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Performance Standards 

Dual Diagnosis Treatment Team 

Performance Standards are intended to provide a foundation and serve as a tool to 
promote continuous quality improvement and progression toward best practice 
performances, to increase the consistency of service delivery and to improve 
outcomes for members. 

Disclaimer: These Performance Standards should not be interpreted as regulations, but instead add to 
the foundation provided by current licensing guidelines and regulations. It is Community Care’s 
expectation that providers apply these Performance Standards when developing internal quality 
monitoring activities. Community Care will use this document as a guide when conducting quality 
reviews. Entities providing services as part of the HealthChoices program must first be enrolled in the 
Pennsylvania Medical Assistance program as the appropriate provider type. Providers must then 
comply with all applicable Pennsylvania laws, including Title 55, General Provisions 1101, licensing 
program requirements and any contractual agreements made with Community Care Behavioral Health 
Organization in order to be eligible for payment for services. 

Community Care is committed to developing performance standards for specific 
levels of care to clearly identify and communicate performance expectations and 
promote consistency across like programs. The principal goal of this document is to 
identify basic performance expectations for this level of care. Community Care staff 
developed these standards with service providers and county staff. These standards 
are intended to clarify reasonable standards of practice for the provision of Dual 
Diagnosis Treatment Team (DDTT). These standards are to serve as a tool to promote 
service provision and quality improvement. 

General Program Description 

DDTT is designed to provide comprehensive services to meet the needs of 
individuals with IDD/MH who are at risk of losing their opportunity for community 
living or who are reintegrating into the community due to inpatient, state hospital, or 
state center admission. The DDTT addresses individual needs during acute episodes 
(crisis, imminent risk) and during transition back to the community in order to support 
community living and maximize stabilization. 

DDTT is a voluntary, community-based, direct service that offers intensive supports 
with a primary focus on crisis intervention, hospital diversion, and community 
stabilization. This is achieved through the delivery of integrated case management, 
medication monitoring/management, behavioral assessment, and the development 
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and implementation of comprehensive behavioral support plans. Services are 
delivered in a manner that is consistent with person-centered planning with a focus 
on recovery. This means that all aspects of the service are collaborative with the 
individual served, family, and natural supports and other service systems. This 
collaboration is to support each individual’s journey towards recovery and provide 
opportunities and structure for individuals and families to be partners in their 
treatment, directing and being part of all treatment decisions. 

Goals of Dual Diagnosis Treatment Team Services 

The primary focus of the DDTT is to create and facilitate clinical strategies through the 
treatment plan process to address the following goal areas: 

1. Fostering community living opportunities and maximizing stabilization in the
community for individuals who are at risk of or returning from placement in a
more restrictive level of care.

2. Ensuring continuity of care/cross-systems integration with multiple service
delivery systems in which the individual may be involved.

3. Increasing the participation of and collaboration between the individual, family
member(s), service providers, and community and natural supports, while
providing education and skills to better manage services and supports for the
individual.

4. Improving clinical outcomes for individuals with IDD/MH.

5. Decreasing the utilization of higher levels of care for individuals with IDD/MH,
including repeated admissions to inpatient units, state hospitals, and state
centers.

Objectives 

The objectives of the DDTT include: 

1. Supporting individuals living within their communities who are in crisis or at
risk of admission to higher levels of care.

2. Providing ongoing assessment, individual supportive strategies, and
medication monitoring/management consistent across individual service
plans.

3. Increasing awareness of all team members about the individualized
contributing factors that put individuals at risk for more restrictive levels of care
and developing strategies to minimize the impact of harmful contributing
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factors while increasing the impact of beneficial factors in order to promote 
personal growth and recovery. 

4. Increasing positive connections through building and maintaining linkages
with providers, community and natural supports, and others involved with the
individual.

5. Providing individualized support, advocacy, coordination, training, and
supervision to help individuals succeed in meeting their self-identified goals in
the community.

Core Service Components 

The standard team consists of the following positions: program director, behavioral 
specialist, service/recovery coordinators, a psychiatric nurse, psychiatrist, and a 
consulting pharmacist. 

A team approach is utilized to ensure comprehensive and coordinated service 
delivery. Services are person-centered, strengths-based, and recovery-oriented, 
utilizing principles of Applied Behavioral Analysis (ABA), Functional Behavioral 
Assessment (FBA), positive behavioral supports, recovery, and cross-systems 
integration. 

The number and size of the DDTT teams may be standard, modified, or expanded 
sized teams. The team components may vary depending upon specific individual 
needs of the contract. 

