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Appendix A: Severe Emotional Disturbance

Severe Emotional Disturbance (SED)

CRITERIA CHECKLIST

Severe Emotional Disturbance (SED) determination is based on the age of the individual, diagnoses,
functional impairment or symptoms, and duration of the disorder. The child/adolescent must meet all of
the following criteria:

Ll 1. Age:

(1 be a person under the age of 18;

OR

(1 be a person between the ages of 18 and 21, who received services prior to the
18th birthday, met criteria for a SED, and demonstrates a continued need for
services.

Ul 2. Diagnoses:
Must meet A or B.

1 A The child/adolescent has an emotional and/or behavioral disorder that has been
appropriately diagnosed through the classification system in the current American
Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders, The
DC 0 to 5; or International Classification of Diseases by a licensed Mental Health
Professional pursuant to an age appropriate diagnostic process.

L] B. The child has experienced a significant traumatic event, resulting in “complex
trauma” - a term which describes children’s exposure to either multiple or prolonged
traumatic events, often invasive and interpersonal in nature, or single episode traumatic
experiences that have a profound and prolonged impact on normal emotional,
neurological, or behavioral development, such as witnessing the death of a caregiver or
physical or sexual abuse resulting in the child's loss of a developmentally appropriate
sense of a well-ordered and safe environment.

e The determination that a child is experiencing complex trauma may be made by
a licensed behavioral health professional with specific training in the
manifestations of traumatic sequelae in children and adolescents, and in
developmental processes appropriate to the age of the child, even in the absence
of a qualifying diagnosis as in A above.
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U 3. Functional Impairment:

The child/adolescent must have a Functional Impairment ,pursuant to the diagnostic
formulation as noted above, in two of the listed capacities:

[] Functioning in self-care:

Impairment in self-care is manifested by a person’s consistent inability to take

care of personal grooming, hygiene, clothes, and meeting of nutritional needs. The
determination of impairment in self care must reflect consideration of developmentally
appropriate abilities.

1 Functioning in community:
Inability to maintain safety without assistance; a consistent lack of age-

appropriate behavioral controls, decision-making, judgment and value systems
which impact placement stability, potentially leading to out-of-home placement.

(1 Functioning in social relationships:
Impairment of social relationships is manifested by the consistent inability to develop

and maintain satisfactory relationships with peers and adults. Children and adolescents
exhibit constrictions in their capacities for shared attention, engagement, initiation of
two-way effective communication, and shared social problem solving.

[ Functioning in the family:

Impairment in family function is manifested by a pattern of significantly disruptive behavior
exemplified by repeated and/or unprovoked verbal and/or physical aggression towards
siblings and/or parents and/or caretakers (e.g., foster parents), disregard for safety and
welfare of self or others (e.g., fire setting, serious and chronic destructiveness, inability to
conform to reasonable expectations that impact placement stability), impaired relational
connection between caregiver and child.
Child-caregiver and family characteristics do not include developmentally based adaptive
patterns that support social-emotional well-being. For early childhood functioning, major
impairments undermine the fundamental foundation of healthy functioning exhibited by:

e rarely or minimally seeking comfort in distress

e limited positive affect and excessive levels of irritability, sadness or fear

e disruptions in feeding and sleeping patterns

e failure, even in unfamiliar settings, to check back with adult caregivers

after venturing away
e willingness to go off with an unfamiliar adult with minimal or no
hesitation
e regression of previously learned skills
L1 Functioning at school/work:

Impairment in school/work function is manifested by an inability to pursue educational
goals in a typical time frame (e.g., consistently failing grades, repeated truancy, expulsion,
property damage or violence toward others); receiving an educational intervention such as
an Individualized Education Program (IEP), Behavior Intervention Plan (BIP), or special
intervention or accommodations; or the inability to be consistently employed at a self-

sustaining level (e.g., inability to conform to work schedule, poor relationships with
supervisor and other workers, hostile behavior on the job).
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[ 4. Symptoms:
Symptoms in one of the following groups:

