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CHAPTER 1: INTRODUCTION AND BACKGROUND 
1.1   Introduction

1.1.1 The health, social and economic impact of co-occuring substance misuse and mental health problems are far reaching and effect individuals, communities and services across Wales.  Anti-social behaviour is frequently associated with this client group which affects their access to services and impedes engagement with front-line services resulting in significant inequalities in service provision and poor health, social and economic outcomes for individuals, families and communities. 
1.1.2 The aim of this project were to:

· identify the critical success factors which will challenge and bring effective changes in joint working across public and voluntary sector services working with people with co-occuring substance misuse and mental health problems;

· develop a new model of working through an evidenced based care pathway which offers learning to public sector bodies across Wales and the UK. 
1.1.3 The learning from the project was expected to improve the services received by those with co-occuring substance misuse and mental health problems and subsequently improve health, social and economic outcomes.  
1.1.4 A line of sight was established between this work stream and the national Effective Services for Vulnerable Groups (ESVG) board, as a vehicle to cascade the learning from the project to other areas of public service that respond to the needs of other service user groups with similar levels of complexity.

1.2   Background

1.2.1 Despite the development of the evidence based National Service Framework Meeting the Needs of People with a Co-occurring Substance Misuse and Mental Health Problem (2007) it has been generally recognised know that this has not being implemented widely and thoroughly across Wales.  

1.2.2 The numbers of service users who fall into this diagnosis, and meet the eligibility criteria of both specialist substance misuse services, and adult mental health services may be comparatively small, yet the human and financial cost of poor quality, fragmented service provision is significant

1.2.3 In addition the nature of co-morbidity of substance use and mental health on a scale from mild, through to moderate, severe and complex had resulted in local interpretation of guidance enabling individuals who are not at the most complex end of the scale to appear outside of the responsibility of either discipline.

1.2.4 The learning from this project was intended to inform any service development or change management initiatives across Wales for both this historically difficult service area, as well as other areas of public service that find difficulty in effectively providing support for complex individuals with multiple needs.  Dual Diagnosis was identified as an area of service able to sustain experiential learning on tackling a clearly defined issue that crosses disciplines, and different professional groups.

1.2.5 The project also met the ESVG criteria of influencing deep rooted delivery challenges and would have transferability to all sectors of public and voluntary services and challenge the wider issue of multi-agency working for service users whose needs are not clearly defined within the boundaries of a specific discipline.
1.2.6 Whilst service users with a dual diagnosis are the focus for the project, the learning, and transferable knowledge will centre on the organisational and cultural change processes that are required to meet service users’ needs that extend beyond the boundaries of any one agency or service.

CHAPTER 2: PROJECT STRUCTURE 
2.1 The aims of the project were:
· To implement the revised dual diagnosis care pathway

· To improve the health, social and socio-economic outcomes for service users with a dual diagnosis

2.2 The documentation for the project had been developed some time in advance of formal initiation.  As a result, the new care pathway, supporting information for staff, and the content of the training programmes had already been developed and completed.  The Welsh Government service framework and guidance for individuals with co-occurring mental health and substance misuse diagnosis was used as the basis for developing and agreeing the local care pathway for Cardiff and the Vale of Glamorgan.  This included consultant psychiatrists in both disciplines; senior clinicians and the views and contributions of service users.

2.3 It was agreed that a three-fold approach would be undertaken.  Firstly the identification, training and development of link workers to act as champions for dual diagnosis issues within both substance misuse and adult community mental health teams. Secondly a comprehensive training programme for key staff across a broader range of mental health and substance misuse services, in order to disseminate the principles of the new pathway throughout the workforce. Finally, the identification and monitoring of a cohort of service users whose care was delivered in line with the principles of the new pathway, in order to quantify and improvements in service delivery.

2.4  The project was overseen by a multi-agency steering group that included senior management representation from across Adult mental health services, substance misuse services, housing services, the local authorities, South Wales Police, and the third sector.  Strategic management was led by the head of substance misuse services (a join post between the NHS and both Cardiff and the Vale local authorities), and operational delivery was led by a consultant nurse in substance misuse.
2.5 It became apparent that momentum for the work programme was difficult to achieve and maintain as an add-on to existing workloads.  Funding was therefore identified for a project lead secondment to drive forward the work programme on a day-to-day basis.

2.6 The first work stream in relation to the establishment of a link-worker system was led and delivered by the seconded project lead officer.  The nurse consultant led the delivery of the training programme, including the production of training materials, and delivery of the content to staff from across mental health and addiction services. 

2.7 The concept of using a service user cohort approach was introduced to the project from the outset.  This was based around the Minkoff Model [Fig 1.], and placed individuals with a dual diagnosis into one of four categories according to their severity of need (Minkoff, K., 2001).
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2.8 The cohort principle looked at identifying a number of service users in each of these four quadrants of need.  It was agreed at project initiation that existing service users, as well as individuals new to service during the lifespan of the project, would be identified and assigned to each of the quadrants.  The target was approximately 30-35 service users in total across the four quadrants. 





       Figure 1
2.9 Outcomes for cohort participants would be monitored and quantified using the mandated substance misuse outcome measurement tool; the Treatment Outcome Profile (TOP).  With no equivalent mandated measurement tool for mental health outcomes, the project steering group agreed on the use of the Health of Nations Outcome Score (HoNOS) that was relatively well established in mental health services.

2.10 The steering group maintained oversight of delivery against the project aims and objectives, and updates were also provided to the ESVG board to maintain their line of sight on the work-stream.
CHAPTER 3: IMPLEMENTATION AND DELIVERY
This chapter provides an overview of the delivery, experience and learning from the project at an operational level.  It is centred on the experience of the seconded project lead officer, and follows a number of key themes that have naturally emerged from the work programme.
3.1 Identification and Training of Staff
3.1.1 Aims 
· To identify link workers in all Community Mental Health Teams (C.M.H.T.s), substance misuse areas and other mental health areas. 

· To train all identified mental health link workers in Brief Interventions for Alcohol, Cannabis and Amphetamines with the possibility of cascading to other staff.

· To train all substance misuse link workers in mental health issues (not initially specific).

· To improve the skills, capability and confidence of mental health and substance misuse staff in delivering appropriate interventions to dual diagnosis clients.
· To improve communication and joint working between substance misuse and mental health services.
3.1.2 Indications of success 

· All mental health and substance misuse staff having an increased awareness of the needs of dual diagnosis clients – either having accessed training and/or had awareness raised by communication with link workers or other staff.

· Appropriate training for substance misuse staff to have been identified and commenced.

· Training for mental health staff to have been commenced and established as an ongoing, sustainable programme.

