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	As a consultant to the Connecticut Women’s Consortium, I have prepared the following report on the results of the implementation plans for the Women’s Service Practice Improvement Collaborative (WSPIC). Thanks to all program staff who met and worked with me during this time.  Comments and questions can be sent to me at alison.johnson@snet.net.


Summary

A.  Progress on implementation plans 
· Beginning in May 2006, implementation plans were created for all 17 WSPIC programs.  Programs refined their plans multiple times, and the revised plans were delivered to DMHAS on August 30, 2006.
· The implementation plans outline change in three areas: 
· Part I: Action steps that can be taken in the near term, without significant additional resources
· Part II: Action steps that require training

· Part III: Action steps that are possible, if certain barriers are overcome.
· A summary listing of specific changes by content area is provided on pages 3 - 20.  This list reflects action steps from all WSPIC implementation plan reports. It shows items that have been implemented, those that are still in progress, and those that have not yet been achieved or have barriers that are impacting progress. Note that these are from one moment in time in early 2007; WSPIC programs are continually evolving, so some of the items that are listed as “works in progress” will have already been achieved by the time this report is distributed.
B.  Successes
· The changes to program operation that programs are implementing are robust, wide ranging, and significant.
 The changes affect every aspect of service delivery, from outreach and engagement to peer mentoring for women who have been successful in their recovery. Across all the programs, thirty-one major aspects of service delivery were identified for improvements, and programs report important progress in implementing their goals.
· A substantial amount of training has taken place as a result of the WSPIC process, as can be seen on the list on page 22. Programs are planning to send staff to additional trainings when they are available. A list of training needs is provided on page 21. In one case, a WSPIC program even offered training to a local Women’s Center, which was an example of gender responsive practices being transferred to the wider community.
· The WSPIC process has encouraged creativity in developing programming for women’s treatment, which has led to concrete improvements in service delivery. As one program staff person noted: “There is a closer bond between staff and clients as we brainstorm around solutions to improving various aspects of the program. The exercise/multi-purpose room is an unexpected addition to the program that started as an empty room which clients gave input as to its use. It grew into an exciting project and a great place to spend some time before and after group.”

· Linkages between programs have increased, and providers have had a chance to review what they do in a comprehensive manner. One respondent noted: “This process has been time, energy, and money well spent. It helped improved a variety of aspects of the program that are integral to sustained recovery. It gave me the opportunity to do a fundamental assessment of how the program is doing around Gender Responsive Care. It also provided linkages with other providers around the state, and as a result, provided me with professional opportunities to network and supported an increase in the understanding of gender responsive treatment among others.”
C.  Barriers to further improvements
· Significant barriers remain to implementing important aspects of the implementation plans, especially in the areas of child care/child development, transportation, and vocational services. There has been some progress in these areas, but without having adequate resources, important action steps will not be able to be implemented by the programs.
· The table on pages 32-33 lists barriers that programs face in meeting the guidelines and implementing their plans.
  While this list is not exhaustive, it gives a sense of the challenges faced by service providers. Many of these issues are inter-related, and addressing one area can help create success in other areas. 
D.  Limitations of this report

· Programs were asked about what parts of their implementation plan related to six  outcomes of interest to the Department.
  Programs listed a wide variety of connections between aspects of their implementation plans and those outcomes, in varying degrees. There was enough individual variation in the responses that it was not practical to include specific information on these connections for this report.

Status of Specific Changes 

· Assessment and screening enhancements

Implemented:
· The 4-question gambling screening tool has been distributed to the social workers on the unit and is posted in both team rooms. 

· Grief and loss items have been added to the placement eligibility assessment.
· Mental health issues have been added using the Mental Health Screening Form III (MHSF-III)/Simple Screening Instrument (SSI/AOD).
· A safety section has been added to the intake to ensure its inclusion in the areas of DV, Trauma.

· All assessments include screening for physical, verbal or sexual abuse. 

· Gambling has been added to assessment for the program.

· Created intake coordinator position, hired two candidates. Developed Central Screening Instrument (CSI). Cross trained clinical and administrative staff on use of CSI.
· Initiated availability of childcare during evaluations (08/06). Offered presentation announcing this service to 43 DCF workers on DCF investigations team (09/06) and to approximately 100 DCF case managers (12/06).  Improved children’s area in waiting room. Resulted in fewer rescheduled appointments due to lack of childcare and increased capacity to welcome children during reassessment process.  

Work in progress:
· The agency is changing the out-patient treatment approach which overall should increase services to clients. There is an Assessment Specialist starting in February 2007. The person in this position will be doing assessments for clients seeking admission into treatment. This person will also do some co-facilitation of groups. This will increase the time that the therapist has to meet with clients, mainly with individual sessions and create more diversity in groups with co-facilitation. 

· Tools have been collected for assessing parenting and domestic violence. Those items have not been fully incorporated, but are under review.

Not yet implemented/impact of barriers:
· Unable to retain bilingual intake coordinator. Consider hiring bilingual, bicultural staff for our agency’s access center. 

· Child care, child development, and parenting
Implemented:
· Additional staff hired; childcare is now available during the second shift.
· Expansion of babysitting services to children up to age 12 during one-day school closures, psychiatric appointments, and intake appointments.

· Licensed daycare centers have been identified for clients, in order to adhere more closely to state criteria.
· Our program is more children user-friendly; we have completed the "Mommy and Child Room."  This space is used by mothers and their children to strengthen the bonds they possess between them, as well as work out issues that may have estranged them. 

· All administrative, clinical and childcare staff attended in-service on improved childcare.
· All of our children are assessed by Birth-to-Three. If developmental challenges are identified, Birth-To Three is available to provide services within the program.

· We have collected the regulations from the Department of Public Health on child care facilities.

Work in progress:

· Due to constant changes in local childcare, clients are referred to 211 for specific information.  211 will come to the program to facilitate “Seeking Childcare in the Community” educational group for clients.
· We are working to identify local schools that specialize in Child Development that may serve as resource by April 2007.
· Incorporating parenting (4 weeks series) in the program over the next few months.

Not yet implemented/ impact of barriers:
· Our agency has not been able to implement screening and assessment of behavioral health and development challenges of children into our program because of funding. At this time our program cannot afford to hire the staff with the expertise in child development.

· Due to lack of funding and insufficient amount of resources, on-site therapeutic daycare can not be provided as of yet. Interns are being utilized based on a learning curve.

· We do not have resources to go further with on-site therapeutic childcare at this at this time. We will review the regulations and implement what is affordable and manageable.
· We are still challenged with the child care piece for this program. We are hoping that with our new agency changes there may be more options to develop child care.

· On-going training in early childhood development has not been achieved; funding has been the primary reason for the delay. In the next six months we may be able to identify training for the childcare workers in early childhood development, which is a small number of employees and less expensive.

· Childcare care eligibility has not been identified; clients are referred to DSS.  Due to programs’ lack of ability to fund a therapeutic child care program, we have not surveyed clients about how they feel a therapeutic childcare would benefit them, as we don’t want to set up unrealistic expectations.  