Engagement and Retention 

Provider’s actively engage with individuals receiving, being referred, or waiting to 
receive DDTT services. This engagement includes outreach to individuals, family 
members, and other services and natural supports that may be in place. This outreach 
and engagement may include in-person, written communication, or phone outreach. 
Any concerns or problems around engagement are actively identified, monitored, 
and discussed within the team to actively create engagement and alliances. Any 
breakdowns in engagement that are encountered are addressed directly, outlining 
this as a natural part of the process and used to further the process of active 
engagement and an opportunity to promote partnership and enhancing individual 
and family participation in the decision making process. A key component to this 
engagement is keeping the entire treatment team involved and informed of the 
member’s progress. 
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Average Length of Stay 

Participation in the program extends beyond the acute episode that initiated the 
referral and initial stabilization of the individual. Each individual participant comes 
into the program with a different set of circumstances, including family, community, 
and natural supports; therefore, some individuals may progress faster or slower than 
others. The goals of the DDTT include supporting individuals with IDD/MH to live in 
their community, defining their own specific goals, and maximize stabilization in the 
community. To meet these goals, the team may determine that either additional or 
less time in the program is needed on an individual basis for optimum outcomes. 

Staffing Standards 

Program Director: This position requires a licensed Master's level (or higher) clinician, 
with work experience serving individuals with IDD and MH. 

Behavioral Specialist: For this position, a licensed clinician is preferred. The position 
requires a Master's level (or higher) clinician, with work experience serving individuals 
with IDD and MH; if staff is a non-licensed clinician, the individual must have 
increased direct supervision by a licensed professional and must be actively working 
toward licensure. 

Psychiatrist: To be eligible for this position, an individual must be a board certified 
psychiatrist with a current license to practice in the state of Pennsylvania. 

Nurse: To be eligible for this position, an individual must have a current license to 
practice nursing in the state of Pennsylvania. 

Service/Recovery Coordinator: This position requires an individual with a BA/BS with 
work experience serving individuals with IDD and MH. 

Pharmacist Consultant: To be eligible for this consultant position, the individual must 
have a license in the state of Pennsylvania to practice pharmacy. 

Access Standards 

All Community Care providers are expected to ensure timely access to care. 
Providers are expected to work very closely with referral sources to ensure that 
members identified as in need of services have access to care within the 
HealthChoices access standards. In the event that a provider receives a referral and is 
unable to offer an appointment within seven days of receiving the referral, the 
provider is expected to communicate with the referral source and/or the member 
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(including family if appropriate) about the length of the access delay in order for 
alternatives to be explored with the member (and their families) in a timely manner. 
Members may choose to wait for a provider but must be given sufficient detail as to 
the anticipated availability date to make an informed decision. Providers are also 
expected to notify Community Care when unable to provide timely access. 

To adequately develop a network that will promote and foster continuity of care, the 
DDTT program works to establish the proper linkages in the community. This is 
accomplished through the establishment of letters of agreement with the following: 

• Local mental health case management providers.

• Local independent supports coordination.

• Local SUD treatment service providers.

• Peer support services.

• Crisis prevention services.

• Local behavioral health inpatient units.

• Physical health providers.

• Educational supports and services.

• Other entities as necessary.

Admission Criteria 

• Must be at least 18 years of age.

• Present with a diagnosis of an intellectual disability, documented prior to age
22.

• Present with co-occurring mental health/behavioral health difficulties that are
not attributed to an intellectual disability and the formulation of the diagnosis
is performed by a licensed practitioner within the last 90 days.

• Documentation of at least 2 crisis events within the last 6 months with county
crisis provider or current supports; or being considered as a step down from a
higher level of care.

• Has exhausted less-intensive supports and interventions in their community.

Page 5 of 12 
Community Care Behavioral Health Organization 



Performance Standards Dual Diagnosis Treatment Team 

Intake and Admission 

Upon receipt of a referral from the community, provider agency, family member, or 
other referral source, Community Care/county oversights will follow the established 
review process in order to review the referral for program criteria. Follow-up with the 
referral source is conducted if there is not sufficient information to determine that 
program criteria for the service is met. 

In some contracts/counties, referrals are sent directly to the DDTT provider. In these 
instances, the DDTT provider accepts the referral and determines whether the 
individual meets DDTT criteria. If the provider determines that the individual meets 
DDTT criteria, the provider then submit to Community Care for program criteria 
review. 

