familiar with the screening concept.

e Explain there are specific screening requirements for ACCS persons
served, which will be reviewed briefly in the next slides.

Slide 10

Suicide Risk

Columbia-
Suicide

Severity
Rating Scale
(C-SSRS)

Slide 10: Suicide risk - Columbia-Suicide Severity Rating Scale
(C-SSRS)

Explain:

The C-SSRS is a valid screening tool for suicide risk and is required to
be used by all ACCS providers.

e |tis completed based on a brief interview with the person
served, a review of their medical history, and possibly
consultation with family members or other providers.

e It asks about recent (in the past week) and lifetime risk factors,
such as suicidal and self-injury behaviors and suicidal thoughts.

e |t also asks about other risk factors associated with suicide,
such as recent feelings (e.g., hopelessness, agitation) and
behaviors (e.g., aggressive behavior towards others, substance
abuse).

The C-SSRS is available in multiple languages (over 40) and has
evidence of its validity with different ages and some cultural groups;
mainly Latinx populations (e.g., Argentinian, Mexican, Spanish).

Slide 11

Substance Use Risk

Agencies choose a validated
tool:

¢ CAGE

¢ CRAFFT
* NIAA

Slide 11: Substance Use Risk

Explain:
All persons served are also to be screened for risk for substance
misuse.

The slide contains examples of valid substance use screening tools. At
this agency we use the...... [insert name of tool]. The has _(#)
questions and screens for......... [alcohol use/misuse, drug use, etc.]






If your agency uses the CAGE or CRAFFT, state the relevant point about
its cultural validity below:

e The CRAFFT is a brief interview that is administered by a clinician
(usually). It has cross-cultural applicability in that it has been
translated into almost 30 languages and validated for use with
multiple Latinx populations, Native Americans and Alaskan Natives

e The CAGE is a questionnaire that contains four questions about
alcoholism. It has been translated into at least six languages and has
been used with Black & Latinx individuals. However, there is some
evidence it may not be very sensitive for Latinx patients.

Facilitator Note:

When you describe your agency’s tool, note that SBIRT is not a
screening tool — it is an approach for identification to referral to
treatment. The SBIRT developers provide a few different screening tool
recommendations that can be used as part of this approach (the ‘S’ in
SBIRT stands for screening), but there is no such thing as an “SBIRT
screening tool”.

Slide 12

Violence Risk

Slide 12: Violence risk [agencies should customize this slide as needed]

Explain:

(Customize) We ‘screen’ for violence risk by reviewing results of the
Community Risk Identification Tool (CRIT) if available, and by
conducting a MSDP Comprehensive Assessment for all persons served.
These tools gather a lot of historical information about various risks.
Violence risk is just one of them.

Slide 13

Clinicians also administer screening tools within 45-days of
enrollment and within 72 hours of a discharge from a hospital,
detox facility, or jail.

S =
All staff persons should n for suicide risk
using the C-SSRS when

Slide 13: Screening Summary

Explain:

e Screening is portable and should be conducted whenever
there is cause for concern.

e Clinicians also administer these screening tools to our persons
served within 45-days of enrollment and within 72 hours of
discharge from any facility.

e The most important point is to conduct screening whenever
there is cause for concern.

e Clinicians also may administer screens at each review for
checks and balances.






e DMH strongly advocates for all staff to be trained in the C-SSRS
in order to administer it when there is cause for concern.

Slide 14

STEP 2: Identifying Risk - Assessment

Slide 14: Step 2: Assessment

Explain:

The second step in our process for identifying risks is to conduct a
full assessment of risks for which our persons served screen high.

It is the assessment that tells us whether the risk is truly present,
how severe it is, and what we may need to do to manage their risk
and prevent suicide, serious substance use, or violence.
Assessments are used for final decisions related to the extent of
risk and treatment planning and are completed by trained
clinicians.

(continued on next slide)

Slide 15

Required
Assessments

* Columbia full
assessment for
suicide risk

* HCR-20 for
violence risk

Substance Misuse Assessment
- selected by agency

HCR-20

Assessing Risk for Violence

Slide 15: Assessment (continued)

Clinicians do this by using:

o The Columbia full assessment for suicide risk
o The [insert agency tool into slide] for substance use risk
o The HCR-20 for violence risk

Note that whether an HCR-20 is needed is not based on a clear-cut

screening criteria (like a cutoff score).

o Rather it is a clinical determination based on the
comprehensive assessment as to whether the person served
might have a risk of harming others.

o Clinicians make the final determination about the need for this
assessment after seeking consultation from the Integrated
Treatment Team and with DMH as needed.

o The HCR-20 has been validated for different racial/ethnic
groups, including Black, Hawaiian, and Asian.

For persons served who are identified as definitely having any of
these risks in their assessment, clinicians will readminister the
assessments whenever a person’s needs change (e.g., change in
residence, death of loved one) or annually, at a minimum.






Slide 16

Assessing
Functioning

and Quality
of Life:

Clinicians complete the Self-Sufficiency
Matrix (SSM) with every person served
within 45-days of enrollment and every 90-

days to identify areas of supports needed

improve quality of life.

The SSM is used to identify and prioritize
functional areas to be addressed in goals
and objectives in the treatment plan using
a person-centered approach

Slide 16: Assessing Functioning and Quality of Life: Self-Sufficiency
Matrix

Explain:

e |n addition to identification of clinical risks, another critical
assessment conducted with all ACCS persons served focuses on
recovery and areas of well-being, known as Social Determinants of
Health (e.g., access to transportation, food security).

Our goal is to help the persons served build resiliency and live
independently in the community.

e Clinicians complete the Self-Sufficiency Matrix (SSM) with every
person served within 45-days of enrollment and every 90-days to
identify areas of supports needed to improve access to benefits
and resources, to increase independence and improve quality of
life. The SSM is completed in a person-centered manner with the
persons served identifying areas in which they would like to focus
and their goals.

o The SSM is used to identify and prioritize functional areas to be
addressed in goals and objectives in the treatment plan using a
person-centered approach

Slide 17

What are some examples of
areas of functioning or quality
of life you think would be
important to assess among
ACCS persons served?

Slide 17: Activity

Ask: What are some examples of areas of functioning we might want
to assess for ACCS persons served that affect quality of life?
Ask them to comment or write in the chat

Facilitator Note:

If needed, provide some examples of functional domains in the SSM:
Housing, Employment, Income, Food, substance use and mental
health, life skills, disability and physical health, and other functional
areas.

Slide 18

Slide 18: Step 3: Treatment Plans

Explain:
e The third step is to design treatment plans, tailored to the person
served, that will manage these risks and prevent negative






STEP 3: Treatment Planning

outcomes from occurring. Development of the treatment plan is a
collaborative effort between the person served, clinician, and
other members of the team.

e The clinician and integrated treatment teams are to review these
plans every 90-days.

Slide 19

Elements of the Treatment Plan
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Slide 19: Elements of the Treatment Plan

Facilitator Note:

Drive the point home that the risks need to be included in the
treatment plan when they exist. The exercise later should assist with

this.

Explain:

The beginning of each treatment plan includes an overall
summary of the screening and assessment findings. This
should include the results of each screen, whether the risks
were present or not, and provide the results of any of the
assessments and what the person needs in place to manage
these risks.

For individuals with any of these risks present, the treatment
plans must include goals and objectives for managing or
treating those risks, in language that resonates with the person
served. The management plan is created in a person-centered
manner using the approach described earlier.

Plans also should include goals and objectives related to
functional areas of focus identified in the SSM to increase
resilience and independence

The plan is developed with the persons served and integrated
treatment team, which greatly improves the quality of care
and ensures a person-centered and recovery-oriented
approach

Slide 20

Slide 20: Tips for ensuring good case management:

Explain:

Every member of the individual’s treatment team should have
the person’s current treatment plan, attend integrated
treatment team meetings, and be aware of the person’s risks.






Tips for ensuring good
case management:

This will help to continually reinforce and consistently move
towards the person’s served goals.

e The SSM should be shared with the whole integrated
treatment team.

e All members of integrated teams should be trained how to use
motivational interviewing and engagement techniques to
incorporate strategies for managing risks into the treatment
plan in a way that is person-centered and recovery-oriented.

Slide 21

Ask How might these tips affect your

* role?

What do you think you could do to

" |help prevent undesirable outcomes,

such as suicide risk or aggression?

How might you help persons served
to achieve their functional goals?

Slide 21: Activity

Explain that even though they have limited experience at this point,
you would like them to start thinking about their role and what they
can do to provide the person served with the best care.

Ask:
e How do the case management tips affect your role?
e What do you think you could do to help prevent undesirable
outcomes, such as suicide risk or aggression?
e How might you help persons served to achieve their functional
goals?

Facilitator Notes:

Some potential answers:

e Every staff should have basic skills in motivational interviewing
and how to have difficult conversations with persons served
who are risky

e Every ITT member should know results of the SSM and risk
screens, and the treatment plan and strategy

e Every member should be trained in the C-SSRS and know when
to conduct if needed

e Treatment team members, particular peer specialists and
recovery coaches, help improve resiliency by modeling and
coaching (e.g., attending community-based, peer-led groups,
riding public transportation together until confidence is
achieved)

10





Slide 22

How to talk about risks with
persons served to motivate
them to possibly include these
in the treatment plan

Slide 22: Video/Discussion
(5 minute video is next slide)

Explain:

In this video, we will review an example of how to talk about risks with
persons served to motivate them to include these in their treatment
plan goals (e.g., MI, harm reduction).

