Developing a Capable Dual Diagnosis Strategy

A Good Practice Guide

(Inside cover)
This document is for commissioners and lead providers of services involved in care and treatment of people with complex mental health and substance use needs (dual diagnosis), This includes statutory, third sector and private organisations.  It is aimed at encouraging and developing relationships and understanding between key stakeholders in order to improve services.   

It has been written to assist local areas to develop a capable dual diagnosis strategy, one which includes the key elements, and recommendations from best practice national guidance.  
Section 1: Introduction

People with co-occuring mental health and substance problems (dual diagnosis) have complex, often long term needs, which requires a comprehensive, coordinated, seamless, multi-agency response.  A high quality collaborative local Dual Diagnosis Strategy will set out the vision and values for the service and be the focal point for the collaboration between all the key stakeholders at a local level.  

People with dual diagnosis encompass a heterogeneous group and therefore will have very diverse needs from the provider services.  A successful strategy will be able to account for these varying needs and will be comprehensive and flexible in its approach.  
The main policies and guidance influencing care provision for people with a DD are listed in Appendix 1 and also highlighted in a recent paper.
 

This document is designed to assist the thinking behind developing a “capable local strategy” and has been developed based on both policy guidance and best practice from around the country.

Section 2: Background

Definition and scope of dual diagnosis

The term “dual diagnosis” is problematic as it is merely refers to the presence of more that one clinical diagnosis.  It reveals very little about individual needs as it encompasses a a mixed group of service users.  However, it has been adopted as a term to define an increasingly large section of service users that have both a mental health and substance use problem.  This includes people with substance use problems such as alcohol dependence that also have anxiety disorders, and people with schizophrenia who also have problems with cannabis use.  There is also the diversity of need across life-span with children and young people experiencing very different needs to older adults.  There will also be cultural and ethnic differences within dual diagnosis, as well as gender and sexuality issues.  

In treatment settings, the prevalence of dual diagnosis is high. Within the alcohol and drug treatment sector, the prevalence of dual diagnosis is estimated to be over 75%
 and it is also estimated that 80% of dependent drug users experience some level of mental health distress or problems.
 In mental health settings, prevalence studies
 
 have suggested that around a third of people with serious mental health problems (such as psychosis and bipolar affective disorder) have some level of substance use problems.  The most commonly used substances in this group tend to be alcohol and cannabis.

The term dual diagnosis suggests that there are two problems when in fact the reality is that there are often very long term, complex needs which need a comprehensive approach.  Outcomes for people with dual diagnosis are typically poor and they are likely to have a substantial amount of unmet needs. Severe social dislocation and marginalization, including homelessness, unemployment, and incarceration are often either caused by, or lead to the incidence of one or both of these problems. Areas of vulnerability include suicide, violence, victimization, health problems (such as blood borne infections), poor adherence to treatment and homelessness.  

The Department of Health
 good practice guide divides people with dual diagnosis into 4 sub-groups.  This provides some indication of the service best placed to meet that person’s needs (as indicated in red on figure 1).

Figure 1 Sub-groups of Dual Diagnosis (from DH, 2002)
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Example: a person with schizophrenia who is also regularly smoking cannabis may be best helped within mainstream mental health services and the mental health staff should be able to assess and provide some brief interventions around the cannabis use (health education, motivation, specific strategies if they want to reduce, signpost to other help)

Example 2: a person with a 10 year history of injecting heroin, and methadone maintenance who has symptoms of post-traumatic stress disorder (PTSD) will be best placed within community drug treatment service, but would also benefit from some input from a clinical psychologist around PTSD symptoms.