Once program criteria is determined, Community Care/county oversights notify the 
DDTT of the new referral. The DDTT will begin a comprehensive, multi-dimensional 
assessment of the individual upon intake. 

The DDTT assigns their service/recovery coordinator and convenes an interagency 
(IA) meeting. The meeting invitation is sent to all appropriate representatives from: 

• The DDTT program.

• Assigned independent supports coordinator.

• Family member(s) and/or legal guardian.

• The referred individual.

• Representatives from the referring agency/program.

• Representatives from county oversight/HealthChoices and/or Office of
Developmental Programs.

• A representative from Community Care.

• Any involved behavioral health providers including but not limited to case
management, mental health treatment providers, mental health housing
providers, and any other mental health services/supports.

• Any involved intellectual disabilities providers including but not limited to
residential and day service providers.

• All natural and community supports or any other system of care with which the
individual is currently involved.

The primary functions of the IA meeting are to review and approve the referral, triage, 

Page 6 of 12 

Community Care Behavioral Health Organization 



Performance Standards Dual Diagnosis Treatment Team 

and initial service planning.*   The IA meeting is the start of partnering with the 
individual and family around person-centered planning and goal setting. For 
individuals currently receiving mental health treatment services and/or case 
management, the initial IA meeting will also establish a transition plan for the existing 
services, in addition to developing the initial DDTT treatment plan. 

Assessment Standards 

Health risk screening and assessments, safety/crisis plans, behavior support plans, 
Functional Behavior Assessments, treatment plans, and social history timelines are all 
part of the assessment standards within DDTT services. 

DDTT provides summary of all interventions, successful and unsuccessful, along with 
all medication changes upon discharge. 

Health Screening and Assessment: Comprehensive review of the individual’s medical 
history. This assessment includes medical information, treatments, medication 
regimens, physical health vitals, and a health screening. Information is gathered from 
medical records, and interviews with providers, supports, and the individuals served. 
This information is then summarized and used to create wellness planning and 
goals/objectives to be included in the treatment plan. The Health Risk Screening and 
Nursing Assessment with medication reconciliation is completed by DDTT nurse 
upon admission into DDTT or upon discharge from a higher level of care within 72 
hours of admission (prior to psychiatrist visit). 

Safety/Crisis Plan: Person-centered plan to promote safety and well-being. These 
plans document important information, preferences, effective strategies and 
approaches, information needed during times of escalation or crisis, individual 
contacts, strategies to be utilized for de-escalation, process for debriefing following a 
crisis, clearly defined steps and approaches identified as effective to be utilized in 
specific situations or circumstances. The Safety/Crisis plan is to be created within first 
7 days of admission. 

Functional Behavior Assessment (FBA): Review of the antecedents, behavior(s) and 
consequences related to the individual’s behavior. An FBA includes interviews of the 
individual and other team members to review details of the identified behavior(s) and 
current/past interventions. Hypothesis statements to describe why behaviors are 

*The term service plan/planning is used to encompass a wider focus. Service plans/planning includes treatment
plans, behavior support plans, safety plans, crisis plans, recovery plans, and all other types of plans offered as part
of the services. Individuals receiving DDTT may or may not have additional service plans. It is important that all
plans follow person-centered planning – being integrated and coordinated to meet goals identified by individual
member and family. When developing all plans, all aspects of the individual’s strengths, needs, and concerns
should be taken into consideration. Individual family and natural supports are an integral part of this planning.
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occurring (the functions), and what reinforces them, are formulated as a result of 
thorough review of data, interviews, and records. The results of the FBA are 
summarized in the treatment plan and utilized to create person-centered 
interventions. FBA and Behavior Support Plan (BSP) are to be completed at the start 
of services. 

Treatment Plan: Based upon the findings of the FBA and includes an outline of the 
clinical/behavioral goals and objectives of the treatment to occur within DDTT 
services. These plans are individualized for each member receiving DDTT. The plan 
includes self- and family-identified goals, preferences, and individualized strategies 
agreed upon to be used to work towards goal completion. These plans are designed 
to be integrated with all aspects of service planning process. These plans also include 
wellness goals from the information gathered as part of the health 
screening/assessment and social history timeline. 

Behavior Support Plan (BSP): Designed to help an individual increase positive 
behavior and reduce problematic behavior. The plan is created by utilizing the 
findings from the FBA and includes the goals from the Treatment Plan. The plan 
includes an individual’s strengths, barriers, behavior hypotheses, antecedents, setting 
events, prevention strategies, and replacement behaviors. This plan guides the way 
of supporting the individual in order to make responses to behaviors uniform and 
consistent. Initial BSP is to be created within first 7 days of admission. BSPs need to 
be reviewed every 120 days at minimum. 