[J Trauma symptoms:
Children and adolescents who have been exposed to a single traumatic event or series of
discrete events experience a disruption in their age-expected range of emotional, social
and cognitive capacities. Such children may exhibit:
e adisruption in a number of basic capacities such a sleep, eating,
elimination, attention, impulse control, and mood patterns
e under-responsivity to sensations and become sensory seeking,
physically very active, disruptive, aggressive and/or antisocial
behaviors
e under-responsivity to sensations but not sensory seeking and may shut
down further and become lethargic or depressed and difficult to arouse
e over-responsivity to sensations and become hyper-vigilant or
demonstrate fear and panic from being overwhelmed
e episodes of recurrent flashbacks or dissociation that present as staring
or freezing or trauma-specific play reenactment
e somatic symptoms (e.g. abdominal pain, GI distress, headache)

[] Mood and anxiety symptoms
The disturbance is excessive and causes clinically significant distress which
substantially interferes with or limits the child's role or functioning in family, school, or
community activities
[ Danger to self, others and property as a result of emotional disturbance:

The individual is self-destructive, e.g., at risk for suicide, and/or at risk for causing
injury to self, other persons, or significant damage to property.

1 Psychotic symptoms:
Symptoms are characterized by defective or lost contact with reality, often with

hallucinations, delusions, disorganized thinking patterns and/or restricted or flattened affect.
] 5. Duration:
(1 The disability must be expected to persist for six months or longer.
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Appendix B: Serious Mental Illness (SMI) Criteria and Coding

Serious Mental lliness (SMI)
CRITERIA CHECKLIST

Serious Mental llIness (SMI) determination is based on the age of the individual, functional impairment,
duration of the disorder and the diagnosis. Adults must meet all of the following four criteria:

O 1. Age: Must be an adult 18 years of age or older.

O 2. Diagnoses: Have one of the diagnoses as defined under the current American Psychiatric
Association Diagnostic and Statistical Manual of Mental Disorders. The diagnosis would need

to have been determined within the prior 12 months by an appropriately credentialed and
licensed professional.

e Diagnoses codes and descriptions that are found in Appendix A and
Appendix B of this document are those providing a primary reason for
receiving public system behavioral health services.

O 3. Functional Impairment: The disturbance is excessive and causes clinically significant distress
or impairment in social, occupational, or other important areas of functioning.

O 4. Duration:

O  The disability must be expected to persist for six months orlonger.

Person must meet SMI criteria and at least one of the following in A or B:
O A . Symptom Severity and Other Risk Factors

O Significant current danger to self or others or presence of active symptoms of aSMI.

[0 Three or more emergency room visits or at least one psychiatric hospitalization within
the last year.

O Individuals with substance use disorder that complicates SMI and results in
worsened intoxicated/withdrawal complications, bio medical conditions,
emotional/behavior/cognitive conditions.

L1 Person is experiencing trauma symptoms related to sexual assault, domestic violence or
other traumatic event.

O B. Co-Occurring Disorders

O Substance Use Disorder (SUD) diagnosis and any mental illness that affects
functionality.

OO0 SMI or SUD and potentially life-threatening chronic medical condition (e.g., diabetes,
HIV/AIDS, hepatitis).

0 SMI or SUD and Developmental Disability.
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Appendix B
Serious Mental Iliness (SMI) Criteria

SMI-SED Category DSM-V | DSM-V Description
ICD-9 ICD-10

Neurodevelopmental Disorders 299.00 F84.0 Autism Spectrum Disorder

Neurodevelopmental Disorders 307.22 F95.1 Motor Disorder — Persistent (chronic) Motor or Vocal Tic
Disorder

Neurodevelopmental Disorders 307.23 F95.2 Tourette’s Disorder

Neurodevelopmental Disorders 307.3 F98.4 Stereotypic Movement Disorder

Neurodevelopmental Disorders 314.00 F90.0 Attention —Deficit/Hyperactivity Disorder: Predominantly
inattentive presentation

Neurodevelopmental Disorders 314.01 F90.1 Attention —Deficit/Hyperactivity Disorder: Predominantly
hyperactive/impulsive presentation