· A link worker system to be active and effective in all community substance misuse and mental health areas.
3.1.3 Obstacles, solutions, and effectiveness
3.1.3.1 In considering the identification of trainers, training was largely provided by suitably qualified and interested individuals within initial project group. This proved effective as it was possible to provide appropriate initial training within the spirit of project aims. In the longer term, a larger pool of trainers may be needed to ensure regular training can be offered. 
3.1.3.2 Staff were found to have very different backgrounds and knowledge about dual diagnosis issues, meaning that training needed to be flexible in approach, and targeted appropriately.   The Dual diagnosis project lead undertook discussion with teams to identify specific training needs. Training was arranged and other information offered by the project worker in team meetings.  

3.1.3.3 Questionnaire replies indicate that there is felt to have been a significant improvement in staff knowledge and confidence but that training will need to be continued and improved in order to sustain these outcomes.
3.1.3.4 The plan to train all C.M.H.T. link workers was not completed through the first tranche of training. Take-up rates were slow and, as the link worker role needed to be fulfilled alongside existing case work, there was often an inability to attend due to the prioritisation of other duties.   Training uptake by suitable staff was improved and achieved by management of the training within the project (not managed by central organisational systems). This allowed reminders to be sent, management of drop-out, answering queries, targeting those waiting following drop-out and management of spread across teams. 
3.1.3.5 It was felt important to target priority staff to attend training to expand the pool of staff to be engaged in the cohort project or to act as link workers, and to spread contact across as many areas as possible. This was to secure a good range and suitability of trained staff. The initial focus was on the Community Mental Health Teams (C.M.H.T.s); however first uptake came from other mental health areas such as crisis teams and assertive outreach teams.   Where team managers encouraged attendance and passed on information effectively, response levels were better. Information was regularly provided to team managers via e-mail and through meetings.
3.1.3.6 In parallel, when considering appropriate initial training needs for substance misuse teams, the project worker was able to explore those needs across substance misuse staff via meetings, visits and discussion with staff. It was then possible to liaise with a potential trainer and agree delivery.   CBT (Cognitive Behavioural Therapy) for anxiety was offered as a full training day for all substance misuse staff (on usual training day to facilitate attendance) and two single days for smaller groups. This provided useful learning in relation to mental health interventions for substance misuse staff and provided a complementary approach to the mental health staff training programme.
3.1.3.7 There was little initial response from substance misuse managers to engage with mental health training, despite agreement that this would be essential for the project to succeed. In addition, identification of the best dates for training in order to allow maintenance of usual services proved difficult.   The project lead reiterated the purposes of training as part of frequent and repeated requests for participation. The best days to offer training to secure high attendance levels was also discussed with team leaders.

3.1.3.8 The project showed a need to offer supervision of training.  This was incorporated within the meetings with link workers, to provide a clear forum for all dual diagnosis issues.   To date, the majority of trained staff have not returned for supervision.
3.1.3.9 Link workers were identified as a critical delivery component within adult mental health services.  These individuals are not dual diagnosis case workers who enable service users with a co-morbidity to be transferred to them; rather they are a champion for dual diagnosis issues within their teams, and act as a source of specialist advice and support to other key workers when considering the best way to manage the presentation of co-morbidity within a caseload.
3.1.3.10 Initially no record was available of nominated link workers.   A link worker list was compiled to ensure cover and ongoing contact. During the project, link workers were the focus of communication and cohort contacts. The list was added to as the areas represented expanded and was amended as necessary.
3.1.3.11 Overall, the identification of link workers was slow. Initial responses came from other mental health areas rather than CMHTs as originally intended.  The project lead targeted CMHTs directly and persistently until named link workers were identified.  The project lead also actively recruited link workers by targeting areas not represented. Specific individual requests and explanations were sometimes necessary to achieve this.   Eventually, link workers for all community mental health areas and most specialist teams, and for all community substance misuse services.  Work has commenced on involving in-patient services with the link system, but this remains ongoing.  There is no involvement in the link worker system within Mental Health Services for Older People (MHSOP).  
3.1.3.12 There was a high level of confusion regarding the role of link worker.  For example, there was a common assumption that link worker should take on all dual diagnosis clients.   It was necessary to convey an understanding that the link worker has an interest, but is not currently a specialist, in dual diagnosis work. This was clarified through discussion in link meetings, information provided to team leaders and other managers and explanations provided as part of visits to teams with advice on how to appropriately use the link worker role.   Since undertaking this clarification and assurance, individual link workers felt more confident in taking on the role. However, it should be noted in going forward that continued reminders regarding the role will be an essential and continuous requirement for these services.
3.1.3.13 When considering how best to embed the link worker role within teams, it was noted that similar systems established previously had not always worked meaningfully. Link workers for particular issues can often be seen as ‘in name only’.   The project identified the importance of link work as an active and integral part of team processes. Discussions with link workers took place on how best to operate the link worker role, and suggestions were offered, and incorporated into practice. Link workers were encouraged to discuss their role within their own team meetings, and managers were informed of this.   As a result, there is varying evidence of the link system being incorporated into team processes; in some teams this is very evident, but others will need further encouragement to recognise the benefits of using the system and approach.
3.1.3.14 One factor that presented challenges within the project was attendance at link meetings.  To date, it has not been possible to achieve any link meeting with full attendance of all link workers or their representatives. Staff have been repeatedly unable to attend meetings due to leave, reduced staff numbers, shift patterns and prioritisation of other duties, e.g. reviews, case conferences, duty work, clinics, training and emergency referrals.  Attendance has been encouraged but it may not be possible to achieve full attendance due to the above issues.   To assist this, it was decided to complete a brief record of each link meeting, detailing key discussions and outcomes.  These notes are then distributed to all link workers.  It was also agreed that notice of dates for meetings should be well in advance to allow best possible attendance, with reminders sent. Link workers were encouraged to identify other staff to be involved when they were unable to attend which also spreads knowledge and sustains the system. 
3.1.3.15 A factor endemic to a range of public services is that of staff throughput.  There were a number of instances where staff members moved on and into other roles after being named as a link worker, and after being trained into the role.   In one example, significant progress was lost after a highly motivated and trained link worker, who had been a catalyst for change within their team, left their post for a new role.  This highlights both the need for ongoing attention to be paid to replacement of link workers, as well as the vital importance that team managers play in providing continuity for ongoing work programmes, despite changes in personnel.
3.1.3.16 A key aspect of the project focused on communicating the need for expansion of the link system to other areas.  The use of emails, team visits, and reports to management meetings led to raised awareness.  This resulted in some areas of service (e.g. HMP Cardiff) contacting the project worker with requests for participation. In-patient areas were deliberately targeted towards the end of the project with plans to extend involvement further.
3.1.3.17 Management of link meetings and the co-ordination of link workers was undertaken by the project worker. This role will not be ongoing and there is a risk that, without this co-ordination, the system may not continue.  Sustained momentum and benefit will be monitored by the substance misuse and mental health service commissioners   
3.1.3.18 Discussion have taken place with link wokers as a part of operational meetings regarding continued facilitation of the system once the lead project worker role comes to an end.  Feedback in relation to involvement and experience of the project has been largely positive good and commissioners will assess the capacity for some form of continuation of this co-ordinating role and function.  Responses to a questionnaire completed by involved staff can be found at appendix 1. 
3.1.3.19 When considering the impact on staff awareness and attitudes, the questionnaires and outcomes from the cohort study provide evidence of change in practice in some areas along with increased confidence and knowledge in working with dual diagnosis clients.
3.1.4 What could be done differently?
3.1.4.1 This, and other parts of the project, would have benefited from a dedicated project worker being involved from the outset, rather than an appointment some way into the project lifespan, although this was precipitated by the realisation that a dedicated role was needed for the project to succeed. This would have prevented many of the delays which were experienced.
3.1.4.2 The project struggled to secure management support from all services involved – this was found in areas as link system development, and staff training.   Therefore, it would have been beneficial for team managers to be engaged and briefed in depth about project before, rather than as part of, the process of implementation. 
3.1.4.3 The project was able to identify that modular and tiered dual diagnosis training for all substance misuse and mental health staff would be the most effective approach to securing a generic and consistent approach to meeting the needs of these service users across mental health and substance misused. Therefore, at the basic tier and as a minimum, all staff should have training to enable a basic understanding of signs, symptoms and issues involved with dual diagnosis clients. Link workers and staff with direct clinical involvement with dual diagnosis clients should to be trained at the next tier in assessment of need and risk and in a range of interventions. Within this second tier, training should continue to be multi-disciplinary and involve mental health and substance misuse staff which will also provide further contact and increased understanding. 
3.1.4.4 It may have been possible to have introduced such training initially but it is likely that the build up of a smaller commitment and interest along with awareness raising activities encouraged attendance.  This approach has been fed into the development of the revised national service framework for co-morbidity.
3.2  Engaging with team managers/senior management
3.2.1 Aims
· To improve communication and joint planning/working between substance misuse and mental health services at a management level.

