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A. ACRONYM DEFINITIONS

ACNP acute nurse practitioners DHS Pennsylvania Department of
AHRQ Agency for Health Research and Human Services
Quality EMS emergency medical se rvices
APNP advance practice nurse FQHC Federally Qualified Health Centers
practitioners IOP intensive outpatient program
ASAM Ame.npan Society of Addic  tion LCSW Licensed Clinical Social Worker
Medicine
BARC-10 Brief Assessment and Recovery LOC/LOCA  Level of Care/Level of Care
. Assessment
Capital
CAAC Certified Associate Addiction MAT medication -assisted treatment
Counselor MH mental health
CAADC Certified Advanced Alcohol and Mi motivational interviewing
Drug Counselor MOUD medication for opioid use disorder
CADC certified alcohol - and drug NATP narcotic treatment program
counselor
CCDP Certified Co -Occurring Disorders oTP opioid treatment program
Professional ouD opioid use disorder
CCDPD Certified Co -occurring Disorders PCPC Pennsylvania Client Placement
Professional Diplomate Criteria
CCcJpP Certified Criminal Justice PERU Program Evaluation and Research
Addictions Professional Unit
CBCM care -based care management PHP partial hospitalization
CCs certified clinical supervis  or PMPM per memb er per month
CDC Centers for Disease Control and Ql quality improvement
Prevention SAMHSA Substance Abuse and Mental
CMS Centers for Medi care and Medicaid Health Services Administration
S SBIRT screening, brief intervention,
COE center of excellence referral to treatment
CRS Certified Recovery  Specialist SCA single county a uthority
DDAP Pennsylvania Department of Drug SDOH social determinants of health
and Alcohol Programs STI sexually transmitted i nfection
DEA Drug Enforcement Administration SUD substance use disorder
o pennsylvania Copyright 202. Al Rights Reserved.
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B. INTRODUCTION TO THE RESOURCE GUIDE

The purpose of this  guide is to provide a comprehensive resource for existing and newly designated
Pennsylv ania Opioid Use Disorder  (OUD) Centers of Excellence (COE) sites across the Commonwealth of
Pennsylvania .

B.1 How to Use the Resource Guide

Since 2016, Pennsylvania O UD COE sites have utilized Community -Based Care Management Teams
(CBCM) to break down barriers historically associated with attaining recovery for individuals with an

Opioid Use Disorder (OUD). This comprehensive  guide meets the needs of two staff groupings: COE
leadership and staff. = The guide includes a history of the Pennsylvania COEs, expectatio ns of a COE , and
the qualifications for = a COE-designated organization within a larger system.

The staff section provides relevant information from the Pennsylvania Department of Human Services
(DHS) and the Pennsylvania Department of Drug and Alcohol Progr ams (DDAP). Thestaff section provides
information associated with meeti ng the needs of clients on a day -to -day basis, including documentation
requirements and inst ruments (e.g., American Society of Addiction Medicine (ASAM) and Brief
Assessment of Recover y Capital (BARC -10)) and guidance on how to tailor care for special clie nt
populations.

The leadership section provides guidance on how to manage a COE to support o ptimal clinical outcomes
using quality improvement (QIl) best practices, and how organization al health can be assessed and used

to improve staff morale and retention as well as client care quality.

B.2 Organization Policy/Procedure

It is critical for all members of an organization to be highly informed about and skilled in the application

of organiza tional policies and procedures so that clients receive high -quality, sta ndardized care .12
Standardized practices including how staff are on -boarded and receive trainin g, how their roles are
specifi ed, and how pati ent care workflows are defined and followed , create a predictable clinic al
environment in which clients feel safe to disclose health status and barriers to care they may be
experiencing, and staff feel confiden t about to how they can successfully provide ¢ are and address

barriers clients reveal. This resource guide presents re commended organizational policy and procedures
based on scientific and peer -reviewed the literature and DHS for COEs to guide their staff towards
achieving optimal care quality

Note
This guide does not supersede individual COEs 6or t heir parent organi zat

)
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C. CENTERS OF EXCELLENC E MISSION: PURPOSE OF CENTERS O F EXCELLENCE

C.1 Opioid Public Health Crisis
C.1.1.1 Opioid Overdose Crisis  across the United States

Between 1999 and 2011, hydrocodone usage increased by 100 percent , and oxycodone usage
increased by 500 percent .2 Overdose deaths involving opioid substances increase d by 300 percent
duri ng that same period .# Given these numbers, the United States Centers for Disease Contr ol and
Prevention (CDC) declared the opioid overdose death crisis one of its top five public health threats in
2014 .5

The following year, in 2015, the Drug Enforcement A dministration (DEA) issued an alert that fentanyl,

an opioid thatis 50  -100 times more potent than morphine, was becomi ng a rising trend, threatening
public health and safety .57 Because fentanyl is so pot ent, it takes very little of the substance to
experience a potent ially fatal overdose. Some people who use substances are not aware that the
substances they consume have been laced with fentanyl because it is a fine white powder that is easy

to disguise in  mixtures containing other less potent opioids. Fentanyl is a syn thetic opioid that is
relatively easy and inexpensive to manufacture, wh ich makes it easy to distribute, and thus a greater

threat to public health and safety.

By 2017, opioids were involved in approximately 68 percent of the 70,237 drug overdose deaths in
the United States. The next year, 2018, the United States saw a drug ov erdose death rate of 21.7
deaths per 100,000 people .8 In 2018 , The United States reported an overall decrease in the number
of overdose deaths ; however , there was an increase in th e number of overdose deaths involving
opioids from 68 percent to 70 percent , representing atotal of 46,802 deaths .°

C.1.1.2 Opioid Overdose Crisis  across Pennsylvania

In 2018, Pennsylvania coroners and medical examiners reported 4,491 substance -related overdo se
deaths (ruled as either accidental or undetermined ).1% This number represents  arate of 35 deaths per
100,000 people, which was higher than the natio nal average listed above. Between 2015 and 2018,

there was a 36 percent increase in the number of sub stance -related overdose deaths in
Pennsylvania .*' According to the 2018 DEA Drug -Related Overdose Deaths in Pennsylvania Report,

fentanyl was the most frequently i dentified substance in substance -related overdose deaths (70
percent of deaths), wh ich was the same frequency as in the previous year. In 2018, coroners an d
medical examiners found opioid substances (opioids in addition to fentanyl, whether illicit or

pres cription) in 82  percent of substance -related overdose deaths in Pennsylvania .10

Young people in Pennsylvania between the ages of 15 - 34 were the most likely to have fentanyl -related
overdose deaths compared with toxicology results from overdose deaths in older age groups. Fentanyl

was found in 75 percent of overdose -related deaths int he 15-24 and 25 -34 age groups in 2018.
Peopleinthe 25 -34 age group represented th e greatest proportion of overdose deaths in Pennsylvania
that year, with 29 percent of substance -related overdose deaths .10

In 2018, Pennsylvania coroners and medical examiners reported 4,491 substance -related overdose
deaths (ruled as either accidental o rundetermined ).'° This number represents a rate of 35 deaths per
100,000 people , which was higher than the national average listed above. Between 2015 and 2018,
there was a 36 percent increase in the number of substance -related overdose de aths in
Pennsylvania .' According to the 2018 DEA Drug -Related Overdose Dea ths in Pennsylvania Report,
fentanyl was the most frequently identified substance in sub stance -related overdose deaths (70
percent of deaths), which was the same frequency as in the pr evious year. In 2018, coroners and
medical examiners found opioid substa nces (opioids in addition to fentanyl, whether illicit or
prescription) in 82  percent of substance -related overdose deaths in Pennsylvania .10
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Cl2Pennsylvaniabés Centers of Excellence History

The COEs were created as a response to the growing opioid public health crisi s, which continues to

impact counties across the commonwealth. In 2016, Governor Tom Wolf introduced the COEs as one

strategy for addr essing the growing public health and public safety crisis related to opioid use.

Additionally, the COEs were envisioned as a community resource that would be used to break down

the barriersthat have | ong i mpacted individual s eshndtraatngntthaidthey ecei v
need to adequately address their substance use disorders (SUD) and other health concerns.

DHS oversaw the distribution of a grant funding application that invited phy sical and behavioral health
providers across the  commonwealth to apply to become a designated COE for OUD, which provided
them with funding to establish CBCM teams that were designed t 0 outreach into local communities,
identify individuals with OUD, and en sure that they receive the treatment and non -treatment servic es
that will assist them into long -term recovery. Furthermore, the designated COEs were tasked with
increasing access to Me dication for Opioid Use Disorder (MOUD) and integrating physical and

beh avioral health services. Funding was awarded to 45 providers across the commonwealth
representing a unique blend of providers including health systems, Federally Qualified Health Cent ers
(FQHCs), SUD treatment providers, and Single County Authorities (SCA s) serving clients in counties
across the commonwealth

As t he COEs continued to mature and engage thousands of individuals with OUD, there was a need to
implement a sustainable fundi ng stream that would ensure that these providers could continue to

remai n as part of an integrated care system for individuals in the commonwealth  with OUD. Beginning
in 2019, the HealthChoices Physical and Behavioral Health Managed Care Organizations (MCO s) paid
COEs for the care management services that were provided to memb ers. Under a directed per -
member -per-month (PMPM) payment str  ucture, the COEs were provided with the opportunity to
improve their sustainability prospects and work to expand their serv ices in their communities. In 2020,
DHS announced that it would enroll p roviders in the Medical Assistance Program as using Specialty
Designation 232 1 Opioid Centers of Excellence , which allowed additional physical and behavioral
health providers to  enrol | in the Medical Assistance Program as COE s and receive payment for care
management services provided to individuals with OUD. The application became available in July 2020,
with new providers being able to bill HealthChoices MCOs beginning in January 2021

C.1.3 Expectations of a Center of Excellence

As discussed, COEs wer e establ ished to provide care management services to individuals across the
Commonwealth  of Pennsylvania with OUD. The se care management services are intended to be
provided by a diverse group of providers, including social workers, physicians, and Certifi ed Recov ery
Specialists (CRS), and tailored to the unique needs of the community in which they are provided
Although the design of the CBCM team at each COE will look different, each COE is charged with
achieving the same goal sd to increase access to MOUD, improve care coordination, and integrate
physical and behavioral health care for individuals with OUD. DHS has issued more specific guidance
forthe COEs , and this guidance is described in mor edetailin the July 2020 Medical Assistance Bulletin

The role of the CBCM team is to ensure that all clients are connected to identified treatmenta ndnon -
treatment services, as well as provid ed the essentia |follow -up c are that is often required as individuals
move into recovery. Although the roles of each member of the CBCM team may differ, it is the

overarching expectation that the members of the C OE care management teams will provide the

following:
1 Rapid Identificatio n and Engagement I members of the COE CBCM team must be prepared
to rapidly identify and engage potential clients within the community. The rapid engagement
strategy require s that the COE establish effective warm hand -off agreements with agenc ies in
the community which may interact with individuals with OUD , such as hospital emergency
seN' pennsylvania Copyright 202. Al Rights Reserved.
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departments, hospital inpatient units, county jails, local police departments, emergency medical

servic e (EMS) providers, and community service agencies. Accordin gtothe Agen cy for Healthcare
Research and Quality (AHRQ), a warm hand -off is a transfer of care between two healthcare
providers that takes place in front of the patient 112 1t is generally considered best practice for
there to be formal wa rm hand -off agreements that specify the process for conducting the warm

hand - off and providing information between the two entities 13

Mobile Respons e Capability T to support rapid identification and engagement of clients within
the community, the COEs must have the capacity and capability to conduct mobile outreach

within communities. The COEs have the unique responsibility of be ing able to focus on p  roviding
care management services, which should allow for the expansion of these mobile response
services to include the ability to meet with clients where they present. Furthermore, a care
management visit is not required to take pla ceon location atthe  COE, which allows for the CBCM
team to meet clients where they are in th e community to provide services and enhance
engagement .

Timely Assessments T members of the COE CBCM team must have the capability of providing
timely assessment s, as defined by DDAP and DHS, t o i dentify a <c¢clientés
treatment needs. This will help to ensure that clients are provided with the services they need,

right when they need them.

Timely and Coordinated Referrals T members of the CBCM team must ensure that clie nts are
receiving the care they need when they need it. We know that mem bers of the CBCM team
understand the importance of connecting individuals to services, especially SUD treatment, the

moment th e client indicates willingness to ac cess this service. The ability to conduct timely and
coordinated referrals helps to build rapp ort with clients and increases the likelihood that they will

remain engaged with the services to which they have been referred. A list of common referral

partners isincluded inthe Referrals section of this guide .

C.2 Organizat ion

An

organi zationés vision is the overarching purpose

organization strives to be through its work and services. In a way, the vision represents the developing
future of the organi zatkhiowrmmnot gédsi tampoobhastvision so that
staff decision -making and approach with clients. In times of confusion, anorgani zationés v
guide staffand leadership t oward action that is consistermse. with the o

D. HARM REDUCTION

Harm reduction is a public health approach focused on decreasing the negative effects associated with
use by educating individual s aa dheymnme et Thee i¢ moestandaidw h e r

substance
idef.i

nitionod f or. Thoaghuml haeml weductioro rapproaches involve interventions/policies that

are designedto reduceriskfor peoplewhouse substances , they reflect specific individual/community needs.
Thus, harm reducti on is a mindset and a set of practical strategies and ideas aimed at red ucing negative
consequences associated with substance use .1* Simply put, harm reduction is a way of thinking, acting, and
supporting persons at -risk for poor health and psychosocial outcomes as a r esult of their SUD . These
principles can be summarized as the foll owing:

1 Reducing negative effects of substance use and unhealthy behaviors .

T Accepting that some wil/| cont i n awestinénoe .use and arenodt

L1t should be noted that in thera of telehealth, ts NB | NE S @2t OAy 3 RIJIFRY ALINRYRE 2Fa oK
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1 Preventing health complications and f atal/non -fatal overdose .