VW

Slide 23: Video
(5 minute video)

Show video example related to substance use, then ask for their
reactions.

https://www.aamc.org/what-we-do/equity-diversity-inclusion/Igbt-
health-resources/clinical-vignettes/substance-use-history

Slide 24: Remaining Training Modules

Facilitator Note:
Review upcoming training topics.

11



https://www.aamc.org/what-we-do/equity-diversity-inclusion/lgbt-health-resources/clinical-vignettes/substance-use-history

https://www.aamc.org/what-we-do/equity-diversity-inclusion/lgbt-health-resources/clinical-vignettes/substance-use-history



PRE-POST EVALUATION

Risk Management

Multiple choice questions that assess knowledge pre-post.

1. The following is a characteristic of dynamic risk factors:

a.

@ o a0 o

They change over time

They are targets for treatment plans

They tend to focus on historical events

Some may be addressed via cognitive behavioral therapy
‘a’and ‘b’

‘a’, ‘b’, and ‘d’

All of the above

2. Three key steps to effective risk management are:

a.

b
C.
d

Screening, motivational interviewing, functional assessments
Screening, assessment, treatment planning

Assessing suicide, substance misuse, and violence risk
Assessing, talk therapy, leisure activities

3. The Columbia-Suicide Severity Rating Scale should be administered to ACCS
persons served

a.

© o Ao o

At intake, within 45 days of enrollment

Within 72 hours of discharge from a hospital, detox or jail
Whenever there is cause for concern

By clinicians only

‘a’and ‘b’

‘a’, ‘b’, and ‘¢’

All of the above

4. The following practices are an important part of the roles of all members of the
integrated treatment team

a.

I N

Know results of the screens conducted for all persons served
Know what is in the treatment plan for all persons served
Know how to conduct the C-SSRS

Know the basics of motivational interviewing

All of the above

None of the above





Risk Management: Pre-Post Questions

Answer Key for Trainer





		Risk Management facilitators guide 3.1.23

		Risk Management pre-post questions

		Risk Management pre-post questions key




This module has:
e Handouts (1):

Motivational Interviewing

o Practicing OARS Skills

e Videos (3):

Facilitator Guide

o Importance & confidence ruler
o Stages of Change
o Core Skills

e Breakout Activities (2):
o Small Group-Behavior change — list pros/cons
o OARS skills — see Handout

Slide 1
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Slide 2
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During this module you will
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Slide 1: Title Slide

Introduce Trainer(s)

ssssssssss

Slide 2: Learning Objectives

Explain:
During this module you will:
- Consider why and how people change health behaviors
- Connect what you do in your role to Motivational Interviewing
(MI) Techniques
- Understand how Ml can be applied to ACCS principles &/or
services
- Practice some practical Ml skills

Slide 3

Slide 3: What is Motivational interviewing?
Explain:

e Ml is an evidence-based, collaborative, goal-oriented,
conversational approach or style for treatment planning.






)

A communication style for

exploring a person's thoughts,
feelings, goals, and solutions
around changing behaviors.

Effective tool for persons
served when they are

aaaaaaaaaaaaaaaaaaa

Core goals express empathy,
elicit persons’ served reasons
for, and commitment to,

o

e Mlis a communication style for exploring a person’s thoughts,
feelings, goals, and solutions around changing behaviors.

e Ml is an effective tool for everyone working with persons served
when they are ambivalent about changing behaviors.

e Core Ml goals: express empathy, elicit persons’ served reasons for,
and commitment to, changing substance use and other unhealthy
behaviors or other goals (e.g., housing, employment, etc.

Reference:

@ Note: most of content in this section is reviewed in Substance Abuse and
Mental Health Services Administration. (2021). Using Motivational Interviewing
in Substance Use Disorder Treatment. Advisory.

Retrieved from https://store.samhsa.gov/product/advisory-using-motivational-
interviewing-substance-use-disorder-treatment/pep20-02-02-014

Slide 4

)™

Have you had any training
in Motivational
Interviewing?

Slide 4: Activity:

Ask:
Have you had any training in MI?

Facilitator Note:

Explain that this module provides a basic overview of the principles of
Motivational Interviewing, along with a few practical skills that can be
used by anyone on the ITT. Individuals who already have completed a
full training in Motivational Interviewing will see this as a review.

Slide 5

Substance
Use/Misuse

Medication
Adherence

Slide 5: Areas of Application for Motivational Interviewing

Explain:
Motivational interviewing has been used in multiple different contexts

Facilitator Note:

Read through the examples on the slide. Elaborate to indicate why Ml
is relevant.




https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fstore.samhsa.gov%2Fproduct%2Fadvisory-using-motivational-interviewing-substance-use-disorder-treatment%2Fpep20-02-02-014&data=04%7C01%7CMaryAnn.Preskul-Ricca%40umassmed.edu%7C788cd0b891e04de8572e08d91b3c4a8c%7Cee9155fe2da34378a6c44405faf57b2e%7C0%7C1%7C637570769086443426%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=Y8LqP4l96U90Z0lyCPvti9KhqpVzgrwYA%2FKGKqbJB%2F4%3D&reserved=0

https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fstore.samhsa.gov%2Fproduct%2Fadvisory-using-motivational-interviewing-substance-use-disorder-treatment%2Fpep20-02-02-014&data=04%7C01%7CMaryAnn.Preskul-Ricca%40umassmed.edu%7C788cd0b891e04de8572e08d91b3c4a8c%7Cee9155fe2da34378a6c44405faf57b2e%7C0%7C1%7C637570769086443426%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=Y8LqP4l96U90Z0lyCPvti9KhqpVzgrwYA%2FKGKqbJB%2F4%3D&reserved=0



Slide 6

Cultural

Considerations/Adaptations for Ml

Slide 6: Cultural Considerations/Adaptations for Mi

Explain:
Cultural considerations always play a role in tailoring your Ml.
Read through the slide and elaborate:

MI carries several cultural assumptions, particularly around
individual freedom and autonomy, which may not resonate in
some cultural settings where the family or the community’s
role in health decision-making is highly valued
Acknowledge and integrate cultural differences where possible
when planning care or conducting an intervention such as Ml
Research has shown that providers who are trained in Ml
and/or speak the same language as the person served and/or
are trained in the cultural norms and traditions, improved the
delivery and acceptability of Ml
* Research also indicated that matching the service
provider to the individuals’ ethnicity seemed to help
the person talk about their issues without feeling
judged

Slide 7

N o) "N

Why do people change
their health behaviors?

Think about someone you
know who has made a big
health behavior change.
Why did they do it?

Slide 7: Activity

Ask:
e Why do people change their health behaviors?
e Think about someone you know who has made a big health
behavior change.
e Why did they do it?
Facilitator Notes:

Ask participants to write down their responses in the chat or to
verbally provide some examples.

End the discussion by saying behavior change is difficult when
people are ambivalent. For example, many smokers want to
quit smoking but continue to smoke because it makes them
feel good.






Slide 8

e

*Wanting & not wanting the change at the same time

—_=

sWanting incompatible things
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Slide 8: Ambivalence
Explain:

e Difficult changes are hard and it’s often not a lack of information,
or laziness or denial that makes it hard. Many changes are hard
because of ambivalence.

e Ambivalence is a normal state for people considering behavior
change, but who are unsure about making the change.

o People can stay in this state of ambivalence for a long time.

o Mlis about eliciting and exploring the person’s own
reasons for change.

o Ml asks the professional to help explore this ambivalence
as they work toward making behavior change.

e Do not assume knowledge (e.g., awareness of health
consequences) will be enough to motivate change.

e Explore the positive aspects of the status quo.

Example of how to start this conversation — Confidence and
Importance Rulers:

e FACILITATOR: “On a scale from 1 to 10 with 1 being unbearably
anxious worst you’ve ever felt and 10 being no anxiety at all, what
would you pick for how you are feeling today?” When the
individual picks a number you always want to ask “why not
number higher than what they said). So if they said it is at a 6,
asking why not a 8? This forces the individual to talk about things
that have been going well or that they have found useful. From
there, staff and person served can focus on those positive things
the person served identified. Explore what it would take for the
person to go from a 6 to an 8.

4
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Slide 9

Slide 9: Video
2 minute video

Show Video example of using an importance & confidence ruler:
https://www.youtube.com/watch?v=uWwcUaXH9Pc




https://www.youtube.com/watch?v=uWwcUaXH9Pc



Slide 10

Small Group Activity
Ambivalence

. Pick one behavior that persons

served may want to work on or
have ambivalence about.

. List the pros and cons to making

that change

Slide 10: Breakout Activity: Small Group
(7 minute breakout + discussion)

Facilitator Instructions:

e Ask participants to think about what are some of the behavior changes
they think persons served may have ambivalence about?

e Separate into groups of 3 to 5 and ask each group to pick a recorder &
reporter for the later discussion.

e Instruct groups to:

o Pick one behavior they will discuss. It can be quitting smoking,
taking medication, or something else anyone worked with an
individual to change.

o Asagroup, they should discuss and list the potential pros and
cons to making that change for the person served.

e Breakout for approximately 7 minutes
e Bring the groups back together for discussion and review. Ask a couple
groups to state what behavior they picked and the pros/cons on their list.

