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CHECKLIST
	DD-CAT Domains
	DDC Criteria
	Meets Criteria

	1. ORGANIZATIONAL STRUCTURE – Pages 10-18

	1A Primary treatment focus as stated in mission statement. 
	Primary focus is MH or SA, co-occurring disorders services are provided
	

	1B. Organizational certification & licensure
	Has no barrier to providing SA or MH services
	

	1C. Organizational policy
	Policy is to provide for integrated services for MH and SA through formalized and documented coordination or collaboration
	

	
	Can bill for either MH or SA according to scope of license
	

	
	Collects data on MH and SA separately for either prevalence or outcomes
	

	
	CQI plans address MH and SA
	

	1D. Organizational Structure
	Formal collaboration across internal and external programs for SA and MH
	

	2. PROGRAM STRUCTURE – Pages 19-22

	2A. Primary treatment focus as stated in program description
	Primary focus is MH or SA and co-occurring disorders are expected, welcomed, and served
	

	2B. Display and distribution of literature and patient educational materials.
	Available for both mental health & substance use disorders.
	

	2C. Coordination and collaboration with SA and MH services
	Formalized and documented coordination or collaboration with SA or MH agency
	

	2D. Financial Incentives
	Can bill for either service type within the scope of license
	

	3. PROGRAM MILIEU – Pages 19-22

	3A. Routine expectation of and welcome to treatment for both disorders
	Expect co-occurring conditions and treat both within scope of license
	

	4. CLINICAL PROCESS: ASSESSMENT – Pages 23-38

	4A. Routine screening methods for SA and MH
	Standardized screening for the opposite condition
	

	4B. Routine assessment if screened positive for psychiatric symptoms
	Formal, integrated assessment for both MH and SA and their interaction when indicated: GAIN or “Common Assessment”
	

	4C. Psychiatric and substance use diagnoses made and documented.
	All diagnoses recorded in chart regardless of where made
	

	4D. Psychiatric and substance use history reflected in medical record.
	Routine documentation of history of both in record
	

	4E. Service matching based on severity of persistence and disability: low, moderate, high
	Can provide care to persons with low to moderate severity
	

	4F. Initial assessment of stage of change record
	Clinician assessed and documented routinely for both MH and SA and used in treatment planning
	

	5. CLINICAL PROCESS: TREATMENT – Pages 39-58

	5A. Treatment plans
	SA or MH addressed as primary, other condition as secondary
	

	5B Assess and monitor interactive courses of both disorders
	Clinical focus in narrative on SA and MH problem change
	

	5C. Procedures for suicidal, violent or psychotic clients (SA Programs)
	Routine capability to ascertain risk and make appropriate referral with clear communication back and forth
	

	5D. Motivational Interviewing
	A majority (>50%) of staff are trained in MI techniques, but less than 25% utilize MI techniques for a majority of their clients
	

	5E. On-going treatment based on stage of change
	Treatment for stage of change of MH or SA is revisited in relation to interactive course of other condition
	

	5F. MH and/or SA counseling
	Can provide treatment to persons with low to moderate acuity, but who are primarily stable in the other condition within the scope of license
	

	5G MH and SA group counseling
	Some access to generalized integrated groups, e.g. stress, anger, grief, etc.
	

	5H. Procedures for intoxicated and/or clients at risk for withdrawal (MH programs)
	Routine capability to ascertain risk and make appropriate referral with clear communication back and forth
	

	5I. Medication evaluation management, monitoring and adherence
	Use of prescription meds is acceptable with consultation and collaboration of prescriber
	

	5K. Education about SA & MH treatment interaction
	Present in generic format and content generally on one-to-one basis
	

	5L. Family education and support
	Consultant or collaborative agreement with therapist for SA and/or MH onsite or community-based group
	

	5M. Specialized interventions to facilitate use of COD and self-help groups
	Facilitative interventions available on-site or in community and considered standard practice
	

	5N. Peer recovery supports for consumers with COD
	Present, off site and facilitated with contact persons
	

	6. CONTINUITY OF CARE – Pages 59-68

	6A. Co-occurring disorder addressed in discharge planning process
	Plans for both disorders are systematically addressed but one is considered secondary in planning process
	

	6B. Continuity of care maintained for both disorders
	Documented monitoring of SA and MH treatment and referral during treatment as needed
	

	6C. Focus on ongoing recovery issues for both disorders.
	Either MH or SA primary other condition as potential relapse issue only.
	

	6D. Facilitation to self-help support groups and/or aftercare/peer support groups
	Yes, but not routine or systematic
	

	6E. Sufficient supply and adherence plan for medications 
	Yes, 30-day or supply to next appointment off-site for primary disorder.  Adherence plan addresses all disorders
	

	7. STAFFING – Pages 69-78

	7A. Psychiatrist or other physician
	Formal referral and follow-up process to consultant or contractor must be documented.
	

	7B. On-site staff with SA and MH certification
	Less than 25% of staff are dually certified
	

	7C. Access to SA and MH supervision or consultation
	Yes, on-site or through formal consultation process and documented
	

	7D. Supervision, case management or utilization review procedures emphasize and support COD treatment
	Yes, on-site, as needed and documented
	

	7E. Peer/Alumni supports are available with COD
	Present, but as part of community
	

	8. TRAINING – Pages 79-82

	8A. Basic training in prevalence, common signs & symptoms, screening and assessment for SA, MH and COD symptoms and disorders including pharmacotherapy
	Trained in basic skills per agency strategic training plan (DHW will provide annual training opportunities)
	