T Respecting the per sondise bacing nonjodgnyental n.d c ho

1 Adapting to meet the person where they are

1 Providing resources and support .4
The principles of harm reduction are in contrast to a punitive approach to substance use .15 Rather than
condoning substance use altogether, harm r eduction focuses on acknowledging the dignity and humanity of

people who use substances, as well as minimizing negative consequences of substance use and promoting
health and inclusion .6

We use harm reduction strategies daily . Some examples include buckling a seatbelt, abid ing by speed limit

signs, having a fire extinguisher, wearing a helmet when rid ing a bike, locking  the frontdoor, brushing o ne6s
teeth, and wearing a life jacket A Let 6 s | o oskatbalttexamgiegn more detail. Of course, we want to

avoid an acci dent altogether, but we wear the seatbelt just in case. We know that, if an accident does
happen, the injuries are significantly less severe than if wedi dndt have the seatbel tof on.
a harm reduction strategy is avoiding driving und  er the influence .17 The social normis when someone plans

on drinkin g and may not be able to keep within the legal driving limit to designate a sober driver or to use

a ride -share service . The same basic thought process es used for using seat belts and designated drivers  is
applicable when discussing harm reduction for SUD.

D.1 Harm Reduction for Substance Use

Figure 1. Harm Reduction Continuum

| 4
[
Abstinence Maximum
Use

Consider harm reduction as a continuum, spanning from complete abstinence to maximum use (see
Figure 1) .8 The provider meets the client where they are along the harm reduction continuum to mitigate
risks. In this case, the primary goal of harm reduction is to keep individuals alive , mitigate the physical
and social issues , and provide the individual with th e ability to make changes in the future if they so
choose .18 Wherev er the person is on the continuum, harm reduction accepts and supports the person.

Harm reduction recognizes that people who use substances benefit from a variety of different

approa ches.® There is no one prevention or treatment approach th at works reliably for everyone.

Providing options and prompt access to a broad range of interventions is what helps keep people alive

and safe. Someone who is usi ng substances may not be willing to quit Afcold turkey, o0 but
consider using some of th e following approaches to mitigate harm and preserve their safety even i f they

decid e to continue to use substances. Harm reduction strategies span safe use strat egies, overdose
prevention efforts, overdose reversals, syringe exchange/access, safe consumpt ion sites, substance test

strips, peer support, and advocacy .20

D.2 Overdose Prevention

Overdose prevention and revers al are also key attributes of harm reduction principles. 16 Clients with OUD
should be provided continuous education regarding a variet y of strategies that can reduce their risk of
overdose.
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First, clients should be taught the i mportance of using with others around to reduce the risk of an

overdose (especially fatal overdoses). If no one is with the client when they overdose, there is no one
around to call 911 or revive them with naloxone. Statutes like 42 PA CSA § 8331 -8338 (also called the

Good Samaritan Act) have been enacted to reduce the risk of persons who call emergency services for

someone who has overdo sed. Naloxone is a lifes aving medication and is another element of overdose
prevention. If anin  dividual is using in a group, it is best if they stagger who uses and when. If everyone

consumes at the same time, then no one isavailable torevive othersif thesubstanceused isan extremely

potent batch that causes an overdose in all users .Individual s can fAstart | ow and go sl
use and prevent an overdose.

Second, it is important  for clients to recognize if the y fall within a high -risk gr oup, such as previous
overdose survivor s, those who were recently released from incarceration, a nd those recently discharged
from an in patient facility. 1° Third, clients who choose to use can use fentanyl test strips to understand
the contents of their sample and adjust use accordingly. If fentanyl test strips are not available at the

COE, they can check with the local SCA as many SCAs now carry fentanyl test strips for their clients.

Thes e are easy to use and require dipping the test strip into a sample of the substance mixed with water.
Finally, those who use should carry naloxone and understan d how to administer it i  n the case of an
overdose % (see more inform  ation below about naloxone use). All these suggestions can help prevent an

overdose and save lives.

D.3 Safe Use Strategies

A major component of harm reduction is encouraging safe substance use strategies. In this case, the

provider is not encouraging or enabl ing use; they are not saying to forget recovery and use as much as
possi ble . Rather, safe use strategies respect t he individual dsechodcas k sheclidBnHow ¢
reduce the risk of a s Sateruse strategies r dnelsde i knowiRgothe source of the
substance, using clean water and supplies, car rying naloxone, using fentanyl test strips, seeking medical

care f or health issues (i.e., wounds, damaged veins, infections, etc.), accepting tests/screens for
transmittable diseases (  i.e.,, HIV, sexually transmitted infections (STIs) , and hepatitis C), and rotating
veins ifinjecting. 7 Other tips regarding sa  fe substance use include knowing the source of the substance,
chopping pills finely, using clean devices for nasal con sumption (such as a rolled post -it note as opposed
to a dollar bill), an  d avoiding sharing straws or other equipment. 22 Safe use strategies do not encourag e
mixing substances, sharing supplies, driving while under the influence , using alone, or using where others
candt thedlient dn case of an emergency, such as an overdose. e

D.4 Overdose Reversal

Carrying and using naloxone is an effective wa y to reverse an overdose and save a life 202324 Al COEs
must provide access  to naloxone for clients. 2% If a client needs naloxone training and the COE staff cannot
provide it, the SCA can often assist. It is also important to know the signs of an overdose: small ,
constricted pinpoint pupils ; falling asleep or loss of  consciousness ; slow, shallow breathing ; choking or
gurgling sounds ; pale, blue, or cold skin ; and blue nails or lips. Anyone who sees any of these overdose
signs should call 911 immediately .

The COE must ensure that it train s clients on how to recognize an overdose and strategies that clients
can use to reduce their risk. Additionally, each COE staff member must be trained on howto  respond to
an overdose and how to administer naloxone.  2°

D.5 Syringe Exchange/Access

Research indicates tha t syringe access is effective in preventing the transmission of infectious disease
and skin and soft tissue infectio ns. Syringes can be provided by organizations that also indicate their
support f or an i n cverall altmdnd s well -being as well as linkages to SUD treatment, medical

care, and social services .2
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D.6 Safe Consumption Sites

Safe consumption sites are also commonly referred to as overdose preve ntion centers or safe/supervised
injection facilities. This service allo ws individuals to consume pre -obtained drugs under the s upervision
of clinical staff members and is designed to reduce health issues associated with consumption. Here,

faculty are pres ent and able to provide sterile injection supplies and answer questions on safe use
strategies. Staff members can administer fir st aid and monitor individuals for an overdose ,and can refer
clients to SUD treatment, medical treatment, and other social serv ices. A safe consumption site is
intended to complement existing prevent ion, harm reduction, and treatment interventions .26

D.7 Advocacy

Another ¢ rucial component of harm reduction is advocacy .27 Harm reduction is also a movement fo r social

justice built on a b elief in, and respect for, the rights of pe ople who use substances, and can also take

the form of advocacy .® This aspect of harm reduction includes the notion that people who use substances

should have a voice in the creation of policies and programs, as it directly relates to them. Harm reduction

advocacy efforts  fight disc riminaton based on an individual 6s substance
identity, sexual orientation, choice of work, or economic status . Th ese advocacy efforts  also focus on

eliminat ing barriers to services, ending stigma toward those who use substances, and adjusting substance

policies and laws to do so .16

D.8 Medical Needs

Harm reduction also includes caring for medical needs associated with substance use, including
abscesses, damaged veins, and general wounds. Ad ditionally, these services include providing education,
testing, and treatment for hepatitis B and C and HIV. COE staff members should discuss transmitta ble
diseases with clients who have previously injected substances and screen for  hepatits Band Casw ell as

HIV as clinically appropriate. If the COE does not have medical staff available to treat the medical needs
of their COE -engaged clients, then staf f members must refer clients to these  services .

Utiliz ing harm reduction principles and policies has n umerous evidence -based benefits .2 The distribution
of naloxone is associated with a decrease in fatal overdose deaths .16 Discussing harm reduction services
leads to positi ve service connections, increased treatment retention, and increased treatment
satisfaction .2' Additionally, a decrease in criminal justice involvement , reduce d recurrence of use rates
and reduced substance use in general are associated with the implementation of harm reduction
initiatives . Finally, harm reduction activities reduce overdose deaths , reduce stigma  toward substance
use, reduce hepatitis and HIV transmissions, increase knowledge about safer substance use, and increase

knowledge about safe sex practices. In sum, harm reduction contributes  to saved lives, increased

education, and decreas ed overall harm .2t

D.9 Conversation Examples

T AAdam, I respect your c¢ h,;andd wantttodhelgyoutake care & yourself. Arg
you open to discussing overdose prevention tactics?o0
1 A Y o a being released from treatment tomorrow, have y ou considered getting naloxone and
carrying it with you??o0

T ALet 6s tal k about 0kayeywi avey usgdahe neediefexxchange program? That can
help reduce the risk of Hep C transmission. They also hav e fentanyl testing strips, so that you
candecide how much to use based on whether therebds fent a
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T Al éd |l i ke to rewal ewdwhhobutwewi th overdose prevention.

ok, just start low because your tolerance is differ ent. Be sure to use when others are around. Let
them know you have  naloxone and that they should use it on you if you ar
For additional resources regarding harm reduction, please see Harm Reduction

E. ASAM LEVELS OF CARE

In 2017, Pennsyl v aonrica éhat it WdDIA IBe transitioning to use the ASAM Ceriteria, Third
Edition , for level of care designation and determination. Previously, adults in Pennsylvania were assessed

for level of care  (LOC) eligibi lity using the Pennsylvania Client Placement Cri teria (PCPC) , and adolescents
were assessed using the ASAM. With the transition to the AS AM (effective July 2018) for all clients, the
adolescent and adult world of SUD treatment came together to work from th e same model, with special
considerations for th e adolescent population.

E.1 The ASAM Explained

The ASAM Criteria is an assessment tool, utilized through a face -to -face interview, to determine which
level of substance use treatment is most appropriate forac lient 0 referredtoasthe LOC.

E.2 Levels of Care

Levels of care are placed along a continuum, from lowest (on the left) to highest (on the right) intensity
of services and intervention (Figure 2 ). Each level represents anincreasein the intensity ofs ervices from
its predecessor. Levels of care are descri  bed in detail in Table 1

Figure 2. Reflecting a Continuum of Care

REFLECTING A CONTINUUM OF CARE

Intensive Outpatient/ Medically Managed
Outpatient Partial Hospitalization Residential/ Intensive Inpatient
Services Services Inpatient Services Services

©

Early Intervention Partal Clinically Medically
Hospitalization Managed Monitored
Services Low-Intensity Intensive
. ! Residential Inpatient
Intensive Outpatient Services SeRices
Services

Clinically Managed
Population-Specific

Note: ; ;
High-Intensity

Within the five broad levels of care (0.5, 1, 2, 3, 4), decimal num- Residential Services @

bers are used to further express gradations of intensity of services. b
Clinically

The decimals listed here represent benchmarks along a continuum, H.M;Taged_

y " N i . _ igh-Intensity

meaning patients can move up or down in terms of intensity with- Residential

Services

out necessarily being placed in a new benchmark level of care.

www.asam.org
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Table 1. Levels of Care

0.5

Early Interventi on

factors that appear to be
related to substance use and
addictive behavior, and to help
the individual recognize the

centers, emergency
departments, primary care
settings, or
home

an

Level Description Setting Features Focus
AEarly interventi
designed to explore and - ) i i i
addrgess probIemF; sk Clinical offices, schools, tSc_rreenltng Btrltef | Intervention Referral
work settings, community 0 Treatment too Psychoeducation on risks

1:1 counseling with at -risk

individuals

of substance use and how
to avoid substance use
engagement

1

Outpatient Services

harmful consequences of high - Educational programs
risk substance use and/or
addictive behavior .¢?®
Ongoing services, typically less than
nine contact hours per week for
adults and less than six contact
Ailn Level 1SUPer vi hours per week for adolescents
mental health treat ment, or Clinical offices. health
general health care personnel, ' May be the initial LOCor t he A

including SUD-credentialed
phy sicians, provide
professionally directed
screeni ng, evaluation,
treatment, and ongoing
recovery and disease

management services .¢?8

clinics, sch ool-based
programs, primary care
facilities, SUD treatment
programs, m ental health
clinics, child/adolescent
behaviora | health clinics

downo from @Chi gher

Length of service dependent on the
severity of i ndividual 6s
and response to treatment 8 can be
ongoing to maintain recovery

Individuals may enter treatment
while a ctively using substances or
while in recovery and requesting
support to maint  ain their recovery

Enact change in
substance use and related
behavioral issues

1

Opioid Treatment
Program (OTP)

Same as Level 1 i Outpatient
Services with the addition of
medicat ion

Methadone i clinical offices

Buprenorphine 1 primary
care, behavioral hea Ith,
and SUD treatment settings

Naltrexone 71 primary care,
behavioral health , and SUD
treatment settings

Methadone 7 can only be prescribed
through a licensed Narcotic
Treatment Program (NATP);

Buprenorphine 7 medical provider
must have X -Waiver for DEAli cense;

Naltrexone 71 any medical provider
with a DEA license can prescribe

Enact change in
substance use and related
behavioral issues
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Level

Description

Setting

Features

Focus

2.1

Intensive  Outpatient
Services

Al ntensive outpat
(IOPs) generally provide 9  -19
hours of structured

progr amming per week for

adults and 6 -19 hours for
adolescents, consisting

primarily of counseling and

Any appropriate setting
that meets state licensure
or certification criteria

Majo rity of structured programming
is group counseli ng

Can occur during the day, evening,
or weekend (goal is least disruption
to the clientds scho
Once someone completes IOP, they

typically fAstep down

Structured s upportto
assist in gaining insight
and motivation to enact
change

25

Partial Hospitalization
(PHP) Services

education . about SUD-related services

and mental health probl ems. 3§
Someone can part icipate in OTP and
IOP concurrently
Typically have in  -house services for
one or all the following: psychiatry,
medical, laboratory

AParti al hospital

programs (PHP), known in

some areas as O0da
generally featur e 20 or more

hours of clinically intensive

progr amm ing per week .o

Any appropriate setting
that meets state licensure
or certification criteria

Adolescents: educational needs must
be addresse d by the treatment
provider

Treatment services:  counseling
(group, individual, family),
psychoeducation,
occupational/recreational therapy

More intense provision of
services at lower LOC
with increased multi -
disciplinary treatment
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Level Description Setting Features Focus
Clients live and receive clinical
services on -site
Treatment services:  counseling
AlLevel 3.1 progra (individual, group, fami ly),

3.1

Clinically Managed
Low - Intensity
Residential Services

least 5 hours per week of low
intensity treatment of

substance -related disorders é
When the clinical services and
recovery residence components
are provided together, Level

3.1 programs oftena re
considered appropriate for
individuals who need time and
structure to practice and
integrate their recovery and
coping skills in a residential,
supportive environment ~ .o%®

Usually , a freest anding
facility that meets state
licensing crite ria

Example: halfway house,
group homes with
treatment component,
supportive living
environment (SLE)

medication management,
psychoeducation, men tal health
treatment, vocation rehabilitation,
job placement, life skills

Additional peer/self -help groups to
supplement professional services

Residential services of this level can
be combined with IOP under
circumstances, Residential
component: 2 4-hour staffing,
opportunity to work on interpersonal
skills

NOT: sober/recovery houses, group
homes without treatment, boarding
houses

certain

Establi shing and
strengthen healthy living
and coping skills with
discha rge to an
independent setting
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Level Description Setting Features Focus
Clients live and receive clinical
FlLevel 3.3 progra services on -site

3.3

Clinically Ma naged
Population - Specific
High - Intensity
Residential Services
(Adult, no adolescent
equivalent)

*Currently, there are
not any Level 3.3
facilit ies in
Pennsylvania

structured r ecovery
environment in combination
with high -int ensity clinical
services provided in a manner
to meet the functional
limitations of clients to support
recovery from substance -
related disorder s. For the
typical clientin a Level 3.3
program, the effects of the
substance use or other
addictive disorderor  aco-
occurring disorder resulting in
cognitive impairment on the
individual 6s I fe
significant, and the resulting
level of impairments o great,
that outpatient motivational
and/or relapse prevention
strategies are not feasible or
effective .o%®

Usually , a freestanding
facility that meets state
licensing criteria

Examples: therapeutic
rehabilitation facility,
traumatic brain  injury
program

Alternative residential levels of care
likel y ineffective
cognitive limitations

due

Cognitive limitations contribute to
problems with interpersonal
relationships, emotional ¢
or comprehension

oping skills,

Cognitive limitations may be

tempo rary (compromised cognitive
abilities due to sub  stance use) or
long -term (chronic brain syndrome,
traumatic brain injury, older adult,
etc.)