· No progress has been made related to parenting. The agency is involved in several substantial initiatives that are staff intensive.  It is not feasible to begin to address this areas at this time and a timetable has not been set.  
· Client education 

Implemented:
· Written material is now available for commonly prescribed medications and other information.  Mental health: Integrated client education about psychiatric disorders, their treatment and relationship to substance abuse.  Posted a series of informational handouts and began facilitating a weekly “Mental Health Issues” educational group using a number of resources such as the “Dual Diagnosis Workbook” and the Change Co. workbooks “Mental Health Disorders” and “Successful Living with Dual Diagnosis”.

· Clients are providing presentations on topics they have researched and feel confident other clients would benefit from, i.e parenting, recovery, methadone during pregnancy.

· Resource library created with the addition of “A Woman's Addiction Workbook” by Lisa Najavits.  The library offers full Internet access and the website for 211 is available at all computer terminals throughout the clinic.
· Mental Health Workshop has been completed: Women Managing Mental Health Symptoms in Recovery, by Dr. Russak-Baker.  The next workshop is to include incoming clients.

· Agency management has developed gender specific materials.  These materials have been identified and currently make up a major segment of our women’s curriculum. 
Work in progress:
· A review of education referrals for the May to September vacation break evidenced twetnty-two patients who needed educational services did not receive them.  Presentation to Leadership completed, resulting in a unanimous decision to request for year-round educational services.

· Staff is currently reviewing resources and compiling a list of available and desired video material and identifying issues to be addressed.  Plans still exist to incorporate outside materials including Covington.

· Community resources/connections
Implemented:
· Collaboration with local church: Local Church sponsored summer picnic at beach for clients, making connections and demonstrating that recovery works and makes connections.  Church ladies were invited and attended. Local Church also sponsored Mother’s Retreat Holiday Party in the winter and provided each client and her children with gifts and a potluck style meal.  Church members also held holiday craft groups with clients to create homemade holiday presents/decorations.

· We have invited the local women’s center to provide services on site.  We are establishing plans for a Sexual Assault Crisis Counselor to do intake, screening and provide a group series for 16 weeks so that clients do not have to leave the facility.

· We have developed and maintained community connections and have assisted the clients in developing these connections including relationships with the following:  CCAR (representative comes in to speak with clients every other month and referrals are made), local Aids Project (representative comes in monthly); Neon work and GED program, CT works; AA and NA, Birth-to-Three programs and Head Start; food banks and clothing distribution, local churches for childcare and family support, Domestic Violence Shelters and support.

· We have begun to establish links in the community, including the local Recovery Center. CCAR has given presentations to our IOP, OP; 12 of our clients participated in CCAR’s Recovery walk; transportation provided, t-shirts donated, food provided, and volunteers have signed up to cover phones at CCAR.


Not yet implemented/impact of barriers:
· No progress has been made related to identifying unmet recovery needs of female inmates being released to our area.  The agency is involved in several substantial initiatives that are staff intensive.  It is not feasible to begin to address this areas at this time and a timetable has not been set.  

· Conflict management

Not yet implemented/impact of barriers:
· Staff has not yet identified conflict management training opportunities. Implementation of a conflict management component is ready to be added to the Women’s IOP curriculum.
· Co-occurring disorders
Implemented:
· All staff are in the process of being certified through the CCB for co-occurring disorders.  They have completed the necessary trainings and are waiting for final approval of their applications from the board. Our next steps will be to explore various tools and models to implement a specific treatment track for co-occurring disorders.  

· Cultural competency and multi-cultural programming


Implemented:

· Incorporated multi-cultural activities into curriculum (pot-luck luncheon, Art Therapy Holiday Project based on cultural traditions).

· Groups and dinners are facilitated around cultural diversity and women’s issues.  Music and food are encouraged in the program.  Cultural (language) literature is provided upon client request.

· Enhanced cultural groups provide education on cultural diversity and women‘s issues, including differences and similarities, values, beliefs, music, food variety.

· Clients create cultural related visuals that are posted in the program.   

· Meal planning and encourages (healthy) cultural food.

· Instead of potluck for family night, clients celebrated Jewish holiday by locating dessert recipes and learning about the Jewish culture and holiday.

· Gathering and distributing information pertaining to cultural/gender specific issues.  This is something that we have revised in order to be more proactive about cultural/gender specific issues.  We have included cultural/gender specific work into our Art Therapy groups.  This includes the directive “what is your idea of a man/woman” and the Holiday Project that was based on individual client’s Christmas traditions in their cultures.  Spirituality (Mandala/circle drawings) and Family (draw your family as fruits and vegetables) have also been topics for Art Therapy directives.

· Several staff have attended trainings on cultural issues. 

· Staff has accessibility to cultural diversity material.  Training is scheduled.

· As Program Coordinator, I have been more aware of cultural issues that may be impacting clients, and have observed staff to be more attentive to this as well.

· Hired a bilingual, bicultural clinician (06/06) resulting in increased services for Hispanic clients.  Have initiated translations of clinical intake and treatment planning materials to Spanish.
Work in progress:
· Program Coordinator to make more room for sharing of information at staff meetings following a staff member’s attendance at training. The agency’s Cultural Competency Task Force has not met since the Gender-Responsive plan was developed. It is expected to resume in a couple of months and program representative will attend. Program Coordinator to investigate resources for locating and disseminating brief articles to share with staff. Limited time to do so has prevented this from happening so far. This will be occurring monthly by April 30, 2007.
· The process of adapting the program to meet the cultural needs of the clients is an ongoing, fluid process.  We will continue to evaluate and to attend trainings around cultural competency. 
· Inviting community members into program to share their own culture with women.
· Staff to be trained in “client centered” approach; Program Director has been trained.
· Evaluation
Work in progress:
· 
We have decided to use the outcome variables defined by DMHAS.  Discussions with Advanced Behavioral Health have included the possibility of having our program serve as a pilot for the outpatient and IOP use of the WSPIC Intake and Discharge survey.  We might then have the ability to make use of ABH’s data analysis and support systems. Due to staffing limitations; the data collection cannot begin by February 1st.  The program manager will discuss data collection issues with the representatives at ABH.

· Family support/involvement
Implemented:
· Began encouraging and facilitating family/support sessions.

· Utilized Alanon speaker to educate support network.

· Facilitating monthly community activities that involve family/support network.

· We have begun developing a closer linkage to at least one family support group.  Several women have been referred and care has been offered in collaboration with the local family support groups.

· Families Nights are facilitated monthly basis.  Family Nights are created and designed by clients, the theme is recovery related, potluck style dinners which allow for families to share their cultural diversity in our community.  Affords family members an opportunity to engage in client’s treatment in a non-therapeutic setting.
· We have initiated a bi-weekly family program combining our Women’s and Men’s IOP.  This program has a six-session curriculum offered in a coffee and dessert atmosphere.  Clients are encouraged to bring members of their sober support network.  So far, over 20 families or friends have joined their loved one for the program.

· Direct Services have been offered to clients’ families.  We have identified the services needed for children and, when relevant, referred them to treatment programs in the community as well as other appropriate community supports (mentoring, tutoring, sports programs, music program, etc.).  Couples and family counseling have been encouraged and referrals have been made for family members to other programs.  We might begin to provide more family and relationship counseling on an outpatient basis if such treatment can be funded.