Neurodevelopmental Disorders 314.01 F90.2 Attention —Deficit/Hyperactivity Disorder: Combined
presentation

Neurodevelopmental Disorders 314.01 F90.8 Attention —Deficit/Hyperactivity Disorder: Other Specified
Attention —Deficit/Hyperactivity Disorder

Neurodevelopmental Disorders 314.01 F90.0 Attention —Deficit/Hyperactivity Disorder: Unidentified
Attention —Deficit/Hyperactivity Disorder

Schizophrenia Spectrum and other Psychotic 293.81 F06.2 With delusions

Disorders

Schizophrenia Spectrum and other Psychotic 293.82 F06.0 With hallucinations

Disorders

Schizophrenia Spectrum and other Psychotic 295.40 F20.81 Schizophreniform Disorder

Disorders

Schizophrenia Spectrum and other Psychotic 295.70 F25.0 Bipolar type

Disorders

Schizophrenia Spectrum and other Psychotic 295.70 F25.1 Depressive type

Disorders
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Appendix B

Serious Mental Iliness (SMI) Criteria

SMI-SED Category DSM-V DSM-V Description
ICD-9 ICD-10
Schizophrenia Spectrum and other Psychotic | 295.90 F20.9 Schizophrenia
Disorders
Schizophrenia Spectrum and other Psychotic | 297.1 F22 Delusional Disorder
Disorders
Schizophrenia Spectrum and other Psychotic | 298.8 F28 Other Specified Schizophrenia Spectrum and Other Psychotic
Disorders Disorders
Schizophrenia Spectrum and other Psychotic | 293.89 F06.01 Catatonia Associated with Another Mental Disorder or
Disorders Unspecified Catatonia
Schizophrenia Spectrum and other Psychotic | 298.9 F29 Unspecified Schizophrenia Spectrum and Other Psychotic
Disorders Disorder
Schizophrenia Spectrum and other Psychotic | 301.22 F21 Schizotypal (Personality) Disorder
Disorders
Bipolar and Related Disorders 293.83 F06.33 Bipolar and Related Disorders due to another medical
condition. Specify: With manic features or
with manic hypomanic-like episode
Bipolar and Related Disorders 293.83 F06.34 Bipolar and Related Disorders due to another medical
condition— With mixed features
Bipolar and Related Disorders 296.40 F31.9 Unspecified
Bipolar and Related Disorders 296.41 F31.11 Mild
Bipolar and Related Disorders 296.42 F31.12 Moderate
Bipolar and Related Disorders 296.43 F31.13 Severe
Bipolar and Related Disorders 296.44 F31.2 With psychotic features
Bipolar and Related Disorders 296.45 F31.73 In partial remission
Bipolar and Related Disorders 296.46 F31.74 In full remission
Bipolar and Related Disorders 296.50 F31.9 Unspecified
Bipolar and Related Disorders 296.51 F31.31 Mild
Bipolar and Related Disorders 296.52 F31.32 Moderate
Bipolar and Related Disorders 296.53 F31.4 Severe
Bipolar and Related Disorders 296.54 F315 With psychotic features
Bipolar and Related Disorders 296.55 F31.75 In partial remission
Bipolar and Related Disorders 296.56 F31.76 In full remission
Bipolar and Related Disorders 296.89 F31.81 Bipolar Il Disorder
Bipolar and Related Disorders 296.80 F31.9 Unspecified Bipolar and related disorder
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Appendix B

Serious Mental Iliness (SMI) Criteria

SMI-SED Category DSM-V DSM-V Description
ICD-9 ICD-10

Depressive Disorders 296.99 F34.8 Disruptive Mood Dysregulation Disorder

Depressive Disorders 293.83 F06.31 Bipolar and Related Disorders Due to Another Medical Condition
(80)—with depressive features

Depressive Disorders 293.83 F06.32 Bipolar and Related Disorders Due to Another Medical Condition
(80) -with major depressive-like episodes

Depressive Disorders 293.83 F06.34 Bipolar and Related Disorders Due to Another Medical Condition
(80) — with mixed features