Treatment services:  counseling
(individual, group, family),
psychoeducation, occupation and
recreational therapy, m  edication
management, mental health,
medical, ph ysical therapy

Highly structured
program 1 daily activities

Transition out of Level 3.3
includes ancillary servi  ces
for housing, vocation
services, transportation
assistance, etc.
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Level

Description

Setting

Features

Focus

35

Clinically Managed
High - Intensity
Residential Services
(Adult) and Clinically
Managed Medium -
Intensity Residential
Services (Adolescent)

ifiLevel 3.5 progra

designed to serve individuals
who, because of specific
functional limitations, need
safe and stable living

enviro nments to develop
and/or demonstrate sufficient
recovery skills so that they do
not immediately relapse or
continue to use in an
imminently dangerous manne
upon transfer to a less
intensive level of care .08

r

Freestanding residential
and c linical facility that
meets state licensing

crit eria

Clients live and receive clinical
services on -site

Common stepdown from inpatient
treatment

Clients at this level need 24-hour
support due to  a lack of progress
with previous recovery attempts

Emphasis 0 n treatment community
as the therapeutic agent ( connecting
with those around what is effective)

Clients typically lack stable,
supportive and healthy

relat ionships/supports;  clients
commonly involved criminal justice
system and have extensive history of
previous treatment

Effective treatment is often

habilitative rather than

rehabilitatve donecanét r eha
things someone never learned in the

first place

Clients commonly have experienced
significant mental health issues and
trauma & more complex historie s
among clients

Treatment services:  activitiest o
bolster interpersonal skills,
counseling (group, individual),
medication management, skill -
building groups, occupational and
recreational supports, health
education

Assists client in building a
support syst em and
addressing basic needs
(housing, employme  nt,
etc.) while facilitating
recovery
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Level Description Setting Features Focus
What so meone typically thinks of
when t hey heeanrt Adientpoa
Appropriate for those who need
inpatient care due to biomedical, Stabiliz ation of physical
emotional, behavioral or cognitive and emotional health for
37 problems, but not acute medical transition to a lower LOC
) ALevel 3.7 progr a need

Medically Monitored
Intensive Inpatient
Services (Adult) and
Medically Monitored
High - Intensity
Inpatient Services
(Adolescent)

planned and structured
regimen of 24 -hour
professionall vy directed
evaluation, observati  on,

medical monitoring, and SuUD

treatment in an inpatient
setting .0%®

Freestanding residential
and clinical facility that
meets state licensing
criteria

Examples: medically monitored
withdrawal without any compli

Treatment services:  physician
monitoring , nursing care, psychiatric
services, counseling (individual,
group, family), recreational

activities, medication management,
withdrawal symptom management

Daily treatment decisions are not
made by a physicia n, rather by an
interdisciplinary team

cations

This LOCi sndét goi
the place where intensive
counseling leads to long -
term recovery; this LOC is
about stabilizing the

p e r s o nddall health to
enable their pursuito  f
recovery

4

Medically Managed
Intensive Inpatient
Services

iLevel 4
Intensive Inpatient Services is
an organized service delivered
in an acute care inpatient
setting. It is appropriate for

clients whose acute biomedical,

emotional, behavioral, and
cognitive problems are so
severe that they require
primary medical and nursing
care .o%®

Medi cal

Held within an acute care
general hospital, an acute
psychiatric hospital or
psychiatric unit withi  n an
acute care general h  ospital,
oralicensed SUD

treatment specialty hospital
with acute care medical

and nursing staff

Physical health (including potentially
severe withdrawal symptoms) and
mental health take precedence over
enacting change toward reco very

Treatment services:  daily physician
monitor ing, 24 -hour nursing
care/monitoring, psychiatric services,
counseling (individual, group,

family), recreational activities,
medication management, withdrawal
symptom management

Physician makes daily decision s
regarding treatment

Sta bilize acute signs and
symptoms with emphasis
on case management and
coordination of care for
transition to a lower LOC
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E.3 Know the Options

Clients may need to be referred to alternative LOCs at any time. A best practice is to iden tify options for
each LOC in case areferralis  warranted. See Appendix 3: Level of Care Options Form for an easy -to-use
form to identify various LOC providers to which staff can refer clients.

For additional resources  regarding ASAM, please see ASAM.

F. STAGES OF CHANGE

The stages of change, introduced as part of the Transtheoretical Model of Health Behavior ,2° were
originally applied to treatment programs for smoking cessation .30 The stages of change have since been

utilized when assessinga SUD t r eat ment clientds willingness an8AMr ead
Dimension 4, see  Safe Use Strategies ). The stages of change model describesacl i ent 6 s progr es:
six stages of enacting behavior cha nge. Although the stages are progressive, the client can enter the

cycle of stages at any point (Figure 3 ).

Figure 3.  Six Stages of Change

Precontemplation

Recurrence

{may not eceur)

Contemplation

Maintenance Preparation

The person can enter, exit, and re-enter at any stage

The six stages of change are not boxes t o be checked, but rather a concep
readiness to enact change, acceptance of their SUD, and potential mindset. By understanding the stages

of change, appropriate interven tions and treatments can be utilized to assist t he client in m oving to the

next stage of change, to eventually reach and sustain the maintenance stage. Please note that clients

with a SUD may move rapidly between stages as they move through withdrawal and adverse
consequences of their SUD .31

)
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F.1 Pre -Contemplation

Thisstageis often the Abegi nningd and wher e s eattvelyusingi Someorte atthist hey 2

stage does not acknowl edge any issues with their subst a
enacting change. The primary task of this stage is to increase awareness of their SUD and the resulting
challenges associated with their use.  Consider using Motivational Interviewing (M) techniques to elicit

change talk.

F.2 Contemplation

In this contemplation stage, the client has acknowledged that there is a problem with their s ubstance
use and recognizes the impact of substance use on various aspects of their life. At this stage, the client
is ambivalent about making changes. The primary task of this stage is the resolution of ambi  valence and
acceptance of making change.

F.3 Prepar ation

When in th e preparation stage, the client has not only acknowledged that a problem exists but is also
committed to making ch  ange. During this stage, the person is still using while determining  how to
proceed; the client may be looking at intervention /treatment options and making arrangements  to start
treatment or reduce use, such as contacting a local treatment provider to ask about the admission
process. The primary task of this stage is to identify the next steps to enact change.

F.4 Action
The client inthe action stage of change is taking steps toward making necessary changes. This could be
starting treatment, attending meetings , or reducing use. During this stage, the client is learning coping
skills as they stabilize in their recovery. The primary ta sk of this stage is to implement change strategies

and eliminate the potential for recurrence of use.
F.5 Maintenance

A client who is stabilized intheir  recoveryis consideredtobe inthe maintenance stage ofc hange. During
this stage, the  client has been su ccessful in their recovery and focuses on maintaining their recovery and
enacted change. The primary task of this stage is to continue building skills to maintain recovery.

F.& Recurrence of Use

The Recurrence o fUse stage, also known as the relapse stage, is not experienced by everyone. However,
it is possible that, at any stage, someone may experience a recurrence of use . Durin g this stage, the
person can reflect on their previous experiences of what worked for their recovery and what treatment
approaches we re not as effective and use those reflections to inform their next steps. The primary task
of this stage is to process the recurrence of use  with the client and decide how they want to proceed.
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G. NON -STIGMAT IZING LANGUAGE

G.1 Overview and Definition

All staff at COE facilities are expected to actively utilize non -stigmatizing language. Awareness of
language usage is critical in creating and maintaining a space where all individuals, regardless of health
status, f eel safe in seeking care.

Stigmaisde finedas a fAset of negative beliefs that a group or so
peopled that can mani f,énsludingprejudice dnfl dscrienimationw a y.383® Social stigma may

manifest publicly  or internally, and/ is perceived or exists in many areas (e.g., substance use, the

LGBTQIA + community, and physical or mental/ behavioral health disability). Further, when categorization

is perceived as a controlla  ble choice , these groups are significantly more likely to face stigma in the form

of prejudice or discrimination

Self -stigma is directly associated with poor self -image and self -esteem and is reinforced by public or

perceived stigma. When stigma among hea Ithcare professionals is perceived by clients, t his creates a
significant barrier to seeking treatment services A - AThey just think I d6m a jur
there if theydre just going to make me feel b dareafnént, Bar r
decreased health status, increased c omplexity of health needs, and increased costs of care. Examples of

stigmatized beliefs about an individual that uses sub stance may include | ack of res
dondt careo), dangarreuslinlescsr i(mitrhel s who wi 3SUD oruserista chpiceu 0 ) ,
or moral failing (fisheds a bad personodo). Studi es fdrradkee den
as a fNsubst anc.efi haabvu snegr 6a vssu b st a n ¢ @ealihcre pra ividessrjudged the former

as less deserving of tr  eatment and in more control of their substance use .32

G.2 Recommendations for Non - Stigmatizing Language

G.2.1 Subst ance Use Disorder

Effective ways for individuals to help red uce stigma includ e: %
Offering compassion ate support .

Displaying kindness to people in vu Inerable situations
Listening while withholding judgment

Seeing a person for who they are, not what substances they use
Doing the research; learning about SUD and how it works
Treating people with ~ SUD wit h dignity and respect

Avoiding hurtful labels (  see Table 2).

Replacing negative attitudes with evidence -based facts .

Speaking up when someone is mistreated because of their substa nce use .

=A =_ =2 =4 =4 -4 -4 -4 A -

Sharing o n e 6w stories of stigma
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Table 2.Language Recommendati

ons for Substance Use Disorder

Do n ésay é

Inst ead , say é

Reason

Addict, Druggie, Junkie

Person with SUD

Puts the person first and removes
stigmatizing language

Substance abuse

Substance use

Removes negative implications associated
with the word

ffabuseo

Drug of abuse

Substance of use

Removes negativ e implications associated

with the words, Adrugo
n Cl eano or n Di Positive or Negative screen for Removes negative implications associated
discussing urine screen . . .
[substance] with t he word Adirtyo
results)
Denial Ambivalence Removes negative language
Clean/Sober Substance Free Removes stigmatizing language and
promotes recovery
Relapse Prevention Recovery Management Promotes recovery
Manipulative Has unmet needs Removes negative langu  age
Resistant to Treatment Choosing not to Remo ves negative language
G.2.2 Lesbian, Gay, Bisexual, Transgender, Queer/Questioning, _Intersex, Asexual  Plus

(LGBT QIA +) Clients

According to

National Survey on Drug Use and Health, 4.3

the Substance Abuse and Mental Health Services Administration
percent of adults aged 18 or older identified as a sexual

minority, including 1.8 percent who identified as being lesbian or gay and 2.5 percent who identified

as being bisexual

a SUD .% As aresult of st
underserved and few social programs are targeted to and/or appropriate for them.
providers, counselors, therapists, administrators, and facility directors can be

treating LGBT QIA+ clients when they have a better understanding of the issues LGBT

face .36

igma, historical

(G.2.3 LGBTOIA + Recommendations

1 Askallclients

and use the pronouns they
who self -identify as transgender,

indicate

oppression, and discrimination,

.3536 Sexual minority individuals are more likely to use illicit substances and/or have
this population is historically
SUD treatment

more effective

which pronouns they use, document this preference as part of their health record,
in all interactions. By asking all clients, and n
clinicians , and staff avoid differential treatment based on gender

identity. This will also provide the client the opportunity to express their gender identity without

having to find a time on their own, wh
nur se.

am a

My pronouns

ich can be uncomfortable for clients.

AHI,
he/ hi m. o

's (SAMHSA) 2015

in

QIA+ clients

ot just clients

mye isdae ml
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1 Avoid making any assumptions about a person based on their gender identity, gender
expression, or sexual orientation. The LGBT QIA+ community is highly stereoty pedd clinical
settings should be free of any ster eotypes to provide clients with a safe and supportive
environment to be thems  elves. Basic examples of heterosexism include assuming a married
woman has a husband or that a man only has female sexual partners. Solutions, in these
instances, include asking a  bout a non -gendered spouse or partner and opened ended questions
l'i ke AArmamnymi ed?0, fADo you have sex wirfiwhmengewadme s, d
have sex with?o

1 Provide specialized groups based on genderidentity, gender expression, and sexua | orientation
0 such specialized groups have been shown to lead to better outc omes for clients.
1 Recognize and incorporate into treatment the individual 6s expe

family problems, viole  nce, social isolation, and homophobia/transphobi  a.

1 Pursue continuing education focused on working with the LGBT QIA+ community . It is the
cliniciands responsibility to pursue education to apf¥
longer considered appropriate to ask clients to educate professio nals on gender identity, gender

expression, or sexual orientation.