· To enable substance misuse and mental health services in C&V UHB to meet the requirements of the updated dual diagnosis National Service Framework (NSF).

· To facilitate and effect sustainable change in practice and attitudes.

· To involve team managers in progressing dual diagnosis work beyond duration of project. 

3.2.2 Indications of success

· Dual diagnosis is seen as an issue to be owned by both substance misuse and mental health services 

· Dual diagnosis is regularly reviewed and discussed by managers at all levels and within appropriate settings. 

· Services planning systems and processes take dual diagnosis issues into account.

· Team managers are seen to be supporting and promoting dual diagnosis work within their own teams.

3.2.3 Obstacles, solutions, and effectiveness
3.2.3.1 Dual diagnosis work is considered to have a low profile, particularly within mental health services. Services historically tended to be unwilling to share responsibility for both areas of client care.   In order to address this, the importance and principles underpinning the project were presented by the project worker within a range of management meetings. As the substance misuse services were hosting the project, and the new care pathway had been developed and driven forward by the substance misuse consultant nurse, substance misuse was more involved at senior management level from the outset. 
3.2.3.2 Substance misuse managers made efforts to raise the profile of the work stream in senior management meetings. Attempts were also made to engage mental health managers via attendance at the steering group meetings for the project. There was a poor initial response, but engagement of one senior manager in the steering group enabled further planning and a one-to-one meeting to take place to discuss the project.   
3.2.3.3 Dual diagnosis is now increasingly seen as a joint issue and picked up by management in both services. The success of attempts to raise the dual diagnosis profile may be indicated by it now being highlighted as one of the key nursing work streams. This should also offer a route for continued progress and training beyond the life of the project.
3.2.3.4 From a clinical perspective, C.M.H.T.s often have to take the lead in many dual diagnosis cases, and are the first point of contact for urgent and emergency cases. Some resistance was initially encountered as the project appeared to be suggesting that more work would be required.   As the project developed it was possible, through improved communication, to convey that the new ways of working do not advocate more work rather than more effective use of clinical contacts and improved screening and assessment of drug and alcohol problems. These concerns remain challenging but are improving.  The early signs of shifts in attitude and increased knowledge are indicative of this improvement.
3.2.3.5 One initiative involved information visits to mental health areas.  This initially targeted CMHTs but was extended to other service environments.  In arranging this through team managers, there were some immediate positive responses which allowed sessions to be arranged but there were equally a number of negative or delaying responses. 
3.2.3.6 The project lead undertook attendance at team managers’ meetings to explain the work of the project and the benefits to staff and clients of improving knowledge of substance misuse services and making changes in current practice. The project worker followed up these meetings by re-contacting and reminding managers that information sessions were available, again emphasising the reasons for, and benefits of, the sessions. Meetings with individual team managers were also offered to explain the purpose and value of the sessions.  A good response was received from most team managers. However a minority either made no further response or stated their teams were too busy.  
3.2.3.7 Therefore a further obstacle to achieving comprehensive cover of information sessions to all teams was presented by team managers not engaging.  Further information sessions have been arranged but some service environments remain difficult to access.  Engaging senior management in securing a mandate for all teams to engage with the work stream was considered but the effectiveness of this has yet to be tested. Where sessions have been completed, feedback suggests these have been useful and improved staff’s understanding of substance misuse and dual diagnosis issues.
3.2.3.8 Engagement with substance misuse team managers proved easier, particularly with those on the same site as the project worker; in these circumstances, opportunities could be taken to discuss the work programme directly on a regular basis. Visits to team meetings were arranged by the project worker to clarify specific mental health issues and give an overview of services. Some delays were encountered but were again made easier to resolve by the proximity of the project worker to substance misuse teams.  Staff within substance misuse generally appeared to find mental health services information offered helpful rather than threatening, or as additional work.  However some staff did not initially fully understand the nature of emergency and urgent work undertaken by CMHTs, and exhibited a tendency to shift responsibility for mental health issues to another service. This understanding appears to have been improved by the supply of information such as mental health referral criteria and processes.
3.2.3.9 In terms of the relationship between the two service groups, there was no structure, or dedicated forum, for sharing of information pertaining to dual diagnosis issues prior to commencement of project.   Such a forum is necessary for regular updating to support the outcomes of the training provided.  The link system has been established with this in mind, with the project worker encouraging team managers to use and support this system within their own teams to imbed the management of dual diagnosis into the mainstream of mental health and substance misuse service operations.
3.2.3.10 The project has recently begun to engage with in-patient services. Managers in these services have tended to exhibit similar obstacles as community service managers; there is a general willingness to be involved, but it is not a driving issue when considered alongside the other day to day pressures faced by team managers and their staff in meeting the needs of frontline service delivery.
3.2.3.11 General in term of engagement with managers, there has been a trend of slow and/or reluctant engagement.  This has been addressed in part with the project worker emphasising the assistance that the project can have on existing service workloads, particularly in improving the efficiency with which complex cases are managed.  Other incentives have included the offer of a range of resources, e.g. assessment tools, posters, information leaflets.  Full engagement across all relevant services has not yet been achieved and this will need further encouragement from a senior management level going forward. Continued efforts to change attitudes are also necessary. This is gradually being achieved but system and cultural changes are needed to ensure that the momentum is not lost.
3.2.4 What could be done differently?
3.2.4.1 The impending publication of the revised National Service Framework is critical to securing long term momentum in building on the work of the project. Earlier publication may have provided the necessary leverage to engage management in focusing on the necessary changes at an operational level, and will be useful in informing future projects. 
3.2.4.2 The project would have benefited from securing buy-in from team managers prior to commencement, rather than as a function of the project. Senior management support was evident within the project steering group, but this did not filter down through the services; clear direction, encouragement and involvement may have improved team managers engagement, and delivered faster, and better outcomes.
3.2.4.3 It has been useful to offer help, information and resources to teams to ensure that addressing dual diagnosis issues is not seen as additional work – this would be better undertaken at a much earlier stage in the project.
3.3   Identification of the cohort
3.3.1 Aims
· To assemble four groups of clients with varying substance misuse/mental health needs to correspond with Minkoff’s model (appendix 2), and work with them using the principles of the new care pathways, and joint working arrangements as identified in the project initiation documents (appendix 2) 
· To monitor and observe the quality and range of interventions, inter-service communication, joint planning and outcomes for these clients, in comparison with previous ways of working.
3.3.2 Indications of success
· Speedy identification of clients.

