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Foreword

Up to 80 per cent of all alcohol and other drug consumers also have a mental
illness. Approximately one in two mental health clients have a co-occurring
alcohol and drug use issue. This is the reality that has led to increasing
recognition that both the alcohol and other drug (AOD) and mental health
(MH) sectors must be skilled and experienced in the ability to deal with both
conditions. The days of treating one issue and not the other — or treating the
two issues through entirely separate services — have passed.

The Victorian Alcohol and Drug Association (VAADA) warmly welcomed the
Commonwealth Government’s decision to invest $127 million to address this
issue. Between 2006 and 2011, the Department of Health and Ageing funded
122 AOD organisations across Australia (including 27 within Victoria) to build
organisational capacity to better identify and treat people who experience co-
morbid alcohol and other drug use and mental iliness. The funding comes
under the Improved Services Initiative (ISI) as part of the Council of Australian
Governments' National Action Plan on Mental Health 2006—-2011. Under this
plan, the Department of Health and Ageing has also funded VAADA to
support ISI grant recipients and to coordinate a statewide approach to building
capacity.

Through this support for the stakeholders, VAADA identified the need for a
resource that addresses the change process undertaken by agencies moving
toward dual diagnosis capability. The purpose of creating this resource has
been to identify learnings of this initiative thus far and create a package that
can be adapted by previously unfunded agencies to achieve what will soon be
the sector standard: dual diagnosis capable AOD and mental health agencies.

This manual offers a way forward in addressing the complexities of
organisational change, in building stronger links with and between the AOD
and mental health sectors, and in opening up agencies to the ‘no wrong door’
approach. It also assists uniform capacity across the sectors in this state and
beyond.

VAADA would like to thank and acknowledge the Department of Health and
Ageing for its support throughout the initiative and for the opportunity to
produce this resource.

We would also like to thank the consultants, Positive Directions, and the

resource development reference group for their energy and tireless work in
bringing this manual together.

Sam Biondo Merissa van Setten
Executive Officer IS| State Coordinator

Victorian Alcohol and Other Drug Association
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In my role as a consumer and carer representative, | was invited onto the
advisory committee to oversee the development of and contribute to this
resource from VAADA — Capacity Building and Change Management, a guide
for services implementing dual diagnosis. As such, | was also invited to write
a preamble on behalf of consumers and carers.

At all stages of the development of this resource, my input and involvement
was received with respect and acceptance.

As readers of this document, you will notice that consumer and carer
acceptance of “change” is paramount to the success of any new protocol or
treatment process. As a consumer and carer who utilises both mental health
and alcohol & other drug services, | believe that this document goes a long
way to improving and developing service delivery in these areas.

When your service adopts this document, the benefits to management, staff,
consumers and cares will become obvious.

In my 33 years as a consumer and carer, | have never been as excited by a
new innovation as | am by this document, and have no hesitation in endorsing
it wholeheartedly.

Sincerely,

Mrs. Debbie Huby

Consumer & Carer Advisor

Peer Facilitator, Consumer Representative.
Victoria.
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The purpose of this manual is to provide a brief ‘How to’ guide for applying
change management processes, specifically in relation to adopting dual
diagnosis capability within service delivery organisations. The manual will
outline the rationale for change and provide you with the knowledge and tools
you need to successfully implement change within your organisation.

This manual does not attempt to replace or replicate the many resources that
are available on change management, dual diagnosis capability or any other
aspect of care. It does, however, draw out key elements from texts and advice
from experts in the field to show how they may be useful when applying a
change process to your agency. It is recommended that you also consider
follow-up reading. Some references are provided throughout the manual to
help point the way.

The practical steps outlined in this manual are designed to ensure that
change management is carried out in a positive and effective way in your
agency. The goal is to ensure that processes and strategies are developed
and applied to actively demonstrate and promote the incorporation of
sustainable dual diagnosis practices in service system delivery.

This guide is written for all managers and staff who wish to move their agency
towards becoming dual diagnosis capable. There are usually one or more
people in the organisation that drive the change process. This guide is
primarily for them. However, everyone in the organisation should be familiar
with the contents and processes described in the manual.

This is important because everyone who is involved in your organisation’s
service delivery has a part in developing dual diagnosis capacity. From the
beginning, it is important to involve all those with whom your service has
contact. Exactly who this includes will differ from one organisation to the next.
At the very least, the following groups and individuals should be included:

consumers and carers
staff/workers

senior leaders

clinical leaders
champions/portfolio holders
other agencies

external experts and specialists.
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/ L1}

You will notice that the manual is divided into six main parts. These are
designed to give you an overview of the key areas involved in dual diagnosis
capacity building. Parts A, B, C and D provide information on various aspects
of building capacity and change management. It is a good idea to start there.

Part E is a ‘how to’ section that gives you a step-by-step guide to building dual
diagnosis capacity. A range of tools and resources is provided in the
Appendices.

This is the part you are currently reading. It provides important background
information about the context of dual diagnosis capacity building and how to
use this manual to support your work.

This part gives you an idea of what to expect from your organisation if it is to
be successful in building capacity to assist consumers with a dual diagnosis. It
also discusses what attitudes, skills and knowledge are required for workers
to become dual diagnosis capable.

P !
This part provides an important overview of the range of other information you
will need at your disposal. It includes tips for involving consumers and carers
in all aspects of your capacity building. It also gives some insight into strategic

partnership management, policy and procedure development and the
importance of supervision and mentoring for building capacity.

This part gives you an overview of change management: the process itself,
how to support your organisation to transition through change and how to
positively and creatively deal with resistance.

% &
This is the ‘how to’ part of the manual. It takes you step-by-step through the
stages of change management and capacity building and offers tips,
templates, resource materials and links to help you through each stage.

)

This part provides templates and other tools to help you build and sustain
your organisation’s dual diagnosis capacity.

/

Part E of this manual contains a number of resource lists. Some of these
materials can be found in the Appendices or are listed in the References list at
the back of this manual. Others are available online and the URL is included.

Many workers and organisations are already on the path to building dual
diagnosis capacity. A great deal of knowledge, insight and support is available
to you from those organisations that have been down this path before you.
You are encouraged to contact similar services and support each other.
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0

Mental health (MH) and alcohol and other drug (AOD) services are working
with increasing numbers of people who experience both mental health and
drug and alcohol problems. The co-occurrence of these problems and
disorders (dual diagnosis) adds complexity to service development and
delivery.

: 1
It is understood that dual diagnosis consumers are typically associated with
poorer outcomes across a number of key life domains. Both the signs and
symptoms of the disorders themselves and associated disabilities can have
far-reaching and enduring consequences. Individuals experiencing co-
occurring disorders have multiple and complex needs that require a high level
of responsiveness across all service sectors and levels of care. Providing
effective treatment and support requires an integrated approach to
assessment, treatment planning and delivery, rehabilitation and recovery, and
discharge.

+

Traditionally, the service sector has operated from a ‘specialist’ delivery
model, designed to treat only one disorder or one disorder at a time. More
recently, an increasing body of evidence has influenced a change in
international, national and state perspectives and policy direction over the last
10 or so years.

This new approach creates dilemmas for traditional, single-treatment service
agencies. It requires a philosophical change in the way the sector delivers its
services. Policy now directs us to take an integrated approach to service
delivery.

Minkoff and Cline have observed that ‘dual diagnosis is the expectation, not
the exception’ for the service sector (Minkoff & Cline, 2003).

People with dual diagnosis are the core business of both mental health and
AOD services. The delivery of effective services, based on individual needs,
relies on the provision of comprehensive, holistic, person (and their family)
centred interventions (Queensland Government, 2008).

The following factors highlight the need for agencies to become dual
diagnosis capable.
Increasing numbers of people with dual diagnosis need and use services
in each sector. Emergence of dual diagnosis difficulties is occurring at an
increasingly younger age.
Dual diagnosis is associated with poorer outcomes and increased risks to
health and development over time if not treated early and effectively.
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Long-term benefits for individuals, their families and/or carers and
communities can be achieved through the early recognition and timely
treatment of serious health problems such as dual diagnosis.
Services in each sector record significantly lower rates of dual diagnosis
among those using their services than would be expected from census
and population surveys. This raises a number of concerns about
recognition and response to dual problems in services as well as about the
adequacy of routine data collection to inform service planning.
Despite examples of good practice, mental health and AOD services
typically continue to provide segregated services for dual diagnosis
consumers, rather than integrated approaches to treatment and care.
System barriers that impede integration of treatment, care and recovery
(both centrally at a policy level and locally at a service level) need to be
systematically addressed if outcomes for dual diagnosis consumers are to
be improved.

(Department of Human Services, 2009)

I+ o)
In response to this evidence-based policy direction, both the mental health
and AOD sectors need to evolve to effectively respond to the needs of dual
diagnosis consumers. All services and staff need to develop dual diagnosis
capacity.

When considering the development of an able service system to meet the
needs of consumers with co-occurring disorders, the evidence directs us to
specific areas of focus:
- the attitudes and values of providers (dealing with stigma and

resistance)

essential competencies for dual diagnosis able clinicians (basic,

intermediate and advanced)

opportunities for continuing professional development towards an able

workforce

service system development (a ‘no wrong door’ approach to concepts,

policy and procedures)

partnerships with other services (meaningful and robust)

workforce development

supervision and mentorship.

It must be stressed that many agencies and organisations across Australia
have been working tirelessly to build dual diagnosis capacity over the years.
There has been significant progress in some areas while, in others, the battle
to ‘change’ the system continues to be an ongoing struggle.

Much of the information and many of the insights provided in this manual were
gathered from the field. Some of those who contributed are battle-weary or
battle-wary. Many have ‘walked the walk’ and continue to strive to ensure the
messages are not lost on an ever-changing ‘health’ system. We hope that this
manual will give you further assistance in helping those with a dual diagnosis.

Page 6



Capacity building and change management

1

Many states and territories in Australia now have dual diagnosis policies in
place or are currently developing them. In addition, national and international
guidelines provide information on how services should care for people with a
dual diagnosis. Below are some examples of policy in two states, Queensland
and Victoria, as well as a summary of what is happening nationally and
internationally. Other states and territories have or are in the process of
developing dual diagnosis policy. For more information, contact your local
state or territory health department.

& 1
2

Queensland Health has produced a policy document entitled Service delivery
for people with dual diagnosis (co-occurring) mental health and alcohol and

other drug problems (Queensland Government, 2008). It sets out the service
requirements for dual diagnosis care within mental health and AOD agencies.

Twelve key principles are contained within the Queensland policy.

I"#

% & (O#

3

The Victorian Department of Human Services (now Department of Health)
policy is outlined in a document entitled Dual diagnosis: Key directions and
priorities for service development. It lists five Service Development Outcomes
(SDOs) that all mental health and AOD services must achieve.
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o ((#

Victoria has a new Mental Health Plan: Because mental health matters,
Victorian Mental Health Reform Strategy and Implementation Plan: 2009—
2019. In this plan, the Victorian Government continues to articulate the need
for an integrated service for people with mental health and alcohol and other
drug issues. Dual diagnosis principles are articulated in the reform package
via strengthening planning, governance and shared responsibility for service
delivery within a number of key areas.

0

" 0 0
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4 1
+/ 4

Australia’s National Comorbidity Initiative aims to improve service
coordination and treatment outcomes for people with co-existing mental
health and alcohol and other drug disorders. It focuses on the following
priority areas:

- raising awareness of dual diagnosis among clinicians and health workers
and promoting examples of good practice resources and models
providing support to general practitioners (GPs) and other health workers
to improve treatment outcomes
facilitating and improving access to resources and information for
consumers
improving data systems and collection methods within the mental health
and AOD sectors to manage dual diagnosis more effectively.