1 Conducton going screenings for suicidality due to the popul ati on
I Utilize a trauma -informed care approach , taking into consi  deration the likelihood the client
experienced m inority stress, discrimination, separation from family , and potentially violence due

to their gender identity, gender expression, and/or sexual orientation.

1 Include LGBT QIA +-friendly photographs/posters in th e facility; avoid only displaying
heterosexual a nd cisgender individuals in promotional materials and d ecorations.

G.2.4 LGBTQIA + Key Terms

w Asexual: Anindividual who does not experience sexual attraction
w Bisexual : Anindividual who is attracted to others of th e same and different gender.

w Gay: Anindividual who is attracted to others of the same gender. Often used to reference a
man who is attracted to men.

w Gender Affirmation Surgery . Elective medical procedures an individual can pursue to
change their physical  appearance to more closely resemble their gende r identity.
w Gender Expression . The external pres entation of gender (names, pronouns, clothing,

behavior, hairstyle, voice, body characteristics, etc.)

w Gender Identity : An individual 6s i ntreegardédss obwhictsgendey the gende
person was ass igned at birth. Gender identity is not visible t o others. There are more gender
identities than male and female.

w Gender Nonconforming : An individual whose gender identity and/or expression does not
conform to cultural or social expectations of gender.
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w Het eronormativity/Heterosexism i The belief that he terosexuality is the norm or default
sexual orientation. It assumes that sexual and marital relations are most fitting between
people of the opposite sex.

w Inter sex : An individual who has reproductive organs/s exual anatomy that does not fit the
typical defi nitions of the female or male sex.

w Lesbian : A woman who is attracted to other women. Some women may choose to identify
as a gay woman.

w LGBT QIA +: Acronym for les bian, gay, bisexual, transgender , queer/question ing, intersex ,
and asexual . The + sign represent s the additional identities, such as queer, and questioning

w Pride : Celebration of LGBT QIA+ communities, with a focus on reducing discrimination and
violence ag ainst LGBT QIA + individuals. Pride is held in Jun e each year to commemorate the
Stonewall Riotst hat took place in New York City in June 1969.

w Queer: An individual who does not identify as heterosexual or cisgender (a person whose
gender identity matches th e gender they were assigned at birth).

@ Questioni ng: An individual who is questioning or experime nting with their gender
expression, gender identity and/or sexual orientation.

w Sex: Assigned at birth to an individual based on the appearance of external anato my and
bodily characteristics such as chromosome s, hormones, and external reproductive organs.
There are more sexes than just male and female.

w Sexual Orientation . The desire an individual has for emotional, romantic , or sexual
relationships with others ba  sed on gender expression, gender identity, and/o r sex.
w Transgender : Anindividual whose gender i dentity is different ~ from what they were assigned

at birth. Note: transsexual is outdated and not appropriate

w Transition : The process in which an individual wh o identifies as transgender changes their
gender expression to align more closely with their gender identity. This can consist of
personal, medical, and |l egal steps, such as changing oneo?d

docume nts.¥

G.2.5 Physical and Mental Disabil ity

Stigma associated with disability is lowest toward individuals with physical disabilities (i.e. , Mmissing

limbs) and highest among those with intellectual or psychiat ric disabilities .3 Disabilities that are not

visible are physical and mental impairments that, in general, do not require assistive devices such as

wheelchairs or hearing aids. Examples of invisible disabilities inc lude SUD, renal failure
Disease/IBD, me ntal iliness (autism, PTSD, depression, etc.) , and fibromyalgia.

A general rule is that if a phrase has a clinical connotation or is a possible diagnosis, using it for other
purposes is inappropriate and per petuates stigmatizing language. Table 3 includes substitution for

stigmatizing language.

Please see Co-Occurring Disorders  for detailed clinical information about mental heal th conditions.
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Table 3. Language Recomm endations for Mental llinesses

Do n &say é Inste ad, say é Reason
Psycho or schizo A person who has Puts the person first and removes
experienced psychosis or a stigmatizing language
person who has
schizophrenia Someone who is angry is not psychotic
The mentally ill, a person Someone who "has a Puts the person first and removes
suffering from, a suffere  r, a diagnosis of" is "currently stigmatizing language
victim, or the afflicted experiencing " or "is being
treated for é"
Released (from a hospital) Disch arged Released implies lack of choice
Happy pi lls Antidepressants Medications provide numerous effects
medication , or prescription for an individual
drugs
Il 6m so/that 6s so (Ilamveryorganized or Dismissive of individuals with an OCD
meticulous diagnosis

Obsessive -Compulsive Disorder is a
seriou s illness associated with
recurrent, intrusive thoughts that lead
to irrational and excessive behaviors
that are unwanted and often
emotionally and sometimes physically

painful
That work report gave me PTSD That wor k report was very Dismissive of individuals with a PTSD
stressful diagnosis
or
Individuals diagnosed with PTSD often
That presentation was so experience depression, self -harm, SUD,
traumatic eating disorders, hypervigilance, sleep

disturbances, f lashbacks, somatic
memories , and a higher likeli hood of
chronic pain and disease *°

H. STAFF ROLES

The CBCM teams within the COEs are comprised of peer support staff , case/ca re managers, counsel ors,
and other healthcare providers. Members of this team should be treated as equals in the treatment
decision -making process. It is very important to specify the roles of those providing CBCM concerning
what services they will be providing to each client , ho w they will be providing these services, how they
will document the services provided, and how they will interface with other COE health care team

members. It is also important to note that not every position will be part of the CBCM for every COE.
COE eva luation outcomes have found that c lear role specification of the CBCM team is associated with
improved staff retention , and staff retention is associated with improved client care outcomes 40 The
CBCM team should be adaptive, inclusive, culturally co mpetent, and pragmatically client -focused. The
information below provides an overview of each C BCM position in relation to its purpose within the COE

as well as position descriptions and qualifications
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COE Kpectations by Position

| Role | Responsibilties

Care/ Case Manager 1 Create an individualized care plan with 1 NOT based on shared lived

client involvement experience.

9 Facilitate referrals to appropriate services 1T SeeDDAPGb6ase C

1 Conduct ASAM level of care asses  sments , Management and Clinica |
if appropriately qualified and trained Services Manual _for

1 Collaborate with COE team, including additional information on
CRS/CFRS, to address client needs the role of the Care/Case

I Maintain clear and consistent boundaries manager and position
with clients qualification requirements.

1 Conduct the BARC -10 assessment per
DHS-identified frequency
f Monitor t hprogreksiaedretoldisg

needs
1 Advocate for the besti  nterest of the client
Certified Recovery i Actasa role model, mentor, advocate , 1 Required position within all
Specialist / and motivator COEs
Certified  Family 1 Connectw ith the client through shared 1 Have more fluid
Recovery Specialist lived experience boundaries with clients
1  Support recovery planning I encouraging than the rest of COE staff.
goal identification, problem -solving, and 1 NOT a sponsor, case
dreaming of possibilities manager , or therapist.
1 Accompan y clients to community 1 Engagement with
activities CRS/CFRS tends to
and appoin tments improve client engagement
1 Share information about skills related to and retention over  the first
health, wellness, and recovery six months of treatment. 1
T Serve as part of the ¢ 9 COEsmayopt toinclude
system the creation of a recovery
i Collaborate with COE team to address plan (previously a relapse
client needs prevention plan ) as part of
1T Respects the clientsad the services offered by a
method of recovery (does not promote CRS/CFRS.
their personal recovery model)
Counselor/Therapist 1 Provide evidence -based treatments 1 NOT based on a shared
1 Complete and regularly update treatment lived experience.
plans in collaboration with th e client 1 Asoutinedin DDAPG&6s |
1 Maintain clear and consistent boundaries Management and Cl _inical
with clients Services Manual , Aifi
1 Collaborate with COE team, including individual who meets the
CRS/CFRS, to address client needs qualifications of a
counselor or ¢ ounselor
assistant but is providing
case managem ent
services, must deliver the
services separately from
treatment or therapy
services. o0
References: !Sells D, Davidson L, Jewell C, Falzer P, Rowe M. The treatment relationship in peer -based and
regular case management for clients with severe mental illnes s. Psychiatry Serv. 2006;57(8):1179 -1184.
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H.1 Peer Support

In Pennsylvania, the CRS is a Acredenti al for i ndividuals with persona
recovery . QAll COEs are required to have at least one CRS, which can be a Certified Family Recov ery
Specialist ( CFRS), as a member of the CBCM team. Recovery services are an important component in

recovery -oriented systems of care  .%! In sharing personal, lived experien  ces of recovery, CRSs expertly
demonstrate to the client that recovery is possible. The CRS is not a sponsor, case manager , or therapist
but rather a role model, mentor, advocate , and motivator . The peer support/CRS supports engagement
with the case/ care manager . Peer support services, when added to case management, are associated
with improved client r  etention o ver the first six months of treatment .#2 To be successful in his role, the
CRS must embrace the individual journey orpathway of those inrecovery and understand that this may

be very different  from their personal experience . Unlike clinical personnel, such as counselor s, the CRS
has more fluid boundaries with clients due to the n ature of the role being founded on shared experiences.

The CRS is expected to demonstrate the following core competenc ies as defined by SAMHSA  *3:

CRS Core Competencies
1. Exhibits recovery -oriented, p erson -centered,

vol untary, relationship  -focused, trauma -
informed values and  experience .

2. Engages peers in collaborative and
caring relationships

3. Provides support to treatment providers to
assist with client retention and client
educatio n.

4. Shares (appropr iately) lived experi ences

of recovery .

Personalizes peer suppor t.

6. Supports recovery plan  ning (including setting
goals and encouraging dreaming of
possibilities)

7. Links clients to resources, services, and
supports (including accompanying peers to
community activities and appo intments) .

8. Provides information about skills related to
health, wellness, and  recovery .

9. Helps peers to manage  crises .

10. Values communication

11. Supports collaboration and teamwork .

12. Promotes leadership and advocacy

13. Promotes growth and deve  lopment.

o

In addition to the SAMHSA core competencies, CRSsneedt o respect a clientds autc
choose the recovery path that they feel i s beshbserfrecovery he m,
path.

H.2 Case/Care Manager

Case/ care managers advocate for the client as a response to the fractured and inadequate nature of

services required for an i ndi vi doptimdl 6kealth and well -being inside and outside the typical

healthcare ands ocial service systems .%* Each client should have an assigned and dedicated care manager.

The c ase/care manager position generally requires a minimum of a n RNdipomaor bachel or s d«
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a related field (i.e. , nursing, psychology, etc.) . The case/care manager fiover sees the proces
delivered to client s, works collaboratively and provide s leadership to the health care team, and is
committed to the organiz ationdés goals for professional 02 KRetentionain a g e m
treatment is associated with bett er outcomes, and a principal goal of case management is to keep clients

engaged in treatment and moving toward recovery. Second, treatment may be more likely to succeed

when a c othereprolleins are addres  sed concurrently with substance use.*

The functions that comprise ¢ ase/care management  are:*
1. Screening and assessment;
2. Care planning;
3. Referrals;
4. Monitoring; and

5. Advocacy.

H.3 Clinical Superv  isor

The role of the clinical supervisor is to provide tools and resources for supervisees to provide the right

care to every client when it is needed. Tools and resources can be physical, such as computers and
handbook s, but ofte n are more abstract. The ¢ linical supervisor must be easily and explicit ly accessible
to those they supervise via email and scheduled weekly check -ins. At these check -ins, the supervisee
must feel safe to discuss the challenges their  clients face, sharedt rauma, burnout, countertra nsference,
and as applicable , the staff person 's own recovery. Further, the supervisor -supervisee relationship must
be a constantly evolving conversation to ensure success. Clinical super vision is required for those that

are DDAP licensees.

While not required by DHS to be enrolled as a COE , to quali fy for the Pennsylvania Certified Clinical
Supervisor (CCS) credential must hav e: 46

M Credential : CAAC, CADC, CAADC, CCDP, CCDPD or CCJP; or

1 Degree : Mast er 6 s adetegantd eeldi n
1 Experience : five (5) years of full -time employment or 10,000 hours of part  -time employment
providing primary, direct, clinical, SUD or co -occurring counseling to persons whose primary

diagnosis is that of ~ SUD or providing supervision of said counseli ng;

1 Experience : two (2) years of full -time employment or 4, 000 hours of part -time employment
providing clinical supervision to SUD or co -occurring counselors. This experience may be included
in the five -year counseling requirement ; and

9 Supervi sion : 200 hours with a minimum of 10 hours in each domain

Guidance on clinical supervision best practices is discussedindetailin  the sectionon Clinical Supervision

H.4 Counselor

Within the COE treatment se  tting, the counselor may have a variety of titles such as Licensed Clinical
Social Worker (LCSW) or Certified Alcohol and Drug Counselor (CADC). Each of these credentials requires
atleasta ma st ededgree.
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Counselors provide evidence -based treatments including cognitive behavioral therapy (CBT) and
motivational interviewing ( MI), clinical monitoring ( i.e., oversight and verification of adherence to the
treatment plan or prescribed medications), evaluations, and develop treatment plans with clients.
Counselors m ay provide individual or group therapy to clients. SAMHSA utilizes a tra
foundation hub-and-spoke model to illustrate the requirements of a counselor . This approach was

developed to be utilized by a variety of counselor -types beyond the  SUD counselor. Figure 4 illustrates
the key competencies  for counselor s as de fined by SAMHSA . Definitio ns of each component are provided ;

nsdisciplinary

however , additional detail may be found in its respective section as indicated ( i.e., Ethics).
Figure 4: Components in the Competencies Model 4
g e
/
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1 Clinical Evaluation 1 "The systematic approach to screening and assessment of individuals thought
to have a SUD, being considered for admission to SUD-related services or presenting in a crisis

situation. 0 Screeni ndowamvie asstedeters nrerthe mastl appropriate course of

action.

aborative process in which professiol

1 TreatmentPlanning T A A col |
-sensitive action

document that id entifies important treatment goals; describes measurable, time
steps toward ac hieving those goals with expected outcomes; and reflects a verbal agreement

bet ween a counselor and client. o
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1 Referral T AiThe process of f aci usé dfavailabfegupgot g/stemns ane commusity

resources to meet needs  identified in clinical ~ evaluation or treatment planning .0

1 Client, Family, and Community Education I AiThe process of providing cli
others, and community group s with information on risks related to psychoactive substance use, as
well as availableprevent i on, treatment, and recovery resources. 0
to succeed in reaching their treatment goals when individuals in their immediate s ocial circle provide
support and understand the process or disease cours e. Further, educationm  ust be culturally relevant
and appropriate to health literacy levels.