· Completion and analysis of a number of outcome measures relating to the service provided to cohort clients 
· “Softer” outcomes for cohort clients identified through discussion of client cases in link meetings, delivery of interventions not previously offered, and evidence of improved communication between services.

3.3.3 Obstacles, solutions and effectiveness
3.3.3.1 Cohort identification was slow. This was initially managed by staff with other roles, who had no direct contact with the staff who would ultimately be involved in case managers services users within the cohort. The route of communication regarding the premise, and nature of the project via senior management and team managers was indirect with few link workers identified at the early stages of the project and appeared to lead to a break-down of clear communication. Isolated requests for participation via e-mail communication with team managers may have been ignored, not seen or misunderstood. It seems to have been difficult to convey the aims and plans for the project via this route. 
3.3.3.2 Delays inevitably occurred in identifying clients to form the cohorts. This may have led to staff being unable to see purpose in responding to requests when no progress was evident.   Dedicated time from the project worker allowed more effective communication of the purpose and aims of the project to be conveyed with subsequent improvement in identification of cohort clients. Staff needed to see that participation was worthwhile and productive. It was also important to identify the difference between this project and other requests received by staff for participation in research. Increasing the pool of link workers gave a contact within each team and significantly improved the possibility of identifying cohort clients. Frequent communication with teams to identify suitable clients was necessary along with regular reminders and offers of help. The process was expedited by the use of e-mail and face-to-face contact between link workers and the project worker to explain, encourage and assist in identifying the cohort.
3.3.3.3 Discussion took place regarding the location of clients within the cohorts. Initially it was felt best to restrict the location to two C.M.H.T.s. These teams were chosen because of their client population and a pre-existing high prevalence of dual diagnosis issues.  This also allowed a phased approach to the identification and training of link workers (i.e. two versus six), given that the ink workers would have a responsibility for identification of service users to be included within the cohort.
3.3.3.4 Training for relevant staff was not achieved at the first attempt. The approach was adapted to address these difficulties. In response, cohort clients were identified across a larger number of teams, allowing sharing of workload and introducing the concepts of new ways of working in each team rather than a single 2-team pilot to be expanded later. It was planned that there would be a spread across teams, across the spectrum of drug and/or alcohol use, and gender etc. but this was not always possible, given that the project could only include clients who were identified by frontline staff. However, client histories were checked to ensure that they were appropriate to be included in each cohort.  
3.3.3.5 Difficulties were encountered in placing clients in the appropriate cohort. For many reasons many people do not fit the given categories as needs change and engagement varies.  The model did not account for clients moving from category of need to another, and it was necessary to accept that the service user journey is fluid as their needs, circumstances and wishes change. Clients were found to move in and out of cohorts, often quite quickly. 
3.3.3.6 It became clear that it would not be possible to use the cohort approach with those individuals with a low level of need both for mental health and substance misuse (see Minkoff’s model) due to the nature of presentation of these clients. Issues of engagement with this cohort are of a wider nature than those who present to mental health and substance misuse secondary services. They are likely to present to primary care, emergency and non health settings and agencies and there may be only brief opportunities to engage in supportive services.   It became apparent that it would not be possible to study this cohort within the parameters of this project.  Discussion took place with the Primary Mental Health Support Service (PMHSS) and proposals have been made to gather information on outcomes for clients with secondary substance misuse needs who present to their service. PMHSS have had brief intervention training and would also benefit from dual diagnosis awareness training and improved communication of service information.
3.3.3.7 The project was tasked with selecting appropriate outcome measures to determine client progress within the cohorts. It was planned to take outcome measures, one as a baseline and one towards the end of the study period to monitor any change. The selection of the most appropriate measure that would be accessible for all staff and suitable to all settings presented some challenges.   Two separate measures, TOP (Treatment Outcomes Profile) and HoNOS (Health of the Nation Outcome Scale), were chosen for ease of use. There is no universal outcome measure established in Wales for mental health. TOP was already established by Welsh Government as a required measure within substance misuse services and therefore easily accessible and familiar. HoNOS scoring was available to mental health staff but this presented further obstacles as the scoring was on client records with no guidance for completion and few staff had been trained to use the measure. This was resolved by the project worker providing staff with guidance for completion as well as additional face-to-face help and support if needed. Reminders and continued support were necessary to achieve completion of both baseline and final measures.   Completion of measures was not completed quickly for the reasons described, but completion of all baseline and final outcome measures was achieved. 
NB: Queries were raised over copyright for use of HoNOS.   The project worker explored licensing and copyright issues and was able to establish ability to use for this project.
3.3.4 What could be done differently?
3.3.4.1 The study would have been somewhat more effective if a single standard outcome measure was available and in use.
3.3.4.2 Future audit will be useful and could have been done at the commencement of the project to provide results not achieved by the use of outcome measures. 
3.3.4.3 It would have been for efficient to recognise sooner that service users with low threshold needs for both mental health and substance misuse would not be possible to follow in the same way as others due to the different range of service provision and the characteristic lack of engagement. This cohort needs separate work and greater participation by a larger number of agencies. Current improvements achieved via this project will have some impact on members of this cohort due to fluid nature of presentation.
3.3.4.4 Dedicated project worker time in initial stages would have progressed the study quicker.
3.4  Sustaining the momentum
3.4.1 Aims
· To achieve improvements in dual diagnosis work within as short a timescale as possible. 
· To establish dual diagnosis work as important priority for services.
3.4.2 Indications of Success
· Demonstrable completion of other aims, e.g. training, link, etc. as above.
3.4.3 Obstacles, solutions and effectiveness
3.4.3.1 The project was initially managed by a nurse consultant and advanced nurse practitioner crossing mental health and substance misuse services. It was difficult to maintain momentum and drive the project forward due to other duties and limited direct contact with staff. This could be the most challenging aspect in the absence of a dedicated appropriate lead.   A secondment opportunity has helped this enormously in Cardiff and would be recommended in other areas throughout Wales.   The seconded project worker (seconded from mental health and based in a substance misuse team) has been available as a central contact point for the project and has been able to drive the project forward, co-ordinate all aspects and maintain momentum.   
3.4.3.2 Further delays in progressing the project were experienced by the lengthy process of appointment for this worker, e.g. managing the transfer of an existing caseload, and identifying cover for their current role.  It was necessary for the project worker to be adaptable and re-plan according to shifting timescales and priorities. The secondment period initially required delivery within a very limited time frame, but an extension of the secondment period allowed project to complete initial aims.
3.4.3.3 There was an endemic lack of take up and slow response from staff.  It has been important to engage staff in the project by offering explanation and communicating the project’s aims and purpose. Staff need to feel that involvement in the project is worthwhile and productive.   Maintenance of momentum is particularly important in this to show that improvements in workload, and client outcomes are expected as a consequence of the new ways of working.
3.4.3.4 Staff do not have dedicated time to act as link workers, attend meetings or work with cohort clients.   The project worker has co-ordinated the initial selection and identification of cohorts and provided ongoing support to staff engaged with these clients. It has been useful to offer explanation, guidance, education, training, information, encouragement and reminders.   It is likely that without this prompting, many aspects of the project would have been difficult or impossible to achieve.
3.4.3.5 The project worker has also been able to maintain momentum by:
· Organising training, booking rooms, etc. and arranging meetings.
· Communicating with staff directly via e-mail, visits and meetings.
· Providing information to teams with the help of appropriate frontline staff from both services.
· Providing reminders and frequent and repeated contact to as wide a group as possible about all aspects of the project.
· Maintaining records of trained staff and link workers and of those expressing an interest in training. This aids further contact in relation to project issues such as provision of supervision following training. Uptake of training and other sessions has been greater from areas visited as part of team information sessions or from personal contact.
3.4.3.6 It has proved to be a time-consuming process with regard to arranging team visits, identifying suitable dates and co-ordinating staff. Some teams proved to have long waits (months) to find slot for even a short presentation and some with very little time available for the session, once arranged.  Liaison and negotiation with managers, persistence and dedicated time from project worker eventually secured the desired outcome of having the nature of the project widely communicated and understood across all relevant services.   Team visits were completed to most CMHTs, substance misuse teams and other mental health areas. These sessions have been important in progressing the project and engaging staff.
3.4.3.7 What could be done differently?
3.4.3.8 The dedicated project worker would have ideally been identified before the project commenced.
3.4.3.9 To maintain momentum it has proven important to remain enthusiastic about the core purpose of the project. The experience of the project worker demonstrated that change cannot always be pushed too hard or resistance is encountered. 
3.4.3.10 It is important that the work is seen to be progressing and ongoing and is not just a ‘flash in the pan’. Most appears to have been achieved by consistent and continued repetition of key simple messages.
3.5   Applying the new care pathway and  interventions in practice
3.5.1 Aims
· To offer means of improving staff knowledge and confidence in working with dual diagnosis clients.
· To measure outcomes for a group of clients whose: 