The Dual Diagnosis Good Practice Guide (DH 2002) recommends that local areas should have a shared agreement about what is meant by “dual diagnosis” and develop appropriate service responses which should form part of a local dual diagnosis strategy.  In the Autumn Assessment Themed Review Report
 nearly all Mental Health Local Implementation Teams (LITs) reported having a local definition of dual diagnosis. For around 80% of LITs this definition was already in operation. However, progress on development of stratgies in local areas is slow.  At the time of the themed review (2006-7) 40% of LITs did not have a dual diagnosis strategy agreed with local stakeholders such as Drug and Alcohol Action Teams (DAATs) and mental health commissioners.
The need for a Capable Strategy

Despite the launch of dual diagnosis policy guidance in 2002, there is still evidence that comprehensive treatment responses are lacking in England
 
.  Avoidable Deaths
 highlight that a significant proportion of those are committed by people with dual diagnosis and recommend the development of clearer strategies of working with this group.  Mental health strategies
 
 highlight the need to develop better treatment responses for dual diagnosis.
What is a Strategy?

A dual diagnosis strategy will provide an overall framework for performance and service improvement.  The aim is to provide a contextual background, consider organisational priorities, benefits, risks, and also contain action plans to deliver a programme of work on dual diagnosis.  It should also seek to set out a vision and general principles that all the partners can sign up to, and help develop services for service users and carers that will have a positive impact on their health and quality of life.

Section 3 Getting Started 
3.1 Establishing leadership
Strong and clear leadership is critical in inspiring people to make changes and in getting diverse stakeholders to work effectively together. If a strategy is to be successful across a number of diverse services and stakeholders, it needs to be headed up by a senior lead that has the knowledge and capabilities to take the strategy forward. Commissioners are in an ideal position to act as leaders for the development and coordination of a dual diagnosis strategy.  
3.2 Steering Group Membership

Members of the steering group should include key dual diagnosis champions who are in a position to lead service innovation. This will include mental health and substance use, but also should include other key agencies such as:
· Carers groups

· Service user representatives

· Mental health Services
· Substance misuse (statutory and third sector)

· Primary care

· Housing agencies
· Local authority

· Social care

· Criminal justice: 

· Police

· Probation

· Court diversion

· Prison in-reach mental health

· Integrated Drug Treatment Teams (IDTS)

· Drug Intervention Teams

· Accident and Emergency

· Ambulance service

It is important to think not just about the services that are represented but also about that persons role and level of influence within their organization.  In addition, they will require a certain knowledge base regarding issues and the committent to service improvement for people with dual diagnosis.

3.3 Mediation 
With such a wide range of stakeholders bringing different perspectives and agendas, disagreements about aspects of the strategy are likely to occur.  It is hoped that constructive discussions can resolve most of these disagreements, leading to a compromise that suits all parties.  However, there may be issues that can’t easily be resolved.  There needs to be a mechanism by which differences of opinion and conflict can be resolved within the steering group.  Ultimately the steering group lead should be given the power to make the final decisions.
3.3. Developing the Aims and Objectives
There are three key questions to consider in the development of a dual diagnosis strategy.  

What are its aims?

How will it deliver those aims?
How will it be evaluated?

3.3.1 Aims of the strategy

A good strategy should set out to be an aspirational document containing the values and vision for the local area over a set period of time, but also be realistic and practical.  Therefore a good dual diagnosis strategy should aim to: 

· Engage all key stakeholders especially those who use the services themselves 
· Reflect what service users and their carers identify as a good quality, responsive, and useful service.

· Reflect current evidence (research, policy guidance, and good practice examples)

· Reflect the potential of the current staff/ resources in services, but also be visionary about future developments
· Provide a focus for local commissioners, providers, users and carers for the assessment of current need, plan for developments and new ways of working.

· Be a working document that is flexible to changing need, growth in evidence base for treatment and other key factors.

· Map the pathway of care for service users with a variety of needs through the various local services such as primary care, treatment services, criminal justice system, health, housing and social care 

· Define the various roles and responsibilities (including the refocusing of CPA) of service providers; including referral procedures and communication issues (including confidentiality)

3.4 Developing workstreams 

Once a steering group has been established and the overall aims have been identified and agrees, then there are six key areas of change that should be considered:

· Expanding service capability- building on existing good practice, increase access for people with dual diagnosis

· Creating new service options- scope the need for new services/ roles

· Extending prevention and early intervention- developing young people’s services, include education and child health and social care

· Building a strong and skilled workforce- training needs analysis and strategy; new roles
· Strengthening consumer participation- building on and expanding service user involvement