In 2009 the National Drug and Alcohol Research Centre (NDARC) published
the Guidelines on the management of co-occurring alcohol and other drug
and mental health conditions in alcohol and other drug treatment settings.
These national guidelines were funded by the National Comorbidity Initiative
and written to provide AOD workers with evidence-based information to assist
with the management of co-occurring disorders.

1
5 6

The UK Mental health policy implementation guide — dual diagnosis good
practice guide clearly states that substance misuse is usual rather than
exceptional among people with severe mental health problems and
acknowledges that the relationship between the two is complex. Individuals
with these dual problems deserve high-quality, consumer-focused and
integrated care. This policy is referred to as ‘mainstreaming’. A key principle
of this approach is that consumers should not be shunted between different
sets of services or put at risk of dropping out of care completely. The guide
points out that ‘mainstreaming’ will not reduce the specialist role of either AOD
services or mental health services. Rather, it makes clear that unless people
with a dual diagnosis are dealt with proactively in an integrated fashion, these
services as a whole will fail to work effectively.

4" 7

Similarly, the integration of mental health and AOD care has been a priority
area in New Zealand for a number of years. This focus is reflected in a range
of NZ health policies, including the most recent Te Kokiri: The Mental Health
and Addiction Action Plan 2006—2015 (Minister for Health, 2006). This plan
identifies specific actions, key stakeholders and organisations responsible for
coordinated care, outlines milestones and sets timeframes for achieving the
10 leading challenges identified in the Te Tahuhu (Improving Mental Health
Strategy).
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S5 &

In the US, the Substance Abuse and Mental Health Services Administration
(SAMHSA) has been working in this area since 2002, when it submitted a
report to Congress entitled The prevention and treatment of co-occurring
substance abuse disorders and mental disorders.

This report, which included a ‘blueprint for action’, has lead the US towards
best practice service delivery. SAMHSA'’s mission is clear.

$4

4-1 9-1: )15

Since 2002 SAMHSA has developed a range of support documents and
practice manuals to enable organisations to build their dual diagnosis
capability. The most relevant of these is the Treatment Improvement Protocol
Series (TIP 42) (Center for Substance Abuse Treatment, 2005).

+ 8

9 : 9 : 9

A range of terms are used in varying degrees to articulate or ‘name’ the co-
existence of mental health and alcohol and other drug problems.

For the purposes of this manual, we will used thet  erm ‘dual diagnosis’
to describe the co-existence of mental health and a  Icohol and other drug
issues.

However, we recognise that ‘dual’ can suggest that there are only two
problems. In fact, many people have multiple needs. These might include one
or more medical problems and a range of social issues such as housing,
income, employment and social isolation. In practice, people are usually only
given a formal diagnosis of dual diagnosis if they have severe mental health
problems (generally psychotic disorders) and severe alcohol and other drug
problems that meet the criteria for specialist services. The issue then arises of
how to access appropriate care for those people whose problems, while
distressing, are not considered ‘serious’ enough to meet the threshold for
specialist care.
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Within the health and welfare sector, consumers are also referred to as
patients, clients, service users and customers. For consistency within this
resource, we will use the term ‘consumer’.

4 1

The ‘no wrong door’ (NWD) approach is based on the principle that every
door in the health care system should be the ‘right’ door. People are
welcomed and treated with a non-judgemental approach. Each provider within
the system has a responsibility to address the range of consumer needs
wherever and whenever a consumer presents for care. This approach
provides people with, or links them to, appropriate services regardless of
where they enter the system. NWD acknowledges that it is the responsibility
of the engaged health service to navigate and negotiate the web of health
providers on behalf of the consumer and to ensure seamless service delivery
between agencies. NWD supports enhanced dual diagnosis capability and
integrated assessment and care.

Mental health and AOD services implement a ‘no wrong door’ approach for
people who present with co-occurring conditions. All are eligible to receive
coordinated service delivery using an integrated approach with triage (intake),
assessment, care coordination and treatment. The presence of either a
mental health or alcohol and other drug condition does not constitute criteria
for service exclusion.

&

In the Victorian state health context, service coordination stems from the
Better Access to Services Policy and Operational Framework (DHS, 2001).
Service coordination is a statewide approach to align practices, processes,
protocols and systems through functional integration. Achieving functional
integration enables organisations to remain independent of each other as
entities and still work in a cohesive and coordinated way so that consumers
experience a seamless and integrated response.

Integrated care entails the coordination of interactions and relationships within
and across services in order to secure the best possible service system
response for a person with dual diagnosis. It does not imply the structural
realignment of service systems.

At the service level - a core feature of integrated care is the provision of
mental health and AOD services in a single setting, wherever possible. If
this is not possible, linkage with services should occur via agreed clinical
pathways.

At the systems level - integrated care entails a focus on the provision of
holistic and coordinated care, liaison and advice and the development of
clinical pathways between and across a range of agencies. This is a
prerequisite for the delivery of effective treatment for people with dual
diagnosis.
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Ideally, integrated assessment refers to the provision of a comprehensive
mental health and AOD assessment by a single clinician or treatment team
wherever possible. The next best option is the provision of a comprehensive
assessment by two clinicians working within a collaborative arrangement from
a mental health and AOD service setting. In this instance, assessment must
be delivered seamlessly and complimentarily for the person receiving the
service.

Ideally, integrated treatment refers to the provision of treatment for both
mental health and alcohol and other drug problems by a single clinician or
treatment team wherever possible. The next best option is the provision of
treatment by two or more clinicians working within a collaborative
arrangement. In this instance, treatment delivery must appear seamless to the
person receiving the service.

9

Developing dual diagnosis capable staff is fundamental to the success of
establishing services that are relevant for people with dual diagnosis.

Capacity building in this manual means the capacity of an organisation to
provide the services appropriate to consumers with dual diagnosis and
their carers.

Capability is the individual worker’s ability to assist consumers with dual
diagnosis and their carers.

&

Supervision is a formal process of consultation between two or more
professionals. The focus is to provide support for the supervisee(s) in order to
promote self-awareness, development and growth within the context of their
professional environment (Hancox & Lynch, 2002).

Know the current state and federal policy that relates to
dual diagnosis for your agency.

Be familiar with the literature. Evidence clearly articulates
the need for the sector to build its capacity to provide
integrated screening, assessment and treatment in relation
to mental health and alcohol and other drug issues.
Understand consumer and carer expectations. Consumer
and carers are adamant that they do not wish to be treated
by discrete multiple services. They expect a team
approach.
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0

Capacity building is a process that improves the ability of a person,
group, organization, or system to meet objectives or to perform better.
LaFond and Brown (2003)

Resources are invested in different aspects of the health sector with the
ultimate aim of enhancing health system performance and improving the
health of populations. Translating these resources into sustained performance
often requires new or improved capabilities in individuals and organisations
operating within the health sector. Capacity represents the potential for using
resources effectively and maintaining gains in performance with gradually
reduced levels of external support.

Used alone, the term ‘capacity building’ is intangible and vague. What
constitutes capacity building in practice can vary enormously and the concept
continues to develop as field experience grows.

Initially many agencies equated capacity building with training. If there was a
gap in performance, the solution was often to hold a workshop to ‘retrain’ or
‘refocus’ the workers. We now know that individual skills are only one part of
the complex mix of elements that constitute capacity to perform a certain
function or groups of functions effectively and consistently over time.

In this manual, we use the following definitions:

Capacity — the capacity of an organisation to provide the services
appropriate to consumers with a dual diagnosis and their carers.
Capability — the individual worker’s ability to assist consumers with a dual
diagnosis and their carers.

Capacity building and capability are obviously linked and cannot exist without
each other. To effectively build capability and capacity, an organisation needs:
good quality educational programs for workers
quality supervision and mentoring
an internal infrastructure that supports the development of capacity and
capability.

Specific areas of capacity and capability may differ in the various sectors
(AOD, mental health and psychosocial rehabilitation). Within those sectors,
there will also be subsets of ‘capability’. For example, in the AOD sector, the
dual diagnosis capability of staff in the withdrawal unit will be different to the
dual diagnosis capability of an intake worker.
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.!O

Minkoff and Cline (2006) define dual diagnosis capability and organisational

capacity in this way:
The evolving concept of dual diagnosis capability refers to the notion
that every agency/program providing behavioural health services must
have a core capacity, defined through specific components of program
infrastructure like policies, procedures, clinical practice instructions and
standards, and clinician competencies and scopes of practice, to
provide appropriate services to the individuals and families with co-
occurring mental health and substance use issues who are already
coming through its doors.

Dual diagnosis capable programs typically:

- address dual diagnosis in their policies and procedures, assessment,
treatment planning, program content and discharge planning
have arrangements in place for coordination and collaboration between
mental health and AOD services
can provide psychopharmacologic monitoring and psychological
assessment and consultation, either onsite or through coordinated
consultation off-site
have staff that are able to address the interaction of the substance-related
and mental disorders in assessing the person’s readiness to change,
relapse risk and recovery environment.

Six guiding principles have been identified for treating consumers with a dual
diagnosis:

Employ a recovery perspective.

Adopt a multi-problem viewpoint.

Develop a phased approach to treatment.

Address specific real-life problems early in treatment.

Plan for the consumer’s cognitive and functional impairments.

Use support systems to maintain and extend treatment effectiveness.
(Centre for Substance Abuse Treatment, 2005)

QA LNE

0

Capacity building inevitably involves a process of transition (or change) that
may need careful management. Nickols (1990) describes change
management as ‘the task of managing change in a planned and managed
fashion’. Most literature describes the importance of all involved in the change
process being involved in open and honest communication. The literature
specific to the public health sector stresses the importance of involving a
broad range of stakeholders. Part D of this manual looks in more detail at the
processes of change management.

Everyone who is involved in your organisation’s service delivery has a part in
developing dual diagnosis capacity. From the beginning, you will need to
involve all those with whom your dual diagnosis service has contact.
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Exactly who this is will differ from one organisation to the next but, at the very
least, Maher et al (2003) suggest the following groups and individuals should
be included in all aspects of capacity building:

consumers and carers

staff/workers

senior leaders

clinical leaders

champions/portfolio holders

other agencies

external experts and specialists.

How to engage these key players and what role they have in your capacity
building process is discussed in more detail in Part C of this manual.

+

Effective and open communication throughout the organisation is essential if
there is to be a building of capacity. Communication needs to be two-way with
all workers and management.

This may involve meetings or a range of other communication activities with
staff and managers over a period of time to:

seek their ideas and support

inform them of the plans

update on the process

hear about any issues

brainstorm solutions.

The literature supports this need for communication and suggests that some
common elements are required for successful change management. These
include:

a perceived need for change

strong, continuous and full-circle communication from and to all levels of

the organisation

building strong partnerships and coalitions to drive the change

a coherent, adaptable and achievable plan

a commitment from all levels of the organisation to implement the plan.

+

Minkoff and Cline (2006) suggest that typical starting places in most
behavioural health agencies or programs may include the following capacity-
building activities:

1. Establish the baseline dual diagnosis capability (DDC) of each program in
the agency (both routine and specialised programs) as the first step in
initiating a quality improvement process.