· care had included interventions to address their substance misuse/mental health issues

· cases had been discussed in the dual diagnosis link meeting

· involved staff had observed principles of joint working and communication

3.5.2 Indicators of Success
· Outcome measures for cohort clients.

· Feedback, including questionnaires, from staff.

· Analysis of cohort clients journeys for the duration of project.

3.5.3  Obstacles, solutions and effectiveness
3.5.3.1 Discussion of cases at link meeting were difficult to achieve for all cohort clients for a number of reasons.  These included all link workers not being present, and cohort clients being subject to discharge or disengaged from services. Client case discussion was considered a critical component of link worker meetings. A suggestion that client cases should be notified prior to the meeting received no response.  A format for the presentation of cases was offered.  One client was presented in this way but there was a tendency for presentations to be less planned and more ad hoc. It was decided that the meeting should be managed in a less formal way but that the discussion of cases in the agreed format should be encouraged where possible. Some cohort clients were discussed in the link meeting with good results such as the subsequent development and agreement of joint care plans.
3.5.3.2 Obstacles to providing interventions to cohort clients in line with the new training modules were encountered; for example it was not possible to measure full implementation of the range of specific interventions given that staff were undergoing the necessary training throughout the course of the project. It became clear that delivery of these interventions by frontline staff was likely to be limited during periods of study.  The project has however achieved the desired outcome of an increasing pool of trained staff becoming established. It is also evident that those staff who have been trained are applying the principles they have learned.
3.5.3.3 A written suggestions and advice leaflet was sent to staff who worked with cohort clients (appendix 3) and an additional project meeting arranged for these staff. It was intended that the agenda should further explore suggestions and advice, offer a Q&A session about the project and discussion around challenges, solutions and good practice in delivering interventions. This meeting proved productive and useful to those attending but this was a small achievement due to a limited uptake for the meeting.  Questionnaires and the cohort study have provided evidence of the new interventions being delivered. This appears to remain dependent on individual staff who have completed training or are working as link workers. Further commitment from managers to actively support interventions is likely to improve uptake.
3.5.3.4 There has been difficulty in obtaining meaningful quantitative measures of client outcomes following application of the full pathway. These difficulties were due to a late start in identifying cohort members and consequent need for a reasonable time to elapse before looking for results. The movement of cohort clients out of services prevented later measures being undertaken in a number of cases as disengagement, particularly within substance misuse services, is not always planned. There were also practical difficulties in ensuring prompt completion of the measures.   It was clear that the outcome measures would not accurately identify the degree of change which could be attributed to changes in the quality and type of dual diagnosis work. Outcomes of the qualitative cohort study and staff questionnaires proved much more insightful and useful. Throughout the project, the worker regularly reviewed notes for all cohort clients and recorded joint working, communication, good practice and areas for improvement. An analysis of staff questionnaire responses has also provided data regarding the outcomes of the project. (appendix 4)
3.5.3.5 There was a range of additional project work that aimed at improving the quality and prevalence of good practice and effective interventions.  This included the provision of written information and tools to aid each service in more fully assessing and appropriately treating dual diagnosis clients, (e.g. alcohol assessment tool to be used in initial assessment of CMHT clients), information on each service to the other in the form of posters and leaflets for staff and clients, and information on other services such as Primary Mental Health Support Services (P.M.H.S.S.) and Open Access Services.
3.5.3.6 Although it was not planned that the project worker should be seen as a regular source of information to individual enquiries, a number were received from both substance misuse and mental health staff and effectively dealt with. These were mainly concerning services, processes and resources. However, the project has not sought to establish a single individual to respond to such enquires due to the temporary nature of the project worker role and the need to ensure that such enquiries can be dealt with equally effectively via systems imbedded within the services.  It is intended that all such queries should be dealt with via the link worker model and the resulting improved communication between substance misuse and mental health services.
3.5.3.7 Questionnaires relating to the experience and impact of the project were sent to 71 substance misuse and mental health staff who were link workers, cohort client workers or had received training under the project.  The results of the responses received can be found at appendix 6.
3.5.3.8 What could be done differently?
3.5.3.9 It may be better not to attempt to study cohort clients in this way. Difficulties with long term access to clients, (as detailed above in Identification of Cohort), have made it difficult to complete the study. Response rates have not been large enough to produce significant results enabling quantifiable impacts that can be directly attributable to changes in practice, and it is too soon to identify change in this way. At this stage, qualitative results via the questionnaire and cohort monitoring provide better evidence of both good and poor practice and an indication of change following involvement with project.
3.5.3.10 Future audit will be useful and could have been done at the beginning of the project to provide results not achieved by the use of measures for cohorts. Joint discussions between substance misuse and mental health services are taking place to evaluate the benefits of a formal audit with robustly defined standards; this will be taken from the Mental Health Measure standards and the new National Service Framework (NSF) for dual diagnosis. This audit will be undertaken for clients open to both services and will provide a vehicle to provide ongoing objective evidence of changes in practice.
3.5.3.11 Learning is likely to significantly contribute to the updating of the C&V UHB dual diagnosis protocol and its adherence to the standards laid out in the Wales NSF.  Review and implementation of this protocol will need to be taken up within the ongoing work stream.
3.5.3.12 Other means of contact and shared activity between services could be productively explored. It would be beneficial to encourage, for example, staff visits and/or shadowing as part of induction and professional development programmes.
3.6   Working with other agencies
3.6.1 Aims 
· To improve inter-agency working for dual diagnosis clients.