Slide 11

Person's served motivation is essential to
promoting change in behavior

Motivational approaches are based on the
principals of person-centered counseling

T |

Effective motivational counseling approaches X
can be brief M focuses on enhancing intrinsic motivation

Reflecting persons’ served hopes and values in
contrast to the negative effects of their
substance use behaviors is essential

\

principles of eliciting change talk and
the person's served
to change

L The practice of Ml is based on the primary

Slide 11: Key Themes

Read through slide:

Persons served motivation is essential to promoting change in
substance use behavior

Motivational approaches are based on the principals of
person-centered counseling

Effective motivational counseling approaches can be brief

MI focuses on enhancing intrinsic motivation

Reflecting persons’ served hopes and values in contrast to the
negative effects of their substance use behaviors is essential
for promoting awareness and internal motivation to change
The current practice of Ml is based on the primary principles of
eliciting change talk and strengthening the person’s served
commitment to change

Slide 12

Slide 12: Stages of Change

Explain:
Ml is rooted in the Stages of Change:






Cycle Of Change

1. Precontemplation —a person may have made prior
attempts to change and gave up

2. Contemplation — a person can stay in this stage for a while

but is experiencing ambivalence
Preparation — getting ready to make the change
Action - making the change

W

5. Maintenance — person has made the change and is taking

steps to maintain the change

6. Relapse - a person has returned to use. Relapse is seen as a

normal part of the recovery process and relapses are a
common occurrence.

Slide 13

LN

Slide 13: Activity- Video/Discussion:
2 % minute video

Show the video on Overview of Stages of Change:
https://youtu.be/ayiXMix-nMw

Ask for reactions

Slide 14

Motivational Interviewing focuses on enhancing intrinsic
motivation — helping persons served see “where they are” vs.
“where they want to be”

Slide 14: Ml focuses on enhancing intrinsic motivation — helping
persons served see “where they are” vs. “where they want to be”.

Explain:
e This is the Spirit of MI.
e Ml requires a partnership between the providers and the
persons served that fosters a collaborative approach to
change.

Slide 15

Guiding Principles
of Motivational

Interviewing

Slide 15: Guiding Principles of Ml

Explain: Resist the righting reflex
Read through slide:
* Find out what the person served knows first
* Tolerate incorrect information
* Avoid telling someone “they should...”, “
will feel better if...”

n

you have to...

, you




https://youtu.be/ayjXMix-nMw



* Avoid the urge to “fix it” or offer advice when someone
presents you with a problem which requires making a change

* Ask for permission before informing or educating

» Being empathic is the #1 predictor for behavior change

Slide 16

+ Do not make assumptions about a person’s
race, ethnic heritage, or culture based on
appearance, accents, behavior, or language.

+ Understand what cultural identity means to a
person served and how it may influence
treatment or services.

+ Explore issues and obstacles to engaging in
behavioral health services and/or
maintaining recovery collaboratively with a
person served

+ Discuss how cultural groups and cultural
identities can guide service planning.

Slide 16: Gaining Cultural Knowledge of Person Served
Facilitator Note:
Explain that knowing the culture of the individual will help facilitate

the Ml process.
Read through some of the tips on the slide.

Slide 17

How To Do Motivational Interviewing: Using Oars
Skills

Open questions

Affirmations

Reflective listening

Summarization

Slide 17: How to do MI: Using OARS skills

Explain OARS acronym:
o Asking Open questions
o Affirmations,
o Reflective listening,
o Summarization

Facilitator Notes:

Distinguish between change talk and sustain talk.
e Change talk represents movement towards change
“I want to quit "
“I guess | can try that”
“l don’t want to keep feeling this way”

e Sustain talk — person served argues for the status quo

Slide 18

Open Questions

. How are you feeling
Youfeeling okay? LIl today?

Doyoudrink [J”_§ Don'tyouwantto [
everyday? [\”' move? g

What are the
advantages of
moving?

How do you feel
about drinking?

Slide 18: Open Questions

Explain:
e Open questions are questions that call for more than a yes/no
answer.
e Open questions open up a dialogue.
o The question “Are you in pain?” is a closed question. A
more open question would be “How are you feeling?”
o “How much alcohol do you drink in a day?” is a closed
qguestion and could be changed to “What role does
alcohol play in your life?”






o “Don’t you want to move to a safer place?” is a closed
guestion but “What are the advantages of moving?” is
open and would be more likely to elicit a discussion.

e In Ml you try to ask more open than closed questions to
encourage the person to share what is on their mind rather
than what is on the professional’s mind or checklist.

e Benefits of open-ended questions include creating extended
conversations, building rapport

e Be unbiased, cast a broad net, use a person’s own words

e Ask one question at a time

Slide 19

Affirming Statements

“You really care a lot about your family.”

“This is hard work you are doing.”

“You were successful in changing that in the past.”

Slide 19: Affirming Statements

Explain:

e Affirming statements are statements about anything positive
that the professional notices about the individual - previous
attempts, accomplishments, or anything positive that you can
point out to the individual.

e Use affirming statements to help build a sense of self
confidence or self- efficacy that the person can make this
change.

Slide 20

Slide 20: Reflecting Statements

Explain:
e Making reflecting statements is a very important skill for M.

o Reflections are your statements that describe your
understanding of what the person is thinking and
feeling.

o Reflections require listening to what the person is
saying and then reflecting it back to the person.

o Reflections are used to convey empathy and help the
professional to begin to see the world through the
other person’s eyes.

e Allow the person served to guide the conversation
e Let the person know that you are listening and trying to
understand






Slide 21 Slide 21: Summarizing Statements

Summarizing Statements Explain:

A summary consists of a long reflection of more than one idea that the person has . . .

shared e Summarizing pulls together the key points from the
conversation with a person served, highlighting important
areas.

e It helps the person served to listen to their own thoughts when
they are repeated back to them.

e Demonstrates the person doing the Ml has heard what the
person served has said.

e Usually begins with a question.

Examples of summarizing statements:
e “Let me see if | understand, | am hearing you say ....”
e “Thisis what | heard...tell me if | missed anything.”

Slide 22 Slide 22: Activity — Video
2 minute video

Show video of Core Skills:
https://www.youtube.com/watch?v=Fm-T1SDw8to

Slide 23 Slide 23: Breakout Activity: Practicing OARS Skills
(10 minute breakout + 5 minute discussion)

Activity Practice
Refer to Handout:

e Practicing OARS Skills

Facilitator Instructions:

e Explain: You will be breaking participants into small groups of 3 so each
participant has the chance to practice OARS skills.
e Instruct participants to read the scenario about Jerry.
The behavior he is contemplating is drinking alcohol.
Note: Leave slide up during breakout.




https://www.youtube.com/watch?v=Fm-T1SDw8to



e Ask each participant to come up with at least one affirming statement
and one reflective statement that they could say to Jerry. Give them a
few minutes to do this without sharing anything with the large group.

e Separate into groups of 3 people and ask each group to pick a recorder &
reporter for the discussion later. They should also pick:

o One to play the team member,
o One to beJerry, and
o One to be the observer.
e Instruct groups to:
o Start by saying their statements to Jerry.
o Participants playing the role of Jerry and the observer will give the
‘provider’ feedback using the following questions:
o Did the statements acknowledge the reasons for and against
the change?
o Was the statement judgmental?
o Was the tone kind and empathetic?
o Switch roles and repeat so that each participant has the opportunity
to play the provider if possible.
e Breakout for approximately 10 minutes to discuss these questions.
e Bring the group back together for discussion and review.

Slide 24 Slide 24:

Ml requires practice, coaching and feedback in addition to the
providers’ focus on integrating the Ml spirit, strategies, and skills.

Motivational Interviewing (M)
requires practice, coaching, and
feedback in addition to the
provider’s focus on integrating
the Ml spirit, strategies, and skills

Slide 25 Slide 25: Closing Activity

Ask:

Closing Activity: What is one Ml technique that you will use right away?

What is one Motivational
Interviewing (MI) technique
that you will use right away?

N o) "N

10






Motivational Interviewing

Handout

Breakout Activity: Practicing OARS Skills

ACthlty Practice

en questions .flective listening
.nma rization

irmations

Jerry is a 35-year-old male who is speaking with a counselor
for the first time in his life. After the counselor asks a few
questions, Jerry explains he is there because his wife thinks
he drinks too much. She says that’s why they argue all the

time. She also thinks that his drinking is ruining his health.
Jerry indicated he was not so sure he agreed with his wife,
but he would like to live in harmony with his wife without
the conflict at home

Instructions to groups:

Read the brief scenario about Jerry. The behavior he is contemplating is drinking alcohol.
Each participant should create at least one affirming statement and one reflective
statement they could say to Jerry. Do this without sharing anything with the large group.
Participants will go into a breakout of 3 people. Pick:
o One to play the team member,
o Oneto beJerry, and
o One to be the observer.
e The provider will start by saying their statements to Jerry.
Participants playing the role of Jerry and the observer will give the ‘provider’ feedback using
the following questions:
o Did the statements acknowledge the reasons for and against the change?
o Was the statement judgmental?
o Was the tone kind and empathetic?
Switch roles and repeat so that each participant has the opportunity to play the provider if
possible.





PRE-POST EVALUATION

Motivational Interviewing
Multiple choice questions that assess knowledge pre-post.