2. Formally demonstrate commitment of the organisation to dual diagnosis
capability as an agency-wide goal.

3. Develop a formal philosophy that welcomes consumers with complex
needs.
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4. Create a design process as a component of infrastructure in the agency
that has the capacity to implement dual diagnosis capability through
continuous quality improvement.

5. Incorporate the consumer perspective in design, delivery and evaluation of
dual recovery oriented services.

6. ldentify and count the co-occurring disorder population and track individual
service needs, including populations that have poor outcomes and high
costs that ‘fall through the cracks'.

7. Clarify billing and documentation instructions for integrated services using

existing funding streams.

Improve access to integrated assessments.

Develop integrated treatment planning protocols that support interventions

appropriate to a person’s stage of change or stage of treatment and

develop programmatic materials and structures (for example, groups) to
organise the provision of those interventions more easily.

10.Develop procedures and protocols for interagency care coordination and
collaboration. This will help facilitate the ability of each agency to assist the
other to provide dual diagnosis capable treatment and to provide each
clinician with clear instructions about how to coordinate care.

11.Develop core-integrated scopes of practice for singly trained mental health
and AOD clinicians.

12.Design and implement strategic training plans, where training is aligned
with the development of supportive infrastructure to implement new clinical
practices.

©

There has been a great deal of discussion and literature recently about what
dual diagnosis capability is and how we know if a worker has achieved it.

Capability of staff can be divided into three levels:
basic competence
intermediate competence
advanced competence.

At a basic level, the literature suggests that an ability to welcome and
engage with the consumer is essential. In addition, a range of other skills and
knowledge also need to be included in any description of dual diagnosis
capability. These include:

Ability to welcome and engage with the consumer
Conceptual and theoretical issues = Screening and assessment of dual

(AOD/MH) diagnosis

Risk assessment Knowledge of service system
(AOD/MH)

Relationship of AOD/mental Symptoms and classifications of

health disorders mental health disorders

Effects of drugs and drug use Withdrawal/intoxication management

Treatment strategies (AOD/MH) Pharmacology (MH/AQOD)

Integrated treatment Partnerships

Referral pathways.
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Recently Graham and White (2011) described the ‘comorbidity competencies’
that they believe are essential to assist consumers with dual diagnosis. They
described three overarching areas that must be addressed:

Essential knowledge — important information and knowledge that anyone
working with dual diagnosis consumers should possess. This includes a
basic level of understanding and skills.

Core practice skills — those skills that most productively assist
practitioners to effectively work with dual diagnosis consumers.

Specialist skills and leadership —  attributes required for higher level
work or management tasks in relation to improving services for dual
diagnosis consumers.

/" "

There are a number of different pathways workers can take to become dual
diagnosis capable. These may include:
- educational programs

recognition of prior learning

self-assessment checklists

supervision and mentoring

observation and assessment of specific skills

a combination of any or all of these.

It is recommended that an audit of staff training needs be carried out across
the organisation, using one of the dual diagnosis capability tools, and that
individual development programs be developed to address specific needs.

These programs may include group training, but should also include
mentoring and supervision to ensure skills and knowledge are transferred to
the workplace.

&

Supervision and mentoring are key professional skills that also provide useful
strategies for developing dual diagnosis capable staff. Supervision aims to
develop an improved service to consumers by ensuring effective performance
among practitioners. Workers have the opportunity to stand apart from their
work and reflect on what they do, the context in which they do it and the
impact this has on the consumer and on themselves.

Mentoring is when a trusted and experienced staff member helps a colleague
who has less experience. The goal is to help people reach their full potential,
build confidence and provide guidance where necessary.

These key areas of professional development are discussed in greater detalil
in Part C of this manual. The important thing to understand is that training
alone will not create a dual diagnosis capable work  er.
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There are many paths to becoming dual diagnosis capable and these should
be guided through a well-articulated workforce development process. This is a
key part of your capability plan.

4; 2&1:1'5

Workforce development is more than training. It includes a broad range of
strategies targeted at systemic or structural issues, organisational issues and
individual issues. These strategies include recruitment policies, supportive
management practices and policies, workplace learning opportunities, training
opportunities, supervision and mentoring and staff exchanges. Local
partnerships can also help foster these arrangements and open doors to staff
exchanges and other joint strategies.

Even when there are few avenues to increase resources, workforce
development can support improved service quality and staff retention by
encouraging the professional development of staff. To achieve this, there
needs to be a clear commitment by managers, governing bodies and staff. A
more detailed definition of workforce development can be found on the
National Centre for Education and Training on Addiction (NCETA) website at
www.nceta.flinders.edu.au

%o++ + 41"

NCETA in their three-part series on effective dissemination (Bywood et al
2008) examined 16 strategies of transferring knowledge into practice, which
included:

Educational materials

Local consensus processes

Educational meetings (CME)

Educational outreach (academic detailing)

Local opinion leaders

Patient-mediated interventions

Prompts and reminders

Audit and feedback

Financial incentives

Electronic educational sources

The strategies that were found to be the most consistently effective were:

% : <

This is where healthcare providers participate in conferences, lectures,
workshops or traineeships It was found the Interactive Workshops were much
more effective than didactic lectures and seminars
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4 =
Use of a trained person who meets with providers in their practice setting to
give information with the intent of changing the provider’s practice.

Patient- or encounter-specific information, provided verbally, on paper, or on
electronically, which is designed to prompt a health professional to recall
information. This usually occurs through general education, in medical records
or by interactions with peers, reminding them to perform or avoid some action
to aid individual patient care. Computer-aided decision support and drugs
dosage are included.

+
Any summary of clinical performance of healthcare over a specified period.
The summary may also include recommendations for clinical action. The
information may be obtained from medical records, computerised databases
or observations from patients.

Available from the VAADA Website:
http://www.vaada.org.au

VDDI Dual Diagnosis Capability Discussion Paper
Graham H & White, R. (2011) Comorbidity
competencies: Skills indicators. University of Tasmania.
Minkoff and Cline (2006)

Bywood, P.T., Lunnay, B. & Roche, A. M. (2008).
Effective dissemination: An examination of the costs of
implementation strategies for the AOD field. National
Centre for Education and Training on Addiction,
Adelaide.

From the beginning, involve all who may be stakeholders.
Effective and open communication is essential.

Establish a baseline.

Define essential knowledge, core practice skills and
specialist skills and leadership for your organisation.
Source supervision, mentoring and workforce development
resources from within or outside your organisation.

Utilise Educational meetings (interactive), Educational
outreach, Prompts and reminders and Audit and feedback
as your prefered method of knowledge transfer
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Within the health and welfare sector, consumers are also referred to as
clients, service users, patients and customers. For consistency within this
resource, we use the term ‘consumer’.

Consumer and carers are willing, prepared and able to be part of the policy
and decision making at all levels of the health process: from strategic planning
through to service delivery. The participation of consumers and carers in the
mental health and AOD sectors is not just an idea, it is an active imperative.
There is no longer a debate about validity of participation ... it just is.

As you begin working towards building your agency’s dual diagnosis
capability, now is the time to include consumers and carers in all aspects of
your capacity-building process.

+ [ 1] ' nn
Consumers and carers can provide valuable feedback and information to

enhance your work. It is important to listen to their recommendations and
consider how you can include them at all levels of your service.

Here are some of the things that Victorian consumers and carers are saying.
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The Victorian Department of Human Services policy statement, Dual
Diagnosis: Key Directions and Priorities for Service Development (DHS,
2007), notes that the participation of consumers and carers in service
development and design is recognised as good practice and a key to the
success of programs. It dedicates one of the five key priority areas in the
Victorian Government platform to consumer and carer engagement.

$4

A A $

The National Action Plan on Mental Health (COAG, 2006) states:
People with mental health problems and mental illness have the same
rights as other Australians to full social, political and economic
participation in their communities.

The National Mental Health Statement of Rights and Responsibilities was
adopted by the Australian Health Ministers in 1991 and articulates the need
for:
... participation in decision making regarding the development of
mental health policy, provision of mental health care and
representation of mental health consumer interests.
(Department of Community Services and Health, 2000)

0

In their publication Straight from the source: a practical guide to consumer
participation in the Victorian alcohol and other drug sector, Miriam Clarke and
Regina Brindle define participation as the process of involving health
consumers (and carers) in decision making about AOD service planning,
policy development, priority setting and quality in the delivery of health
services.

Participation in the sector consists of including consumers and carers in the
decision-making processes around:

their own treatment

service planning, development, delivery and evaluation

policy and research

education and training of professionals.

This is reflected within the mental health sector through the Strengthening
Consumer Participation in Victoria’s Public Mental Health Services: Action
Plan (DHS, 2009). This action plan describes three levels for promotion of
consumer participation.
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Different modes of participation are sometimes represented as a continuum.
Brager and Specht (1973) have developed one such continuum, known as the
‘Ladder of Participation’. It ranges from ‘no participation’ through minimal
levels (where consumers receive information but have little say in decision
making) through to joint planning and ultimately to consumer or community
control.

Clarifying the ideas and assumptions that are guiding your practice of
participation is an essential undertaking because participation can operate at
different levels and may be motivated by contradictory intentions. Agendas
are varied. Consumers can demand participation for a range of reasons that
may or may not be similar to what your organisation has in mind.

This is why it is important to consult with consumers and carers at an early
stage to establish what capacity and level of participation the consumers can
provide and how this compares with what your organisation is seeking.
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Table 1: Ladder of participation

%

& Do

Adapted from: Brager & Specht (1973)

nn |+
Inclusion of consumers and carers in the development and delivery of

education and training for staff will assist in the ongoing development of a
better understanding of the service system from their lived experience.

Consumer and carer representatives (whether in an employed, voluntary or
advisory role) also require capacity building and workforce development to
enable them to be skilled and confident in achieving their roles and providing
for their constituency.

Existing structure and mechanisms for consumer and carer input into the
planning and evaluation of services will need to be reviewed to ensure that
they reflect these new directions.

? 0+

Participation must be meaningful if it is to be at all useful. While engaging
consumers in decision making about services, policy, education and research
may be a difficult task, it cannot be done if service providers and professionals
are unwilling to change their current work practices.
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Clark and Brindle (2010) suggest the following guidelines to ensure effective
consumer participation:

Be clear about your organisation’s capacity to involve service users and to
respond to service user concerns.

Be careful not to promise what you can’t deliver.

Ensure that productive consumer participation is supported by
management at all levels.

Be prepared as an organisation to listen to feedback, make decisions and
accept any changes.

Understand and manage conflicts. Enhanced consumer participation can
mean that tensions emerge from time to time. This is okay and is likely to
lead to better quality service and improved outcomes in the long term.
Encourage dialogue and trust in your partnerships with service users.
Trust is built by transparency and consistency.

Engage service users early in the process — even in the process of
deciding how your organisation will engage service users better.

Available from the VAADA Website:
http://www.vaada.org.au

Clarke, M. & Brindle, R. (2010) Straight from the source: a
practical guide to consumer participation in the Victorian
alcohol and other drug sector

Involve consumers from the start.
Ascertain the level of participation consumers can provide
and that the organisation requires.

6

Strategic partnerships can make or break the successful implementation of
agency capacity building and dual diagnosis service delivery. It is important to
identify your key partners and make sure they have a truly collaborative
approach to implementation. The Victorian dual diagnosis policy (DHS, 2007)
lists a key service development outcome as:

C

It is important to bring consumers and carers ‘along for the ride’ when
developing and implementing dual diagnosis capacity. Open and honest
communication is critical. Those that are affected by change need an
opportunity to hear the information, participate in the decisions, planning,
implementation and review of the change itself. There is also the added
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benefit of maximising the ideas, potential strengths and skillsets of partners
and key staff if they are informed and involved at the operational level.