· To raise awareness and address difficulties related to dual diagnosis issues with a range of non mental health/substance misuse agencies.

3.6.2 Indicators of success
· Contact being established with other agencies
· Evidence from other agencies that issue has been considered and plans made to improve own service
3.6.3 Obstacles, solutions and effectiveness 
3.6.3.1 The initial aims under this theme were found to be too broad. As the project progressed it became apparent that establishing good practice, joint working and communication between substance misuse and mental health services in primary and secondary care within the health board should be the first priority, and the most productive in terms of achieving definite progress towards change and improvement.
3.6.3.2 Too wide a scope for the remit of the project increased the risk of achieving less. In other words, it became extremely evident that the first priority should be to secure effective working between departments within the health board, before tackling the issue of external agency joint working improvement.  This became evident within the dynamics of the steering group meetings where the majority of the discussion focused on ways to resolve the internal difficulties of joint working between mental health and substance misuse services, which by default detracted focus from the relationship between health and other services.
3.6.3.3 Consequently, major change to relationships between agencies has not been able to be prioritised. However, members of the steering group have been asked to indicate the role of their organisation in engaging effectively with clients with co-occurring substance misuse and mental health needs and have been encouraged to consider their own needs to achieve change in their interaction with these clients. Contact was made with other agencies via the steering group which has included representatives of a number of organisations including housing, police and voluntary agencies.
3.6.3.4 Contact has also been made with voluntary sector substance misuse agencies.  For example discussions are taking place with one provider and the project worker in order to offer mental health service information which will improve their ability to support dual diagnosis clients. The project worker and substance misuse staff have also met with the complex case team at Job Centre Plus to offer information useful to their handling of and ability to support dual diagnosis clients.
3.6.3.5 Conversations with frontline staff also revealed that actions are often undertaken on an individual client basis, to liaise with other agencies and services, to ensure joined up and seamless services are in place.  However, it is this interagency liaison that is time consuming, and that often limited the ability for staff to become involved in the project, or to prioritise dual diagnosis as an issue.  It is even more revealing that very often highly qualified staff will be undertaking basic tasks such as assisting clients to appointments with other services, and checking that progress is being made with their support needs from other organisations.  This highlights further the need for robust and effective joint working arrangements between public sector agencies.
3.6.4 What could be done differently?
3.6.4.1 The project did not recognise the need to establish effective practice internally within the organisation as a pre-requisite to replicating that effective practice externally with other agencies.  It became clear during the delivery phase that until internal pathways were sound, there was a high risk of introducing inconsistency in the way external organisations are engaged with.  The importance of effective multi-agency practice has not been lost, and the recommendations of this report identify the components on internal service improvement that will lend themselves to developing better joint working relationships with external agencies.

3.6.4.2 The project would have benefitted from a separation of an operational working group internal to the health services, which would then be able to bring a consistent message to a wider steering group of partner agencies.  However the difficulties in improving joint working internally, outlined in the sections above, has meant that only now is a point being reached at which that level of consistency is being achieved.
3.6.4.3 The issue of qualified staff time being used to support service users in inter-agency liaison raises the question of the skills mix and appropriate use of the workforce.  This is picked up further under recommendations from this report

