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Individuals with co-occurring psychiatric and substance use disorders in Montana are recognized as a treatment population with poor outcomes and high costs in multiple clinical domains.  They are inadequately served in both mental health and substance abuse treatment settings, resulting in a potential over-utilization of resources in numerous communities. Individuals with co-occurring disorders are sufficiently prevalent in all behavioral health and human service settings that they can be considered an expectation, rather than an exception.

In 1999, the Addictive and Mental Disorders Division (AMDD) collaborated with providers, consumers, families and other stakeholders to establish what is now called the Co-occurring Capable Leadership Work Group.  The mandate of the Work Group was to develop a framework for improving integration of psychiatric and substance use disorder treatment for individuals with co-occurring disorders throughout the state, with an emphasis on improving access and outcomes, and on increasing efficiency of resource utilization.

 To create a vision for integrated system development, AMDD adopted the Comprehensive Continuous Integrated System of Care (CCISC) model in 2001.  The goal of this model is to build a system of care that is welcoming, accessible, integrated, continuous, and comprehensive from the perspective of consumers and families.   This model is based on the following clinical consensus best practice principles (Minkoff, 1998, 2000):  

1. Co-Occurring is an expectation, not an exception.  This expectation must be included in every aspect of system planning, program design, clinical procedure, and clinician competency, and incorporated in a welcoming manner into every clinical contact.

2. The core of treatment success is access to empathic, hopeful, and continuous treatment relationships. 

3. Assignment of responsibility for provision of such relationships can be determined using the four-quadrant national consensus model for system level planning, with a focus on Quadrants II and III.

4. Based on the client’s impairments, goals, and strengths, care must be balanced with empathic detachment, confrontation, contracting, and opportunity for contingent learning.  Outcomes must also be individualized.  A comprehensive system of care will have a range of programs that provide this balance in different ways.

5. When mental illnesses and substance use disorders co-exist, each disorder should be considered primary, and integrated dual primary treatment is optimal.

6. Mental illness and substance dependence are both chronic, biopsychosocial disorders that have parallel phases of recovery and stages of change.  Appropriately matched interventions may occur at almost any level of care.

7. Consequently, there is no one correct Co-Occurring program or intervention.  In a CCISC, all programs are Co-Occurring programs that at least meet minimum criteria of Co-Occurring capability. 

Using these principles, we have agreed to implement a Comprehensive Continuous Integrated System of Care throughout Montana, with the following four core characteristics:

1. The CCISC requires participation from all components of the behavioral health system, with expectation of achieving, at a minimum, co-occurring capability as defined by the American Society of Addictive Medicine Patient Placement Criteria II Revised (ASAM PPCIIR), and of planning services to respond to the needs of patients with co-occurring disorders.

2. CCISC will be implemented within the context of existing treatment  resources by maximizing the capacity to provide reimbursable integrated treatment proactively within each single funding stream, contract, and service resource.

3. The CCISC will incorporate utilization of evidence-based and clinical best practices for individuals with psychiatric and substance use disorders. 

4. The CCISC will incorporate an integrated treatment philosophy and common language to develop specific strategies to implement clinical programs, procedures, and practices.