1. Motivational interviewing is a communication style for exploring:
a. Different counseling techniques
b. Identifying areas where people are willing to be engaged
c. A person’s thoughts, feelings, goals, and solutions around changing behaviors
d. A client's symptoms and to determine how to manage them.
2. In which areas can motivational interviewing be applied?
a. Substance use/misuse
b. Risk reduction
¢. Employment and education
d. Housing
e. All the above
3. Which of the following would be considered the four core motivational interviewing skills (OARS)?
a. Organizing, Asking, Replying, and Suggestions
b. Open-ended Questions, Affirming, Reflecting, and Summarizing
c. Open-ended Questions, Affirmation, Responses, Suggestions

d. Organizing, Airing Grievances, Recording, and Simplifying

4. Which of the following is the number one predictor of behavior change that a treatment team
member can do for a person served?

a. Listen

b. Provide a good explanation as to why the person should change

c. Empathy

d. Convincing

e. All of the above

5. Which of the following is an example of a summative statement?
a. Tell me about what smoking does for you
b. | assume you are aware that smoking is not good for you
c. What | hear you saying is you want to quit smoking but you are finding it very hard

d. | give you a lot of credit for looking into nicotine replacement treatments





Motivational Interviewing: Pre-Post Questions

Answer Key for Trainer

1.C
2.E
3.B
4.C
5.C





		Basics of motivational interviewing faciltators guide 3.1.23

		Basics of motivational interviewing Handout #1 Practicing OARS Skills

		Basics of motivational interviewing pre-post questions

		Basics of motivational interviewing pre-post questions key




Suicide Prevention
Facilitator Guide

This module has:
o Handout (1):

o Case Scenario: Alex
o Breakout activity (1):

o Alex Scenario

Slide 1 Slide 1: Title Slide

Introduce Trainers

ACCS Principles

Slide 2 Slide 2: Learning Objectives

Explain:
During this module you will:
- Learnto apply a shared alertness approach with suicidal

individuals

- Recognize how to use evidence-based screening and
assessment tools to identify suicide risk

- Learn to apply at least two methods for preventing suicide

Slide 3 Slide 3: Suicide is a primary clinical risk we want to monitor and
prevent for all our ACCS persons served.

Explain:

Indicate we do this by identifying risk factors early and continually re-
evaluating their presence using the Columbia-Suicide Severity Rating

i primary sl ik Scale (C-SSRS) and by training all staff in a protocol for how to respond

e to risks (e.g., maybe QPR, it means reaching out to a
clinician/supervisor).






Slide 4

. Activity

AN

N\

What are my personal
thoughts, beliefs, attitudes
about suicide and how do

%

they impact my work with
N /' suicidal individuals?

Slide 4: Activity

Ask:
What are your personal thoughts, beliefs, and attitudes about suicide
and how do they impact my work with suicidal individuals?

Facilitator Instructions:

o Invite participants to self-reflect on this question.

o Participants do not have to share, but the facilitator should
prompt a general discussion about this.

o For example, if a helping professional has strong religious
values that make it difficult for them to understand how a
person could think about taking their own life, how might that
affect working with suicidal individuals?

o If a helping professional has lost a loved one to suicide, how
might that impact their work with suicidal clients?

Slide 5

How do | react when a client talks
about suicide?

Dismissive Alarmed Concerned

Slide 5: Approaching Your Work
How do | react when a client talks about suicide?

Explain:

Be careful not to go into “alarm” mode or to be “dismissive”

e The person needs a steady, kind, and reasonable response

e Recognize the conflict between a person’s desire to end their
psychological pain and your desire to prevent suicide and community
culture

e Be comfortable asking questions that open a conversation

Facilitator Notes:

Review the following information:
e Dismissive - Examples of being dismissive
o “If you really want to end your life, you would not be here
talking to me about it.”
o “If you really wanted to die, you would’ve done it already.”
o “You’re just looking for attention.”
o Potential Outcomes of Dismissiveness:






o May lead to ignoring or minimizing the client’s risk of
suicide

o May lead to minimizing the concern and pain of the client

o May lead to a failure to conduct as thorough an evaluation
as would be indicated

e Alarmed - Examples of Being Alarmed

o This reaction focuses on the fear of the client dying

o May lead to an over-interpretation of the client’s
statement as a meaning of imminent risk of death

o May lead to intrusive interventions that are clinically
contraindicated

o May cause client to withhold suicide thoughts

Slide 6

Concerned Alertness

In Your
.~ Mind
In The In Your
Space Words

Slide 6: Activity - Concerned Alertness
(approximately 7 minutes)

Facilitator Instructions:

Explain that you want them to explore how a treatment team
member can show concerned alertness in any or all of the three
areas on the slide:

1. inyour mind,

2. inthe space,

3. in your words.

Allow participants to self-reflect on this and then share their
thoughts. If training is:
-In-person: have them use post-it notes and put their written
responses into each of those categories
-Virtual: can use Google board to display participants’
responses, annotate, or have them use the chat - without
hitting enter until you tell them to so it is all shared at once

Facilitator may provide some of these examples if needed:

1. In Your Mind:
Respect and honor their vulnerability; understand how
suicidal thoughts make sense for this person;
understand the psychological pain; understand the
underlying factors; understand the family; recognize
conflict between the client’s desire to end their






psychological pain and your desire to prevent suicide
and community culture; remain hopeful

2. Inthe Space:
Provide a safe atmosphere of sharing (welcoming,
compassionate, non-judgmental); build rapport; listen
thoroughly; validate; be empathic; provide
understanding; provide time for a thorough evaluation;
show your commitment to their recovery (provide
information, resources, options)

3. InYour Words:
How would you voice the above? (Consider making the
point to avoid saying ‘but’ — anything before the word
but doesn’t matter)

Slide 7 Slide 7: Question, Persuade and Refer (QPR) Approach

Explain:

Question, Persuade and Refer (QPR) is not an intervention or
assessment — it is a way to gather information and then pass that
information to the appropriate party

Persuade

he per:

Question:
o If you believe someone is considering suicide, ask them directly

"Are you thinking about suicide or wanting to kill yourself?”

o Don’t say “Do you want to hurt yourself?” as self-harm can be
non-lethal and it’s not the same as wanting to die.

o Also remember that if you ask someone if they want to kill
themselves, this does NOT drive them toward that action.
That’s a myth and is not accurate.

o Don’t be afraid to ask the question.

Persuade:
o Persuade the persons served to allow you to assist them in

getting help right now. Say “Will you go with me to get help?”
or “Will you let me assist you to get help?”

o Demonstrate caring concern. Another option can be to enlist
their promise not to kill themselves until you’ve arranged help
for them.

o If persuasion doesn’t work, call a local mental health center,
crisis hotline, or emergency services.

Refer:




https://www.psychologytoday.com/us/basics/self-harm

https://www.psychologytoday.com/us/basics/persuasion



e Personally escort the person to lagency trainer
- fill in your specific crisis options here]

Slide 8

STATIC DYNAMIC

Slide 8: Suicide Risk Factors - Activity
Facilitator Note:
This activity uses 2 slides — show this blank slide first

Explain:
e Static risk factors are things we cannot change. These generally
pertain to something in one’s history (e.g., childhood trauma).
e Dynamic risk factors are malleable and may be
addressed/improved through intervention.

Facilitator Instructions:

Ask:
e What are some static risk factors?
e What are some Dynamic risk factors?
e Have the group state out loud, write in the chat, or annotate onto
the slide if the training is virtual.

After responses — move to next slide

Slide 9

Suicide Risk Factors & Intervening

‘Static Risk Factors

= §

=9
=2

SLIDE 9: Suicide Risk Factors & Intervening
Facilitator Note:

e Review the risk factors on the slide to provide examples of
static and dynamic risk factors

Discuss the relevance to intervention:

e Indicate that ITT members should think of focusing on the
dynamic risk factors and how they can intervene as a team to
help reduce/treat these risks.

e Example:

If a person served feels they are lacking purpose, what can the
team do to help shift that thinking to get them thinking about
their purpose?






Slide 10

« Drastic intent to kill oneself over the past few
hours or day

« Social isolation: feeling disconnected from or
disgust with other people

« Self-alienation: feeling like a burden to others or
hatred towards self

SLIDE 10: WARNING SIGNS - Acute Suicidal Affective Disturbance
(ASAD)

Explain:

There are also warning signs for suicide risk that may be imminent. It
is important all staff working with ACCS persons served be aware of
the signs:

e A drastic increase in suicidal intent over the course of hours
or days (not weeks or months);
e Marked social isolation (e.g., social withdrawal, perceived
liability on others) and/or
e Self-alienation (e.g., self-hatred, perceptions that self is an
onerous burden);

Slide 11

* Hopelessness: belief that things won’t / can’t
get better

* Over-Arousal Symptoms:
* Nightmares
* Insomnia
« Irritability
* Agitation

SLIDE 11: Warning Signs (continued)
Continue Explaining:

e Perceptions that the above criteria are hopelessly intractable;

e Two or more manifestations of overarousal:
o agitation, irritability, insomnia, nightmares.

Slide 12

Slide 12: Screening: C-SSRS (Columbia-Suicide Severity Rating Scale)
Facilitator Note:

This slide uses animation to advance the bubbles on the left.
Remember to advance the slide after each point below.

Explain:

e Asdiscussed in the risk management module, all persons served
must receive a screening for suicide risk with the C-SSRS upon
intake into the program.

e Those who ‘screen in’ (meaning they score moderate to high) on
the C-SSRS will receive a full assessment of suicide risk from their
clinician to determine the intensity, length, and lethality of suicidal
thoughts

o Remember from the Risk Management training — the






C-SSRS also should be administered whenever there is
“cause for concern” and all treatment members should be
familiar with administering the screen

Slide 13

Rationale for Safety Planning

ents as part
ient Safety Goal
igned to Improve

Provides sense of empowerment
and control

Slide 13: Rationale for Safety Planning

Explain:

All persons served who ‘screen in” on the C-SSRS and are assessed
as ‘safe to remain in the community’ should develop a Safety Plan
with their team.