· A volunteer packet has been completed and an Art Therapy Group with an art therapist intern has begun to include mother and child. 

Work in progress:
· Preliminary discussions have been held to develop a family night. Implementation expected by March 2007.

· Direct services for family members and children have not been implemented because of cost. We have been able to provide family sessions when the need arises; our clinicians are unavailable after hours when most of the family members can attend sessions.

· Initial survey to explore implementation of family dinner opportunity will occur within the next three months.

· Case Managers are working with family members to discuss opportunities to enhance family involvement. Challenges leading to limited family involvement are distance, reliable transportation, and lack of transportation.

Not yet implemented/impact of barriers:
· Direct services for family members and children may be achieved by having each clinician work late once a week.  This may provide slots for family counseling weekly.

· Many of us are trained specifically in substance abuse counseling and/or dual disorders and do not have much or any experience in “family therapy”.  Much of our family/support sessions are based on educating the family or support person(s) about SA and SA treatment as well as mental health.  We would like to see more trainings offered/available in order to gain information on facilitating family/support sessions.  Our plan is to gain more knowledge about theories and techniques in order to incorporate those into our family/support sessions.
· Flexible hours of treatment and billing
Work in progress:

· We have addressed the idea of billing two groups in one day with DMHAS when the opportunity presents itself. This will be a while in coming, but the idea is being shared.

· Little progress has been made in this area due to staffing time constraints.  Early morning hours and drop-in substance abuse evaluations have been added to the program.
Not yet implemented/impact of barriers:
· We do not have the staff or facility to offer late afternoon treatment hours.  This issue will continue to be considered in the hiring of new staff to begin this spring.

· Gambling

Implemented:
· Posters have been ordered and posted.  The 4-question screening tool has been distributed to the social workers on the unit and is posted in both team rooms.  Plans are underway to try to incorporate gambling assessment into the agency-wide patient assessment process as well as the recovery/treatment plan.  This is going very slowly as there are 3 divisions and changes in one division must be evaluated for incorporation into the other divisions. 

· Gambling has been added to the assessment for the program.

· Gender responsiveness across agency
Implemented:
· A Gender Specific Team has been formed and is working to implement changes in the unit and to approve trainings.

· We have all-women’s groups occurring at each Adult Services site including groups on trauma, anger management and substance abuse intervention, as well as a general mental health group. The Program Coordinator spoke at an open house on Gender-responsive treatment, offering staff the opportunity to learn more about the approach.

Work in progress:
· We will continue to look at expanding the availability of all-women’s groups at the various sites.
Grief and loss

Implemented:
· We have added a grief and loss component to our curriculum for our Women’s Intensive Outpatient Treatment Program.  Staff has previously received training in this area.

· Accomplished goal of training clinical staff and interns in the area of grief/loss through training with Peter Lynch.

· Created a resource packet which needs continual updating as groups start and end. 

· Better than dedicating a monthly lunch time to the discussion of grief/loss, we have created a weekly group discussing grief and loss issues beyond bereavement, identifying coping skills for the loss of relationship with the substance, and lifestyle when using.
· We have obtained educational handouts on grief and loss and made them available to our clients.  We’ve gotten no feedback thus far.

Work in progress:

· Still working on seeking out and incorporating grief and loss group.  Roadblocks to this goal include training and in-services.  Adequate training is needed in order for us to feel confident in addressing this issue.
· Training in grief scheduled for March.

· Housing
Implemented:

· Case Managers have maintained a resource packet listing safe, sober housing options.



Not yet implemented/impact of barriers:
· There is not an opportunity for our agency to develop housing programs that is a good fit at this time. If something should present itself in the future, we would be willing to look in to it.
· Life skills and basic needs
Implemented:
· Established budget plans for participants in the program.

· Clients participate in functions developed by the program and the community. This initiative has improved the wellbeing and development of support for clients, as well as provided opportunities for them to develop and improve social skills.

· Having a nutritionist present quarterly has educated clients and staff about healthy eating, resulting in the observation of more conversations after the presentations about lunches brought to the program and their nutritional value.


Not yet implemented/impact of barriers:

· We have investigated and discovered that because we are a housing program we cannot initiate any Basic Needs.  This needs to be taken care of through the Treatment Provider.   We have used some ATR.
· The linkage to FSW’s Assets Building Program for women has not yet been cultivated. Time constraints have pushed back timeline; all objectives are still conceivable.

· Mental health 

Implemented:

· Mental health issues were added to the screening process using the Mental Health Screening Form III (MHSF-III)/Simple Screening Instrument (SSI/AOD). 
· Mental health issues have been added to computerized recovery plan. 

· Integrated client education about psychiatric disorders, their treatment and relationship to substance abuse.  Posted a series of informational handouts and began facilitating a weekly “Mental Health Issues” educational group using a number of resources such as the “Dual Diagnosis Workbook” and the Change Co. workbooks “Mental Health Disorders” and “Successful Living with Dual Diagnosis”.

· Mental health workshop has been completed: “Women Managing Mental Health Symptoms in Recovery”, by Dr. Russak-Baker.  The next workshop is to include incoming clients.

Work in progress:
· Training for mental health issues are slotted for April.
· Provider list has not been specifically created: due date 3/1/07.

· Motivational interviewing and MET
Implemented:

· Completed two in-house trainings on using motivational interviewing (MI) techniques with a substance abuse MI expert.  Ongoing weekly supervision using MI and cognitive behavioral therapy (CBT) as the preferred treatment modalities.

· We continue to participate in the DMHAS Promoting Adoption of Evidence-based Practices Project with Linda Frisman, Ph.D.  This initiative introduced MET/CBT best practice to our entire clinical staff.  We continue to strive to integrate these skills into our daily practice and meet bi-monthly with Dr. Frisman and her staff to review our progress.

Work in progress:
· Schedule a case conference focus on MI in collaboration with local area expert and officers of probation.

· Opiate replacement therapy and buprenorphine

Not yet implemented/ impact of barriers:
· Plans continue to develop program short term Buprenorphine treatment, contingent upon larger organizational goals.
· We still plan to provide training in Opiate replacement therapy and increase this utilization at our program.

· Outreach 

Implemented:
· Created a rotating schedule of outreach and engagement teams.

· Created a Letter of Engagement that is mailed to clients after phone calls and home visit attempts are made and the client still has not returned to treatment. 
· Increasing our outreach and engagement efforts has helped clients feel more connected and engaged with the program, per anecdotal remarks, and has increased our census. It has also given us a more complete picture of the clients’ system so we can better target interventions.

Work in progress:

· Had focused on getting the Letter of Engagement in use and neglected to create an adequate tracking system for clients returning within one week of receipt of letter. Program Coordinator will create a spreadsheet to track this information by the end of February.  We have made multiple revisions to the handout to be given at outreach visits, trying to determine what the most important information to deliver is. Differences in staff opinion and style of presentation have delayed this. Program Coordinator will finalize handout by March 15, 2007. Staff will also determine how best to gather and track client self-report of supports utilized between date of outreach visit and return to treatment.
· Peer Supports and mentoring

Implemented:
· Changed schedule to allow one hour for peer supports and change of expansion of the occurrence of Sisterhood Luncheons to five days/week and offered babysitting services during the Sisterhood Luncheon time.