1 Documentation 7 Referto the Documentation section .

1 Service Coordi naton i1 A The administrative, clinical, riagtdeclenal u
treatment services, community agencies, and other resources together to focus on issues and needs
identified in the treatment plan. o

1 Professional and Ethical Responsib  ilities i Referto the section on Organiz ational Health

T Counseling " AA col |l aborative process t hat facilitates t
determined treatment goals and objectives. 0

H.5 Provider

The SUD treatment provider provides SUD treatment services , including, but not limited to, MOUD such

as buprenorphine. Providers at the COE may include primary care physicians and SUD specialists that

support the full -body wellness of an individual. SUD specialists are those provider s that have received

special training and certification from the America n Board of Addiction Medicine to screen and treat
individuals that use substances. SUD specialis ts may include physicians, Advance Practice Nurse

Practitioners (APNP), Acute Care Nurse Practitioners (ACNP), psychologists, and psychiatrists. It is the

role of the care coordinator to facilitate and ensure the completion of referrals between providersi nvolved

inacl i ecated s

[. CONFIDENTIALITY

Disclaimer: This document is intended to be used for general guidance/reference and should not be viewed
aslegaladvi celfor counsel. 1t is the responsibility of[dueatehl i
themselves on relevant laws regarding confidentiality in SUDtr eat ment . Mslame dlisoericalinage d to
familiari zelt he msomanizaienl 'svpolicies anhdipmdedures related to confidentiality. rr

Information  concerning SUD treatment is subject to specific confidentiality requirements under state and
federal law, includin g 42 C.F.R. § 2.64 and 4 Pa. Co d e [ A 2h& Bontents of this section are not legal advice
and should not be understood as such. Providers should consult their legal counsel regarding any
confidentiality issues or questions.

It is imperative that individual s working in a SUD treatment organization, from administrative staff to
licensed clinicians, understand the rules and regulations governing SUD treatment engagement and patient
records (Table 4).
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Table 4. Applicable Regulations*

Federal I

State I

Title 42 of the C _ode of Federal Reqgulations

1

Pennsylvania Drug and Alcohol Abuse

(CER) Part 2: Confidentiality of Substance

Control ActTl

Use Disorder Patient Records (Part 2)* f 4 Pa. CodelA255T
q 28 Pa Code §709.28
*This document will be referred to as 42 CFR Pa

I.1 Consent to Release Information

I.1.1 Informed Consent to Release Information

Informed consenttorelease information must be compliant with the following

(a) Required elements for written consent.
in this part may be paper or electronic and

§2.31 Consentrequire  ments:

A written consent to a disclosure under the regulations
must include:

(1) The name ofthe patie nt.

(2) The sp ecific name(s) or g eneral designation(s) of the part 2 program(s), entity(ies), or
individu al(s) permitted to make the disclosure.

(3) How much and what kind of information is to be disclosed, including an explicit description of

the substance use disorder

(4)

information that may be disclosed.

(i) General requir ement for designating recipients. The name(s) of the individual(s) or
th e name(s) of the entity( -ies) to which a disclosure is to be made.

(i) Special instructions for entities that facilitate the exchange of health inform ation
and rese arch institutions.  Notwithstanding  paragraph (a)(4)(i) of this section, if the
recipient entity facilitates the exchange of health information or is a research

institutio n, a written ¢ onsent must include  the name(s) of the entity( -ies) and

(A) The name(s) of individual or en tity participant(s); or

(B) A general designation of an individual or entity participant(s) or class of
participants that must be limited to a particip ant(s) who has a treating provider
rela tionship with the patient whose informa tion is being disclosed . When using
a g eneral designa tion, a statement m  ust be included on the consent form that

the patient (or other individual authorized to sign in lieu of the pat ient),
confirms their understanding that, upon their request and consistent with this

part, they must be provided a list of entities to which their inf ormation has
been disclosed pursuantto the generald esignation (see §2.13(d )).

§ 2.13(a) , the disclosur e must be
stated purpose.

(5) The purpose of the disclosure. In accordance with
limi ted to that informa  tion which is necessary to carry out the

ion at any time except to the extent
patient identifying information that is
acted in reliance on it. Acting in reli ance

(6) A statement that the consent is subject to revocat
that the part 2  program or other lawful holder of
permit ted to make the disclosure has already

)
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https://www.law.cornell.edu/cfr/text/42/part-2
https://www.law.cornell.edu/cfr/text/42/part-2
https://www.law.cornell.edu/cfr/text/42/part-2
http://www.ctbpls.com/www/PA/17R/PDF/PA17RHB00017ACT.pdf
http://www.ctbpls.com/www/PA/17R/PDF/PA17RHB00017ACT.pdf
https://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/004/chapter255/s255.5.html&d=reduce
https://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/028/chapter709/s709.28.html
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=61a953a9609c7df53daccf0883c43204&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/cfr/text/42/2.31#a_4_i
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=ba484b92c2faeca7ea4009f0b93628d9&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=ba484b92c2faeca7ea4009f0b93628d9&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5502a34d1a2af003f680e651a2806af0&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5502a34d1a2af003f680e651a2806af0&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/cfr/text/42/2.13#d
https://www.law.cornell.edu/cfr/text/42/2.13#a
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5de5f04402f191e28aed302f9c9b01df&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=6b1cd9432cde30f02f20ecfaf78d8490&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=16631a38c3a24c0df109bc3523566307&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=d5d5813fc42666831bcbed049ec62317&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=d5d5813fc42666831bcbed049ec62317&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31

includes the provision of treatmen t services in reliance on a valid consent
to disclose information to a third  -party payer

(7) The date, event, or condition upon which the consent wi Il expire if not re  voked before.
This date, event, or condition must ensure that the consen t will last no longer than reasonably
necessary to serv e the purpose for which it is provided.

(8) Thesignature ofthe  patient and, when required for a patient whois a minor, the signature

of an individual authorized to give consent under § 2.14 ; or, when required for a patient who
is incompetent or deceased, the signature of an individual authorized to sign unde r §2.15 .
Electronic signatures are permitted to the extentthatthe yare not prohibited by any applicable

law.

(9) The date on which the co  nsent is signed.

(b) Expired, deficient, or false conse nt. A disclosure may not be made on the basis of a consent

which:

(1) Has expired;
(2) Onitsface substantial ly fails to conform  to any of the requirements set forth in paragraph
(a) of this section;
(3) Is known to have been revoked; or
(4) 1s known, or through reasonable diligence could be know n, by the individua | or entity
holding the records to be m aterially false.

For more information about informed consent, please ref er to the American Medical Association and the

Office for Victims of Crime

I.1.2 Limited Disclosures with Consent

B Pa. CodelA255 (b) restricts which i nfor mah orparoleofficer b,e
insurance companies, he  alth or hospital plan, or governmental officials.

The information that can be provi dediimsnsent(Table 5).ef err ed

)

DEPARTMENT OF HUMAN SERVICES

@ pennsylvania Copyright 202. Al Rights Reserved.
36

t

r

(0]

€


https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=c7acafb2978c42d2e3be10d443769d74&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5502a34d1a2af003f680e651a2806af0&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/cfr/text/42/2.14
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.law.cornell.edu/cfr/text/42/2.15
https://www.law.cornell.edu/cfr/text/42/2.31#a
https://www.law.cornell.edu/cfr/text/42/2.31#a
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=6937fb0cc2981fb3bd655a64f6c45d50&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.31
https://www.ama-assn.org/delivering-care/ethics/informed-consent
https://www.ovcttac.gov/saneguide/identifying-essential-components-of-a-sane-program/informed-consent-and-patient-confidentiality/

Table 5. Five -Point Consent

| nformation Permitted r

Description of Content/Example r

Whether the patient is or is not in treatment

Simple confirmation that they are or are not in

treat ment . I

Whatistheli kel y outcome for the

A Mr . Smith wild.l l'i kely be a
The prognosis of the patient if he has consistent housin

i Ms . Adams does not seem t

sustain |l asting recovery.of

. Describe the services offered: letter of consent,

The nature of the project .

frequency of services, type

Without getting into specifics, provide a brief

overview of the patientéds p
lackf hereof . T
. I . i Mr . Smi t h hasedd eommitmsent to fast

A brief description of the progress of the patient recovery and consistently makes strides toward his
goals. He is making good pr
i Ms . Adams hasnot demonstr e
during treatment. ol
A Mr . Smith has been free of

A short statement as to whether the patient has three months. ol

relapsed into sub stance, or alcohol use, and the

frequency of such relapse iMs. Adams experienced a r e(

lasted for approximately three weeks. or

I.1.3 Disclosures to Legal Entities with Consent

When disclosing information to a legal entity, such as a parole/probation officer, CFR

following guidance:

(& A part 2 program may disclose information about a
participation in the part 2

criminal justice system who have made
disposition of any criminal proceedings against the
from custody if:

(1) The disclosure is made only to those indivi
have a need for the information in connection with their duty to monitor the
(e.g., aprosecuting attorney who is withholding
-trial release, probation or parole officers responsible for supervision of the

pretrial or post
patient); and

§ 2.35 provides the

patient to those individuals within the
program a condition of the

patient or of the patient 's parole or other release

duals within the criminal justice system who

charges againstthe  patient ,acourtg rantin

patient 's progress

g

)
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https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=6b1cd9432cde30f02f20ecfaf78d8490&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5502a34d1a2af003f680e651a2806af0&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=6b1cd9432cde30f02f20ecfaf78d8490&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=aa173e270b5d7c2093bfe50f1a2d0c00&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35

(2) The patient has signed a written consent meeting the requirements of 8§ 2.31 (except
paragraph (a)(6) of this section which is inconsistent with the revocation provisions

of paragraph (c) of this sec tion) and the requirements of paragraphs (b) and (c) of this
section.

(b) Duration of consent.  The written consent must state the period during which it remains in effect.
This period must be reasonable, taking into account:

(1) The anticipated le ngth of the treatment ;

(2) Thetype of criminal proceeding involved, the need for the i nformation in connection with
the final disposition of that proceeding, and when the final disposition will occur; and

(3) Such other factors as the part 2 program , the patient , and the individual(s) within the
criminal justice system who will receive the disclosure consider pertinent.

(c) Revocation of consent.  The written consent  must state that it is revocable upon th e passage of a
specified amount of time or the occurrence of a specified, ascertainable event. The time or occurrence

upon which consent becomes revocable may be no later than the final disposition of the con ditional
release or other action in connection w ith which consent was given.

(d) Restrictions on re -disclosure and use. An individual within the criminal justice system who
receives patient information under this section ma y re -disclose and use it only to carry out that
individual's official du  ties with regard to the patient 's condi tional release or other action in connection
with which the consent was given.

I.2 Disclosures w ithout Patient Consent

There are specific situations in which disclosure of patient informat ion is permitted without the signed
consent of the patient. Patients sho uld be informed during the intake process, and throughout their
engagement in services, of the limitations on confidentiality and situations in which staff are required to

report and s hare their information. The following are situations (not an inclusive | ist) that qualify for
permitted disclosure without patient consent.

I.2.1 Medical Emergencies

If a patient is experiencing a medical emergency, patient -identifying information can be provide d to medical
personnel in accordance with 42 CFR § 2.51(c):

(a) Proced ures . Immediately following disclosure, the part 2 program shall document, in writing, the
disclosure in the patient's records, including:

(1) The name of the medical personnel to whom disclosure was made and their affiliation with
any health care facilit v;

(2) The name of the individual making the disclosure;
(3) The date and time of the disclosure; and

(4) The nature of the emergency (or error, if the report was to FDA).

I.2.2 Audit , Evaluation, and Research

Audits conducted on behalf of a federal, state, or local government agency, an entity that provides financial
assistance to the organization or other entities determined qualified to conduct an audit or evaluation ca n
@l pennsylvania Copyright 202. Al Rights Reserved.
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https://www.law.cornell.edu/cfr/text/42/2.31
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https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5de5f04402f191e28aed302f9c9b01df&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=c7acafb2978c42d2e3be10d443769d74&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=6b1cd9432cde30f02f20ecfaf78d8490&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
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https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5de5f04402f191e28aed302f9c9b01df&term_occur=999&term_src=Title:42:Chapter:I:Subchapter:A:Part:2:Subpart:C:2.35
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review patient identifying information, as defined under 42 CFR § 2.11. For audit or e valuation purposes,
copying, removing, downloading or forwarding of patient identifying information is permitted under 42 CFR
§ 2.53 (b):

(@) Copying, removing, downloading, or forwarding patient records. Records containing patie nt
identifying information  , as definedin 8§ 2.11 , may be copied or removed from the premises of a part

2 program or other lawful holder or downloaded or forwarded to another electronic system or device

fromthe part2  program 's or other lawful holder's electronic records by any individual or entity who:

(1) Agrees in writing to:

() Maintain and destroy the patient identifying information in a mann er consistent
with the policies and procedures establi shed under §2.16 ;

(i) Retain records in compliance with applicable fed eral, state , and local record
retention laws; and

(i) Comply with the limitations on disclosure and use in paragraph (f)  of this se ction;
and

(2) Performs the audit or evaluation on behalf of:

(i) Any federal, state , or local governmental agency that provides fina ncial assistance
to the part 2 program or other lawful holder, or is authorized by law to regulate the
activities of the part 2 program  or other lawful holder; or

(i) Anyindividual or entity which provides financial assistance to the part 2 program or
other lawful holder, whic h is a third -party payer covering patients in the part

2 program , or which is a quality improvement organization perf orming a QIO review,

or the contractors, subcontractors, or legal representatives  of such individual, entity,

or quality improvement organization.

(i) An entity with direct administrative control over the part 2 program or lawful

holder.