CHAPTER 4:  EMERGING THEMES
4.1 Establishing effective, accessible and ongoing training.
4.1.1 Dual diagnosis of substance misuse and mental health needs had not previously been viewed as an issue requiring training for staff in both clinical areas. Consequently, no training was readily available. Mental health staff were largely untrained in substance misuse issues and treatment. Substance misuse staff varied in experience of mental health, some being qualified initially in mental health, others having very little experience.
4.1.2 Knowledge of each service was patchy or poor which frequently demonstrated itself in misunderstandings of processes, referral criteria, etc. as evidenced in the cohort study.
4.1.3 These identified needs were addressed by the introduction of suitable training and this was offered to key individuals and other staff, initially community based but progressing to in-patient areas.
4.1.4 The project endeavoured to offer joint training across disciplines and working areas which served the additional purpose of improving staff contact and awareness.
4.1.5 Ongoing supervision to support initial training was felt to be valuable and this was incorporated into the newly established link meetings as it seemed that additional sessions would not be viable due to pressure of other work.
4.1.6 Training materials and manualised tool kits were provided to aid further use of acquired skills (Appendix VI – VIII).
4.1.7 For the duration of the project, the dedicated worker was able to identify need, arrange dates, etc., as well as target training to a range of the most appropriate staff. Training was delivered by trainers from within the project group. 
4.1.8 It will be important to ensure that attendance at future training be seen as important and that the training be regularly offered.
4.1.9 Locally, there are plans to develop a modular dual diagnosis training which could be accessed at different levels according to need. This would bring together previous training and provide a comprehensive overview of substance misuse and mental health conditions and issues, as well as equipping staff to deal more effectively with clients presenting with complex issues. It is likely that this training would then be administered via existing systems within the organisation. In order to sustain the planned training programme, a larger pool of trainers may be needed.
4.2 Achieving management prioritisation and support ongoing.
4.2.1 Prior to the commencement of the dual diagnosis project, individual staff had made considerable effort to raise awareness within the organisation of the need to address dual diagnosis issues. The existing NSF recommended that specific dual diagnosis work be implemented to provide a coherent and holistic service to clients. The organisation had been unable to achieve significant progress in this area and, perhaps, the need to do so had not been prioritised.
4.2.2 It was clear that senior management in all areas needed to support, encourage and plan work. Work being undertaken by frontline staff would be important but is unlikely to be fully effective or sustainable without management support. Attitude change and awareness raising proved to be as important at management level as for frontline staff.
4.2.3 Willingness to engage in dual diagnosis planning was achieved by identifying the most important meetings and individuals with whom to highlight the issue. Reports were regularly delivered to inform senior and team managers of the purpose and progress of the project and to engage them in ongoing work. Individual discussion with key individuals was also productive. The existence of work being done via the project is likely to have helped in focussing management on the type of work which was possible. Persistence and repeated updates appear to have achieved improved focus on the issue. Planning of dual diagnosis work will be taken up as one of a number of prioritised nursing work streams. It had been hoped that a new NSF would be published early in the life of the project which would have served to focus the need for action on this issue. However, raising awareness that this document was in preparation has added to its perceived importance.
4.3 Demonstrating that Dual Diagnosis issues are a shared concern.
4.3.1 Previous work indicates that dual diagnosis clients need to be treated holistically. Health services tend to be divided into separate areas, in this case substance misuse and mental health. As the issues impact upon each other, it is important to offer a service which promotes joint planning and working. The tendency has been for services to operate in isolation or pass responsibility elsewhere. Knowledge of each service by the other has been poor and this can lead to confusion and misunderstandings. Some individuals still maintain the attitude that clients need to be treated for one ‘problem’ at a time.
4.3.2 This project has attempted to demonstrate, not only that dual diagnosis should be a shared concern but that it is beneficial to clients, staff and services for it to be so. Increased contact between services via visits, link system ect and at management level has opened the dialogue between services. This has improved the willingness to work together
4.3.3 Attitude change is ongoing and is enhanced by all aspects of the project. A gradual acceptance of dual diagnosis issues has been observed but this may be only in those involved with the project directly and it will be important to continue this process in order to achieve lasting and more widespread and consistent results.
4.4 Increasing frontline staffs’ awareness of Dual Diagnosis issues and confidence in meeting client need.
4.4.1 Questionnaire results, verbal feedback and the cohort study have made it clear that the general level of awareness at the commencement of the project was low. This manifested itself in lack of communication between areas, misunderstandings of processes and lack of knowledge about relevant services. Staff also often felt that they were ill-equipped to meet client need.
4.4.2 Trainings and information sessions have served to increase the confidence of a large number of staff. Some have taken on the delivery of direct interventions with clients but overall there is an increased understanding of the needs of clients with a dual diagnosis. Many staff have also made efforts to improve joint working. The cohort study evidences examples of change in practice, increased confidence and knowledge and an improvement in contact with clients. This is not yet universal and examples of poor practice and lack of knowledge continue.
4.4.3 It is clear that the training, link work and information sharing which has been part of this project have improved awareness. However it is likely that this cannot be said to be the end of it – the job is not finished. There remain areas which have not yet engaged in any aspect of the project despite the opportunity being presented and others which are yet to be targeted.
4.5 Achieving engagement in all aspects of the project in the face of heavy workloads and conflicting priorities.
4.5.1 The ability of frontline staff to attend meetings and training, act as link workers and fulfil the requirements of the cohort study has sometimes been adversely affected by their need to prioritise other duties. It has not been possible, for example, to achieve full attendance of link workers at meetings and progress with stages of the cohort study has been slow.
4.5.2 Cohort work has been helped by individual support, help and explanation and prompting from the project worker. All aspects of the project have been more achievable when staff are supported by management and recognition of the worth of project activities, such as the link system, is achieved within teams. Simple strategies such as ensuring notes are distributed to link workers unable to attend meetings with useful information and resources included may help in achieving goals. It has also proved to be important to ensure that team managers understand the role of the link worker in order to prevent overload, as some have assumed that the link worker is a specialist or able to take on all clients with a dual diagnosis.
4.5.3 Link workers and other staff will need support to engage in their role effectively. The system must be planned to optimise attendance and participation. Full engagement in the link system remains the goal but it is acknowledged that this is unlikely to be attained. A facilitator of the system would appear to be necessary beyond the project phase to ensure its ongoing success. 
4.6 Ensuring established systems are sustainable.
4.6.1 Despite the enthusiasm and work of a number of individuals, this project was not able to move forward to any great degree before the secondment of a dedicated project worker. Workloads and other priorities are a major factor in preventing staff at all levels from engaging in project activities. It appears likely that these systems which have been set up via the project and need to be ongoing are at risk of failing without the impetus and focus of the project worker.
4.6.2 Certain areas were identified as in need of continued management or attention. Discussion has taken place to identify groups or individuals who may take responsibility for these areas once the project worker finishes. The link system will be facilitated by the project worker within their regular job to ensure it continues to grow. Discussion has also taken place with interested individuals regarding additional work which may be considered and plans will be made, perhaps by the formation of a post-project group. It has also been possible to identify existing structures to which to attach planning of some ongoing work, e.g. Advanced Nurse Practitioners and nursing work stream.
4.6.3 This issue has been included in planning of all areas of the project from the beginning. It has been useful to be aware that change should be lasting and that this would be an ongoing process beyond the life of the project.    
CHAPTER 5: LESSONS LEARNED

The lessons learned from this project are both strategic and operational.  These form the evidence to support the recommendations in Chapter 6 which are both specific to other projects looking to address dual diagnosis, and generic for general public services looking to tackle the needs of complex individuals that span a range of public sector organisations.