Remember, leadership is not about managing things, but about developing
your people. Do not assume that you know it all.

Literature specific to the public health sector stresses the importance of
involving a broad range of key partners and stakeholders for successful dual
diagnosis capacity building (Maher et al, 2003). Experience has shown that
developing the plan in a consultative manner assists in achieving more
effective implementation.

It is recommended that the following key partners are included as an integral
part of the process. These are not listed as options but are all, as a collective
group, key to successful capacity building.

Better outcomes for consumers are often the motivation for changing work
practice. However, it is important to realise that consumers and carers are
also great allies to the organisation in maintaining sustained change.
Consumers and carers need to be kept informed about the imminent and
ongoing changes and enlisted to support the change process. Consumers
and carers more often know about what changes need to take place.

& ++9" |

Staff need not only to be aware, but to actively be engaged in the change
process. They need to play an active part in the innovation, design and
implementation of the process. It is important to include regular meetings and
other communication forums through which staff are able to express their
concerns, accomplishments and ideas.

While the motivation for change is often better outcomes for consumers, staff
need to be made aware that there will be benefits for them as well. This may
include a reduction in duplication of work, improved efficiency or better
working conditions.

& 9

Senior leaders must be involved in capacity building for dual diagnosis. This
may include managers all the way up to the CEO or Director. Their
engagement, support and promotion of the process is invaluable and helps to
ensure that staff will continue the process of change.

The engagement of clinicians in the redesign and improvement of services is
an important factor in capacity building. A clinical leader is a person with a
clearly defined role to activate, stimulate, nurture and sustain service
improvement. Successful clinical leaders have legitimacy among their clinical
colleagues and are opinion leaders.
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9 +
There will always be a need for someone to take the lead on capacity building
and managing change within the organisation. This ‘champion’ will be the one
who is committed to not only the process, but also to communicating
effectively with all stakeholders, identifying any issues and eliciting strategies
to overcome those issues.

%1

Many agencies have been working slowly towards dual diagnosis over the last
10 years or more. Within this context, change management is a process that
all agencies have to tackle.

There are many experts or specialists who have ‘walked in your shoes’ and
can provide mentorship and support. Their lived experience and learnings are
extremely valuable to an agency seeking to embrace a new dual diagnosis
vision. A number of services have engaged in developments aimed at more
systemic dual diagnosis capacity building, which can also provide valuable
learning for others about to embark on this task.

Staff education and training is a core tool in building capacity. It is essential
that there is involvement and consultation with relevant training organisations,
providers and institutions about how best to deliver the education and training
your staff need.

Dual diagnosis, by its very definition, means the co-occurrence of mental
health and alcohol and other drug problems. Service response and working
relationships need to address this co-occurrence. Agencies that may be key
players in your capacity-building process could include:

public and private mental health services

alcohol and other drug services

psychiatric disability and rehabilitation services

community health services

general practice

police and forensic services

housing and homelessness services

specific culturally appropriate services related to your agencies catchment

area

age-specific services (youth services).

/" !
One of the key elements of successful dual diagnosis capability building is

effective partnerships with key partners. The engagement of these key
partners at the earliest opportunity and at a meaningful level is important.

Ask the following questions:
Who would you need to engage for successful dual diagnosis capacity
building?
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What is their vested interest in this? What is their stake/impact/needs in
the change outcomes?

Have you included consumer and carers?

Who would be your supporters?

Who will be your barriers? What would it take to get their support and have
them working actively with you?

Do you require support from fund holders or policy developers?

Do you require a dual diagnosis or change management consultant to help
you get started?

Do you need to conduct some activities to align or join the partnership?
How often does this group or partnership need to meet? What are the
Terms of Reference for this group?

How will the partners define success?

Ovens and King Community Health Service 2010

Queensland Health has published a ‘how to guide’ of change management. In
this guide, they describe the importance of an effective and ongoing
communication process. They suggested a range of strategies for ensure
effective communication is achieved.

&
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Consider what will need to be communicated and by whom?
Establish a formal consultative process that involves representatives of all
stakeholder groups. Determine what is negotiable and what is not and why
this is the case.
Keep people informed of ongoing changes as often and using as many
channels as possible — when, why, how? Work collaboratively with opinion
leaders, sponsors and funders, stakeholders and staff when developing the
communication process. It is important to allow all those involved to
determine what this should look like.
Emphasise messages by using credible, respected spokespersons that are
trusted and liked.
Top down, bottom up communication should be the same. Everyone gets the
same message.
Consider what you would want to know (usually staff would like to know what
is in it for them and how can they contribute).
Build in a means by which those that are affected by the change have a forum
or opportunity to raise concerns early. This ensures their fears are heard and
addressed before they have a chance to grow.
Build in a ‘no secrets/no surprises’ rule wherever and whenever possible.
If you don’t know something, say that you don’t know.
If you don’t act on people’s suggestions, make sure you explain the reasons
why.
Allow yourself to be human and make mistakes. Deal with the mistake,
acknowledge it, apologise and make amends.
Celebrate and promote success. Take opportunities along the way to
celebrate small achievements as well as the major milestones.
Acknowledge all stakeholders and their input in key documents,
presentations, reports and communications.

(Queensland Health, 1999)
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Include all key partners from the beginning.

Get to know your partners. Understand their work context,
their environment and their culture. For example, it is
important that the mental health sector understand the
working context of their AOD sector cousins (and vice
versa).

Ensure both top-down and bottom-up involvement.

Ensure you consider the needs, strengths and limitations of
all your key partners.

Remember, relationships take time to build but it is a
worthwhile investment.

Recruit an external facilitator to help build and expand the
partnership.

Formalise the partnership through written agreements (for
example, MoUs, ToR and so on).

Ensure you set regular meetings and regular review points.

Effective policies are the foundation for consistent quality practice in service
delivery. Comprehensive policies ensure that:
- all stakeholders have the same understanding and expectations about
what happens in the agency
staff have a reference point where agency expectations are articulated to
guide practice
there is a record of accountability for certain decisions made by staff,
carers and management.

/" 0

Policies and procedures are the strategic link between an agency’s vision and
its day-to-day operations. Well-written policies and procedures allow
employees to understand their roles and responsibilities within predefined
limits and allow management to guide operations without constant
management intervention.

ot "

A ‘policy’ is a predetermined course of action established to provide a guide
toward accepted agency strategies and objectives. Policies identify the key
activities of the organisation and provide a general strategy for staff on how to
handle issues as they arise.

A ‘procedure’, on the other hand, aims to provide the reader with a clear and
easily understood plan of action for what is required to carry out or implement
a policy. A well-written procedure will also help eliminate common
misunderstandings by identifying job responsibilities and establishing
boundaries for the employees in specific roles.
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In relation to capacity building for dual diagnosis, each core change
embedded into an agency will need to be reflected in agency policy and
procedures.

It is important to note that a policy and procedure manual may be designed as
either:

a combined document

two separate documents.

Most capacity-building strategies and activities will have an impact on current
policy and require the revision your organisation’s policy and procedures.
Policy adaptation and review should be considered right at the beginning,
when you are first developing your implementation plan.

There are many policy examples and templates available for you to use as a
guide in developing policies that are relevant to your specific needs and
context. A number of peak bodies maintain a variety of policy examples and
templates for the AOD sector to download. An example of this is the NADA
Policy Toolkit (NADA, 2010). This resource is designed to guide non-
government AOD services to develop and review operational policy
documents and support their formal quality improvement program. The
resource provides practical policy development templates related to
governance and leadership, administration and support, and service delivery.

Common areas of clinical policy that will need to be reviewed, updated or
developed include:

overall philosophy of the agency (‘no wrong door, welcoming to all)

intake

screening and assessment

case formulation

shared care/integrated treatment and care

clinical review
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crisis

secondary consultation

discharge.

Common areas of process policy that will need to be reviewed, updated or
developed include:

‘no wrong door’ (protocols and pathways)

minimum standard and capability for recruitment of staff

clear role delineation and definition for specialist staff (for example,

portfolio holders)

tools (shared and common tools)

supervision (individual and group,managerial and clinical)

peer networks (portfolio holders groups)

workforce development.

Once your policies have been updated, all staff and stakeholders will need to
be informed of changes and supported to implement them correctly. This may
be done through normal meeting and communication processes or through
more formal means such as staff in-service activities.

Your current agency policy and procedure manual
NADA Policy Toolkit: www.nada.org.au

Available from the VAADA Website:
http://www.vaada.org.au

No Wrong Door Protocol or at www.nowrongdoor.org.au

Understand the policy and process challenges you face.
Consider which policy and procedures you may need to
adapt and review as part of your implementation plan.

Aim to develop practical, clear tools that are relevant to your
specific needs and context. You may find it helpful to use
support materials (such as the NADA Policy Toolkit) to help
you think about all areas of your activities.

Don’t reinvent the wheel ... use policy examples and
templates from other organisations or capacity building
experts to guide your own.

Inform all staff of changes to policy and procedures and
support them to implement the changes correctly.
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Supervision and mentoring are essential skill and role development strategies
for health professionals. They are also useful strategies to employ when
developing dual diagnosis capable staff and supporting staff through a change
process.

For many agencies, dual diagnosis portfolio holders are those who provide
supervision and mentorship to the sector as well as lead agency innovation
and change management.

& s

&

Ultimately, the primary aim of supervision is to develop an improved service to
consumers by ensuring effective performance among practitioners. This is
done, in part, by providing the opportunity for workers to stand apart from their
work and to reflect on what they do, the context in which they do it and the
impact that this has on the consumer and on themselves — as people and as
professionals.

Supervision has been a core practice for many years in a variety of settings.
The following list are the key components of supervision:
- skills development:

education and training

support

theory development and practice integrations

role development

modelling

guality assurance.

It is well documented that staff in clinical positions require regular supervision
from experienced and trained supervisors. It is common practice for mental
health, psychiatric disability and rehabilitation support, and AOD services to
engage their staff in supervision processes that are supported by
organisational policies and procedures. This ensures a shared understanding
among all staff of the professional and organisational expectation for
supervision, as well as the function, process and structure it will provide.

I?

Mentoring is when a trusted staff member, with experience and expertise,
helps a colleague who has lesser experience. The goal is to help people to
reach their full potential and to build confidence and provide guidance where
necessary.

The mentor may be a supervisor, experienced co-worker or portfolio holder.

Mentoring involves observing and monitoring the performance of the skill or
task and giving feedback. This feedback cycle can be performed multiple
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times. An example is when a mentor observes the implementation of a
screening and assessment tool by a mentee and then provides feedback and
suggestions for skill building.

+

When done well, supervision reduces levels of staff burnout, increases job
satisfaction and promotes quality practice. Coleman (2002) suggests that
supportive supervision is concerned with increasing job performance by
decreasing job-related stress that interferes with work performance. The
supervisor increases the worker’s motivation and develops a work
environment that enhances work performance.

Munson (2002) also noted that workers identified good, supportive
supervisors as the main source of help in dealing with stress. Experienced
supervisors with an understanding of stress (its causes and cures) avoid the
temptation to offer instant advice with simplistic solutions that do not work and
often increase the worker’s distress.