· Created written definitions of peer support and peer mentor. Recovery Support Specialist actively scheduled attendees for Sisterhood Luncheons.

· Clients are being identified now for the mentoring program; as they progress through the program they will be involved in the formulation of a mentoring program with the understanding they need one year clean.  

· Steps have been taken to develop a peer system. Recruitment has begun for the mentors, and ten alumni have committed to coming together to work on starting a peer support group. A “buddy system” has been implemented, and newcomers to the program are welcomed and oriented to the facility by those who have been in the program for a while. Time is spent with the newcomers during morning meditation, during breaks and at lunch time. Alumni are active in the Day Treatment program, sharing their experience, strength and hope with the clients in this initial intensive phase of treatment.
Work in progress:

· The mentoring program has not been set up as yet.  However, clients are being identified who could be part of a mentoring program. Clients are empowered to voice concerns with staff on treatment needs and needs with other providers; these needs are documented in the client files. The target date on formalizing this process needs to be extended from 9/1/06. The program is going through a reorganization and there are plans for a mentoring group to be started as clients are further identified to facilitate and be part of this group.

· Mentoring has also been aggressively deployed with the support of a local provider and it is possible that it will be in place in the next six months.

· We are applying for federal funds to support the mentoring program, and we will continue to strategize around resource identification for this project. Planning and early implementation has taken place for the mentoring program. We continue to struggle with the need for incentives and time constraints of staff already carrying full work loads.
· Mentorship Program will be up and running by April, 2007.

Not yet implemented/impact of barriers::
· The percentage of Sisterhood Luncheons attended by peer supports has been low. We have offered gift cards for those who do follow through on their commitment to attend, though that has not appeared to be value enough. Due to systematic changes in the program, we recently had to eliminate the Sisterhood Luncheon hour. We have revamped how peer supports are involved, opening up the time frame that they may attend to sit in on groups to offer suggestions and insight. Hopefully this greater time availability will allow for more participation in the future.
· Physical health
Implemented:
· Contacted local school of nursing inviting them to send interns, but we did not get a response. Staff will contact the program within the month and open the invitation again.
· Nutritionist is scheduled on site quarterly.
Work in progress:
· Case Managers assist clients to obtain a Primary Care Physician. However, in our efforts to connect the clients with a primary care physician, and educating them about the importance and value of attending appointments, we found that they still do not always attend. Case Managers will create a survey to ask their clients quarterly re: attendance at appointments with Primary Care Physicians by March 1, 2007 and identify barriers to follow through attending appointments.
· Have not yet finalized the letter to mail to Primary Care Physicians. Program Coordinator will do this by March 30, 2007.

· Recovery plan improvements:

Implemented:
· Mental health issues have been added to the computerized recovery plan. 
· History of Trauma now included in the Recovery Plan.
· Identification of family/support persons.
· Incorporation of client strengths (applies to 3 programs).
· Re-designed to enhance, client-centered approach.  Plans include, but are not limited to, client’s referral to community connections to enhance treatment, program and discharge planning, and incorporation of the Women’s Recovery Specialist.

· Grief and loss are now included in the recovery treatment plan.
· The DMHAS/WSPIC outcome variables have been added to the treatment plan so that these issues can be directly considered when evaluating discharge or transfer criteria.
· To address staff training in the clinical area, we hired a LCSW as our Clinical Supervisor. She continues to help staff develop treatment plans and address the specific needs of our clients. Staff has been attending continuing training courses and in-services to improve documentation which are held twice a month. In addition to chart audits, the Clinical Supervisor assures that our clients are guiding the process and working on their identified goals. There has been a remarkable improvement of documentation and treatment plans that have been signed by the clients.
· Weekly relapse prevention plans have been created for clients in addition to the monthly treatment plans.  They include weekly “commitments” modeled from the “Seeking Safety” manual. The staff has found the commitments a useful tool for ongoing discussion of recovery goals. 
· Clients are now given a copy of the treatment plan and the treatment plans have been modified to reflect this change.
· Referrals

Implemented:
· Utilizing ABH WBHSP to refer clients to available beds in the state and referring women to our therapeutic shelter to await placement.
· Grief and loss items have been added to the placement eligibility assessment, included in the recovery treatment plan and referrals have been made for those who need services to be given added support.

· Respectful approaches by staff

Work in progress:
· The division had proposed extensive training in Stages of Change and Dual-Diagnosis Capable Assessment and Treatment (DDCAT) with Mark McGovern from Dartmouth College.  Only the DDCAT training has occurred due to other priority training areas for staff.  Initial lists of problematic behaviors and improved consequences have been generated by the various disciplines:  nursing, social work, counseling and recreation therapy.  Three focus groups with clients were held in the fall.  Due to the magnitude of the project and the complexity of matching interventions with stage of change and client acuity, we are off on the target date to develop a menu for staff to use.   
· Sexuality

Work in progress:
· Training is planned in March and April.

· Spirituality

Implemented:
· We have been asking specific questions about spirituality in order to have the client’s think about their spirituality in a global sense. This gives them other options and they are able to identify ways that they spiritually connect (other than the ways we have traditionally identified.)

· Program level staff has participated in training in Spirituality in Women’s Treatment.

· A faith-based women’s outreach group came to the program to speak to the women about spirituality in recovery and women’s empowerment.  The women were excited about their visit and eager to have them return.  Our plan for the future is to have them come back for a weekly “training series” that they facilitate for free.  They offer education on topics such as spirituality, women’s issues and living skills.  

Work in progress:
· Still working to gather written materials on spirituality (books, magazines, handouts).

· Clinical staff is signed up for DMHAS training on Spirituality (Faith Spirituality and Recovery 4/3/07).  There is no one here that is qualified to facilitate an in-service training to staff regarding Spirituality.  Plan is to speak to local outreach group representative to see if she can arrange in-service training.  

· Theory of women’s development

Work in progress:
· While we are currently using Stephanie Covington’s materials for a relational model, this may not fully address the complete range of physical, emotional, mental, sexual, and relational development.  Women’s Wellness group uses the “Voices” curriculum as base for group activities. We are open to suggestions of other models being used by programs around the state to meet this need. We will investigate possibilities by April 15, 2007 and identify training options. 

· Trainings in Key Principles and Values in Working with Women are scheduled for March.

· Due to financial constraints, training staff has become difficult to achieve, and the amount of training we see as appropriate has not been addressed.  The clinical services director has instituted in-service training, but has also set forth instructions to directors that training be made an integral part of supervision.  This training primarily encompasses issues of communication and boundary appropriateness with clients.  The over arching goal is to educate the staff on person-served behavioral issues, the possible causes for it and the utilization of strategies including relational theory, person centered models and the appropriate “where the client is at” motivational interviewing.

Not yet implemented/impact of barriers:
· Training did not occur on the current theory of women’s development due to other hospital wide priorities, as well as a major change in the administration with a differing vision of training priorities.  
· On-going training in women’s development has not been achieved; funding has been the primary reason for the delay.
· Staff is currently reviewing resources and compiling a list of available and desired video material and identifying issues to be addressed.  Plans still exist to incorporate outside materials including Covington.