Review points on the slide

Slide 14

Slide 14: When Do We Introduce Safety Planning?

Explain:
e Repeat: All persons assessed for suicide risk and deemed to be

safe to remain in the community will get a safety plan

If the person scores very low or low, a safety plan ideally would
still be completed within the first 30 days of intake into the
program. A person has a right to refuse - completion of the plan
should be collaborative. A safety plan is always completed with a
client, never for a client. The mitigation plan is from the client’s
point of view in their words (no jargon).

At the very least, safety plans should be reviewed after a crisis
event: In what ways was the plan useful? What might need to be
changed to make it more effective?

Slide 15

Every member of the ITT and every staff person working
with the person served should have a copy of the
person’s safety plan and be aware of their warning signs

o review their plans as
g signs occur

When a person served is doing well, this should be
reinforced by the ITT in connection with the safety plan

Coping skills listed on the safety plan should be known by
the ITT to reint ractice regularly

See yourselves as coaches! You are the ones cheering
them on, helping them practice their safety planning, etc.

Slide 15: Involvement of ITT Members in Safety Planning

Explain:

e Every member of the ITT and every staff person working with
the person served should have a copy of the person’s safety
plan and be aware of their warning signs

e Encourage persons served to review their plans as needed and
when warning signs occur (Where will they keep it? How will
they remember to use it in a crisis?)

e When a person served is doing well, this should be reinforced
by the ITT in connection with the safety plan.






e Coping skills listed on the safety plan should be known by the
ITT to reinforce its practice regularly. Otherwise, the plan may
be ineffective during a crisis event.

e See yourselves as coaches! You are the ones cheering them on,
helping them practice their safety planning, etc.

Slide 16

Six Components of a Safety Plan

Slide 16: Six Components of a Safety Plan
Facilitator Note:

Slides 16 & 17 each list 3 components

Explain:

Briefly review the 6 components of a safety plan:

mainly the warning signs, coping skills and distractions, and the need
for the plan to include supports

Slide 17

« Family and friends they will call for help
« Plan should include the person’s name and phone number

Slide 17: Six Components of a Safety Plan (continued)

Caring Contacts

A form of reaching out like a card, written message, or text (use technology)

Slide 18: Caring Contacts

Explain:
e Caring contacts can be very effective and may include some
form of reaching out like a card, written message, or text (use
technology)

Facilitator Note:

Next slide gives examples






Slide 19

Jeff — Thank you for coming in
today and for answering all the
questions. | know you weren’t
comfortable. Based on our brief
time together, | can see that you
know how to get through hard
times. | wish you didn’t have to
be — but it seems to me you very
strong.

= Ursula

Danyelle,

I have much hope for you. | think
that what we worked on today
and this website will be helpful. |
look forward to seeing you again.
I’ll remember what you said
about your daughter.

With care. - Xiaoshan

Slide 19: Caring Contacts - Examples
Facilitator Note:

Read through examples on slide

Slide 20

. Activity

d

Have you ever used a
caring contact?

How did it go?

Slide 20: Caring Contacts — Activity

Ask:
e Have you ever used a caring contact? How did it go?
e Request a few responses from those who have experience with
caring contacts.

Slide 20 and 21

7y
A

d

Case Scenario: Alex

1.1dentify 3 risk factors that Alex is
displaying.

Slide 21: Breakout Activity: Case Scenario - Alex
(10 minute breakout + discussion)

Refer to Handout:
o Case Scenario- Alex

Facilitator Instructions:

e Explain that this will be a group exercise to practice how to work with
persons served around suicide risk.
e Read out loud the scenario.
e Separate participants into groups of 3 or 4.
e Instruct groups to:
o Pick a recorder/reporter for the group.
o Identify 3 risk factors that Alex is displaying.
o Discuss how they would continue this conversation with Alex in
a caring and concerned way.
o After completing the C-SSRS with Alex, he scores “low”. What
would you do next?
e Breakout for approximately 10 minutes to discuss these questions.






e Bring the groups back together for discussion and review. Ask a few to
report what they decided.

Then:
e Indicate that Alex scored low for suicide risk, but he is still left with risk

factors that need to be addressed.

o One approach would be to encourage development of a safety
plan.

o If Alex is not interested, ask what coping skills he has tried in the
past that worked for him? If none, suggest one or two coping
skills (e.g., staying busy, doing an activity that interests him).

o Also, identify with Alex people he can use for support.

e Ask what else they can do to address some of his risk factors?

o Encourage use of medication — example: Ask how he has felt
since he stopped taking it (e.g., insomnia).

o ltis essential to report this situation and how you handled it to
the ITT and his primary care.

Slide 23

What is one tip you learned today
that you can apply to your work?

Slide 23: What is one tip you learned today that you can apply to
your work?






Suicide Prevention Module

Handout

Case Scenario: Alex

When you arrive to Alex’s house, you notice a strong smell of marijuana as he opens the
door. It’s evident that he has not showered in several days, his apartment is unusually
cluttered, and all of the blinds are closed.

When you ask Alex if everything is OK, he tells you that he and his girlfriend of one year
broke up over the weekend and he hasn’t felt like leaving the house. He admits that has
not taken his medication in several days and instead has been smoking weed and
occasionally drinking beer.

You ask Alex if he has wished he could go to sleep and not wake up, to which he replies:
“A few times this week. This really sucks.”

You then ask him if he has actually had any thoughts of hurting himself, to which he
replies: “No, | would never do that. My mom is sick and needs me.” Alex has no prior
self-harm or suicide attempts of any kind.

QUESTIONS FOR THE GROUP:
1. Identify three risk factors that Alex is displaying.
2. Discuss how you would continue this conversation with Alex in a caring and concerned
way.
3. After completing the C-SSRS with Alex, he scores “low.” What would you do next?





PRE-POST EVALUATION

Suicide Prevention

Multiple choice questions that assess knowledge pre-post.

1. How should you react when a client talks about suicide?

o 0 T o

Be dismissive, alarmed, and concerned

Be concerned and dismissive

Do not be alarmed or dismissive but concerned
Do not be dismissive but alarmed and concerned

2. What are all the Acute Suicidal Affective Disturbance (ASAD) warning signs?

a.

b.
C.
d

Social isolation, self-alienation, hopelessness, and insomnia

Social isolation, self-alienation, hopelessness, and 2 over-arousal symptoms

Increased suicidal intent, insomnia, nightmares, and agitation

Increased suicidal intent, social isolation, self-alienation, hopelessness, and 2 over-arousal
symptoms

3. Whatis a method you could use to help prevent suicide?

a.

e

Question, Persuade, Refer

Caring Contacts

Addressing dynamic risk factors in a safety plan
Regular suicide screening

All of the above

1. The Columbia-Suicide Severity Rating Scale should be administered to ACCS persons served

N Y

At intake, within 45 days of enrollment

Within 72 hours of discharge from a hospital, detox or jail
Whenever there is cause for concern

By clinicians only

‘a’ and ‘b’

‘a’, ‘b’, and ‘¢’

All of the above





Suicide Prevention: Pre-Post Questions

Answer Key for Trainers





		Suicide Prevention facilitators guide 3.1.23

		Suicide Prevention Handout - Case Scenario-Alex

		Suicide Prevention Pre-Post Questions

		Suicide Prevention Pre-Post Questions key




SBIRT, Substance Use, and Addiction
Facilitator Guide

This module has:
e Handouts(3):
o TAPS tools handout
o SAMHSA'’s Practice Principles of Integrated Treatment for CODs
o “Opioid Safety and how to use Naloxone”
e Video (1):
o Mi

Slide 1 Slide 1: Title Slide

SBIRT (Screening, Brief
Intervention, and
Referral to Treatment)
Substance Use and
Addiction

Introduce Trainers

ACCS Principles

Slide 2 Slide 2: Learning Objectives

Explain:
During this module you will:
e Consider why people use substances

Learning Objectives

S ‘ i e Understand the SBIRT practice for identifying and briefly intervening
o nerstang . with substance use concerns
O ehypeopleuse 2 theSant st for and apply concepts .
substances fomatieasttwo e Learn and apply concepts from at least two appropriate treatment
treatment strategies St r‘ategi es
Slide 3 Slide 3: What is a substance use disorder, substance abuse, and addiction?
? (definitions on next slide)

What is a substance use
n disorder, substance abuse,

l) and addiction?






Slide 4
T

+ A maladaptive pattern of substance use leading to clinically significant
impairment or distress.

Severe Substance Use or Substance Abuse:

« When someone continues to use substances or alcohol even when it causes
problems, such as trouble with work, family, or their health
-~

Addiction:

* A treatable, chronic medical disease; that involves interactions between the
brain, genetics, environment and individual life experiences; and results in
compulsive behavior that continues despite harmful consequences

AN

Slide 4: Substance use disorder (SUD), Severe Substance Use, Addiction
Explain:

Substance use disorder(SUD):

e Defined by the Diagnostic Statistical Manual (DSM) as a
maladaptive pattern of substance use leading to clinically
significant impairment or distress.

e Indicators of an SUD are: dysfunction in major life roles, use to
the point of hazard (drunk driving), other social or interpersonal
problems (conflicts, abusive or violent behavior), or repeated
attempts to control use or quit.

Severe Substance Use or Substance Abuse:

e When someone continues to use substances or alcohol even when it
causes problems, such as trouble with work, family, or their health.
For instance, continuing to use substances knowing they can be fired
if they fail a drug test is a sign of abuse.

e Can cause chemical changes in the brain that lead to addiction.