John Challis (2011) names a number of barriers to supervision, including:

- lack of management support, where supervision is not a priority for
management and so staff are subtly or overtly discouraged from taking the
time required
lack of skills among supervisors (untrained or unexperienced)
time limitations available for supervision
staff not understanding or seeing the benefits of supervision
lack of outcome-based supervision — untrained supervisors may not be
able to assist practitioners to develop new skills and solve problems.

Supervision should be targeted to the needs of the supervisee and to the
skillsets that will help them to improve their work practice. This could include
discussions of theoretical frameworks that help to inform practice, an
exploration of feelings and work experiences, role playing, appropriate
interventions and counselling techniques, discussion of work scenarios,
motivational interviewing and developing ways of providing an integrated
response to consumers with dual diagnosis.

o +
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A manager who is responsible for the overall performance of a team or
program provides this. Administrative matters relating to service planning,
development and delivery are addressed by ensuring that program activities
are carried out in a manner that is consistent with funding and legislative
requirements, job descriptions, work plans, external policy directions and
internal policies and procedures.
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Clinical supervision can be provided within a group context or through a one-
to-one relationship. The focus is on the delivery of clinical practice and the
challenges and learnings that the clinician experiences. Supervision is a
formal process of consultation between two or more professionals. The focus
is to provide support for the supervisee(s) in order to promote self-awareness,
development and growth within the context of their professional environment
(Hancox & Lynch, 2002).

Group supervision provides an opportunity for supervisees to experience
mutual support, share common experiences, solve complex tasks, learn new
behaviours, participate in skills training, increase interpersonal competencies
and increase insight. The essence of group supervision is the interaction of
the supervisees (MacKenzie, 1990).

Collegial supervision allows for a further development in the way supervision
is provided. It can focus on a specific professional body, a specific skillset or
specific training content. Collegial supervision is where colleagues work
together and offer one another feedback on their practice. An example of this
is a group of clinicians meeting to consolidate their newly acquired skills in
motivational interviewing or a project management group meeting regularly to
discuss the implementation of their funded projects.

8 @
Project management support is useful in addressing short-term skill gaps,
while building long-term capability in your organisation. If your intent is to
develop internal staff to be effective project managers, mentoring and
supervision is essential.

Mentoring will allow for skill transition in a supportive, ‘on the job’ setting. It
can be used to help inexperienced project managers or change agents to get
up to speed quickly, while providing them the necessary support. In relation to
dual diagnosis capacity building and change management, staff and agencies
who have ‘walked in your shoes’ before may be relevant mentors (for
example, the Victorian Dual Diagnosis Leadership Group, dual diagnosis
portfolio holders and Improved Services Initiative project managers).

Supervision is a more formal arrangement with, commonly, an external
experienced project manager or change agent providing specific support to
your organisation’s context.

Other means of project support may be provided by an established
governance structure or steering committee. It is important to match
experience and knowledge of the members of such a structure to the needs of
the project or change process.
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As with clinical or administrative supervision and mentorship, the following
values underpin the support you may need:

Expertise — access to project management/change management skills.
Experience — access to practical project management/change
management experience.

Neutrality — advice offered on an impartial basis.

Partnership - collaboration with other project management/change
management professionals.

Empowerment and confidence — involvement and skills transfer.

Available from the VAADA Website:
http://www.vaada.org.au

NCETA 2005, Clinical supervision: A practical Guide for
the Alcohol and Other Drugs field

Queensland Health 2009, Cclinical supervision guidelines
for mental health services

Identify supervisors and mentors from within your
organisation or from outside sources.

Be open to all levels of staff and management receiving
supervision and mentoring.

Ensure administrative (managerial) supervision is
separated from individual supervision.
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The only constant is change
Heraclitus (535-475BC)

The development of a service system’s dual diagnosis capability is an
evolutionary process, as with any major philosophical shift in service delivery.
It involves a combination of ‘inner’ shifts in people’s values, aspirations and
behaviours with ‘outer’ shifts in processes, strategies, practices and systems.

Most change initiatives fail or have a poor track record in sustaining the
change. This is because many change initiatives focus only on the ‘outer’
shifts (Senge, 1999).

To enable agencies to successfully work towards being dual diagnosis
capable, a clear understanding and application of the core principles behind
change management is required.

+

It is important to consider your workplace carefully before articulating or
suggesting a need for change. As a change agent, it is imperative that you
consider and understand the workplace culture, values, people and
behaviours, especially in relation to previous responses to change strategies.

Consider the following:
How has change happened in your workplace previously?
What change strategies have been successful and not successful and
why?
Do you have to start from scratch again or can you build on previous
change processes?
How do staff normally respond to a new idea or process?
Is change traditionally perceived as a threat or an exciting opportunity?
How does management support and view change?
How do you see change?

8

Project management is ‘the application of knowledge, skills, tools and
techniques to project activities to meet project requirements’ (Project
Management Institute, 2010).

Project management is accomplished through the application and integration
of a series of well-defined processes: initiating, planning, executing,
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monitoring and controlling, and closing. The project manager is the person
responsible for accomplishing the project objectives.

By comparison, change management is a structured and strategic approach
to initiating and managing a change process within an organisation or other
specific context. Change management may be an essential strategy in
addressing one aspect of the activities within a project. If the change is
significant enough, it may also be redefined into a project itself.

It will be up to your agency and key stakeholders to decide whether this
implementation is viewed as a change management strategy or defined as a
specifically targeted project. In either case, it is recommended that an
experienced change agent or a project manager be appointed (or recruited) to

support the process.

For the purposes of this manual, ‘project management’ refers to the
implementation of a change management practice within a dual diagnosis

context.

"I+ 8 0

MacLean et al (2010) studied more than 1,000 projects that were funded in
the Australian AOD sector. They found the three key elements of success

project management were:

effective partnerships with other agencies and comm

project leadership
effective planning and design.

unities

They went on to describe specific enabler and barrier mechanisms in the
projects they studied. These are described in Table 2.

Table 2: Enabler and barrier mechanisms in project m

Enabling mechanisms
Project planning and design
Evidence-based model, good fit to
needs, flexible design, appropriate
scoping, rules, holistic approach,
advice on implementation
Research, evaluation and data
collection:

Well-documented, effective data
collection, informed by ongoing
research

Funding and resourcing
Well-funded, used existing resources,
gained additional funding, partner
agency contributed resources
Staffing and leadership
Employed suitable staff or
contractors, staff or management
provided leadership, staff training
activities undertaken

anagement

Barrier mechanisms
Project planning and design
Poor fit, inadequate scoping, poor
timing, IT problems

Research, evaluation and data
collection:

Poor data collection systems, low
response to evaluation, datasets
missing

Funding and resourcing
Submissions for ongoing funding
unsuccessful, other funding problems
at organisation

Staffing and leadership:

Delay in staff recruitment, staff or
management turnover, staff lacked
required skills
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Enabling mechanisms
Organisational governance and
capacity:

Organisation already experienced in
project work, good policies and
procedures and suitable systems,
effective reference group

Workplace integration:

Staff engaged and enthusiastic about
project, inclusion of consultation
mechanisms

Engaging communities and

partners:

Strong support from partner agencies
or key participating communities,
utilised existing networks

Sensitivity to service users and
settings:

Model culturally appropriate, intensive
support, employed culturally/gender
appropriate staff

Participatory approach to service
delivery:

Target group involved in
development, used role models or
peer approaches, activity based
approach

Adapted from: MacLean et al (2010)

+

Barrier mechanisms
Organisational governance and
capacity:

Lack of management involvement,
project staff overloaded, reference
group unrepresentative or ineffective

Workplace integration

Staff roles unclear, staff conflict, staff
didn't prioritise involvement, placed
additional stress on staff

Engaging communities and

partners:

Lack of partner agency or community
interest in or commitment to project,
reluctance to address AOD/MH
issues

Sensitivity to service users and
settings:

Resources or approach not culturally
appropriate, failed to engage specific
demographics

Participatory approach to service
delivery:

Participation poor; difficulties in
swervice users lives interfered with
attendance, challenging behaviours

Wider service s ystem challenges :
Lack other services, inter-professional
problems, philosophical differences in
addressing AOD/MH

&

PDSA stands for Plan — Do — Study — Act
(or C for ‘Check’ if you prefer to call it a PDCA cycle).

The PDSA is a proven project or change management tool that you can use
to address just about any process that needs to be implemented or changed.
While it appears deceptively simple, it is actually very powerful. The more you

use it, the more you improve.

The PDSA cycle was developed by W. Edwards Deming, a statistician and
manufacturing consultant in the mid 20 century.

Page 39



Capacity building and change management

&

Plan what you want to happen or to achieve. First set the objectives — decide
on the end results you want. Then plan the tasks or activities required to get
there.

#
Implement the plan. Do what you have set out to do.

&

Once you have implemented the plan (or a component of it), you then study

the outcome. Look at what happened.

- Did you get the results you planned for, expected or wanted?
Did you get a different result? Was the result you got unwanted or
unexpected?
If it didn’t go as planned, why not?
Are things better now or worse?
If better, can they be improved? If worse, why and what should you do
next?
Do you need to do something different, continue for longer or change
some aspects?

Some methods you might use in this phase include observation, monitoring,
measuring, studying the data you collect, analysing, discussing, holding
‘management reviews’ and looking at results of audits.

Note: This phase is also known as ‘Check’ or sometimes ‘Review’. It was
originally called ‘Check’, but Deming renamed it ‘Study’ later on. He was
reportedly concerned that it may be seen to be merely a matter of inspection,
whereas it should be far more than that. In this manual, we use ‘Study’ to give
a more accurate clue to the activities that are (or should be) involved.

This is where you take action, based on the results and the lessons learnt.
If the change was a good one, build it into your system.
If it didn’t work out well or needs further work, you might refine it or start
again from the beginning, planning some different action.

Which takes you back to the next stage: Step 1 (Plan) again, but this time with
new information and knowledge.

& A

The PDSA cycle is designed to be used as part of a continuous quality
improvement system. Each time you complete it, you learn new information
and knowledge that can be used to improve your change management
process.

Thus, you repeat Step 2 (Do) again, with new information and knowledge.
And you repeat another cycle of Plan — Do — Study - Act ... followed by
another ... and another ... and so on. With each cycle, you cannot help but
improve your quality system. Figure 1 shows this cycle.
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Figure 1: Plan — Do — Study — Act cycle

+

Many organisations tend to do only part of this cycle, most often the ‘Plan —
Do’ phase. The majority of organisations are most comfortable in the ‘Do’
phase. There’s a lot of activity, all of which is seen as ‘the real work’.

‘Plan’ is also usually at least acknowledged or paid lip service to. The
organisation may do some planning, to a greater or lesser degree. They know
that it's important and try to do it ... or mean to ... when they ‘get around’ to it
... when they ‘find the time’.

Where most organisations fall short is in the other half of the cycle: ‘Study
(Check) — Act’. An organisation may Plan and then Do, but they often don’t
make the time to Study what happened and then to Act depending on the
results.

Some organisations may even produce a plan but then rarely use it or apply it.
They don’t make time at intervals to review (study) their plan and compare
where they are now with where they planned to be.

It's only when an organisation learns to place its attention on all of the stages
of the PDSA cycle that it will start to experience major improvement. Highly
successful organisations put equal attention on all four aspects of the cycle
and practice them all, without emphasising any one to the exclusion of others.
They understand that this apparently simple tool is incredibly powerful if used
correctly.
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o "

Society confuses change and transition constantly. We imagine that transition
is just another word for change, but it isn’t.