· Transportation

Implemented:
· Our agency provided our program with a 12 passenger van; due to this, 90% of the client’s appointments, job training, medical and daycare transportation is being provided for by staff. Many Counselor Aides have acquired their CDL Licenses at this time and the rest will have achieved theirs before May 2007.

· Tracking completed by unit for need for transportation.  What was not able to be calculated was the loss for programming, availability to patients for lost time of staff due to need to transport clients.   Data presented, resulting in request, approval and hiring of 4 part-time transportation aids (one assigned to each of 4 ASD units).

· Identified community transportation resources.
Work in progress:
· We will identify the cost to obtain and maintain a program van (comparing against the cost of providing vouchers) by May 2007, along with continuing to identify community resources for transportation (2 programs). 

· Although no funding is in sight for the much needed mini van, we have utilized donated bus passes, which has alleviated some problems for women needing to get to appointments. The next step of the Gender Specific Committee is to ask that a bus pass be provided every month by the agency for the use of clients.
Not yet implemented/impact of barriers:
· Due to lack of funding, this site does not have a facility vehicle for day-to-day transportation.

· Did identify Dial-a-Ride for small fee, but community does not appear to have any additional affordable transportation, other than med cab, local bus. Program lacks funds to hire paid transportation staff.
· Obtaining a mini van is a dream at this point and there is no likelihood that this will change in the next six months. 

· Trauma, Domestic Violence, Sexual Assault 

Implemented:
· Hired a Staff Development Manager who will be evaluating our documentation and making necessary changes when needed.
· Program level staff has participated in training in “Trauma and the Health Care Provider”. 
· Staff has attended Trauma Awareness Treatment training and is implementing trauma sensitive treatment along with including healthy coping responses to trauma in treatment curriculum.

· Internal sensitivity training has been initiated and the clinical team has been successful at addressing client behavioral issues in a more trauma-sensitive approach.  For some clients, the positive results of utilizing this sensitivity approach has been almost immediate. Our focus in this area has been reinforced and we are currently developing ongoing consultation with specialized community providers.

· Our focus is more trans-disciplinary when regarding client issues. Recovery plans have seen the greatest change, as the issues are more focused as well as diverse.

· Staff is actively exercising awareness of safety issues for victims within all programs at the agency.  Women’s IOP has implemented a domestic violence component which includes education provided by the local women’s center.  Staff presently has extensive training in domestic violence.

· Through the Trauma initiative, the agency will be afforded training and consultation services to assist us in examining policies, procedures, assessment, care planning and interventions for individuals that have been affected by trauma.  

· Tools have been collected to be included in the assessment tool for assessing domestic violence. Those items have not been fully incorporated, but are under review.

· Staff has identified training needs that can impact programming, including issues around sexual abuse, trauma, and cultural issues.  Staff has attended “Seeking Safety” training and other DMHAS sponsored trainings that address these issues.  Training information is then presented to the entire staff during the weekly staff meeting.  A “Seeking Safety” group has been added to the IOP program.

· The agency will be participating in the DMHAS Trauma Practice Enhancement Initiative beginning January 2007. 
· Incorporate lecture on domestic violence in program over new few months.

Work in progress:
· We have attended domestic violence training at one location, but it was very basic information; we are currently looking at another Domestic Violence Crisis Center to see if we can participate in an in-service there.

· Training specific to sexual abuse is still being identified.
· Our programs are sensitive to the clinical issue related to histories of trauma and abuse.  Due to the evolving thinking about the treatment of trauma and abuse in recovery, ongoing training and refresher courses in these areas will be required for the staff.

· Training in trauma is scheduled for March.

· Assigned staff member to be trained in Seeking Safety Model, March 2007.

· Vocational

Implemented:
· Program has a relationship with OIC, which has a variety of training opportunities, such as resume writing, interviewing skills, and computer training and professional cooking. 

· Utilization of Connecticut Works which provides 40 hours of vocational training.

· OIC has an employment group for our clients and is scheduled to return again. We will continue to collaborate with OIC and refer individual clients as appropriate.

· Our program has collaborated with the state Department of Labor and provided clients with two tours for education; tours are scheduled every few months to include incoming clients during year.

· CT Job Works - One client will be attending scheduled workshops for employment opportunities. We have established a relationship with our local CT Job Works to enhance an on-going relationship in order to meet client goals.  Through a collaborate effort with our local Adult Ed, clients have been successful at attending GED class and daycare is provided on site.

· Connections with agencies such as CT Works have been implemented to assist our clients with enrollment in educational programs.

· One computer is available for clients to complete resumes and papers due for school/college. Clients appear very grateful and no longer have to travel miles to access a college library.

· Clients are being referred to vocational services at local providers and our Regional Workforce Board.

· An Employment Specialist from CT Works came to the program to discuss services that are offered by the Northwest Regional Workforce Investment Board. The Employment Specialist met individually with some of our clients to determine job-readiness and followed up with them to offer job leads and opportunities.  She also included a mock-interview session with the group during her presentation and reviewed interview etiquette, guidelines for dressing for success, effective communication (eye-contact, enunciation, etc.) and time-management skills.  She has truly been an asset to our program.

· We have evaluated the interest in vocational assessment for the women at our program.  When polled, the majority of women expressed an interest.

· Vocational skills tool for assessments.

Work in progress:
· We have made initial contact with CT Works and have referred all new admissions to CW.  We had hoped to have them come in to speak but to date we have not been able to have this come together.  We will continue to strive to have an in-service with a rep from CW by this summer.

· Vocational Assessment is not completed. Due date 3/1/07.

· Position for Vocational Counselor has just been approved by the administration; however there is a lengthy process for posting, recruitment and hiring.
· The Vocational Assessment has not been done but is slotted for completion by the end of June 2007. 
· Additional formal relationships have not been created to create collaborations with business community for clients re-entering employment field.  Goal Date: 4/07

· Vocational staff may be scheduled to facilitate specialty groups, (i.e., “Can I Afford College, Resume Development, Drug Screening and Employment”).

Not yet implemented/impact of barriers:
· We have been unable to offer in-house client access to computers with vocational training programs and online courses.  We need a computer and we must be vigilant about internet security.  If we offer a client a PC, we need to come up with a schedule and guidelines for use.  Another important factor is cost of computer tutorials.  We would need to discuss a budget and pricing before taking any steps to implementing this particular plan.

· Due to BRS limitations in funding and staffing, clients may be informed, but are not necessarily able to utilize the services during their treatment program. Additional vocational referrals are provided.

· Hiring a job coach is one thing that has eluded us due to the constraints in both time and money.

· There is no vocational training program at this time and no funding for such. We will see if any agency can provide any kind of support if not, at this time, this is not feasible. No staffing is available to make this a reality in the next six months.

· We have not requested additional funds from DMHAS for vocational assessment through the hiring of a vocational specialist.  If DMHAS announces the availability of additional funding for vocational services, we will apply.  We have inquired about the availability of assessment tools and will further pursue this need with DMHAS within the next six months. 
· We have not inquired with DMHAS regarding job placement while a client is in treatment.   At WSPIC meetings, DMHAS has stated that more flexibility will be allowed in a client’s meeting the required 20 hours per week of treatment.  If DMHAS announces that job placement activities, including employment, will be counted towards the 20 hours, we will pursue this goal further.