Addiction:

e Defined by the American Society of Addiction Medicine as “a
treatable, chronic medical disease; that involves interactions
between the brain, genetics, environment and individual life
experiences; and results in compulsive behavior that continues
despite harmful consequences.” ASAM Definition of Addiction

Slide 5

Substance Abuse or Addiction?

Although substance abuse and addiction are
distinct, they are often used synonymously.

Substance Use Disorders, abuse, and addictions are
characterized by periods of recovery & relapse.

Usually, behavior change and sometimes medication
is needed to manage and treat/self-regulate the
disorder.

Slide 5: Substance abuse or addiction?
Explain:

e Although substance abuse and addiction are distinct, they are
often used synonymously.

e It can be challenging to tell when substance use has crossed the
line into a disorder or addiction.

e Depends on the seriousness of the issues that substances have
caused in an individual’s life as well as how they have affected
the individual socially, professionally, psychologically, and
physically.




https://www.asam.org/Quality-Science/definition-of-addiction



e Substance Use Disorders, abuse, and addictions are
characterized by periods of recovery & relapse.

e Usually, behavior change and sometimes medication is needed
to manage and treat/self-regulate the disorder.

Slide 6

L]

Based on your experience,
what would lead people to
misuse substances?

N o) "N

Slide 6: Activity/Discussion
Ask:

Based on your experience, what would lead people to misuse substances?

Slide 7

Why do people use, misuse, or

become addicted to substances? M
’

To feel good: to have novel &
feelings, sensations, and \

experiences and to share them.

To feel better: to lessen pain,
anxiety, worries, fears,
depression, and hopelessness.

Slide 7: Why do people use, misuse, abuse, or become addicted to
substances?

Explain:

e To feel good: to have novel feelings, sensations, and experiences and to
share them.

e To feel better: to lessen pain, anxiety, worries, fears, depression, and
hopelessness.

e People with mental health condition may use substances to manage,
cope with or self-regulate their psychiatric symptoms.

e Substances change the brain, causing a much larger dopamine increase
(pleasure response) than say food, sex, or video games.

Slide 8

do ACCS providers screen, assess, and treat substance &
.

About half of those who

[IMental health conditions may
experience a mental health precede a substance use disorder
condition during their lives will

also experience a substance use

disorder

Slide 8: Why do ACCS providers screen, assess, and treat substance use
disorders?

Explain:

e Multiple national population surveys have found that about half
of those who experience a mental health condition during their
lives will also experience a substance use disorder and vice
versa. People with schizophrenia have higher rates of alcohol,






tobacco, and substance use disorders than the general
population.

e Some research has found that mental health condition may
precede a substance use disorder, suggesting that better
diagnosis of youth mental health condition may help reduce
comorbidity.

Slide 9: Using the SBIRT approach:
See Handout -TAPS tools

to thy
st

of early
ance use disorders, as well E I in
xplain:

reatment services for persons with sub:
hose who are at risk of developing thes

Screening, Brief Intervention, and Referral to Treatment (SBIRT). “SBIRT is a
comprehensive, integrated, public health approach to the delivery of early
intervention and treatment services for persons with substance use
disorders, as well as those who are at risk of developing these disorders.”

e Screening quickly assesses the severity of substance use and
identifies the appropriate level of treatment.

e Brief intervention focuses on increasing insight and awareness
regarding substance use and motivation toward behavioral
change.

e Referral to treatment provides those identified as needing more
extensive treatment with access to specialty care.
https://www.samhsa.gov/sbirt#:~:text=SBIRT%20is%20a%20co
mprehensive%2C%20integrated,risk%200f%20developing%20th
ese%20disorders

We use the SBIRT approach to identify substance use concerns and
intervene as needed- This is a model designed to provide universal
screening, secondary prevention (detecting risky or hazardous
substance use before the onset of abuse or dependence), early
intervention, and timely referral and treatment for people who have
SUDs. Specific actions are described below.

Facilitator Note:

(see TAPS handout)

Your agency will have a specific screening tool for substance misuse. One is
the Tobacco, Alcohol, Prescription medication, and other Substance use
(TAPS) Tool which consists of a combined screening component (TAPS-1)
followed by a brief assessment (TAPS-2) for those who screen positive. TAPS
https://nida.nih.gov/taps/#/.

Distribute TAPS handout.




https://www.samhsa.gov/sbirt#:~:text=SBIRT%20is%20a%20comprehensive%2C%20integrated,risk%20of%20developing%20these%20disorders

https://www.samhsa.gov/sbirt#:~:text=SBIRT%20is%20a%20comprehensive%2C%20integrated,risk%20of%20developing%20these%20disorders

https://www.samhsa.gov/sbirt#:~:text=SBIRT%20is%20a%20comprehensive%2C%20integrated,risk%20of%20developing%20these%20disorders

https://nida.nih.gov/taps/#/



Slide 10

L]
Responding To Substance Use Disorders: Present-day Methods ®

SLIDE 10: Responding to substance use disorders— 12 steps:
(slide 1 of 2)

Explain:

12 step or disease model —a common approach but not everyone
prescribes to it:
o Views SUD as a “disease” from which one can “be in
recovery”.
o Offers a completely voluntary, peer run, and anonymous
social support group which provides a program of recovery.
o Individuals addicted to substances should aim to abstain
from use.
o Sometimes a difficult approach for person’s served
because they may feel it is not okay to use their medication

Relapse Prevention:
A “skills-based, cognitive-behavioral approach that requires
persons served and their clinicians to identify situations
that place them at greater risk for relapse — both:
1) internal experiences (e.g., positive thoughts related to
substance use or negative thoughts related to sobriety that
arise without effort, called “automatic thoughts”) and 2)
external cues (e.g., people that the person associates with
substance use).

Then, the person served and their clinician work to develop
strategies, including cognitive (related to thinking) and
behavioral (related to action), to address those specific
high-risk situations. With more effective coping, the person
served develops increased confidence to handle
challenging situations without alcohol and other
Substances (i.e., increased self-efficacy)”. Relapse
Prevention (RP) (MBRP) - Recovery Research Institute
(recoveryanswers.org)

Medication-assisted treatment (MAT) and Medication for Opioid Use
Disorder (MOUD):
o The use of medications, in combination with counseling
and behavioral therapies, to provide a “whole-patient”
approach to the treatment of substance use




https://www.recoveryanswers.org/resource/relapse-prevention-rp/

https://www.recoveryanswers.org/resource/relapse-prevention-rp/

https://www.recoveryanswers.org/resource/relapse-prevention-rp/



disorders. Medication-Assisted Treatment (MAT) |
SAMHSA.

Slide 11

Responding To Substance Use Disorders: Present-day

.
Methods ®

i

Slide 11: Responding to substance use disorders — Harm Reduction
(slide 2)

Explain:

Harm Reduction is a good example of coordinated and integrated care
with other systems that reduces barriers to care. Harm reduction is
part of the continuum of care and is an effective approach to
addressing the public health epidemic involving substance use as well
as infectious disease and other harms associated with substance use.

From slide (green block):

o “Harm reduction is an approach that emphasizes engaging
directly with people who use drugs to prevent overdose
and infectious disease transmission, improve the physical,
mental, and social wellbeing of those served, and offer
low-threshold options for accessing substance use disorder
treatment and other health care services.”

o “Harm reduction services save lives by being available and
accessible in a matter that emphasizes the need for

humility and compassion toward people who use drugs.”
O  https://www.samhsa.gov/find-help/harm-reduction

Explain:

Specifically, harm reduction services can:

e Connect individuals to overdose education, counseling, and
referral to treatment for infectious diseases and substance
use disorders.

¢ Distribute opioid overdose reversal medications (e.g.,
naloxone) to individuals at risk of overdose, or to those
who might respond to an overdose.

e Lessen harms associated with substance use and related
behaviors that increase the risk of infectious diseases,
including HIV, viral hepatitis, and bacterial and fungal
infections.




https://www.samhsa.gov/medication-assisted-treatment

https://www.samhsa.gov/medication-assisted-treatment

https://www.samhsa.gov/find-help/harm-reduction



Reduce infectious disease transmission among people who
use substances, including those who inject substances by
equipping them with accurate information and facilitating
referral to resources.

Reduce overdose deaths, promote linkages to care,
facilitate co-location of services as part of a
comprehensive, integrated approach.

Reduce stigma associated with substance use and co-
occurring disorders

Promote a philosophy of hope and healing by utilizing
those with lived experience of recovery in the management
of harm reduction services, and connecting those who
have expressed interest to treatment, peer support
workers and other recovery support services (SAMSA,
2020)

Slide 12 SLIDE 12: Activity
? Ask:
Which of these approaches do . . . .
? you have experience with, if e  Which of these approaches do you have experience with, if any?
H any? Did you find it effective? . . . .
What worked well and what e Did you find it effective?
. ? did not? e What worked well and what did not?
Slide 13 Slide 13: Responding to Substance Use- Co-occurring disorders
Responding To Substance Use Disorders: Present-day Methods See Handout.' SAMHSAIS Practice Princip/es Of Integrated Treatmentfor
CODs
Treatment for co-occurring mental health conditions:
i |~ Explain:

« whi

I health conditions have developed
le person” approach as used by other

’ )
| @ /
1 }

Treatment for co-occurring mental health conditions:
This approach recognizes that SUD often co-occurs with mental
health conditions (hence often referred to as “co-occurring mental
health conditions”. Itis premised on the need to have an integrated
approach of recovery from both conditions. While recovery
approaches for SUD and serious mental health conditions have
developed independently, a clinician will understand that a “whole
person” approach as used by other interventions (e.g., motivational






interviewing, harm reduction, housing first) leads to better success
compared to interventions that treat conditions in silos.