Change is situational — for example, moving to a new city or shifting to a
new job.

Transition is psychological - it is the inner reorientation and self-
redefinition that you have to go through in order to incorporate changes in
your life.

Without a transition, a change is just a rearrangement of the furniture. Unless
transition happens, the change won’'t work because it doesn’t ‘take’. This
process is described by William Bridges in more detail in his book, Managing
transitions: making the most of change.

+

Bridges (2009) states that people will experience a range of emotions as they
come to transition through change. Three transition phases have been
identified:

1. The ending
2. The neutral zone
3. The new beginning.

Figure 2: Transition process

Source: Bridges (2009) — Reproduced with permission
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&

Understanding the transition phases and how people respond to change is
crucial to recognising the needs of staff and other stakeholders as they move
through transition.

Figure 3: Understanding the phases of transition

Source: Bridges (2009) -Reproduced with permission

Bridges describes the tasks that managers need to perform to assist staff and
other stakeholders through transition at each stage. These are decribed in

Table 3.

Table 3: Transition phases and managers’ tasks

Transition
phase
Ending
(losing,
letting go)

The neutral
zone

The new
beginning

Description

Tangible and intangible losses can
lead to emotions such as denial,
shock, frustration and anger.

The person will find themselves in a
‘neutral zone’ for a period of time
where they may feel some
ambivalence or scepticism, but they
are beginning to let go of the old and
move on to the new. Critical
psychological realignments and re-
patterning takes place.

This last phase of the transition will
take the person through scepticism,
acceptance, hope and enthusiasm until
they embrace the ‘new beginning’.

Adapted with permission from: Bridges (2009)

Managers’ tasks

Support people to deal with
their tangible and intangible
losses and mentally prepare to
move on.

Support people to get through it
and capitalise on all the
confusion by encouraging them
to be innovators.

Support people to develop their
new identity, experience new
energy and discover the new
sense of purpose that will
enable the change to begin to
work.
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B C

Transition ‘able’ organisations have in place policies, roles, culture,
leadership, structure, resources and histories that provide a supportive
environment for successful transitions.

Bridges suggests some strategies organisations can use to help people
through the transition phases:
- Work less with the change management and more with the transition
management.
Remember that change is perceived personally, yet we try to deal with it
organisationally. The more included people are early in the development of
an idea, the easier and quicker they can begin their transition.
Be mindful that each person transitions at their own pace.
Attempts to ‘sell’ the new beginning zone to staff will not move them
towards leaving the ending zone.
Movement occurs when you show that you understand the individual's
transition.

Change is a slow process. Timelines need to be realistic and variable
depending on the type of change articulated in each step of your change
management plan. All change agents must be able to analyse the system or
agency in which they operate and understand what is required to bring about
change. It is important to be aware that changes in any part of a system will
have an impact on every other part of the system.

Improved Services Initiative project managers

For Victorian context: the Victorian Dual Diagnosis Leadership
Group

Change management literature

Change management consultants

Appendix 7: PDSA project template

Appendix 8: Framework checklist for implementing change
and/or projects

Available from the VAADA Website:

http://www.vaada.org.au

Bridges, W (2009), Managing Transitions: Making the Most of
Change. Lifelong Books, San Francisco

Set realistic timelines for change that reflect the type of change
you want to see.
Think about how change might affect your organisation. Make
sure you are clear about what kind of change you are planning
and understand the impacts of that change on all parts of your
organisation.
Remember the three key elements of successful project
management are:
- effective partnerships with other agencies and

communities

project leadership

effective planning and design.
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In any change process there will be resistance. Resistance shouldn’t be seen
as a negative or undermining response that needs to be ‘managed’. Often it
reflects a genuine concern that, if recognised, can provide greater clarity and
focus to the changes required. Open communication and willingness to
address these concerns is essential.

Much of the literature on resistance to change quotes Rick Maurer (2009) and
the three levels of resistance he describes in “Introduction to Change without
Migraines”. These are:

Level1 Idon'tgetit

Level 2 Idon'tlike it

Level 3 |don'tlike you.

> D C

Level 1 involves information: facts, figures and ideas. It is the world of thinking
and rational action, presentations, diagrams and logical arguments.

Level 1 resistance may come from:
lack of information
disagreement over interpretation of the data
lack of exposure to critical information
confusion over what it all means.

Giving people information is the most common way organisations try to deal
with resistance. Many make the mistake of treating all resistance as if it were
Level 1.

> #D cC !

Level 2 is an emotional reaction to the change. People may be afraid that this
change will affect how they do their job or the quality of the services they
offer. They may also be afraid that change will cause them to lose face, status
or control — maybe even their jobs.

When Level 2 is active, it makes communicating change very difficult. People
stop listening.

> D C |

Level 3 is a major reason why resistance flourishes and changes fail. Maybe
they do like you, but they don’t trust or have confidence in your leadership.

In Level 3 resistance, people are not resisting the idea. In fact, they may love
the idea you are presenting. They are resisting you. Maybe their history with
you makes them wary. Perhaps they are afraid that this will be ‘a flavour of
the month’, like so many other changes, or that you won’t have the courage to
make the hard decisions that will see this change through.

It may not be you. Perhaps people have had a bad experience with change
and leaders before. Or they may be resistant to those that you represent. The
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moment that some people hear someone from management is present and
wanting to help, they become sceptical. If you happen to be that person from
management, you're going to have a hard time getting those people to listen.

The key elements discussed in this chapter are described in further detail in
Part E of this manual. These steps are critical to successful change. You may
choose to use these steps as a checklist and apply those areas that are
relevant to your agency. Remember that you may not need to use every
component at all or in detail, but being mindful of these components will
ensure you are not neglecting any core steps. Appendix xx provides a ready-
to-use copy of this checklist.

Steps to successful change management include:
- Define your purpose.

Carry out a pre-agency audit.

Gain agency endorsement.

Create a vision.

Identify the leaders.

Develop a plan.

Establish consultation and communication process.

Ensure consumer and carer involvement.

Carry out a post-agency audit.

It is important to recognise that, even with the best of intentions, mangers and
project leaders can sometimes overlook elements of the change process or
move too quickly through the steps before others have had a chance to ‘catch

up’.

The barriers to effectively implementing dual diagnosis capacity building are
well documented. It is important to be aware of the core issues and address
obstacles early. Some common barriers are found in many agencies.
Many agencies are currently orientated, trained and structured to respond
to single disorders only.
Despite national and state dual diagnosis policy, some agencies continue
to have service exclusion criteria based on the presence of a co-occurring
mental health and substance use disorder.
In agencies that have undergone significant restructure or alteration, staff
may be ‘change-weary’ and ‘change-wary’.
There may be a lack of understanding (and expectations) of the other
treatment system’s strengths, constraints and philosophies.
The agency may fail to recognise the presence of co-occurring disorders
and lack the expertise and/or confidence in deploying integrated treatment.
There may be a perception that this will add to already burdened workload.
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Find a mentor for your project.  Several dual
diagnosis projects have been delivered over the last 10
years and there are many leaders in the field who may
be available to mentor your agency if you do not have
any identifiable leaders.

Engage an outside facilitator. It may be worth
considering contracting a strategic facilitator to lead this
component and support the discussions towards a
tangible outcome.

Find examples to spark discussion and thinking

Many dual diagnosis capacity building plans have been
written. It may be useful to source examples from other
agencies or colleagues to use as a framework your
own and your agency'’s discussions and considerations.

Address obstacles early. The barriers to effectively
implementing dual diagnosis capacity building are well
documented. Make sure you are aware of the core
issues to be mindful of and take action to address
them.
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There are five stages that are essential to building capacity within
organisations:
- Stage 1: Communicate and engage.

Stage 2: Develop a plan.

Stage 3: Implement the plan.

Stage 4. Evaluate.

Stage 5: Share your knowledge and experience.

&

Before you do anything, communicate! Then take a baseline to understand
where you are coming from and develop a vision for where you are headed to
guide your planning. At all stages, communication is the key.

Part D of this manual provides a checklist of possible actions for successful
change management. Some or all of these may be applied by agencies
wishing to build dual diagnosis capacity. At Stage 1 of the capacity building
process, some first critical steps are listed below.

+ !

! 0
Any change will require all stakeholders to be involved in the process from the
beginning. You will need to decide who your key partners are. Remember that
everyone who is involved in your organisation’s service delivery has a part in
developing dual diagnosis capacity, including:
- consumers and carers

staff/workers

senior leaders

clinical leaders

champions/portfolio holders

other agencies

external experts and specialists.

A description of each of these stakeholder groups is included in Part C of this
manual.

o 0

In relation to specific leadership roles, change management leaders need to
be clearly identified. These roles require meaningful tasks and responsibilities
endorsed by management with clear pathways of reporting and authorisation.
Change management leadership roles need to be clearly defined and
communicated to all managers and staff.
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Typically the role of a change management leader is to:

- publicly support and sustain momentum for the change process or project
legitimise their role by talking about the process, report against the
outcomes, consult with the staff and managers and monitor key
performance
provide coaching and feedback to staff and managers
develop the plan and coordinate the project implementation
ensure communication of project progress to all staff
ensures milestones of progress are celebrated
ensures the project is adequately resourced.

A + + 0)
Support is a two-way street. Once you have identified who will be involved,
you need to ascertain the level and type of support you will need to provide
your stakeholders, as well as the type and level of support they can offer you.

Conduct a stakeholder analysis to work out who will be involved and how they
might assist the process. You can use the Stakeholder analysis template
provided in the Appendices of this manual to help you do this.

Appendix 1: Stakeholder analysis template

The importance of open and two-way conversations with all stakeholders
cannot be underestimated. The format and style of the communication may
differ depending upon the needs of the stakeholder.

For example, staff will need to be informed of the change and the process, but
equally important they will need the opportunity to voice concerns and take
part in the development and staging of the plan. Senior leaders will initially
need to be fully briefed, but may only need brief updates as the changes take
place.

+

The processes are intertwined and will be the basis for your plan. Through
effective two-way communication with consumers and staff, they will be able
to identify changes that need to occur and help define the purpose of the
change, which will involve providing a better service for people with a dual
diagnosis.
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<
- ]
Before any changes can occur, you need to know where your organisation
and staff are in regard to dual diagnosis capacity and capability. One way is to
do a pre-agency or ‘baseline’ audit. There are several tools available for your
audit.

COMPASS™ (Comorbidity Program Audit and Self-Survey

for Behavioral Health Services) is a tool that can be used by services to
assess program competencies in multiple areas that reflect standards for Dual
Diagnosis Capable mental health and AOD services. This tool was developed
to assist in the implementation of the Comprehensive Continuous Integrated
Systems of Care (CCISC) Model for systems change (Minkoff, 2001)

DDCAT (Dual Diagnosis Capability in Addiction Treatment ) Index, is an
instrument that can be used for measuring capacity of an AOD service to
provide dual diagnosis services. The DDCAT evaluates 35 (33 in the
Australian context) program elements that are subdivided into 6 dimensions:

Program Structure

Program Milieu

Clinical Process dimensions (Assessment and Treatment)

Continuity of Care

Staffing

Training

Gary Croton developed the Agency Dual Diagnosis Capability Checklist in
Australia and is one of a suite of checklists available through the Dual
Diagnosis Australia and New Zealand website. This checklist covers several
domains of an organisations ability to provide services to clients withj a dual
diagnosis.