5.1 Lessons learned: Strategic
5.1.1 The focus on the fact that individuals with dual diagnosis have an exceptional level of complexity is in many ways an unhelpful perspective.  Individuals with a dual diagnosis have multiple needs in comparison with many other groups of public service users, who may have an equal level of need, but in a more limited, or specific, range of services.  The interface of dual diagnosis service users with such a broad range of public sector services simply serves to act as a barometer for the state of local public services in general.  It is a reasonable assumption that the issues and difficulties faced by this service user group in accessing any one type of provision will be experienced by anyone accessing that provision.  Dual diagnosis service users encounter the same challenges as everyone else – simply across a broader spectrum of service provision.  This of course is exacerbated by the inherent cognitive difficulties that addiction and mental health can cause, when service users attempt to navigate often complex public service systems.
5.1.2 There is no doubt that the difficulties in frontline staff engagement throughout this project were exacerbated by the exceptionally high work pressures that keyworkers face on a daily basis.  However, it is understood that many of the day-to-day tasks that are required to support individuals with complex needs do not necessarily require the skills and competencies of clinically qualified staff.  In the absence of sufficient support staff, qualified frontline workers such as mental health nurses often find themselves providing low threshold support, and assisting service users with complex needs in navigating public service systems.  Often addressing those needs, and ensuring service users are accessing a range of support across public services is critical to ensure that the gains made in clinical services are not lost.
5.1.3 Management at a senior level has been difficult to engage, but this is indicative of substantial generic pressures that health services are facing at present.  It is expected that the focus on senior management accountability in the revised national framework for dual diagnosis will go a long way to address this, but ultimately, the project has to acknowledge that the benefits of staff development, training, improved communication systems, and better ways of working are diminished if not supported by system changes at a senior management level.
5.1.4 In order to address some of the fundamental communication and information sharing difficulties that were highlighted by this project, Cardiff and the Vale are commissioning an external agency model to the patient information system that is already in use across substance misuse and mental health services.  This will enable service user information to be shared between both mental health and addiction NHS services, and external substance misuse services; i.e. those based in the third sector and local authority.  This will substantially increase the ability to determine which individuals are, or have been, in contact with both service groups, and for the way in which they are supported to reflect this.
5.2 Lessons learned: Operational

5.2.1 A dedicated project worker or significant dedicated time within another role is necessary to drive the project forward.
5.2.2 A group of interested and skilled individuals, with input to project activities such as training and information sessions, will support the worker in implementing the project.
5.2.3 Management support and engagement needs to be in place before the project starts.
5.2.4 Management engagement from all services and at senior and team levels will improve the likelihood of success. 
5.2.5 The project has highlighted the need for a regular and frequent training programme. Established training needs to be ongoing and sustainable and targeted to the needs of all staff. 
5.2.6 Establishment of a structure which allows ongoing contact, interaction and sharing of resources and information between staff of different areas is vital. Locally the link worker model has been used.
5.2.7 Other means of contact and shared activity between services can be productively explored. It would be beneficial to encourage, for example, staff visits, shadowing and swaps as part of induction and professional development programmes.
5.2.8 It is important and productive to pay attention to basic issues, such as improving knowledge and better understanding of services and processes, for all staff likely to be involved with clients with dual diagnosis.
5.2.9 Engagement is improved when the purpose of the project is conveyed to all staff in a way which makes it evident that improving joint working and knowledge of other areas will enhance work rather than adding to it.
5.2.10 Clients do not easily fit categories - their journeys through services are fluid. This is particularly true of Minkoff’s low/low category who may never see specialist mental health or substance misuse services but present to primary care and other support agencies.
5.2.11 It is important that work is seen to be ongoing and that lasting change will be effected.
5.2.12 Plans must be made to continue work beyond the life of the initial project that include the following:
· Continuation and enhancement of link system.

· identification of a worker to facilitate the system will be necessary to prevent system drifting and being lost
· expansion of areas represented – plans to engage in-patient areas initially and explore possibilities of older persons services involvement.
· continued encouragement of embedding system within each team’s own processes.
· establishment of modular dual diagnosis training
· in-patient staff within mental health will be offered workplace opportunities to shadow a skilled substance misuse practitioner. 
· New National Service Framework to be used to inform ongoing work and focus priorities including 
· Audit to be conducted across mental health and substance misuse areas to explore dual diagnosis joint working and recognition of needs 
· Updated protocol to clarify joint processes.
5.2.13 The spirit of the project will be continued through staff at all levels to seek collaborative work with other agencies. Swapping of basic service information will catalyse this process and is relatively easy but effective. 

CHAPTER 6: RECOMMENDATIONS

Based on the experience of delivering the project both strategically and operationally, the emerging themes, and the lessons learned, the following recommendations are made both for those individuals to consider who are looking to address the development of dual diagnosis services, as well as those looking to improve public services for individuals with a range of complex needs that span a number of organisations.

6.1 The skills mix and deployment of the workforce needs to be reviewed; ideally in line with the principles of prudent healthcare.   It is recommended that an opportunity is sought to establish, develop and pilot the role of “System or Service Navigators” to enable the time and capacity of specialist qualified frontline staff to be released.  This would entail having navigators who can undertake a range of support work including ensuring that service users are accessing the right agencies for their needs, providing support in attending appointments etc, providing regular contact to ensure that progress is being made, checking that service users are sustaining their wellbeing, and signposting to a range of other services to encourage service users to build on their own support through guided or directed access to local services.  
It is clearly a false economy to be providing resource intensive clinical services, and securing positive health outcomes, if those improvements are ultimately lost as a result of difficulties faced in another facet of a service user’s life.  However, it should not be the function of highly specialist staff to spend significant amounts of time making those links. Neither should that responsibility be given back to service users who frequently present with a range of issues that often impair social functioning.  Having dedicated staff who can support vulnerable individuals with multiple needs to navigate the complexity of local public services seems the logical solution.
6.2 It is recommended that a tiered approach to training and development for staff is developed in each locality across Wales with regards to dual diagnosis.  This should also be considered for other complex health and social care conditions that require a multi-agency response.  This should include general awareness regarding signs, symptoms, appropriate responses, signposting and onward referrals.  Specialist teams should ensure that all staff have a basic awareness and understanding of the needs of complex service users, with more in-depth training available for staff members wanting to champion particular issues.  This project has proven that training and development can only be effective if senior management structures subsequently support and encourage new ways of working as a consequence of that training.
6.3 It is recommended that locally developed systems are established for joint working and information sharing between primary mental health and tier 2 community based substance misuse services.  In particular, it is advised that both service groups are trained in the identification and appropriate management of individuals who may pose a significant risk to themselves; even though contact with specialist services may only be sporadic, and at the low threshold end of the spectrum.
6.4 It is recommended that local areas seeking to implement the newly published national service framework (Substance Misuse Treatment Framework) for dual diagnosis refer to the operational learning outlined in the 13 points raised under section 5.2 above.  Ownership of this agenda at a senior management level has proven critical, and should be the first order of business for any locality looking to replicate the service improvements that this project aimed to achieve.
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