· Due to lack of funding and childcare restraints, DCF clients are unable to seek employment because of no daycare.  There have been some identified resources (Care for Kids), however clients in residential care do not always meet the criteria. Clients are referred to DCF and DSS.

· Volunteering in the program

Implemented:
· Volunteers for certain duties have been given reimbursement through gift cards from Dunkin’ Donuts and Stop and Shop. We have started a new Chef client position in the unit which is similar to mentor but has distinct differences. It is however a step in that direction. Also volunteers for kitchen jobs are given extra hours on their passes and extra passes as well.

· Waiting period for services

Implemented:
· Through a close examination and modification of our practices, waiting times have been reduced from 21 days to approximately 7 days.  These modifications have included changes in our financial policies, scheduling of appointments including physicals, ppd placements, etc.  

Not yet implemented/impact of barriers:
· Our first priority was to develop and submit a proposal to develop two 20-bed units to decrease the waitlist for admission.  This priority area was identified with a different administration with different goals in mind.  To this end, there was a statewide meeting looking at reconfiguration of beds that did not include expansion of capacity at this level of care for treatment of addictions.  This priority will be deleted from the plan.

· Intake Coordinator position currently on hold in lieu of an agency-wide focus on the elaboration of a central access center for the agency.

· Welcoming environment

Implemented:
· Improvements to the therapeutic environment: additional wall art has been added and the clinic has been painted.  

· Implemented changes to therapeutic environment, including new chairs purchased for group rooms and waiting room, and new wall art for group rooms. Improved child area in waiting room with toys, chairs, benches and carpeting.
· The therapeutic environment is still being improved. Plans are in process for curtains to be placed in each room and photos and pictures to be bought for the lobby area by July 2007. We have opened an exercise room and so far have mats, a punching bag and an exercise bike. We are seeking a treadmill and other items for this room. We now have soft background music at the station and have had positive feedback about this change.

· The physical plant has been modified into a more conducive environment for the clients and their children.  Decorations and walled pictures have been hung in the house, making the ambience and the atmosphere friendlier and inviting to use.  In the words of a client “it feels like a home.”
Training Needs Identified in Implementation Plans

Listed alphabetically within group

I. Identified in four to six plans:  

Co-occurring disorders
Cultural competency
Domestic violence
Grief and loss

Trauma

Women with behavioral & substance problems/ motivational techniques for sub. abuse population

Women's development/key values in working with women/overall gender responsiveness

II. Identified in two to three plans:

Approaches respectful to client/conflict management/crisis intervention

Child care/child development

Mental health/mental health and substance abuse coordinated

Sexual abuse
Sexuality

Spirituality

Strengths and assets of client

III. Identified in one plan:

Assessment of life skills

Assessment of parenting skills and parent education

Co-dependency

Coping strategies

Family education

Gambling, including cross-addiction with substance abuse

Measurable treatment objectives

Opiate replacement

Vocational plan development
Other training ideas that came up during meetings:

Sexual addiction

Vocational testing

Trainings received
· Met for staff Team Building that included activities pertaining to women’s issues and mental health disorders (eating disorders).
· Counseling staff and the Residential Director received DBTs training during the summer of 2006. Holding in-service trainings on mental health issues at monthly staff meetings.

· Clinical staff attending DMHAS Trainings on co-occurring disorders.

· Clinical staff has attended trainings through DMHAS on Hearing Voices that are Distressing (9/2/06), Co-Occurring D/O and SA (5/31/06).  Clinical staff as well as counselor aides and shift monitors have attended in-services on Borderline Personality Disorder (7/19/06), BiPolar Disorder (8/9/06), PTSD (10/18/06).  Results have been positive.  Staff has reported that they understand client behaviors better and are now able to handle crisis situations more effectively.  

· Staff continue to seek gender specific trainings. They have been to trauma trainings and seeking safety, as well as a women’s empowerment conference.

· Internal sensitivity training has been initiated and the clinical team has been successful at addressing client behavioral issues in a more trauma sensitive approach.  The positive results of utilizing this sensitivity approach, for some has been almost immediate 

· All direct care staff have been trained to use Nonviolent Crisis Intervention (NCI) skills to reduce the risk of escalation among clients or between staff and clients when a client begins to become upset, angry or difficult to manage.

· Training on progress note formatting and client observation charting.

· Several staff have attended trainings on cultural issues. 

· Crisis Intervention, Cultural sensitivity, Co-Occurring, Trauma, and Motivational Interviewing. The staff has also been trained in the area of Seeking Safety and a Women’s Way through The 12 Steps. 

· Motivational Interviewing, Grief & Loss, Health disparities in minorities, Methamphetamine, auditory hallucinations, Women and Diversity, Culture and Diversity, and Case Management.

· Clinical staff and interns in the area of grief/loss through training with Peter Lynch

· All staff trained in MI and CBT, resulting in all staff using evidenced based treatment practices. 
· An agency-wide training took place regarding “Gender Responsive Care.” Program level staff has participated in training in Spirituality in Women’s Treatment and Trauma and the Health Care Provider.
· Staff has attended Trauma Awareness Treatment training. 

· Staff has accessibility to cultural diversity material.  Training is scheduled.
· To address staff training in the clinical area, we hired a LCSW as our Clinical Supervisor.  Staff has been attending continuing training courses and in-services twice a month to improve documentation.
· Mental Health Workshop has been completed: Women Managing Mental Health Symptoms in Recovery, by Dr. Russak-Baker.  The next workshop is scheduled Feb 2007, to include incoming clients.
· All staff are in the process of being certified through the CCB for co-occurring disorders.  They have completed the necessary trainings and are waiting for final approval of their applications from the board.

· Staff has identified training needs that can impact programming including issues around sexual abuse, trauma, and cultural issues.  Staff has attended “Seeking Safety” training and other DMHAS sponsored trainings that address these issues.  Training information is then presented to the entire staff during the weekly staff meeting. 
· All women’s outpatient clinicians have attended at least one training, “Designing Interventions Using the Stages of Change,” ,“Wholistic Approach to Detoxification and Early Recovery”.

· All administrative, clinical and childcare staff attended in-service on improved childcare.
· Two in-house trainings on using motivational interviewing (MI) techniques with a substance abuse MI expert.  
· Trainings have been given to staff regarding basic motivational techniques.

· Dual-Diagnosis Capable Assessment and Treatment (DDCAT).

Trainings provided
· Staff has provided training to staff and volunteers of The Women’s Center focused on substance abuse and domestic violence. 
WSPIC Process:  Most Important Impacts

Programs were asked to describe what they believe has been the most important impact of WSPIC on their program to date:
· The implementation of a gender specific response team that includes both male and female managers. Ongoing focus on documenting everything that is done for the persons served, to show that the program is vested both in the therapeutic process and their personal success with recovery.

· Changing the service delivery and options of services.
· The inclusion of mental health and trauma issues on the recovery plan.
· I believe that WSPIC has made other providers and agencies take a serous look at women’s needs in the treatment arena. Acknowledge that gender makes a difference.
· Challenging programs to identify our own strengths and areas of need. 
· Women’s treatment having common core values to work from. 
· WSPIC has provided programs with a sense of connection and unity, rather than sense of separation. 