A baseline audit is a quality activity that will provide you with:
evidence and an argument for the need to build capacity
pre-capability measures providing a base for growth as you implement
your plan
identified strengths and weaknesses that will help define the priority areas
to focus on within the plan.

It is essential that the audit process is open and that the results of the
audit are communicated to all stakeholders.

Available from the VAADA Website:
http://www.vaada.org.au

DDACT
COMPASS
Agency Dual Diagnosis Capability Checklist
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E

It is important that change should be delivered from both the top down and
bottom up. You will create a firm foundation to build upon if you include all
layers of the agency in the endorsement of the need for change and then the
development of a vision.

Often the vision has been developed during the early stages of the change
management process, but should be made public and used in conjunction
with the evidence from the audit to gain agency and stakeholder
endorsement.

A vision statement is a vivid description of a desired outcome that inspires,
energises and helps you create a mental picture of how the system will look,
feel and function when providing an effective response to the needs of
persons with a dual diagnosis.

Remember that the audience for the vision is the staff, management and other
stakeholders in the organisation so it should resonate with them. You should
seek the assistance of others in the organisation to help with developing the
vision. These people should include those who:

have the best interests of the organisation at heart

will challenge your thinking and that of your organisation

bring a different perspective.

Again this vision needs to be communicated to all stakeholders and you will
need to seek an endorsement of the vision from all stakeholders and a
commitment to working to improve dual diagnosis capability.

The vision for your dual diagnosis capable programs will typically include key
components outlined by Minkoff and Cline (2006) and a range of other
elements described in Part B of this manual.

Appendix 6: Plan template

As described in the change management section, there are three levels of
resistance:

Level1 Idon’tgetit.

Level 2 Idon'tlike it.

Level 3 |don’t like you.
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+
It is important that you identify resistance early and reassess as you move
through the change process. The three types of resistance can occur at any
stage. A Resistance Assessment Survey is provided in the Appendices
section of this manual for your use.

f)

There are a number of ways that you can deal with this resistance, all of
which involve open, honest and two-way communication.

> 2?21

Make sure that people know why a change is needed. Before you talk

about how you want to do things, explain why something must be done.

Present the change using understandable language.
Find multiple ways to make your case. People take in information in
different ways. Some like to hear the data, while others prefer visual
sources like pictures or text. Some people learn best by interacting in a
group or through conversation. The more variety in the communication
channels, the greater the chance that people will comprehend what you
have to say.

> # + 1
Remove as much of fear as you can and increase staff's excitement about
what’s positive about the change.
Emphasise what's in it for them. Staff need to understand that these
changes will benefit them as well as the consumers. For example, you
could explain that work will be easier, relationships will improve, career
opportunities will open up or job security will increase.
Engage people in the process. People tend to support things that they
have a hand in building.
Be honest. If a change will hurt them, tell them the truth. It's the right thing
to do and it stops the rumor mill from inventing stories about what might
happen. Also, honesty bolsters their trust in you (a Level 3 issue).

Take responsibility for things that may have led to the current tense
relations.

Keep commitments. Demonstrate that you are trustworthy.

Find ways to spend time together so they get to know you and your
team. This is especially helpful if the resistance comes from people’s
attitude towards those whom you represent and not just from your
personal history together.

Allow yourself to be influenced by the people who resist you. This
doesn’t mean that you give in to every demand, but rather that you can
admit that you may have been wrong and that they may have ideas
worth considering.
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Appendix 2: Resistance Assessment Survey

Seek out consumer and carer representatives and involve
them as key partners from the beginning.

Identify and engage key consumer and carer groups who
may be able to provide representation from other sectors.
Check your communication process to make sure it involves
all consumers and carers of your agency and not just those in
co-opted positions.

Make sure your communication process also involves feeding
back to consumer and carer groups of other agencies.
Network with the peak agencies.

& #

Having engaged your stakeholders, you are now ready to develop a plan to
scope the change process. Good planning in the beginning can save you a lot
of time and trouble as the project progresses. Consultation and
communication are the key activities in the plan’s development. All key
stakeholders, partners and leaders should be involved in the plan.

The plan will include general principles that will guide the implementation as
well as the specific activities to be completed and (as appropriate) timeline
and persons(s) responsible. It will also include some detail of ongoing and
continuous assessment and evaluation of the plan’s progress.

As a guide to the general principles, take a look at the information sheet,
Overarching principles to address the needs of persons with dual diagnosis, in
the Appendices section of this manual.

Appendix 3: Information sheet: Overarching principles to address
the needs of persons with dual diagnosis

&

The PDSA cycle can be used in all aspects of the dual diagnosis capability
plan. Several sub-plans will need to be developed and using the PDSA cycle
can assist in ensuring quality control. A full description of the PDSA cycle is
provided in Part D of this manual.

PDSA stands for Plan — Do — Study — Act.
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. &
Use the PDSA Project Template in the Appendices section of this manual to
work your way through the PDSA cycle.

Plan.

Do.

Study.

- Act.

Then repeat step 2 (Do) again, with new information and knowledge.

Thus you repeat another cycle of Plan — Do — Study — Act ... followed by
another ... and another ... and so on. With each cycle, you cannot help but
improve your quality system.

Appendix 7: PDSA Project template

0

In designing your approach to the development of dual diagnosis capability,
you will be able to:
identify the stakeholders and their roles
identify barriers of resistance
identify a change management team with their roles and
responsibilities.

& !
Identifying the levels of participation of stakeholders in the change process
allows you to make sure that a wide variety of interests are taken into
account. Using the Stakeholder Analysis Tool, you will be able to identify who
needs to be involved as well as answer the following questions.
- What are the specific target groups/audiences that will be impacted by

this change?

Who might be able to help you the most?

Who might present the most resistance?

Who will be the change drivers?

Appendix 1: Stakeholder Analysis Tool

Resistance is a natural and unavoidable part of any change process. Itis a
survival mechanism within organisations. There are a number of reasons why
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staff resist change, so it is important to identify the root causes in order to plan
some of your strategies for implementation.

When you understand what lies behind people’s concerns, you can begin to
reduce them, using a range of strategies including open communication. Use
the Resistance Assessment Survey tool provided in the Appendices section of
this manual to help you identify the sources of resistance in your organisation.

Appendix 2: Resistance Assessment Survey

In the development of your change strategies, you may want to consider
developing a change management team who can help drive the
implementation of the change. The change management team is there to
support and offer guidance.

- Team members should represent a variety of functions, departments
and levels in the organisation, while also representing a cross-section
from your stakeholder groups.

They need to have excellent communication skills, have business
influence, be committed to the change, know the business and be a
team player. Some change management experience would be an
asset.

The team does not have to be working on your project full time but
must be able to commit some time to the project.

The team may require some team development to provide a common
understanding of the business issues that motivated the change and
the vision for the future state for the organisation.

The team need to identify roles and responsibilities in the
implementation of the change plan.

The Action Plan is your master plan and lists the activities, responsibilities and
timeframes for the project to be rolled out.

Activity Responsibility Timeframe

Example:
Communication activities

Appendix 4: Action Plan
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The following plans are listed in summary in the Action Plan.

When developing a communication plan, it is important to create reporting
protocols specifically for developing dual diagnosis capability and identify who
will be the responsible member from the project team to have overall
responsibility for the rolling out of communication. Make sure you include all
stakeholders (for example, other project teams, staff or key stakeholders).

Appendix 5: Communication Plan

Keep in mind that all staff will be at differing levels of dual diagnosis capability
(for more details about dual diagnosis capacity building, see Part B of this
manual). It is known that to effectively build capability and capacity, you will
need:

good quality educational programs for workers

quality supervision and mentoring

an infrastructure within your organisation that supports the

development of capacity and capability.

Any training plan must also include supervision and mentoring.

Ideally, training should be tailored to the needs of the individual. Individual
capability checklists can be valuable for staff to identify their training needs
and inform the training plan.

It is vital to ensure that your organisation has an infrastructure that will support
and sustain the change you envisage. This will include having enough
financial human resources to implement the contents of your plan. Equally
important are the changes to policies and procedures.

Your business systems and policy plan will need to outline steps you will take
to ensure your organisation has adequate resources and infrastructure to
achieve your goals.
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This may include planning to:
include the new process in staff orientation packages
embed dual diagnosis capability in staff appraisal checklist as a review
mechanism
ensure the project is listed on key meeting agendas
embed changes into all relevant policy and procedures
institute an annual system to update training for all staff
identify and remunerate or resource dual diagnosis leaders
update staff job descriptions with any changes in core competencies
monitor and update quality assurance mechanisms (for example, pre-
& post-capability audits, policy review and updates)
change policy and procedure

Your business systems and policy plan will also include:
. costs and timelines
a list of possible resources that are available or required
agreements with other agencies (for example, partnership agreements
or MoUs)
an evaluation strategy.

Appendix 8: Framework checklist for implementing change and/or
projects

Before you implement the plan, make sure you know how, when and who will
be monitoring various aspects of the change process. This is important as you
will need to celebrate the successes as well as be aware of any areas that are
not going to plan.

Monitoring activities may include the use of training reports and evaluations,
staff and consumer satisfaction surveys, change management reports and
any other tools that you may find useful to review your progress.
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Now it is time to put the plans into action. He various aspects of the plans will
start at differing times and there will be differing timelines. It is important to
monitor the implementationas the plans procede.

Once the plan is implemented, it is important to ensure that the momentum of
change continues. This will require regular two-way communication with all
stakeholders.

+

Of particular importance are your senior and clinical leaders. They may need
to occasionally meet with or send messages to the rest of the staff to help
them maintain their confidence in the process of change and encourage them
to maintain their commitment to the process.

? (1]

As stated earlier, the monitoring of the process is vital. If there are any
problems arising, you will need to identify them early and intervene before the
problem escalates. The Change Management Team is there to support and
offer guidance.

Equally important are the successes, which need to be communicated and
celebrated.

The regular use of the various auditing tools will give an idea of how the
organisation and individuals are going in building dual diagnosis capability.

Inclusion of an implementation committee or project management committee
will also work as useful strategies for monitoring implementation of a plan.
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It can be said that change never ends and is therefore difficult to evaluate.
However, in the planned process that you have been involved in, it is
important to go back to the beginning and see if the organisation has
achieved the goals you originally set.

Your PDSA cycle will give you information of what has been achieved and the
iIssues that arose. You should use this to build the ongoing evaluation of the
process. Some questions you might ask include:

Has the vision been achieved or is it closer to being achieved?

Is there a positive change in the results of the audits?

Are staff and consumer satisfaction surveys reflecting a positive change?

Compare your progress against your baseline. Re-instigate the audit tool you
selected at the beginning of this process.

Remember that the audit is a quality activity that will provide you with the
following comparative data from your baseline:
evidence and an argument for the need to apply capacity building in an
ongoing manner
pre- and post-capability measures showing growth as you implement a
plan
identified achievements, hiccups and barriers — this information will
influence priority areas to focus on for future planning purposes.

As with the pre-audit, it is essential that the pos  t- or review audit

process is open and that the results of the audits are communicated to
all stakeholders . Make sure you use the same audit tool you selected in the
beginning of this process.

When interpreting your audit results, there are a couple of things you need to
be aware of.
It is important to remember that many agencies find their initial audit is
often scored quite ‘generously’. Then, when a follow-up audit is
conducted, the scores may not appear to have moved greatly. It is
common that the second and third audits are more true to context and the
first is more generously scored.
As a result, it is often worthwhile recruiting an external auditor to limit the
chances of this anomaly occurring. If you are using the COMPASS an
external auditor is mandatory.