Facilitators Notes:

Distribute Handout: SAMHSA’s Practice Principles of Integrated Treatment
for CODs.
Summarize these points:

e SUDs and mental health conditions are treated concurrently to
meet the full range of symptoms.

e Motivational techniques (e.g., motivational interviewing,
motivational counseling) are integrated into care to help persons
served reach their goals, particularly at the engagement stage of
treatment.

e Addiction counseling is used to help persons served develop
healthier, more adaptive thoughts and behaviors in support of
long-term recovery.

e Pharmacotherapy is discussed in multidisciplinary teams, offered
to persons served when appropriate, and monitored for safety
(e.g., interactions with other medications), adherence, and
response.

(Reference: Substance Abuse and Mental Health Services

Administration. (2021). Substance Use Disorder Treatment for

People with Co-Occurring Disorders, Advisory.

Publication No. PEP20-06-04-006.)

Slide 14 Slide 14: Activity-Video
u (2:06 minute video)
Activity ope
Facilitator Note:
. This is a video that conveys the attitude and style of motivational
: interviewing to address substance misuse.
https://youtu.be/SsNgZ470214 - Lifting the Burden in Motivational
Interviewing
Slide 15 Slide 15: What are my responsibilities for addressing substance use

L »

?
?

What are my responsibilities
for addressing substance use
among the people | serve?

among the people | serve?

(next slides will explain)




https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FSsNgZ47o2I4&data=05%7C01%7CLisa.McGlinchy%40umassmed.edu%7Cded01e8de3ae42eead7108da3f28e269%7Cee9155fe2da34378a6c44405faf57b2e%7C0%7C0%7C637891742068731931%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=bSliY9xHtoV1%2FyFJVEZEswss2GTLOPGy9b6AnWKUiUo%3D&reserved=0



« Person-centered care and shared decision making are essential for
delivery of substance use disorder treatments such as:

« Helping individuals better understand their medical conditions and the
need to make treatment decisions

« Providing information about the benefits and adverse effects of
treatment options

« Supporting persons served while they clarify their values and
preferences and make a decision, even if it is for no treatment

« Providing support while persons served implement their decisions

« Engaging persons served in such a way as to enhance and facilitate
future interaction

Slide 16: 1. Reducing the Stigma of addiction
Explain:

As ACCS staff it is key for all team members to reduce the stigma of
addiction.

- e Note that the use of the word addiction is ok. But it’s stigmatizing to be
called an addict.
It's important to emphasize that person-centered care and shared decision
making are essential for delivery of substance use disorder treatments such
as:
o helping individuals better understand their medical conditions and
the need to make treatment decisions;
o providing information about the benefits and adverse effects of
treatment options;
o supporting persons served while they clarify their values and
preferences and make a decision, even if it is for no treatment;
o and providing support while persons served implement their
decisions
o engaging persons served in such a way as to enhance and facilitate
future interaction.
Slide 17 Slide 17: 2. Apply the Screening-Brief Intervention-Referral-

+ Screening: Begin by developing an impression of the nature and
extent of one’s use.

+ Brief Intervention: if the person served is screened-in as having an
SUD; a brief intervention can ensue.
« Brief intervention focuses on increasing insight and awareness
regarding substance use and motivation toward behavioral change.
« Referral and Treatment: If the person served is assessed as having
an SUD in a nonemergency situation, then the treatment plan should
contain goals that are specific to reducing SUD

- s

Treatment (SBIRT) approach which is required in ACCS.

Explain:

o  Screening: As mentioned earlier, this starts by developing an
impression of the nature and extent of one’s use. We regularly screen
persons served for substance use severity.

o  Brief Intervention: if the person served is screened-in as having an SUD:
A brief intervention can ensue. Brief intervention focuses on increasing
insight and awareness regarding substance use and motivation toward
behavioral change.

o  Referral and Treatment: If the person served is assessed as having an
SUD in a nonemergency situation then the treatment plan should
contain goals that are specific to reducing SUD, such as a 12-step group
or development of a relapse prevention plan. Sometimes persons
served are not ready for any form of intervention in this area. Peer

specialists and recovery coaches are excellent means of support for






speaking with persons served to gauge readiness, offer encouragement,
and discuss how substances may be affecting their lives.

Additionally:
See Handout: “Opioid Safety and how to use Naloxone”

Explain:

e If the person served is assessed as having an SUD in an emergency
situation (the persons served is intoxicated or high), one should contact
their supervisor and the clinician immediately and monitor the person
served until further assistance arrives.

e Managing a crisis involving a person served with CODs, should involve
seeking assistance by others trained to handle certain aspects of such
crises. This may include emergency treatment, such as referrals to
detoxification units or use of Narcan in case of overdose or other
emergency intervention.

e Make sure you know the protocol for your agency of how to deal with
active substance use when you are working with a person served, and
how and whether to involve law enforcement.

Facilitator Note:

It is not ACCS policy to remove individuals in need of these
interventions from housing or programming.

Discuss pamphlet:
e Distribute handout “Opioid Safety and how to use Naloxone”.
e Discuss that this is an example of a brief intervention.

Slide 18

L
2

?

What was a new learning
for you?

Slide 18: Closing Activity

Ask:
What was a new learning for you?






NIDA Clinical Trials Network
The Tobacco, Alcohol, Prescription medications, and other Substance
(TAPS) Tool

TAPS Tool Part 1
Web Version: 2.0; 4.00; 09-19-17
General Instructions:
The TAPS Tool Part 1 is a 4-item screening for tobacco use, alcohol use, prescription medication misuse,
and illicit substance use in the past year. Question 2 should be answered only by males and Question 3
only be females. Each of the four multiple-choice items has five possible responses to choose from.
Check the box to select your answer.

Segment:
Visit number:

1. Inthe PAST 12 MONTHS, how often have you used any tobacco product (for example, cigarettes, e-
cigarettes, cigars, pipes, or smokeless tobacco)?

[] Daily or AImost Daily [ ] Weekly ] Monthly
[] Less Than Monthly L] Never

2. Inthe PAST 12 MONTHS, how often have you had 5 or more drinks containing alcohol in one day?
One standard drink is about 1 small glass of wine (5 0z), 1 beer (12 0z), or 1 single shot of liquor.
(Note: This question should only be answered by males).

[] Daily or Aimost Daily [ ] Weekly ] Monthly
[] Less Than Monthly L] Never

3. Inthe PAST 12 MONTHS, how often have you had 4 or more drinks containing alcohol in one day?
One standard drink is about 1 small glass of wine (5 0z), 1 beer (12 0z), or 1 single shot of liquor.
(Note: This question should only be answered by females).

[] Daily or Aimost Daily [ ] Weekly ] Monthly
[] Less Than Monthly L] Never

4. Inthe PAST 12 MONTHS, how often have you used any drugs including marijuana, cocaine or crack,
heroin, methamphetamine (crystal meth), hallucinogens, ecstasy/MDMA?

[] Daily or AImost Daily [ ] Weekly ] Monthly
[] Less Than Monthly L] Never

5. Inthe PAST 12 MONTHS, how often have you used any prescription medications just for the feeling,
more than prescribed or that were not prescribed for you? Prescription medications that may be used
this way include: Opiate pain relievers (for example, OxyContin, Vicodin, Percocet, Methadone)
Medications for anxiety or sleeping (for example, Xanax, Ativan, Klonopin) Medications for ADHD (for
example, Adderall or Ritalin)

[] Daily or AImost Daily [ ] Weekly ] Monthly
[] Less Than Monthly L] Never





NIDA Clinical Trials Network
The Tobacco, Alcohol, Prescription medications, and other Substance
(TAPS) Tool

TAPS Tool Part 2
Web Version: 2.0; 4.00; 09-19-17
General Instructions:
The TAPS Tool Part 2 is a brief assessment for tobacco, alcohol, and illicit substance use and
prescription medication misuse in the PAST 3 MONTHS ONLY. Each of the following questions and
subquestions has two possible answer choices- either yes or no. Check the box to select your answer.