· Improving carer participation and support- inclusion of carers, developing opportunities for support, advice and practical help

3.5 Local Area Needs Assessment

If it has not already been done, a needs assessment of service users and their carers should be undertaken.  This can be a fairly simple process of gathering data on how many people with mental health and substance use services are using the services, and whether they are getting their needs met.  This should be implemented by a sub-group of the main steering group and the lead should be in a senior role who is sufficiently neutral

Each LIT area carries out an annual self assessment as part of the  Autumn Assessment process to measure the progress towards achieving the NSF standards as well as other targets set by the Department of Health. Is this still relevant now or is it going to change into something else from next year?

In terms of identifying service development needs, a series of key questions will need to be answered:

· How are the current services addressing the needs of people with dual diagnosis

· What are the gaps/ difficulties/ areas of good practice

· What do service users and carers feel about the quality of care and what do they want to be developed

3.6 Training Strategy

Individual workers (or teams) in a variety of settings will be expected to be able to deliver integrated mental health and substance use assessment and appropriate level of intervention The Dual Diagnosis Capability Framework (Hughes, 2006) was developed to define these capabilities at 3 levels (core, general and specialist).  The framework can be used to audit the of the workforce and highlight gaps in capabilities.  Training can then be devised based on these needs.  A multi-agency training strategy should be devised and this may comprise of: 

· training needs analysis

· a plan for delivering differing levels of training required (from basic awareness training to complex therapeutic interventions)

· Identify training provision and ,funding

· Devise a plan for delivery of training- will it focus on whole teams, multi-agency groups within a locality, specific groups with most need (e.g. inpatient mental health staff, forensic teams, assertive outreach teams)

It is vital that ongoing practice development is incorporated into the training strategy as training alone will not be sufficient for change in practice.  There will need to be systems for appraisal and supervision, as well as opportunities for further learning such as special interest forums, secondments to other services (e.g. a mental health nurse seconded one day per week to local drug agency).  Specialist practitioners can provide training, supervision and role-modelling in practice, can assist in making links between theory and practice, and encourage implementation in practice.

3.7 Developing Outcomes 

In order to evaluate the impact of a local strategy, a series of outcomes will need to be developed, and measured as a way of assessing impact of the strategy.  The outcomes should reflect issues pertinent to the various stakeholders, and it is likely that smaller sub-groups are established to work on specific outcomes.  An example of this would be a training and workforce group that looks commissions and oversees a training needs analysis, and the development of a training strategy.  
Examples of outcomes might include:

	Outcome
	Examples of evidence

	The right services, in the right place, at the right time 


	care pathways, service mapping, service user and their carers’ feedback

	Improved health and wellbeing for dual diagnosis service users and their carers


	Comparison of routinely collected data at set time points

	Better communication between stakeholders


	Audit of correspondence/ focus groups

	Clarity of roles and responsibilities


	CPA documentation; focus groups

	Clear standards and high quality care


	Audit services against standards

	Improved access to a range of services


	How many people in services have dual diagnosis- snapshot audits

	Improved service user and carer experience through greater choice and control


	Focus groups, feedback forms, CPA documentation

	Single point of access to services wherever people enter the system.


	Can this be identified, is it working?


3.8 The Process
This is a summary of the previous points and a suggested process for establishing a strategy group, and the tasks required to implement it.

1. Identification of strategy development lead; agree who has final say
2. What strategic work has already been done/started?  Use these as a starting point even if it was produced some time ago.
3. Establishment of a strategy development working group which should include all relevant stakeholders and should consist of representatives of:

a. Agree on the terms of reference for the steering group, identify the underpinning principals and values, and set a time scale for work to be completed.  Divide the work into sub-groups. 
4. One option would be to hold focus groups with key staff, service users and carers on what works well, what could be improved and where are the gaps.

a. Map what currently exists against what is recommended in the dual diagnosis policies; highlighting areas for commissioning and development.  

b. Need for new roles- is there a need to develop new roles such as dual diagnosis development workers, or a senior lead (such as a consultant nurse) develop role, support and supervision, not take all the clients- more of a facilitation role in line with the training programme
c. Forums/interest groups 

d. Improvement of relationships between services (is there a need to increase awareness of roles and remits of the relevant services, and improve working relationships between them)

5. Develop working agreements between all agencies as to 

a. referral routes, 

b. remit and role of each service

c. confidentiality and sharing of information

d. joint working arrangements (be specific about what this means)
6. Dissemination of the strategy- launch event, distribution of documents, plan for training and other development initiatives, audit the impact of the new strategy- how will you know if it is being implemented, bench-marking.