· Has given programs common voice of successes and challenges faced with services, limitations, needs and concern.  WSPIC has helped programs to start to think out of the box.
· Implementation of procedures and practices to help increase linkages between clients and the community to sustain progress in treatment.

· Visibility of the program at a statewide level.

· Incorporation of gender specific materials into the curriculum for the Women’s IOP.

· Close partnership with the local Women’s Center.
· I am getting a better sense of empowerment and community within our program, staff included.  We have gotten positive feedback from both staff and clients regarding new groups and activities.

· The WISPIC process has given us an opportunity to closely examine our strengths and weaknesses in providing comprehensive services to women.  Through this plan, we have a focused plan to address areas of weakness as well as enhancing areas of strength.
· The embracement of the guidelines and more significantly a relational model. Clients and staff as well appear to benefit more from a relationship-oriented approach as opposed to a more traditional approach. WSPIC has heightened awareness around training and supervision needs and has allowed our program to view women as holistically as possible.
· Requiring a comprehensive self-assessment and change plan that has improved the quality of treatment and documentation.  In addition, WSPIC has provided the forum to bring together all the programs working with women in recovery.  

· All staff trained in MI and CBT.  Resulting in all staff using evidenced based treatment practices.

· There have been enhancements to the program as we, out of necessity, made time to follow guidelines in order to meet WSPIC requirements.

· Collaboration between disciplines to bring about identified changes.  Sharing data on successes/failures to keep all staff up to date on status of plans. 
· Prompting us to look into the domestic violence piece, which will help us to assist our clients.
· We are very impressed by the knowledge and dedication of the WSPIC staff.  They are truly dedicated to improving the quality of treatment for women and are a delight to work with.  We are lucky to have them. 

· It is a significant project with a positive outlook which should bring about elements of change in every program. I strongly endorse its efforts.
· This process has been time, energy, and money well spent. It helped improved a variety of aspects of the program that are integral to sustained recovery. It gave me the opportunity to do a fundamental assessment of how the program is doing around Gender Responsive Care. It also provided linkages with other providers around the state, and as a result, provided me with professional opportunities to network and supported an increase in the understanding of gender responsive treatment among others.

WSPIC Process: Unanticipated results

Programs were asked to describe what aspects have been added to their program that they didn’t anticipate when they began the WSPIC process:
· Complete success keeping young (18-25) women in treatment for longer periods of time.  The staff has become more accepting of the difficulties and rewards for working with this age group.  They are not easy clients to keep in treatment due to levels of impulsivity, aggression, interpersonal aggression and other behaviors associated with an adolescent population.

· Our agency now has a better understanding of the need, as stated by the clients, for vocational activities.  Hopefully DMHAS will allow clients to pursue these goals by allowing vocational activities to count toward treatment hours.

· The Employment Specialist and the Women of Glory group were big surprises.  They have proven to be a great help to the women and an asset to our program/implementation plan process.  We are very lucky to have them.  Big changes have occurred here at our program and all of it is refreshing.  I think that the women have greatly benefited from the steps we’ve taken over the past six months.  They constantly praise our efforts to keep them motivated and engaged.  Comments that they have made in passing prove to me that what we are doing is working and I find that they especially enjoy our involvement in their activities (i.e. when staff cooks breakfast for the residents and their families/support network).

· Increased attention to all the issues that may challenge women seeking treatment, and how the women providing the services might change practices to improve that treatment.

· Clients believe and feel they have more ownership over their recovery. Client participation has increased with the care of their environment. Clients appear to support each other more.  Staff has embraced a more individual approach to client’s needs as well as becoming invested on the well being of the persons served.
· More communication among programs.
· A better understanding of what other program are doing, the sharing of ideas.

· The need to create tracking systems to monitor outcomes beyond implementation of a practice.

· Having all of Adult Services staff be trained in Grief/Loss by Peter Lynch was a direct outcome of our Implementation Plan. 

· Working at this level of intensity with women we have found a real feeling of support from the State and the WSPIC group as evidenced by meetings, retreats, luncheons, opportunities to share and network.
· There has been a change in the attitude of staff in terms of more tolerance to the plight of women.  Staff learning to recognize and identify positive strengths of clients they work with and communicate this to the clients. There has been an increased emphasis on trauma and the ways in which this impacts our daily work. 
· Of the multitude of changes that have occurred in the program over the last six months, it is difficult to identify if the cause of the change is the WSPIC efforts, or if they would have happened anyway.
· The DMHAS/WSPIC outcome variables have been added to the treatment plan so that these issues can be directly considered when evaluating discharge or transfer criteria.

· More importance given to creating a more inviting, welcoming environment (chairs, carpeting, wall art).  Added childcare to evaluations.
· Staff now has a more heightened awareness of the need for improvements and there is more brainstorming around ways of improving the program. Our prospective has changed for the better with a keener eye to the ‘do it yourself’ motto.

· There is a closer bond between staff and clients as we brainstorm around solutions to improving various aspects of the program. The exercise/multi-purpose room is an unexpected addition to the program that started as an empty room which clients gave input as to its use. It grew into an exciting project and a great place to spend some time before and after group. 

 Successes to be Shared with Other Programs

 A number of areas were identified, including:
· Experiences and successes with the Pilot Study using the Mental Health Screening Form-III (MHSF-III)/Simple Screening Instrument (SSI/AOD). 
· The ability to present our program in more than one language and culture.  Understanding the culture also allows for us to discern the type and degree of trauma, as we believe that trauma is experienced differently by different cultures.   

· Understanding the relationships and types of relating these women have with themselves, with the world and with God, allows us to peek at the plausible strategies that can be appropriately used to provide assistance with boundaries, but without damage to the necessary personal encounters needed to forge counseling bonds that are effective and safe.  

· A strong implemented plan of compensation and rewards that allows for them to feel structured yet viable enough to disseminate independent choice.  Management specialists that surpass the therapeutic and professional expectation and lend themselves to a transparency that allows for clients to feel and be real. 

· The ability for us to listen to our clients.  If the recovery is theirs, then the process must be theirs as well.  
· We are very strong in the housing aspect of recovery.
· Community Collaboration:  Introducing and connecting clients to community resources, to enhance their recovery and social connections. 

· Client Centered Treatment/Individualized Treatment.
· Gender specific friendly environment/facility.
· Building a relationship with the local women’s issues agency and development of the family program.
· Education regarding the benefits of agonist treatment models and confront common myths and stigma associated with these treatment services.  Unfortunately women utilizing this treatment modality continue to be ruled out of many services including sober housing, inpatient treatment programs, etc. 

· Parenting groups and childcare for women in both the IOP and OP programs.  We have been able to use the observations made in these services to help inform the recovery plans for the women in treatment.   In addition, we offer an outpatient parenting group that focuses specifically on reunification and its impact on recovery. Our staff  can offer their expertise on ways to integrate parenting issues into the overall recovery program.
· Success of contingency management.
Assistance That is Needed from the Department

Programs were asked to describe what assistance they require from the Department at this time.
Training:

· Free on-site training to meet the WSPIC training requirements.
· Access to and availability of trainings relating to implementation topics such as Spirituality, Family Therapy and Grief/Loss.
· WSPIC can help our program by continuing to provide free or affordable training for the staff, maintaining a focal point for the issues of women in treatment, and by providing access to supports for the treatment program and staff.