1. Inthe PAST 3 MONTHS, did you smoke a cigarette containing tobacco? [] Yes [ ] No
If “Yes”, answer the following questions:

a. In the PAST 3 MONTHS, did you usually smoke more than 10 cigarettes each day? [ ] Yes [] No
b. In the PAST 3 MONTHS, did you usually smoke within 30 minutes after waking? [_] Yes [_] No

2. Inthe PAST 3 MONTHS, did you have a drink containing alcohol? [] Yes [ ] No
If “Yes”, answer the following questions:

a. In the PAST 3 MONTHS, did you have 4 or more drinks containing alcohol in a day?* (Note: This
question should only be answered by females). [ ] Yes [ ] No
b. In the PAST 3 MONTHS, did you have 5 or more drinks containing alcohol in a day?* (Note: This
question should only be answered by males). [] Yes [ ] No

*One standard drink is about 1 small glass of wine (5 0z), 1 beer (12 0z), or 1 single shot of liquor.
c. In the PAST 3 MONTHS, have you tried and failed to control, cut down or stop drinking?[ ] yes []
No

d. In the PAST 3 MONTHS, has anyone expressed concern about your drinking? [] Yes [] No

3. Inthe PAST 3 MONTHS, did you use marijuana (hash, weed)? [ ] Yes [ ] No
If “Yes”, answer the following questions:

a. In the PAST 3 MONTHS, have you had a strong desire or urge to use marijuana at least once a
week or more often? [] Yes [] No

b. In the PAST 3 MONTHS, has anyone expressed concern about your use of marijuana? [ ] Yes []
No

4. Inthe PAST 3 MONTHS, did you use cocaine, crack, or methamphetamine (crystal meth)? [] Yes []
No
If “Yes”, answer the following questions:

a. In the PAST 3 MONTHS, did you use cocaine, crack, or methamphetamine (crystal meth) at least
once a week or more often? [_] Yes [ ] No

b. In the PAST 3 MONTHS, has anyone expressed concern about your use of cocaine, crack, or
methamphetamine (crystal meth)? [] Yes [] No

5. Inthe PAST 3 MONTHS, did you use heroin? [ ] Yes [ ] No
If “Yes”, answer the following questions:

a. In the PAST 3 MONTHS, have you tried and failed to control, cut down or stop using heroin? []
Yes [ ] No





6.

b. In the PAST 3 MONTHS, has anyone expressed concern about your use of heroin? [ ] Yes [ ] No

In the PAST 3 MONTHS, did you use a prescription opiate pain reliever (for example, Percocet,
Vicodin) not as prescribed or that was not prescribed for you? [ ] Yes [ ] No

If “Yes”, answer the following questions:

7.

a. In the PAST 3 MONTHS, have you tried and failed to control, cut down or stop using an opiate pain
reliever? [ ] Yes [ ] No

b. In the PAST 3 MONTHS, has anyone expressed concern about your use of an opiate pain
reliever? [ ] Yes [] No

In the PAST 3 MONTHS, did you use a medication for anxiety or sleep (for example, Xanax, Ativan,
or Klonopin) not as prescribed or that was not prescribed for you? [ ] Yes [] No

If “Yes”, answer the following questions:

8.

a. In the PAST 3 MONTHS, have you had a strong desire or urge to use medications for anxiety or
sleep at least once a week or more often? [] Yes [ ] No

b. In the PAST 3 MONTHS, has anyone expressed concern about your use of medication for anxiety
or sleep? [] Yes [ ] No

In the PAST 3 MONTHS, did you use a medication for ADHD (for example, Adderall, Ritalin) not as
prescribed or that was not prescribed for you? [ ] Yes [ ] No

If “Yes”, answer the following questions:

a. In the PAST 3 MONTHS, did you use a medication for ADHD (for example, Adderall, Ritalin) at
least once a week or more often? [ ] Yes [ | No

b. In the PAST 3 MONTHS, has anyone expressed concern about your use of a medication for ADHD
(for example, Adderall or Ritalin)? [] Yes [ ] No

In the PAST 3 MONTHS, did you use any other illegal or recreational drug (for example,
ecstasy/molly, GHB, poppers, LSD, mushrooms, special K, bath salts, synthetic marijuana (‘spice’),
whip-its, etc.)? [] Yes [ ] No

If “Yes”, answer the following questions:
In the PAST 3 MONTHS, what were the other drug(s) you used?

Comments:





SBIRT, Substance Use and Addiction
Handout

SAMHSA’s Practice Principles of Integrated Treatment for CODs

SAMHSA’s Practice Principles of Integrated Treatment for CODs are:

1. SUDs and mental health conditions are treated concurrently to meet the full range of
symptoms.

2. Providers of integrated care receive training in the treatment of both SUDs and
mental disorders.

3. CODs are treated with a stepwise approach tailored to the person’s served stage of
readiness for treatment (e.g., engagement, persuasion, active treatment, relapse
prevention).

4. Motivational techniques (e.g., motivational interviewing, motivational counseling) are
integrated into care to help persons served reach their goals, particularly at the
engagement stage of treatment.

5. Addiction counseling is used to help persons served develop healthier, more adaptive
thoughts and behaviors in support of long-term recovery.

6. Persons served are offered multiple treatment formats, including individual, group,
family, and peer support, as they move through the various stages of treatment.

7. Pharmacotherapy is discussed in multidisciplinary teams, offered to persons served
when appropriate, and monitored for safety (e.g., interactions with other medications),
adherence, and response.

(Reference: Substance Abuse and Mental Health Services Administration. (2021). Substance Use
Disorder Treatment for People with Co-Occurring Disorders, Advisory.
Publication No. PEP20-06-04-006.)





What is
an opioid
overdose?
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Opioids can cause bad reactions that
make your breathing slow or even stop.
This can happen if your body can’t handle
the opioids that you take that day.

TO AVOID AN ACCIDENTAL

OPIOID OVERDOSE:

 Try not to mix your opioids with alcohol,
benzodiazepines (Xanax, Ativan,
Klonopin, Valium), or medicines that
make you sleepy.

 Be extra careful if you miss or change
doses, feel ill, or start new medications.
\. J

Now that you have
naloxone...

Tell someone where it is and
how to use it.

Common opioids

include:

GENERIC BRAND NAME

Hydrocodone Vicodin, Lorcet, Lortab,
Norco, Zohydro

Oxycodone Perc.ocet, OxyContin,
Roxicodone, Percodan

Morphine MSContin, Kgdian,
Embeda, Avinza

Codeine o lenol 85

Fentanyl Duragesic, Actiq

Hydromorphone Dilaudid

Oxymorphone Opana

Meperidine Demerol

Methadone Dolophine, Methadose

o
llmm,mg B"J

Buprenorphine

Suboxone, Subutex,
Zubsolv, Bunavail,
Butrans

* Heroin is also an opioid.

For patient education, videos and
additional materials, please visit

www.prescribetoprevent.org

SAN FRANCISCO DEPARTMENT OF PUBLIC HEALTH

Opioid safety

and how to use
naloxone
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- -
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A GUIDE FOR PATIENTS
AND CAREGIVERS




www.prescribetoprevent.org



In case of overdose: How to give naloxone:

There are 4 common naloxone products. Follow the instructions for the type you have.

o Check reponsiveness Nasal spray Auto-injector

Look for any of the following:

This nasal spray needs no assembly and can be The naloxone auto-injector T
sprayed up one nostril by pushing the plunger. needs no assembly and can
Nozzle ) ¥ be injected into the outer

| thigh, even through clothing.

« No reponse even if you shake them
or say their name

+ Breathing slows or stops [ )
Plunger S : A& It contains a speaker that

provides step-by-step
instructions.

« Lips and fingernails turn blue or gray

+ Skin gets pale or clammy

Nasal spray with assembly Injectable naloxone

This requires assembly. Follow the instructions below. This requires assembly. Follow the instructions below.

1 Take off yellow caps. 1 Remove cap from naloxone q F
@CC:‘= vial and uncover the needle. ( w

2 Screw on white cone. l) 2 Insert needle through rubber H
@E plug with vial upside down.
Z{j Pull back on plunger and take
3 Take purple cap off . up1ml l
capsule of naloxone. @m fill to
1ml
@EO@ 3 Inject 1 ml of naloxone into "
‘ an upper arm or thigh muscle.
Gently screw capsule of naloxone
into barrel of syringe.

9 Call 911 and give naloxone

If no reaction in 3 minutes,
give second naloxone dose

e Do rescue breathing
and/or chest compressions
Follow 911 dispatcher instructions

Insert white cone into nostril;
give a short, strong push on
end of capsule to spray naloxone
into nose: ONE HALF OF THE
CAPSULE INTO EACH NOSTRIL.

>> STAY WITH PERSON
UNTIL HELP ARRIVES.

R

Push to spray.

4 If no reaction in 3 minutes, give second dose.

6 If no reaction in 3 minutes, give second dose.






PRE-POST EVALUATION
SBIRT, Substance Use, and Addiction

Multiple choice questions that assess knowledge pre-post.

1. The rates of substance use disorders among people with schizophrenia are than
that of the general population. (select one to fill in the blank)

A. lower
B. higher

C. about the same

2. Reasons people misuse substances:
A. To change their experience to something new
B. To relieve symptoms of mental illness
C. To have less pain
D. All of the above

E. None of the above

3. SBIRT stands for:
A. Screening, Brief Intervention, Referral, and Treatment
B. Substance, Burden, Intervention, Rescue, and Tolerance

C. Selection, Building, Inclusion, Return, and Therapy

4. If you meet with a person you are serving and discover they are intoxicated but not in a life-
threatening emergency, what action you should take?

A. Initiate transfer to a different residence
B. Apply agency protocols for responding to active intoxication

C. Contact police and then your supervisor





SBIRT, Substance Use, and Addiction: Pre-Post
Questions

Answer Key for Trainer
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		once a week or more often: Off

		Yes_13: Off

		methamphetamine crystal meth: Off

		Yes_14: Off

		In the PAST 3 MONTHS did you use heroin: Off

		Yes_15: Off

		a In the PAST 3 MONTHS have you tried and failed to control cut down or stop using heroin: Off

		Yes_16: Off

		b In the PAST 3 MONTHS has anyone expressed concern about your use of heroin: Off

		Yes_17: Off

		Vicodin not as prescribed or that was not prescribed for you: Off

		Yes_18: Off

		reliever: Off

		Yes_19: Off

		reliever_2: Off

		Yes_20: Off

		or Klonopin not as prescribed or that was not prescribed for you: Off

		Yes_21: Off

		sleep at least once a week or more often: Off

		Yes_22: Off

		or sleep: Off

		Yes_23: Off

		prescribed or that was not prescribed for you: Off

		Yes_24: Off

		least once a week or more often: Off

		Yes_25: Off

		for example Adderall or Ritalin: Off

		Yes_26: Off

		whipits etc: Off

		Yes_27: Off