Available from the VAADA Website:
http://www.vaada.org.au

DDCAT
COMPASS
Agency Dual Diagnosis Capability Checklist
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You have been involved in a major process of implementing change. You now
have a responsibility to share your knowledge and experience with others.
Become a mentor. You can assist others and other organisations to become
dual diagnosis capable.

Page 61



Capacity building and change management

Page 62



Capacity building and change management

Appendix 1: Stakeholder analysis

Appendix 2: Resistance assessment survey

Appendix 3: Information sheet

Appendix 4: Action plan

Appendix 5: Communication plan

Appendix 6: Plan template

Appendix 7: Plan — Do — Study — Act (PDSA) project

Appendix 8: Framework checklist for implementing change and/or projects

Appendix 9: Further reading
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Name of individual or Need for support Likelihood of support
group

In the first column, list all the major individuals and groups that need to
go along with this idea.

In the second column, rate the level of support you need from each
individual or group on a scale of 1 to 5.

5 = They must take an active part in the development and be vocal

champions for the change.

4 = They must take part in the development.

3 = They need to go along with whatever is decided.

2 = It's OK if they have some objections.

1 = It's OK if they resist strongly.

In the third column, list the level of support you can expect from them
today.

5 = They will fully support and champion the change.

4 = They’'ll help some.

3 = They'll go along with whatever is decided.

2 = They are likely to complain.

1 = They are likely to resist this change openly and strongly.

Examine the scores. For effective change, you need matching scores
such as 5/5, 4/4 and 3/3. These scores indicate that the support you
need matches the support you are likely to receive. Mismatches are
dangerous, especially 5/1, 5/2, 4/1, 4/2. All of these indicate that you
need strong support but you are likely to get resistance. This tells you
that these relationships need work.

Adapted from: Queensland Government (2008); Change Management Plan: Workbook and
Template
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Below is a list of potential areas for resistance that you may be experiencing in the implementation of the project. For each area

indicate the degree to which you agree or disagree by placing your response in the Rating column from the following scale.

1. Strongly disagree 2. Disagree

3. Neither agree or disagree 4. Agree 5. Strongly agree

Assess the scores individually and highlight any scores that are greater than 3. This area should then become your primary focus
for addressing the greatest resistance to your project.

Areas of Resistance
Lack of understanding of the
purpose and drivers of the changes
Feeling of losing control

Lack of support from various levels
in the organisation

Feeling that there is a real threat to
existing power, job security or
personal and career goals
Concerns about a lack of skills and
knowledge

High level of impact on daily work
patterns

Lack of time to absorb the changes
High level of uncertainty

Adverse changes to key working
relationships

High level of past resentments and
dislikes

Lack of incentives and rewards

Description
There may be a lack of understanding of the purpose of the project.
There may be a lack of awareness of the need for the change to occur.
People support what they have helped to create. If they feel they have not had sufficient input,
resistance usually increases.
If people perceive that key individuals or groups in their area are not genuinely supportive of the project,
their acceptance is difficult to secure.
Resistance is increased if people believe the change will result in greater emotional or career costs
relative to what they may gain.

People may resist change if they believe they do not possess the skills or the ability for optimal
performance during and after the change.

Failure to acknowledge and, if possible, minimise the impact of project team activities and changes on
people’s work patterns tends to promote distrust and alienation.

The ability of staff to assimilate the change and all its consequences must be assessed.

Sometimes just the uncertainty of the situation can make people react negatively.

People may be resistant if they feel the changes may adversely affect the way they relate to others or
who they work with or report to.

People may distrust or dislike sponsors or change agents or have had negative experiences around
change — if this is the case, a lack of acceptance and enthusiasm for the change will quickly materialise.
Change involves learning and learning usually involves errors. When people are not given the freedom
to make mistakes while learning, they become afraid.

People need to be rewarded for accomplishing the change in the form of something they truly value.

Adapted from: Queensland Government (2008); Change Management Plan: Workbook and Template

Rating
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Co-occurring disorders are to be expected in all behavioural health settings.
System planning must address the need to serve people with dual diagnosis
in all policies, regulations, funding mechanisms and programming.

#

An integrated system of mental health and addiction services that emphasises
continuity and quality is in the best interest of consumers, providers,
programs, funders and systems.

The integrated system of care must be accessible from multiple points of entry
(there is no wrong door) and be perceived as caring and accepting by the
consumer.

The system of care for dual diagnosis should not be limited to a single
‘correct’ model or approach.

The system of care must reflect the importance of the partnership between
science and service. It must support both the application of evidence- and
consensus-based practices for people with dual diagnosis and evaluation of
the efforts of existing programs and services.

*

Behavioural health systems must collaborate with professionals in primary
care, human services, housing, criminal justice, education and related fields in
order to meet the complex needs of people with dual diagnosis.

$

Co-occurring disorders must be expected when evaluating any person and
clinical services should incorporate this assumption into all screening,
assessment and treatment planning.

Within the treatment context, both co-occurring disorders are considered
primary.

(

Empathy, respect and belief in the individual’'s capacity for recovery are
fundamental provider attitudes.
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Treatment should be individualised to accommodate the specific needs,
personal goals and cultural perspectives of unique individuals in different
stages of change.

The special needs of children and adolescents must be explicitly recognised
and addressed in all phases of assessment, treatment planning and service
delivery.

i

The contribution of the community to the course of recovery for consumers
with dual diagnosis and the contribution of consumers with dual diagnosis to
the community must be explicitly recognised in program policy, treatment
planning and consumer advocacy.

Adapted from:

Center for Substance Abuse Treatment (2007)  Overarching principles to address the needs of
persons with co-occurring disorders  , Substance Abuse and Mental Health Services
Administration, US Department of Health and Human Ser  vices.
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Adapted from: Queensland Government (2008); Change =~ Management Plan: Workbook and Template
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Name of contact person for all project communication:

Audience Sender Key messages Delivery method | Date Length of session | Location
(if applicable)

Adapted from: Queensland Government (2008); Change =~ Management Plan: Workbook and Template
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Reproduced with permission from Positive Directions , consultancy and training, 2009.
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CYCLE: What are the dates of your project?

PROJECT: What are you testing?

TEAM: Who is conducting the test?

BACKGROUND: Who are you testing the change on? What
happen?

do you predict will
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Answer these . : What to _do before
PROCESS . Generate ideas Gain consensus | proceeding to the
questions next step
PLAN: How can we get to May include ideas  Agree on a Brainstorm
Identify an where we want to on: design and possible
opportunity be? how to solve the | implementation improvements;
and plan for problem plan for a trial analyse strengths
change. What do we do first? how to improvement and weaknesses;
implement establish criteria
What's the best way solutions Agree on for selection;
to do it? how to monitor = criteria for establish timelines
and evaluate evaluating trial. = and a plan for
the trial monitoring and
improvement. evaluating the
trial.
DO: Document
Implement problems and
the change unexpected
on a small observations.
scale.
STUDY: Have we Agree on Evaluate
Use datato  implemented the effectiveness of improvement trial
analyse the  trial improvement trial. using established
results of the correctly? criteria; compare
change and results with
determine Have we followed desired state;
whether it the monitoring plan? check for new
made a problems; decide
difference. Are we improving? to implement
change system-
What are we wide or return to
learning? root cause
analysis to search
for other sources
of variation.
ACT Should we Develop ideas for Agree to anew Prepare to report

If the change implement system- | planning system- plan for results of the
was wide change? wide change. system-wide project;
successful, (Implement action | change. communicate
implement Does management  based on what you results throughout
the plan and  support the change? learned in the study Agree to return the organisation;
continuously step. If the change  to root cause continue to
monitor If not, should we did not work, go analysis and monitor.

results. If the | continue to search through the start the

change did for other root process again with | process again.

not work, causes? a different plan,

start the using what you

process have learned in the

again. study step.)

Adapted from: Bendigo Community Health
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The following checklist is a useful ‘ready reckoner’ for project managers, change
agents or teams. You can use it to reflect on the activities and stages that you will
need to implement. Check your progress on what you have completed, had
approved and communicated to key stakeholders. You may also wish to add the
dates that each step had been ‘ticked off'.

Completed - Project Title: A brief title for the project, i.e: a few words
Approved
Communicated
Project Definition / Vision : Elaboration of the title — eg: one
sentence. Note: If a strategic project is actually better regarded
as a closely related set of (sub-) projects, the project definition
should make this clear.

o Problem being addressed: A description of the

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

Completed
Approved
Communicated

problem(s) or issue(s) being addressed by the
project, and how these problems/issues relate to the
organisations objectives. Conduct Agency Pre-Audit
measure (ie: DDCAT / COMPASS / CHECKLIST)
Objectives: A succinct statement of the project’s aims.
A project may have multiple objectives.

Outcomes: A description of the project’s expected
outcomes: i.e. what it will deliver and what will be
different when the project (or change) is completed.

Scope: a description of the boundaries of the project;
I.e. what is included (and, if relevant, what is not).

Business Case: A succinct statement of the expected costs
and benefits of the project

0 Resources: A description of the resources required for

the project and their source. This should identify any
resource gaps (e.g. lack of appropriate skills)

Benefits: Benefits should be categorised as realisable
(e.g. cash savings), quantifiable (e.g. where resource
savings can be identified but not realised) or tangible
(e.g. improved quality). This should include any
measures required to ensure that the benefits are in
fact realised.

Risks/barriers: The major risks faced by, or barriers
confronting, the project and brief strategies for
managing them.
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People: A description of:

Completed Key stakeholders and their roles.
Approved Consumer and Carer engagement
Communicated The beneficiaries (who are we doing this for)
The expected staff impacts
Completed - Project Plan : An overview of how the project will be managed
Approved
Communicated
Completed Strategies'/ actiyit[gs: a sc_:hedule of the strategieg
Approved and/or major activities requw_ed to complete the project,
Communicated together with their planned.tlmeframes. A Gannt chart
may be useful to use for this.
Completed Responsibilities:  Who is responsible and
Approved accountable, and for what?
Communicated
Completed Consultation: A description of the c_onsultation which
Approved has alrgady occurrgd and will occurin the future, and
Communicated the major consultatl_on strategies, including consumer
and carer consultation.
Completed Co_mmu_nication: A brief overview_of the st_rategies,
Approved which will be used to communicate mformaﬂon and
Communicated updates about the project, its implimentation and
progress.
Completed Training: a description of any training required as a
Approved result of the project or change outcomes (based on the
Communicated pre audit / baseline)
Completed Relat.ed projects: Alist or desc_ription qf other.projects
Approved that link / compete / work complimentarily to this
Communicated project.
Completed Critical success factors: What are the factors, which
Approved are critical to the success of the project, and therefore
Communicated of which the sponsor needs to be aware.
Completed Policy / legislative context and influences: A
Approved description or list of the affected or related policies and
Communicated legislation and any change implications.
Completed Quality assurance: A description of any quality
Approved mechanisms associated with the project.
Communicated
Agency endorsement: A description of how will this
Completed be endorsed ie: via a protocol / MoU?
Approved Who will endorse this? CEOs/ Key Stakeholders /

Communicated

Completed
Approved
Communicated

Managers

How will this endorsement be communicated to staff?
Evaluation: What evaluation strategies will apply to
the project

Conduct Agency Post-Audit measure (ie: DDCAT /
COMPASS / CHECKLIST) and compare with pre-audit
conducted in point 2.1.
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