Vocational support:

· Funding for a vocational specialist to address the vocational needs as stated by our clients.
· A list of Vocational Agencies which would offer services to clients free or with ATR help.

Financial support for specific items:

· Financial support for training, transportation, recreational activities, staff incentives.
· Funding to pay for video materials, curriculums and family dinners.  Stephanie Covington’s Beyond Trauma Series is an example of a resource we need but the cost makes it difficult to obtain. Materials and the kit is about $500. 
· Funding; there are many areas that we could identify as needed in our program but without the appropriate funding they will remain only goals.
· Funding; as costs for the program’s operation continues to rise, reimbursement rates have not increased at the same level. 
Practice guidance:

· Assistance in identifying a theory of women’s development that encompasses the variety of aspects noted in the plan. 
· As we identify more comprehensive service needs, it would probably help to have some guidance in terms of how to do more with less; what services/programs are available to us that we are not utilizing. We have done a really good job identifying needs for services and case management of women. We struggle with having the clinicians be all things to all people and carry all of the functions of both.

Department policies and support:

· Written clarification of DMHAS’s approval to expand the 20 hours of treatment to include vocational training and recovery oriented activities.
· Creating criteria for programs to meet that would then allow for billing of two groups in one day. This is a gender sensitive issue, and is a big barrier to treatment for women in some areas of the state.
· Continued communication and support.  DMHAS has a great staff team that has reached out and supported our women’s programming for a common goal, to empower women (in recovery.
Collaboration with other state agencies:

· Collaboration with DCF around their expectations and being on the same page. For example, outcome measure and screening tools to use.

· Advocating for providers around the requirements of other state agencies/DPH.

Other suggestions

· Would love to see Women’s Health added to implementation plans and guidelines.
· Would be helpful if there were a list of universities and colleges that programs could utilize for Child Development resources, including interns. With DPH looking for more from programs regarding the child reunification and services, and programs having limited budgets, it may be beneficial to connect interns with programs. 
· Encouraging and bringing awareness to state universities and colleges with related fields, including Human Services, Social Services, to incorporate Gender Specific, Client Centered, Trauma and the CORE Values.  If these can get incorporated into the education systems at higher levels of learning, then these will become common language in our field.
Barriers to Implementing Action Steps and Meeting Guidelines
Combined answers from implementation plans and self-assessment

	Top Barriers
	Area
	Other Barriers

	(
· - Funding

· - Training

· - Staff

	Accommodating other languages 
	· Need ability to translate documents

	
	Cultural issues
	· Staff need training, comfort level among themselves to discuss issues

	
	DMHAS requirements for # of sessions
	· Affects multiple areas, including how much individual treatment client receives, ability to get to outside services such as health appointments, faith based activities

	
	Employing clients
	· Diversity of opinion over whether this is appropriate practice

	
	Evaluation
	· Need access to statistical consultants and software

	
	Health care
	· Training needed on how to assist clients with health insurance

· Transportation needed to get to appointments

· Long wait times for first appointments

· Incarcerated women discharged without medical benefits

· Speedier response needed from DSS for getting access to Medicaid

	
	Housing
	· Severe lack of affordable housing
· Housing sites may have employment requirements; not all clients can meet
· Transportation when client must hand deliver housing application
· Agency liability concerns for administering housing program

	
	Mental health
	· Licensure issues
· Ability to receive payment for psychiatric services provided in-house

· Space limitations

	
	Practical needs
	· Need for lower costs items such as bus passes, phone cards, or rewards such as stamps or gift cards 

	
	Referrals, coordination of care, transition to lower level of care
	· Clinicians may be too overworked to make sure clients pursue referral

· Need more linkages to community resources

· Community case manager needed

· Clients may chose not to sign releases of information
· Providers in the area not taking on new clients/no appointments available

	
	Prison inmates being released
	· Linkage with DOC & DMHAS needed to explore what’s already in place

· Need to forge relationships with other providers

	
	Respectful approaches to client
	· Consultation needed on program rules to make rules more respectful and supportive

· Client may disagree with clinicians about what is “respectful”

	
	Services to children, family members, therapeutic childcare, welcoming children in assessment
	· Licensure issues

· Funding may be restricted to primary client

· Wait list may exceed length of stay for client

· Physical plant limitations, including need for elevator access, safe place for children; challenge to serve children of all ages and needs in one room

· Lack of available college interns

· If college interns used, lack of ability to bond with children or clients after internship is over


	Other barriers:

· Space limitations

· Approval from management


	Specialized populations
	· Training needed on transgender issues; women with histories of involvement in sex trade, prostitution

	
	Teaching clients about women’s issues in recovery
	· Need to be able to purchase curriculum materials

	
	Transportation
	· Public transportation needed; problems with limitations of buses not running on Sundays/evenings

· Agency vans needed, although there are liability concerns and insurance costs if agency van is used

· Bus passes needed

	
	Treatment areas such as grief & loss
	· Need to rearrange scheduling to accommodate new programming

	
	Treatment in all women groups
	· Agency staff (outside of WSPIC program) have limited understanding of need and importance

	
	Vocational training and assessment
	· Vocational case managers needed
· Computers for client to use, adequate space to use it in;

· Staff needed to supervise client computer use, as risk is present for inappropriate computer use by clients

· Low education level of clients; clients may not be computer literate

· Ability to count vocational training as part of DMHAS treatment hours
· Affordable childcare during the time clients are looking for employment

· Eligibility rules for childcare not always responsive to client needs; clients may be unfamiliar with how to navigate the system
· Childcare and wage reimbursement that makes work worthwhile
· Need for resumes, proper IDs for employment; clients may be unfamiliar with how to prepare these documents; self-esteem issues may play a role

· Uniforms/professional clothing for clients needed

· Transportation issues, including lack of Sunday/evening transportation
·  Felony convictions 

	
	Women’s development, sexuality, etc
	· More linkages needed with community resources – e.g. CT Sexual Assault Crisis Services can do trainings on sexual abuse issues
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�These changes are in addition to those previously identified during the self-assessment process (see pages 26 to 34 of the June 2006 report).


� This list was originally included in the September 2006 report on the implementation plans. 


� The outcomes are: sobriety/substance abuse, employment/educational/vocational training, reunification, safe housing, criminal justice involvement and arrests, and social connections.


� Please note: for completeness in each area, a number of items are listed twice in this report. For example, improvements in mental health screening is under “Assessment and screening enhancements”, and again under “Mental Health”.





� This list originally appeared in the September 2006 report on implementation plans.


� This question was originally expressed as “Are there areas of expertise that you feel you might share with other programs?”, which yielded a minimal number of responses.  During the course of interactive work with the programs, the question was adjusted to ask about program successes. Therefore, the results presented here are not as complete as they would have been if the question had been asked differently from the start. 


� This table originally appeared in the September 2006 report on implementation plans. 
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