7. strategy group should continue to meet to monitor and develop the strategy, manage difficulties, changes

8. Establish realistic milestones and evaluation process.  Build in incentives for services and other stakeholders to participate on on-going developments.  Ensure that all stakeholders have signed up and that opting out is not an option for an individual service
 Insert the examples here…………………
Signpost to examples of capable DD strategies

Conclusion

To provide a comprehensive, high quality service for people with dual diagnosis, a coordinated multi-agency response is vital.  Complex responses are unlikely to work unless driven by local need, and delivered in partnership with a set of shared visions and goals.  It would be impossible to deliver this in the absence of a local dual diagnosis strategy.  


Appendix 1: Dual Diagnosis Policy drivers 

Over the past 10 years, the NHS (as well as other care services) has undergone a huge modernisation programme. Mental health services have been identified as one of the main priorities for improvement. The two main policy drivers for mental health services have been the NHS Plan (DH, 2000) and the National Service Framework for Mental Health (DH, 1999). 

The NHS Plan (2000) outlined a vision of improving services by reducing the burden from the inpatient services. This is to be done by strengthening and diversifying community services. This has manifested itself in the implementation of new services such as Early Intervention for Psychosis services, Home Treatment Teams, and Assertive Outreach. In addition the government made a promise to increase access to psychological therapies and provide 10,000 new psychological therapists. 

The National Service Framework (1999) set out 7 target areas for improvement in mental health, including mental health promotion, primary care, prevention of suicide, and services to support carers. The policies proposed that service users are treated with dignity, the role and skills of the carer is respected, the most effective treatment is widely available and provision of services should be linked to need. Therefore the most acutely ill have the most urgent access to care, and the people with the most complex needs have the most comprehensive package of care. All this should be delivered by a skilled and motivated workforce and based on sound evidence.

The Department of Health in 2002 published a Practice Implementation Guide for Dual Diagnosis which was aimed at people with serious mental illness and substance use, and laid out a vision of how people with combined problems should access services and how they should be cared for. The guide advocates that care for people with serious mental health problems should be delivered by mental health services with some help and support from substance use services. This is referred to as “mainstreaming”. People with primary substance use problems who have concurrent minor mental disorders should be managed comprehensively in substance use services with some support from mental health if required. 

The implication of this is that workers in both settings will need to be able to work holistically and comprehensively with each individual with dual diagnosis. Therefore the workers will be expected to be skilled and competent in both mental health and substance use assessment and interventions, and have an adequate working knowledge of the issues pertinent to dual diagnosis.

Models of Care (NTA, 2002) 

This policy offers guidance to substance misuse services on effective care provision for people with dual diagnosis. Guidance includes assessment criteria, management of risk, care management, pathways of care and staff profiles.

Models of Care: (NTA Update 2006)

This update is intended to build on the framework and concepts

in Models of Care 2002 rather than replace them. It requires drug

treatment commissioners and providers to have implemented the

key tenets previously described in Models of Care 2002,

including:

• The four-tiered model of commissioning

• Local screening and assessment systems

• The care planning and co-ordination of care at the heart of

structured drug treatment

• The development of integrated care pathways.

NSF- 5 Years On (DH, 2004)

Comments that assertive outreach was to provide care to many people with dual diagnosis though their staff often had no training in the management of substance use.  There are aspects of specialist mental health services that have not been adequately addressed and now need urgent attention, including dual diagnosis.  Recommendations: the importance of assertive outreach and dedicated services for dual diagnosis and better collaboration with drug and alcohol services and prevention of drug misuse in inpatient units

Models of care for alcohol misusers (DH 2006)

This policy provides best practice guidance for local health organisations and their partners in delivering a planned and integrated local treatment system for adult alcohol misusers. It will be relevant to primary care trusts (PCTs) who will play a leading role, in partnership with other local agencies, to commission appropriate alcohol services. 