Social History Timeline: Summary of all major life events and experiences. These 
timelines can include prior and current services and treatments received, places of 
residence and time frames of relocation, traumatic events, positive life events, gains, 
losses, and milestones. This document is created and used to assist team members in 
their work of building empathy and alliances as well as understanding the individual’s 
perspective and his/her journey leading up to DDTT treatment. While in DDTT, the 
timeline summary is updated at least monthly. At the conclusion of DDTT services, 
this provides a record to the individual and support team of significant events up to 
an including the DDTT experience. Social History Timelines are to be completed 
within first 6 weeks of admission. 

Treatment Planning Process 

Individualized treatment plans are to be team-developed using person-centered, 
positive approaches with individuals and their families directing the team in 
identification of the goals and strategies. Goals and strategies are also based on each 
person’s strengths, behavioral patterns, and other identified unique needs. Treatment 
plan development also includes consideration of history of medications (including 
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rationale for any medication reconciliation), medical history, and any history of 
trauma, loss, or grieving. The services provided follow the best practice guidelines for 
IDD/MH evidence-based practices. Service offerings are fully integrated with all other 
disciplines (i.e., medicine, pharmacy, community supports). Treatment plans and the 
overall philosophy of the program comprehensively focus on the individuals’ needs 
utilizing a holistic approach. This comprehensive approach increases the likelihood 
for stabilization in the community, creating a foundation for better continuity of care 
by fully utilizing all identified supports for each person. Planning for service 
completion begins at the time of referral and engagement in services and continues 
throughout the planning process. A vision for service completion, discharge and 
aftercare plans are well documented as part of the treatment planning process. 

Type and Frequency of Treatment 

Individuals participate in an average of three face-to-face per week contacts with 
team members. Services may be team-delivered or provided one-on-one. Individuals 
may receive services from more than one team member in a day. Frequency of 
contact may be more extensive at the onset of services and will taper throughout the 
duration of treatment. The standard sized team (based on staffing standards above) 
serves approximately 20-30 individuals at one time. Caseloads may vary based on 
clinical needs. The team meets three times per week to review individual cases and 
monitor service plan implementation, with individual supervision twice per month. 
County point persons and Community Care care managers participate in weekly 
meetings with the DDTT as needed. Treatment Plans are to be completed within first 
6 weeks of admission. Treatment Plans need to be reviewed every 120 days at 
minimum. 

DDTT includes flexibility for two of the required contacts per week to be completed 
by the DDTT staff member who is most needed by the individual (3 face-to-face 
contacts per week is the minimum requirement). It is expected that the team will have 
more frequent contact as needed. 

The Service/Recovery Coordinator role is one of being a conduit of information 
between the community team and DDTT. The Service/Recovery Coordinator position 
operates in a case manager role for the individual being served. Case management 
services and IDD service/supports coordinators may stay involved when a member is 
participating in DDTT. In these instances these individuals are considered part of the 
overall team and are expected to be partnered and in close coordination with DDTT. 
Coordination of case management services is left to the individual’s existing case 
manager or supports coordinator. Clinical services are completed by the DDTT 
behavior specialist. The Service/Recovery Coordinator position cannot be used to 
meet the contact standards in lieu of clinical staff and is not designed to be a clinical 
or lead position. 
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Community Stabilization and Reintegration Unit (CSRU) Contacts 

Some contracts have access to Community Stabilization and Reintegration Units 
(CSRU). The CSRU is designed to work specifically with individuals receiving DDTT. In 
contracts where a CSRU is in place, it is expected that coordination between these 
services will occur on a regular basis. While an individual is in the CSRU, contacts 
should be based upon individual need, with the following frequency parameters as 
the minimum guidelines for contact frequency: 

• One monthly face-to-face contact by any DDTT staff person.

• DDTT participation in all interagency team meetings.

• One weekly face-to-face contact 30 days prior to service completion.