Regarding re -disclosure, 42 CFR § 2.53 states:

(a) Limitations on disclosure and use . Except as provided in paragraph (e) of this section, patient
identifying information disclosed under this section may be disclosed only back to the part

2 program or other lawful holder from which it was obtained and may be used only to carry out an

audit or evaluation purpose or to investigate or prosecute criminal or other activities, as authorized

by a court order entered under § 2.6 6.
Disclosure of patient identifying information for research purposes must comply with CFR §2.52:

(&) Notwithstanding other provisions of this part, including paragraph (b)(2)  of this section, patient

identifying information may be disclosed for the purposes of the recipient conducting scientific

research if:
(1) The individual designated as director or managing director, or individual otherwise vested
with authorityto  act as chief executive officer or their designee, of a part 2 program _ or other
lawful holder of part 2 data, makes a determination that the recipient of the patient identifying

information _is:

)
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(i) A HIPAA -covere d entity or business associate that has obtained and documented
authorization from the patient , or a waiver or alteration of aut horization, consistent
with the HIPAA Privacy Rule at 45 CFR 164.508 or 164.512(i) , as applicable;

(i) Subjectto the HHS regulations regarding the protection of human subjects ( 45 CFR
part 46 ), and provides documentation either that the researcher is in complian ce with

the requirements of 45 CER part 46 , including the requirements related to informed
consent or a waiver of consent ( 45 CFR46.111 and 46.116) or that the research
qualifi es for exemption under the HHS regulations (45 CER 46.104 ) or any successor
regulations;

(iif) Subjecttothe FDA regulations regarding the protection of human subjects ( 21 CFR
parts 50 and 56) and provides documentation that the research is in compliance with

the requirements of the FD A regulations, including the requirements related to
informed consent or an exception to, or waiver of, consent ( 21 CER part 50 ) and any
successor regulations; or

(iv) Any combination of a HIP  AA covered entity or business associate, and/or subject
to the HHS regulations regarding the protection of human subjects, and/or subject to

the FDA regulations regarding the protection of human subjects; and has met the
requirements of paragraph (a)(1)(i) , (i) (i), and/or (iv) of this section, as applicable.

(2) The part 2 program or other lawful holder of part 2 data is a HIPAA covered entity or
business associate, and the disclosure is made in accordance with the HIPAA Privacy Rule
requirements at 45 CFR 164.512 (i).

(3) If neither paragraph (a)(1) or (2) of this section apply to the receiving or disclosing party,
this section does not apply.

I.2.3 Mandated Reporting

COE staff play an important role in identifyi ng children who may be victims of abuse or neglect. As such,
COE staff are obligated to comply with mandated reporter requirements as described in this section.

1.2.3.1 Child Abuse

Mandated reporters are required to immediately file a report with ChildLine (1 -800-932-0313) when they
have reasonable cause to suspect a child is experiencing physical, emotional, mental, or sexual abuse or

neglect. Reasonable cause to suspect child abuse or neglect can be in the form of observations of the child

or comments made to the mandated reporter by  the child of concern directly or a sibling, other child, or any

adult interacting with the child of concern. Mandated reporters are required to follow -up within 48 hours
with a written notice to the department or county Children and Youth Services (CYS).

Specifically, Subchapter B, Provisions and Responsibilities for Reporting Suspected Child Abuse § 6311 (c)
states:

Whenev er a person is required to report under subsection (b) in the capacity as a member of the

staff of a medical or other public or private institution, school, facility or agency, that person shall

report immediately in accordance with section 6313 and shall immediately thereafter notify the
person in charge of the institution, school, facility or agency or the designated agent of the person
in charge. Upon natification, the person in charge or the designated agent, if any, shall facilitate the

cooperation of the institution, school, facility or agency with the investigation of the report. Any

intimidation, retaliation or obstruction in  the investigation of the report is subject to the provisions

of 18 Pa. C.S. § 4958  (relating to intimidation, reta liation or obs truction in child abuse cases). This
chapter does not require more than one report from any such institution, school, facility or agency.

)
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Roles and occupations in Pennsylvania that may be mandated reporters:

1 Individuals licensed or certified to practice i n any health -related field under the jurisdiction of the
Department of State;

1 Medical examiner, coroner, or funeral director;

1 Employees of a health care facility or providers licensed by the Department of Health who are
engaged in the admissi  on, examination, care, or treatment of individuals;

1 School employees;
1 Employees of childcare services who have direct contact with children in the course of employment;

1 Clergymen, priests, rabbis, ministers, Christian Science practitioners, religious heale rs, or spiritual
leaders of any regularly established church or other religious organization;

1 Individuals & paid or unpaid d wh o, based on the indi
scheduled program, activity, or service, are responsible for the chil
with children;

vidual s6 role as
dés wel fare or has

1 Employees of a social services agency who has direct contact with children in the course of

employment;

1 Peace officers or law enforcement officials ;

1 Emergency medical services providers certified by the Department of Health;

1 Employees of a public library who have direct contact with children in the course of employment;

91 Individuals supervised or managed by a person listed above or an independent contractor noted
below , who have direct contact with childr en in the course of employment;

1 Independent contractors who have direct contact with children;

1 Attorneys affiliated with an agency, institution, organization or other entity, including a school or
regularly established religious organization that are respo nsible for the care, supervision, guidance,
or control of children;

1 Foster parents; and

T Adult family members who are responsible for the chil df¢
family living home, community home for individuals with an intelle ctual disability, or host home for
children who are subject to supervision or licensure by the department under Articles IX and X of the
Human Services Code

Mandated reporters have a right to remain anonymous, as described in 8 6340 - Release of information in
confidential reports:

1 Release of information to subject of report . At any time and upon written request, a subject of a
report may receive a copy of all information, except that prohibited from being disclosed by
subsection (c), contained in the Statewide central register or in any report filed pursuant to section

6313 (relating to reporting procedure). supervised or managed by a person listed above, who have
direct contact with children in th e course of employment;
weN! pennsylvania Copyright 202. Al Rights Reserved.
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91 Protecting identity of person makin g report . Except for reports pursuant to subsection (a)(9) and
(10) and in response to a law enforcement official investigating allegations of false reports under 18
Pa.C.S. §4906.1 |, the release of data that would identify the person who made a report of suspected
child abuse or the person who cooperated in a subsequent investigation is prohibited unless the
secretary finds that the release will not be detrimental to the safety of that person. Law enforcement
officials shall treat all reporting sources as confidential informants.

For more info rmation on mandated reporting, visit www. keepkidssafe.pa.gov . Additional information is
available from the Pennsylvania Department of Human Services at www.dhs.pa.gov/contact/Pages/Report -
Abuse.aspx .

1.2.3.2 Imminent Intent to Harm S elf and Civil Commitment

There may be situations in which a patient is an imminent risk of harming oneself or others. In such cases,

the provider has a responsibilit yto actt o ensure the patient6s s acbnattiggfamidyct i on
contacting | aw enforcement for assistance, and civil commitment. Civil commitment is a legal action that

requires involuntary admission of the patient to an inpatient or outpatient psychiatric program to ensure

safety of the patient or others. When it is determined th at a patient poses a risk to self or others, disclosure

of patient information is permitted to obtain treatment and protect others.

I.2.4 Licensed and Certified Professionals

For staff who hold professional licenses with the Penn sylvania State Board or professi onal certifications with
the Pennsylvania Certification Board, 49 Pa. Code § 49.79 (a) states:
Licensee s, supervisors and trainees have a responsibility to report alleged violations of the act or this
chapter to the Board. If a licensee has knowledge or reason to suspect that a colleague or other
licensee is incompetent, impaired or unethical, the licensee shall report that practitionert o the Board
Licensees shall make these reports in a manner that d

confidentiality.

If there are questions or concerns about confidentiality or COE staff roles in complying with the legal
requirements for confi  dentiality, please consult with COE administration or legal counsel.

J. ASSESSMENTS

J.1 BARC-10

When it comes to successfully battling a SUD and achieving recovery, both physical and behavioral health

providers have observed an in creased level of biobehavioral s tress exhibited by clients who are on the

pathway toward successful recovery. 48 Providers must b e able to assess this biobehavioral stress within

each client and assess the ability of their clients to engage in, sustain, and increase their chan ces of
recovery. This probability of a successful r e cSubstantigh i s
Il iterature exists to document the significant assocaseatio
their recovery resources and their abil ity to sustain and evolve their recovery .%° The domains as sociated

with increasing the breadth and quality of a clientbs re
how SUD treatment assesses and addresses a clientds biop:

Recovery capitalisan identified concept to measure the grouping of internal and external resources each
clientcan useto supportthe initiation and maintenance of recovery from a SUD.®° Assessment of recovery
capital hi ghl i gdcavery atrengthsi by assessing the psychological, physical, social, and
environmental resources that are either externally or inher ently available to them. There are more in -
depth assessments that are currently available to assess recovery capital. However, in many instances,
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providers and clients may appreciate a more brief a nd concise assessment of their recovery capital. The

BARC-10 is an effective tool to implement toassess each clientbés recovery capital
Similarto more in -depth assessments of recovery capital, the BARC -10 broadly but accurately measures

the perso nal, social, physical, and professional resources in an ind i vidual 6s environment t
sustain recovery and demonstrates  a high correlation with longer assessment versions. 48 Although brief,

the BARC - 10 possesses excellent psychomet ric properties ' and, more importantly, effectively accounts

for client changes in recovery capital status over time. Also, the scoring can be used by COE staff to

determinethe specific salient resources and approaches attributed to increases (and decreases) in scores.

As such, the BARC -10 assessment offers an alternative measure of recovery capital in settings where

brevity is valued. The BARC  -10isaconcise questionnaire t hat deter mi nes a cl i eand 0s

can serve as a valuable treatment tool for COE clinicia ns and recovery support staff to ensure a successful
and sustainable recovery  forthe client s they serve.

COEs are required to administer the BARC -10 to every COE client within 30 days of initial contact at the

COE (can be administered during the initial visit with the client) and every six mont hs during a
engagement with the COE. Further, the BARC -10 scores are part of the  outcome survey that the COE
initiative use s to assess client progress across its entire portfolio.

J.2 Social Determinants of Hea Ith
COEsarerequiredto assesseach COE clientdés social determinants of he
tool of their choosing.
Social determinants of health are the social constructs t hat | mpact a personds |ife a
directly relate d to their physiology. These include (but are not limited to) : a persondbds soci (
status (income, job status, etc.); where they are born; where they go to school ; whereth ey play ; where
they work ; the communities and cultural/racial entities to which they belong ; their communi ti e:
relationships with the police and other community support entities; and the social and physical supports
available to them based on all edormmie sthtas cdn detesmine whatkiadk s on 6 s
of food, healthc are, and recreational activities they have access to. If an individual has little to no income,
they cannot afford to buy things like fresh produce, which tends to be more expensive and spoils quickly.
They also may or may not have good health insurance, w hich determines wh ich doctors they can see and
what procedures they can afford to have done. Clients of certain racial groups ma  y have had negative
experiences with healthcare access and may not seek or access care to the same degree as other racial
groups .%? Taking the se factors into account when treating a client for OUD is extremely important so that
the COE can effectively wrap servicesarou nd the individual according to their individual needs in all areas
of their lives.
COE staff must familiarize themselves with th e COE6s <chosen SDOH a%he &BGHMme n't
assessment results should be incorporated into creating service plans, identifying client needs, and
facilitating appropriate referrals for services. Additionally, COE staff should be prepared to provide
resour ces or completerefer ral s t o appropriate services in the cliento

identified through the SDOH ass essment.
K. REFERRALS

As part of COE care management ,the CBCM team members facilitate referrals for both treatment and non -

treatm ent services for each client, based on their individual needs. As defined by PA DHS, a referral is a
two -way connection of the CBCM team to a recipient agency that provide s services for the COE -engaged
subscriber. Table 6 lists CBCM direct services and referrals, and Table 7 lists CBCM referrals to ASAM levels

of care. To be a referral, there must be notification back to the CBCM team that information was received,
and the client accessed services.
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To aid in this process, the CBCM team needs to know local community resources, such as primary care
HIV/he patitis screening s, perinatal care , and family planning services, mental health care, and pain
management. There may be ar esource guide describing the availability of these services already created
by the count yéds human ser vi cethe fdddipyanay aiready thagve a thid direct ory . If not, it is

recommended that COEs  research available resources and develop partnershi ps with facilities  before client

appointments.

Each COE was required to demonstrate a referral network as part of its COE designatio n application. Staff

can request guidance from their supervisor as to whiwork

A cl i entrust neverbd left unaddressed because of a lack of that service within the COE. Althoug

h

COEs can provide SUD treatment and other treatment or social services in -house as they are able, they

must refer to other entities if the COE ca nnot perform the service directly. It is the expectation that the

CBCM team will exhaust all options to successfully refer the client to needed service s. Partnerships with
external entities should take the form of formal written referral agreements that in clude how referrals will
be made (who will receive the referral , contact information, when referrals can be made, etc.), how referral

will be acknowledged, and what information will be shared (with appropriately applied informed consent).

S

COEs should regu larly check in with  referral entities to review referral information ( i.e., numbers, access
data, etc.) and discuss ways of improving referral access for clients. When referral improvement processes

are discussed, the y should be reflected the written forma | referral agreements, so they are always accurate
and up to date

COEs must provide at least one form of MOUD at the enrolled servic e location and CBCM teams must

schedule COE clients for MOUD induction within 24 hours of the ir initial encounter with the COE provider.

org

Additionally, the CBCM team must utilize an assessment tool to identify a COE -engaged clientéos

(i.e., SUD, mental healthcare (MH) , and primary care) and non -tre atment needs and  must refer clients to
resources to meet those needs  such as transportation, housing, nutrition/food, education, employment,

training, legal services, and childcare . Each COE client with an  OUD diagnosis should also be referred to
naloxone access and should be trained on its use for overdose prevention purposes.

Table 6. CBCM Direct Services and Referrals

The CBCM team will provide each of the following services directly or by referral:

Primary care ( including screening for and treatment of positive screens for HIV, hepatitis A , hepatitis B ,
hepatitis C , and tuberculosis)

Perinatal Care and Family Planning Services

Mental Health

Drug and Alcohol Treatment (including forms of MOUD notprovi ded at the COE Provider
location /s)
MAT for pregnant women (if the COE Provider does not provide MOUD to preghant women)

Drug and Alcohol Outpatient Services

Pain Management
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Table 7.CBCM Referrals to ASAM Levels of Care

The CB CM staff will also refer and connect COE -engaged clients as clinically appropriate to all
ASAM L OC:

Early Intervention

Outpatient

Intensive Outpatient

Partial Hospitalization

Clinically Managed Low - Intensity Residential

Clinically Managed Populati  on-Specific High -Intensity Residential

Clinically Managed High - Intensity Residential

Medically Monitored Intensive Inpatient

Medically Managed Intensive Inpatient

The CBCM team will utilize  an electronic health record system todocument all care man agement activities

including treatment and non -treatment referrals. A COE data staff member will report these services

monthly using REDCap. The COE staff member conducting data entry s
for the treatment and n on-treatment referrals. After the referral is made, the COE care coordinator should
continue to monitor the cl-freatméntneeds Atthiapointeghe tatastaffdtmembem

should use the fiMonitored Engagement @ondreathen nserviéem Burifgor tr
each care coordination appointment, the care coordinator should ask  the client about the status of  their
treatmentandnon -treatment referralsand assess if further referrals are needed. For additional resources

regarding data, please se e Using Data to Support Quality

L. DOCUMENTATION

Documentation is an essential aspect of high -quality treatment as it provides accountability for the
collaboration of care, progress assessment, standards compliance , and org anization al fidelity. Each COE
must outline its own unique documentation templates and expectations , however, there are some
overarching aspects of documentation that are applicable across organizations noted below .