Closing the Gap: Capability Framework for dual diagnosis (Hughes, 2006)  Identifies the key capabilities required to deliver care to people with dual diagnosis in a variety of roles and levels.  It advocates that it is everyone’s role to work with this group (in some form or another) and identifies the appropriate values and skill base to deliver this.

Dual Diagnosis Inpatient Guidance (DH, 2006) 

Interagency Working- Interagency collaboration is required to develop local policies that deal with drug and alcohol use in mental health inpatient and day hospital settings. (P.18)

DD Themed Review Report (DH, 2008) 
The purpose of the Mental Health Dual Diagnosis Themed Review was to ascertain what quantitative and qualitative information is currently available about services for people of all ages who have both mental health and substance use needs.

The management of dual diagnosis is a significant concern for both mental health policy and practice. This was highlighted by the National Director for Mental Health in his 2004 report to the Secretary of State for Health on the implementation of the National Services Framework.

The review was optional and not intended to be exhaustive but to identify key issues in relation to the provisions of care for individuals with substance use and mental illness.

Local Implementations Teams (LITs) were asked to co-ordinate this process and where necessary Strategic Health Authorities (SHAs) and Primary Care Trusts (PCTs), including Trusts/local Dual Diagnosis Leads are asked to assist where LITs vary in their coverage.

Healthcare Commission (2008) The Pathway to Recovery.  A review of NHS Inpatient Mental Health Services

Recommends that inpatient mental health staff have competencies to recognize substance misuse, perform substance misuse assessments, and manage care related to this.  It recommends that they receive appropriate training in order to do this.

http://www.healthcarecommission.org.uk/_db/_documents/The_pathway_to_recovery_200807251020.pdf

NHSLA Risk Management Standards for Mental Health & Learning Disability Trusts (April 2008)

The NHS Litigation Authority (NHSLA) is a Special Health Authority, which was established in 1995 to administer the Clinical Negligence Scheme for Trusts (CNST) and thereby provide a means for NHS organisations to fund the cost of clinical negligence claims.  
NHSLA Standard 4 level 1

	The organisation has approved documentation which describes the process for managing the risks associated with the management of service users who present with a dual diagnosis of mental health problems and substance misuse.
	As a minimum, the approved documentation must include a description of the:

a. duties
b. arrangements for addressing the needs of this group of service users

c. details of internal and external joint working arrangementswh 
d. process to be followed where a difference of opinion between professionals is apparent

e. organisation’s expectations in relation to staff training as identified in the training needs analysis
f. process for monitor



ing compliance with all of the above.


Department of Health (2008) Refocusing the care programme approach: Policy and positive practice guidance

Following the National Review of the CPA, the Department of Health have published good practice guidelines and recommendations which refine the original requirements in the document 'Refocusing the Care Programme Approach' This document states that there needs to be more consistency in applying the sound values and principles of CPA across the country, and while many service providers have been highly effective in implementing best practice approaches, others are still striving to develop improved service provision in this context. 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083647

World Class Commissioning (Department of Health 2007)
The world class commissioning programme will transform the way health and care services are commissioned.  World class commissioning will deliver a more strategic and long-term approach to commissioning services, with a clear focus on delivering improved health outcomes.

There are four key elements to the programme; a vision for world class commissioning, a set of world class commissioning competencies, an assurance system and a support and development framework.
There are 11 competencies
· locally lead the NHS 

· work with community partners 

· engage with public and patients 

· collaborate with clinicians 

· manage knowledge and assess needs 

· prioritise investment 

· stimulate the market 

· promote improvement and innovation 

· secure procurement skills 

· manage the local health system 

· make sound financial investments 

http://www.dh.gov.uk/en/managingyourorganisation/commissioning/worldclasscommissioning/index.htm
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