Service Delivery Standards 

The team leader assigns a DDTT service/recovery coordinator to perform an intake 
upon acceptance of the referral within 1 business day of referral receipt. The intake is 
completed in a time frame that allows any relevant information to be available for the 
IA meeting. The IA meeting is convened within 3 business days of the DDTT receipt 
of the referral and includes the individual, their family members, parents/guardians, 
their independent supports coordinator, and representatives of any existing services 
and supports that the individual and/or their family identifies. After the completion of 
the IA meeting and admission into the program, the assigned DDTT service/recovery 
coordinator schedules an appointment with the DDTT behavior specialist for 
completion of an FBA and an appointment with the DDTT psychiatrist in order to 
initiate the medication monitoring process. The medication monitoring process is 
coordinated with the psychiatric nurse who schedules other appointments as 
necessary with the individual’s primary care physician and/or other tertiary care 
providers at this time. 

Due to the crisis services being part of the DDTT, any local crisis center services 
outside of DDTT are not expected to fulfill the crisis component for the DDTT 
program/services. It is expected that the DDTT coordinates care with local crisis 
centers as needed, including the facilitation of the sharing of individual’s crisis 
recovery plan with the member/legal guardian’s consent. Each member of the DDTT 
program participates in the on-call process either by providing the initial contact 
during the crisis situation or in a supervisory capacity. The members of the team 
maintain flexible schedules to provide services when needed, as identified by 
individuals and families, consistent with identified treatment goals, including non- 
traditional hours of delivery such as evenings and weekends. Crisis services are 

Page 10 of 12 
Community Care Behavioral Health Organization 



Performance Standards Dual Diagnosis Treatment Team 

provided twenty-four hours per day, seven days per week directly through the DDTT 
provider agency. One team member is on call 24/7; other team members may be 
called during off hours for consultation and assistance. In addition, the program 
director, psychiatrist, and pharmacist are also on call 24/7. 

The DDTT responds to crisis calls telephonically within 15 minutes of the call and 
responds to crisis situations, in-person, within one hour. Reasonable, safe arrival time 
will vary based on the travel distance within the county. 

As part of service delivery standards, DDTT also follows review and continued stay 
processes as outlined by Community Care and county oversights. 

Discontinuation of Services, Discharge Vision, and Transition Planning 

Planning for service completion begins at the time of referral and engagement in 
services and continues throughout the planning process. Service completion – 
discharge visions and plans for transition upon service completion are created with 
individuals and families and are well documented as part of the service planning 
process. 

Discharge and transition planning meetings, linkages and appointments with other 
supports, and aftercare resources are addressed prior to actual completion of DDTT 
services in order to ensure continuity of care. 

Quality Improvement and Outcomes Measurement 

To determine efficacy, monitor quality and measure competency, the DDTT agency 
develops outcome measures for the individuals being served (both during treatment 
as well as post-discharge), for the program/facility, and for program staff. Evidenced- 
based practices that have been approved by Office of Mental Health and Substance 
Abuse Services (OMHSAS), Office of Developmental Programming (ODP), the 
managed care organization (MCO) and any pertinent certification body (i.e., JCAHO, 
CARF) are utilized. The agency develops any necessary procedures for the collection 
and analysis of data in conjunction with such practices. To have standard measures 
that can be compared across counties, contracts, and providers, 3 standard measures 
are to be included in each provider outcome measures: psychiatric hospital stays, 7- 
day follow-up rates, and readmission rates. Said procedures can also include, but not 
be limited, to: 

• Identification of the data to be collected.

• Data collection methods.

• Data collection frequency.
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• Individual(s) responsible for data collection, report preparation, data analysis,
and data analysis frequency.

• Detail how the agency will monitor quality, including quality measurement
tools that will be utilized.

• Describe how input/feedback from individuals receiving services and their
families will be captured (i.e., established internal methods or external
methods such as Consumer/Family Satisfaction Teams).

• Provide a quality reporting schedule.

• Identify the individual/department within your agency responsible for data
collection and analysis.

Cultural Competence 

As a program, DDTT takes a person-centered approach, learning from the individuals 
served, identifying strengths, and recognizing the uniqueness of each person. 
Providers engage in open, respectful communication with the individuals served 
about culturally-based values and belief systems that need to be considered during 
programming and service delivery. 

All DDTT teams are expected to support the development of cultural competence 
within their programs by: 

• Offering ongoing staff training opportunities.

• Ongoing supervision and discussion with teams.

• Promoting an open, respectful work and treatment environment.

• Offering programming that recognizes the cultural diversity among the
individuals being served and making plans accordingly.

Providers are expected to maintain documentation of all initiatives to further develop 
the cultural competency and sensitivity of staff, and strategies to improve the overall 
cultural competence of their programs. 

Results from member satisfaction surveys are one means of gathering feedback to 
determine staff training needs to further develop cultural competency within 
programs. 
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