L.1 General Tip s

9 Utilize appropriate termino |l ogy; avoid stigmatizing | anguage, such a
such as fAdope. 0o

1 The length of documentation does not indicate quality; strong documentation is succinct and
supportive of the clinical process.

1 On documen ts shared with clients, such as treatment plans, use client -friendly language and avoid
technical terminology.

wn! pennsylvania Copyright 202. Al Rights Reserved.

"N DEPARTMENT OF HUMAN SERVICES

45



When documentation is completed with a client, such as an assessment, explain to the client why
the information is being requested, how the infor mation will be used, and who will have access to
the information in their record.

Useperson -f i rst | anguage: AClient reports a past, Aicilagmasisx
hedés Bipolar. o

All documentation should be completed as close to the tim e the service was provided as possible.
Most regulations dictate documentation to be completed within 24 hours of the service being
provided.

Documentation within a <c¢clientos r e cassesdmergshshoultl thdicktee i nt
treatment, recovery , and case management goals whi le such goals direct the content of sessions

L.2 Service Initiation Assessment

f
il

Explain to the client why the assessment is important and occurring at the beginning of services.
Acknowledge that it may be difficult for the client to discuss such things so ear ly in services.

Review confidentiality regulations with the client to reinforce the privacy of their personal information
and education on mandated reporting laws for child abuse, duty to warn, and suicidal intent.

Be mi ndful of potentially triggering ques tions (trauma, family, use history, etc ).

Be thorough when documenting the assessment ; this will provide the foundation for treatment
planning and justifies the need for services.

Utilize direct quotes when necessary to appropri at epejienceapture a cl i e

Never use o0 n e 6wsn words to describe what a client has shared.

L.3 Treatment Plan

Treatment plans are created through collaboration between the professional and client, using an
individualized and stre  ngth -based approach.

L.3.1

Individualized
1 Each plan s hould be unique to the individual, their needs, sources of support , and interests.
1 Ensure that each plan is tailored to the unique needs and strengths of each client. Several clients

may have the sameissuet oaddress, butt r eat ment pl ans s lolbeud Wt theont. e A
1 Avoidtheuse of generic goals and objectives because they can negatively impact client progress.
1 Remember that what worked for one client is not guaranteed to work for another.

1 Plans should be reflective of what the client wants to achieve a nd should not be influenced by
staff opinions, beliefs, or direction.

1 Ideally, a treatment, service or recovery plan should be individualized so that staff can identify
the client based on the content of the plan without any client  -identifying information.
seN' pennsylvania Copyright 202. Al Rights Reserved.
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L.3.2 Client Involvement

T Clients should | ead the identification of fiprobl emsbo

1 Staff should assist clients with exploring areas for improvement and developing strategies to
accomplish goals.

L.3.3 Stren gth -Based

1 Plansshouldidentifyg oalsandobject i ves t hat are connected tThisisbes c | i
practice to increase engagement and build a sense of accomplishment within the client.

1 Plans should a void goals that are unachievable due to cli ent limitations (such as illiteracy, health
issu es, etc.) as this will deter the client from engaging in treatment and result in loss of hope for
improvement.

L.3.4 Components

L.3.4.

Treatment plans typically consist of goals, objectives , and interventions.
1 Goals
Goal: An identified intended outcome that is determin ed through clinical assessment and discussion

with the client

T A goal answers the question, iwhat do we want the ou
addressthis i denti fi e€d need?0

1 Goalsare the il o-hge@r mo t ar mgantest. of t
1 Although goals can be global and long -term, they should not be vague.
9 Itisimportant to make all goals SMART goals (Table 8) .
Table 8.SMART Goals >
Attribute Content
S Specific What exactly is to be accomplished? Answer: Who, What, When, Where ,
and Why.
M Measurable How can the extent to which the goal has been met be known? How will it
be demonstrated and clear to anyone who would review the goal of how it
would be determine d if the goal was met?
A Attainable Itdés realistic for the cl ireasonabldtoexmpeadhi ev
them to achieve the goal in the amount of time determined.
R Relevant Related t o the purpose of services and the
T Timely Identify the timeline for the goal to be accomplished. A specific dat e should
be used, not vague references to ti me,
(or Timeframe)
woa! pennsylvania Copyright 202. Al Rights Reserved.

| DEPARTMENT OF HUMAN SERVICES

47



L.3.4.2 Objectives

Objective:  Anidentified step to be achieved in progress toward an identified goal or goals.

T Objectives answer the questi on, datd dentdiedhwha sneallet h e
steps have to be accompl® shed and by when?o

1 Objec tives should be:
0 Meaningful to the client ;
0 Achievable ;
o0 Stated in behaviorally measurable terms ; and
0 Subject to objective assessment of progress.
T Objectives -4aee mbds h dowdde thesidentified goal.

1 Typically, there are at least two objectives f or every goal.

L.3.4.3 Interventions

Intervention: The strategy/action items that will be taken by staff to as sist the client in
achieving objectives toward overall goal completion.

1 Interventions are identified in relation to the objectives they will achieve.

1 If an intervention is unsuccessful with assisting the client  to achieve an objective, new

interventions sh  ould be used.

1 Plans should only include interventions that the staff member is capable of providing ( i.e., they
have the appropriate training/education) .56

1 Typically, thereisat least one intervention for each objective.

Interventions (and the corresponding objectives) should take into ¢ onsideration the ways  targeted
behaviors typically change . The interventions should be provided with enough frequency , intensity,
and duration so the targeted behavior can be achieved and sustained. Some interventions are

provided with an  intentional delay = before they address the targeted behavior.

L.4 Progress and Case Notes

1 When completing a progress or case note, be mindful of treatment goals and obj ectives . Progress
and case notes should reflect what action was taken toward each specific  goal and /or objecti ve.
1 Progress and case notes should be written so that any authorized reviewer understands what staff

areworkingon withtheclient ,whichgoalsa nd objectives are related to the content of the interaction,
and wh ich services to which the client is referre d or provided are relevant to which goals/objectives

1 There may be situations in which the session is not related to the treatment due to acute st ressors
the client is experiencing, such as the death of a loved one and the need to process their grief. In
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such situations, it is essential that the reason the session was not reflective of the treatment plan

should be documented. If the situation is goi ng to be an ongoing area addressed in the treatment,

an updated treatment plan should be completed.

L.4.1 Whattoln clude

New and relevant information shared by the client

Observed changes in mental status or presentation

Which goals and objectives were addressed .

Intervention(s) provided by staff and how that is connected to the identified treatment plan goals

How t he client responded to the intervention(s)

=A =24 =4 =4 -4 =4

The clientds progr e toward the godlsard kbjettiies idemtdidd jn the treatm
service , or recovery plan

1 A plan to address the lack of progress toward goals should be included if applicabl e.
1 Aplanforongoing work  toward the goals and objectives.

1 If unsure of whether a piece of information should be included, review the follo wing questions
the answer i s fyeso then iaduge the informdtienm,

o iDoes this informataspetmpatttaneat ment ?0

| | need to know this | ater to continue

2

(0]

2

(0]

ent,

Jf

treat

I'l this information be neededi Ews?any audits o

o A"Does this information help explain why I made a

L.4.2 What Not to Include

1 Gossip, hearsay, discussions about others not connected to treatment progress.
I Statements that would be insulting, embarrassing, overly critical, or judgmental to the client.

1 Informal diagnoses and terminology, such as addict, drinker, criminal, wife beater, etc.

o Do not include: AMy wife always says | 6édm bipolar.

o Do include: Al saw a psychi atandhesdtagnesedome twithfMiajor e

year

Depressive Disorder, but I dondt trhemennobteer, hdiosc uma

reports receiving a diagnosis of Ma jor Depressive Disorder approximately five years ago

from a psychiatrist ; cl i ent does not recall the name of

o Information about criminal activity that has occurred, is ongoing, or planned to occur in

t he

the future outside of illicit substanc e use and its associated activities. NOTE: This does not
apply to situations that require mandated reporting. Should a situation occur that requires

mandat ed reporting, t horough documentati on
completed.

of t
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1 Specificdetails about acl i ent 6s sexual practices unless the infc
1 Abbreviations and acronyms that are not universally kno wn.
1 St a fpkréosal shorthand for documentation .55
L.4.3 Note Formats
COEs must provide staff with direction on the format to use for p rogress and case notes.  Staff can find
examples of common formats u sed within the behavioral health field in Appendix 8: Note Formats
L.5 Electronic Health Records (EHR)
1 One of the greatest benefits of an EHR is the ability for multiple service providers in one
organization to have u p-to-date information about all services being provided to a mutual client.
1 COE staff should b ecome familiar with the organizat i onds p ol EHRIicenfdentiatity and
record access.
1 EHRs typically cannot be altered, and if amendments can occur, they ar e typically limited to within
24 hours of the documentation being submitted.
1 In general, when working with an EHR , staff should:
0 Only access client records for which they have a business need
0 Never access a record based on personal interest or media atte ntion to a client
0 Always use a timed screen lock to avoid accidental disclosure
o Ensure their screen is not visible to passers -hy.
0 Utilize the information from in -organization services to provide comprehensive care to the
client.
L.6 Using Data to Support Qu ality
In the COEs® ongoi ng e f-fualitytcare td aientp in 8UDi senaceshit iggithportant for
each site to routinely identify aspects of care that need to be improved. To identify these aspects of client
care, itis essential to collect a nd analyze performance measurement data. Specifically, these data points
allow the COEs to track the quality of care they are providing in terms of client engagement and retention.
Research has shown that performance measurement data is an integral compone nt of an organi
overall quality strategy for improvement. 57,58
Performance measures can certainly drive high -quality care and are generally developed to establish
clear standards of acco untability to improve quality of care. The continuous process of collecting and
analyzing client care data spearheads the COEsd efforts of accountability an
gaps in care quality, allowing the organization to focus resources on me aningful change. In turn, the
COEs can gauge their performance regarding client care against DHS standards in the monthly COE
Checklist. It is this process of ongoing analysis and appraisal that is critical to client -centric organizations
like the COEs .
seN' pennsylvania Copyright 202. Al Rights Reserved.



L.6.1 Data Collection and Submission

All COEs should submit their collected data to REDCap®, a secure web application  for electronic data
capture hosted by the University of Pittsburgh . The COEs should design ate two to three individual s
within their organization who will be responsible for filling out REDCap® forms and submitting this
information  on an ongoing basis . Once these staff person s are identified, they will need to be set up

with a REDCap® account, w hich can be coordinated through the University of Pittsburgh School of
Pharmacy, Program Evaluation and Rese arch Unit (PERU) .

Data collection is required for all COE clients that are engaged monthly . The REDCap® data collections
are described in more deta il in section L.6.2 below.

PERU is responsible for reviewing the data that is collected and producing data reports that are shared

back with the COE. The data reports are an important part of the QI efforts that are undertaken by
the COE. Additionally, PERU maintains a historical record of the data submitted by the COE s. All
guestions concerning submitted data can be directed to PERU.

L.6.2 REDCap® Data Collection Forms

REDCap® data collection forms are required to be filled out for all clients that are engaged in the
COE.? The COE should ensure that the necessary information is updated and reflective of the current

informa tion available for each engaged client. The REDCap ® forms con sist of the following:
1 Client Profile i documentingac | i ent 6s date of initial contact and
1 Client Interaction T documenting details of treatments, assessments, and other activities that

happen between a client and a COE.

1 BARC-10 i a survey administered to clients within thirty d ays of initial contact and every six
months thereafter in follow up.

1 Client Discharge ifdocumenting a clientdés date and reason for

9 Client Profile Update T documenting changes to values wit hin the initial Client Profil e, such as
changes in overdose history, military status, and gender identity.

More deta ils about the fields in these forms can be found in the REDCap ® Data Appendix.

L.7 Documenting Incidents and Ethical Matters
L.7.1 Incidents

9 Staff sh ould b ecome familiar with the documentation expectations of the COE for unusual
incidents and emergencies. The local SCA will likely have requirements for the reporting of critical
incidents, for which  a supervisor can provide direction.

1 Ingeneral,atam inimum, the following inciden ts should be documented in t}

o0 Release of client information wi tThisshouldmcludédr owhom t h e
the information was provided to, for what reason, and what information was disclosed.

o Clientdisclosures regarding self-harm or suicidal ideation with the steps taken by the staff
member to ensure the cientdés safety.

o Disclosures that qualify for mandated reporting ( see 1.2.3).
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o Emergenc ies thatimpac t t h e ctieatneenttsdtch as interruptions to services due to

COVID-19.

0 Any unusual occurrences that are related to client care or professional boundaries , such
as atypical behavior that is perceived as harassment or drug seeking (i.e. , texting CRS to
obtain informa tion about where to obtain substances ).

L.7.2 Ethical Matters

1 Record all ethical and clinical decision -making o this may be essential for future treatment decisions,
treatment justification, or even self -defenseif t he st af f approabhdsrqbes stioned.

1 Includ e any consultations with supervisors in documentation to demonstrate the decision -making
process.

1 |If astaff member addressesa cl i entés i nappr owardi staffer other lrganizaton
clients, be sure to document this discussion for later refer ence and to demonstrate the issue was
addressed.

1 Reference use of any professional decision -making processes that may have been used. American

Counseling Associ at i oMakiagPEtehsi cpk:/wine.counseling.arg/docs/default -
source/ethics/ethical  -dilemma -poster_fa.pdf?sfvrsn=2

Example
A client, Mr. Smith, arrives for the scheduled

appointment and hands you a wrapped gift,
explaining they overheard other staff discussing
your birthday. Your organi z
professional |l icenseds etohi
cannot accept gif ts from clients.

Documentation:

10/1/2020 3:00 pm T Mr. Smith arrived for his scheduled appointment with thi s writer. Upon entering
this writerds o fhdnied ehis wriMdra wrafped gifttand stated that he overheard COE
staff discussing this wri tThiswrisertapkpdMo a cSmithragd expliained thad, a y .

in accordance with COE policie s and the et hical gui delines of tthei s w
gift could not be accepted. This writer explained to Mr. Smith that his thoughtfulness was appreciated
and that the policiesa nd regulations are in place to ensure appropriate relation ships between clients

and professionals. Mr. Smith expressed his understanding and took the gift with him at the conclusion
of his appointment.

After Mr . Smi t hés appoint ment , COHBDirectomMrs. Jole and sifprméd dMrswdohth h
of the inte raction with Mr. Smith.

Signature
Printed name
Date and time

)
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M. EVIDENCE -BASED PRACT ICES FOR SUBSTANCE U SE DISORDER

Please note that the information provided below does not qualify as adequate traini ng for the evidence -
based practices (EBPS).

M.1 Assertive Com  munity Treatment (ACT)

Originally developed and used in the treatment of severe mental iliness, ACT has been adapted and found

effective for the treatment of SUD. At its core, ACT is focused on pro viding the various services needed
by an individual inviv 08 inthe community, places, and situations where the problems arise 0 to facilitate
recovery through community treatment and habilitation (Table 9) . ACT is not a case management
program; it is a servi ce delivery model. Although case management may occur thro ugh ACT, the
difference from traditional case management is that clients are not referred out to external providers but

rather provided the services as part of the ACT program. 59

Table 9. Key Principles of Assertive Community Treatment (ACT)

ACT Basic Characteristics
I Team approach 1 InVivo services
1 Small caseloads 1 Unlimited length of services
I Shared caseloads 1 Flexible service delivery
9 Identified and fixed point of res ponsibility 1 24/7 crisis response

M.2 Motivational Interviewing (Ml)

As described by its creator, William R. Miller ,8° M| is Aa style of communication d
ot her per soantbisonnsottiov change. 0 Mlcentaredj doliabomtve appropca to assist

individuals as they identify areas for change and pursue their goal s. Extensive research has found MI to

be effective in treating all SUDs, with an observed effect onincrea  sed client engagement and decreased

risky behaviors .5 The principles of MI, known as the Spirit of MI, is the overarching vision of the approach

and is present in all interactions and interventions (Figure 5 ). Table 10 outlines the key communication

skills that are practices in Ml, known as OARS.
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Figure 5. Spirit of Motivational Interviewing (MI)

Acceptance Compassion

Partnership

The OAR S acronym , listedin Table 1 0, has been used in teaching Ml skills to guide client communications

Table 10.Key Communication S kills

Key Communication Skills

@) pen -ended questions

A ffirmation

R eflective listening

Summarizing

M.3 Cognitive  Behavioral Therapy (CBT)

CBT has been found effective for a plethora of mental health and SUDs. Based on the interconnectedness
ofanindividu al 6 s t houghts, feelings, and behaviors, CBT focuse
their connected emotio  nal and physical responses. The cognitive model, depicted in Figure 6, asserts that
(_%l pennsylvania Copyright 202. Al Rights Reserved.
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the way an individual perceives a situation is influenced m ore by their response than the situation itself.
62,63

Figure 6. Cognitive Behavioral Therapy Model &3
Situation
Automatic Thoughts
and Images
/// \\\
V- Reaction N
// \\
// | N
Emotional Behavioral Physiological
Through a CBT approach, clients learn skills to change their thinking, responses , and behavior to enact
lasting improvement in their life. Table 1 1 describes the common CBT interve ntions.

Table 1 1. Common CBT Interventions

Common CBT Interventions
Cognitive restructuring/reframing Guided discovery
Exposure therapy Journaling and thought tracking
Behavioral experiments Relaxation techniques
Role-playing Success approximation
Playing the script Challenging cognitive distortions

M.4 Dialectical Behavior Therapy (DBT)

DBT is a broad -based cognitive behavioral treatmen t, was initially found to be effective in the treatment

of individuals diagnosed with borderline personality disorder. Since its creation, however, it has been
researched and found effective in SUD treatment . The overarching goal of DBT is for the client t o build
skills to change behavioral, emotional, thinking , and social skills that  are connected to their problems in

life (Table 12) . DBT is rooted in the view that our emotions are unconscious, involuntary, acute , and all -
encompassing patterns of responses to internal and external stimuli. That is, a person has developed a

consistent, learned response to stimuli to the ex tent that it occurs without their awareness. This learned
response was likely effectiveatsome point i n t he i nlikéwhendhenprobessedtmasnatic
events they experienced  .%4
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Table 1 2.DBT Sk ills Modules

DBT Skills Modules

ACCEPTANCE SKILLS

Mindfulness

Distress Tolerance

CHANGE SKILLS
Emotion Regulation

Interpersonal Effectiveness

M.5 Contingency Mana gement (CM)

CM is focused on
unwanted behaviors

providing rewards for positive, desired behaviors
(Table 1 3). Depending on the program,

, and the lack of engagement in
CM can also include disciplinary measures

or the withholding of privileges when the clie nt engages in unwanted behaviors. When used for SUDs,
CM posits that substance u  se is a positive experience, thus using positive reinforcements for desirable
behaviors will eliminate the desire for substance use .55 Tablel13descr i beguidi@hidnsiples.
Table 1 3. Guiding Principles of CM
Guiding  Principles of CM
Target the behaviors: Either a negative behavior Choice of eligible clients: Best used with clients
to be reduced/eliminated or a positive behavior to who lack intrinsic motivation.
be increased.
Proportionate incentive: Rewards should b e Incentive Distribution: How frequently will the
bal anced between whatds f eg rewardwill be provided? Will it be a specified or
rewarding. variable rate?
Immediacy: Rewards, or the withholding thereof, Duration of CM: Determined on a ca se-by-case
should be provided immediately after the desired basis to reach sustained desirable behaviors in
behavior. the absence of the rewards.
M.6 Functional Family Therapy (FFT)
FFT is an evidence -based practice specifically for adolescents with a variety of diagnoses, including  SUD.

FFT is offered in a variety of settings (school, home, clinic, etc

client. Founded on the principles of a

Table 1 4. FFT Major Components

cceptance and respect, FFT uses a strengths
address the nee ds of the client on an individual and family

.), pending the availability and need of the
-based approach to

-systems level (Table 1 4).%6

FFT Major Components

Engagement

Motivation

Relational Assessment

Behavior Change

Generalization
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M.7 Screening, Brief Intervention, and Referral to Treatment (

COE staff members may find themselves
practices/emergency department sites screen

communication method
brief communication method is called a brief

using a training process called POLAR*S.  ¢7

POLAR*S is a client -centered communication

Open-ended questions, reflective
Summarizing the conversation. COE sta

in situations

SBIRT)

where they are

clients for SUD/OUD risk. SBIRT is the appropriate EBP to
accomplish this. SBIRT applies standardized screening

interventi

process that can help elicit a

and guide them toward positive behavior change. POLAR*S is comprised of asking

Listening, providing
ff can use POLAR?*S, as outlined in

tools, and for clients screened as positive, a brief

to motivate the clients to access subsequent assessment and treatment. This
This can be learned

on and uses MI principles.

cientbs moti vat

Affirmation, Rolling with ambivalence

intervention using the

Table 1 5. POLAR*S Steps

Spirit of MI (see Motivational Interviewing ).

asked to help primary care

i on

Permission, using

and

Table 15, to navigate a brief

Step Goal Example
Asking permission to discuss a health
Permission behavior respectsthe clientés autofjfils it okay if we talk
keeps the focus on them, and minimizes use of drugs/ alcohol ?0
conflict.
Open -ended questions eliciti  mportant
Open -Ended information from the. client about their Aiwhat do you like abou
. goals, concerns, feelings, and
Questions . drugs/ al cohol ? What do
preferences regarding a health
behavior.
Listening reflectively demonstrates
engagement and can confirm that the
Listen cienté6s perspective was [AOn t he mlrheredrathingsyou
Reflectivel understood. Reflective listening can help enjoy about drugs/alco  hol. On the other
y to highlight ambivalence and explore hand, there are some n
the clientd6s confi dence to
behavior change.
Afflrma.tlon he[ps to support sglf - efficacy AYour h eimpottant toiya. You
and build confidence by drawing L
. . . : . ~ started exercising more last year and
Affirmation attention to things under the client 6 s ) .
L g have seen some real improvements in
control and highlighting strengths, : N
yourwell -bei ng. 0
successes, and abilities.
Rolling withthe client6s ambi v al
enables the provider to minimize conflict 5 . . .
. and maximize collaboration. Rolling wit h [P _I tdos oka y_ '_ f you _d ono
Roll Wlth ambivalence may involve exploring this t oday. I?o you mind if | follow up with
Ambivalence other options or smaller steps the client you abou.t this at your ne>;t .
can take toward behavior change. appointment?o
fﬁ pennsylvania Copyright 202. Al Rights Reserved.
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Step Goal Example
Summa rization confirms mutual AToday, we agr eed likenfart
understanding and helps to transition me to refer you for further evaluation.

: the conversation from exploring options You will call me if you have any concerns

Summarize ; g . . ) ' )
to identifying a plan of action. The client | about attending your first appointment. |
should be confident that they can move will call you to check in after your first
forward with the selected plan. visit.o

POLAR*S can also be used to guide brief client discussions that encourage a ccess to COE services. COE

staff who have already been trained in MI counseling may find POLAR*S helpful in cementing their skills.
Further, staff who have received little to no Ml training can be easily trained in POLAR*S.

N. TRAUMA -INFORMED CARE (TIC)

On May 7, 2020, Pennsylvania Governor Tom Wolf announced a plan to build a trauma -informed state,
highlighting the importance of recognizing the diverse, potentially traumatic experiences of all
individuals .%8 The significance of understanding traumatic experiences is not new for organizations that
serve individuals with SUDs; the necessity for TIC is well -established and now highlighted as the
expectation, not the exception.

N.1 Trauma
N.1.1 Definition

SAMHSA provides the following definition of trauma:

Al ndi vi du a lesults franamexvent; series of events, or set of circumstances that is experienced
by an individual as physically or emotionally harmful or life -threatening and that has lasting adverse
effectsonth e i ndi vi dual 6s functioni ng amaionalerspiriaudlwell p hyemg.o®al ,

Experie nced by an individual : Trauma is not the event or events in and of themselves, trauma is
the personal experience of the event by the individual. That experience can vary between two people
who encounter the same event or series of events.

Lasting adverse e ffects on t he ifundionmg d:U\hénéas event(s) is/are experienced
as traumatic, it can impact every aspect of the person and their world.

Table 1 6 describes the potential impacts on a client after they have experienced trauma.

Table 1 6. Potential Impacts of Trauma

Area Example
Functioning Anindivi dual may be unable to tend to usual responsibilities, maintain focus for
extended periods, or have d ifficulty recalling information.
Mental Health and Can impact brain development (particularly when trauma is experienced in
Brain Development childhood)an d circuitry. Often, executive functi

a state of hypervigilance and overwhelming stress. Trauma increases the
likelihood of developing a mental health disorder and experiencing cognitive
distortions.
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Area Example

Physical Somatic sympto ms can occur, such as headaches, sleep disturbances, and
gastrointestinal issues.

Social The individual may be fearful of interactions with others and may engage in
unhealthy relationships as a result of the trauma. Shame is a common experience
following t rauma, whi ch can i mp a c-testeemand willthgnessto u a |
socialize.

Emotional Emoti onal dysregul ati on s common. The ind
their feelings and memories associated with the trauma through risky behaviors
and/or substance use. The individual may present with a blunted effect.

Spiritual The individual may question their belief system, purpose in life , and self -worth.
They may also disconnect from faith -based associations.

Another way of understanding trauma is w
fiTrauma is not a disease or a condition. It is
t hat

experience

Table 1 7 describes potential

ith the following explanation provided by Claudia Black

Table 1 7. Ex amples of Potential Events Preceding a Traumatic Experience

70

a S

the bodybés amd trhee plornasien t o
overwhel ms onedbdés ability to cope with
eventsthatc an precede a cl i entds traumatic

Examples of Potential Events Precedin

a Trauma tic Experience

Physical Abuse Emotional Abuse Sexual Harassment, Abuse, or
Assault

Kidnappi ng Death of a Loved One Witnessing Violence

Loss of Home Racism Sexism

Health Diagnoses Ageism Injuries

Natural Disasters Incarceration Pandemic

Infidelity Bullying Failure

Generational Trauma Poverty Neglect

Sexual Orientation

English as a Second La nguage

Witnessing or Experiencing
Domestic Violence

Persistent Manipulation

Discrimination

N.1.2 Prevalence of Trauma

1 70.4 percent of respondents in a World Health Organization

countries with varying socioeconomic status, re

lifetime .7

ported at least one

survey on Mental Health across 24
trauma tic experience in

their
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1 61 percent of menand 51 percent of women in the United States report at least one traumatic
experience in their lifetime .7

1 Over 90 percent of individuals involved in behavioral health services in the United States report
at least one trauma tic experience in their lifetime .7!

N.1.3 Big T and little t Trauma

The terms fABig To and dAlittle to tr au,noaimpbrance ofthetiaum@al v t he
experience. The terms instead are a conceptualization of different types of experiences that can be

traumatic; some traumatic experiences are obvious to others (Big T traumas), whereas other

traumatic experiences, with just as significant of an impact, are not as recognizable (little t traumas)

(Figure 7 ).

The terms Big T and little t trauma should never be used when speaking with a client about their
trauma experience. Referring totmraaoamaéntdéal dr mumamageatf
diminish rapport, and halt progress in services.

Figure 7.Big T and Little t Trauma Examples

N.1.3.1 BigT Traum a

Big T trauma s are the events most associated with P ost-Traumatic Stress Disorder (PTSD )& the
events t hat most people think of when they hear the words
to be more obvi ous and acute. Typically, Big T traumas result from a single, identifiable event that

almost everyone would find disturbing if they were to experience i t, such as witnessing a loved one
be murdered. Some Big T traumas can result from a series of repeated a nd ongoing events, such
aswar. °

N.1.3.2 Littlet Traum a

Little t traumas are more subtle, chronic , and much more common than Big T traumas. In fact,

little t traumas are so common that they are often overlo oked, dismissed, and undervalued in their

potential impact. It is not uncommon for a survivor of little t trauma to question why they are

having a traumatic response to somethi®ng that isndt as
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