Depressive Disorders 296.20 F32.9 Unspecified

Depressive Disorders 296.21 F32.0 Mild

Depressive Disorders 296.22 F32.1 Moderate

Depressive Disorders 296.23 F32.2 Severe

Depressive Disorders 296.24 F32.3 With psychotic features

Depressive Disorders 296.25 F32.4 In partial remission

Depressive Disorders 296.26 F32.5 In full remission

Depressive Disorders 296.30 F33.9 Unspecified

Depressive Disorders 296.31 F33.0 Mild

Depressive Disorders 296.32 F33.1 Moderate

Depressive Disorders 296.33 F33.2 Severe

Depressive Disorders 296.34 F33.3 With psychotic features

Depressive Disorders 296.35 F33.41 In partial remission

Depressive Disorders 296.36 F33.42 In full remission

Depressive Disorders 300.4 F34.1 Persistent Depressive Disorder

Depressive Disorders 311 F32.8 Other Specified Depressive Disorder

Depressive Disorders 311 F32.9 Unspecified Depressive Disorder

Depressive Disorders 625.4 N94.3 Premenstrual Dysphoric Disorder

Anxiety Disorders 293.84 F06.4 Anxiety Disorder Due to Another Medical Condition

Anxiety Disorders 300.00 F41.9 Unspecified Anxiety Disorder

Anxiety Disorders 300.01 F41.0 Panic Disorder

Anxiety Disorders 300.02 F41.1 Generalized Anxiety Disorder

Anxiety Disorders 300.09 F43.9 Other Specified Anxiety Disorder

Anxiety Disorders 300.22 F40.00 Agoraphobia

Anxiety Disorders 300.23 F40.10 Social Anxiety Disorder (Social Phobia)

Anxiety Disorders 309.21 F93.0 Separation Anxiety Disorder

Obsessive-Compulsive Related Disorders 294.8 F06.8 Obsessive-Compulsive Disorder Due to Another Medical
Condition
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Appendix B

Serious Mental Iliness (SMI) Criteria

SMI-SED Category DSM-V DSM-V Description
ICD-9 ICD-10
Obsessive-Compulsive Related Disorders 300.3 F42 Obsessive-Compulsive Disorder, Hoarding Disorder, Other
Specified Obsessive-Compulsive Related Disorder, Unspecified
Obsessive-Compulsive Related Disorder
Obsessive-Compulsive Related Disorders 300.7 F45.22 Body Dysmorphic Disorder
Obsessive-Compulsive Related Disorders 312.39 F63.3 Trichotillomania (Hair-Pulling Disorder)
Obsessive-Compulsive Related Disorders 698.4 L98.1 Excoriation (Skin-Picking) Disorder
Trauma-and Stressor Related Disorders 308.3 F43.0 Acute Stress Disorder
Trauma-and Stressor Related Disorders 309.0 F43.21 With depressed mood
Trauma-and Stressor Related Disorders 309.24 F43.22 With anxiety
Trauma-and Stressor Related Disorders 309.28 F43.23 With anxiety and depressed mood
Trauma-and Stressor Related Disorders 309.3 F43.24 With disturbance of conduct
Trauma-and Stressor Related Disorders 309.4 F43.25 With mixed disturbance of emotions and conduct
Trauma-and Stressor Related Disorders 309.81 F43.10 Posttraumatic Stress Disorder
Trauma-and Stressor Related Disorders 309.89 F43.8 Other Specified Trauma- and Stressor-Related Disorder
Trauma-and Stressor Related Disorders 309.9 F43.9 Unspecified Trauma- and Stressor-Related Disorder
Trauma-and Stressor Related Disorders 313.89 F94.1 Trauma- and Stressor-Related Disorder
Trauma-and Stressor Related Disorders 313.89 F94.2 Disinhibited Social Engagement Disorder
Dissociative Disorders 300.12 F44.0 Dissociative Amnesia
Dissociative Disorders 300.13 F44.1 With dissociative fugue
Dissociative Disorders 300.14 F44.81 Dissociative Identity Disorder
Dissociative Disorders 300.15 F44.89 Other Specified Dissociative Disorder
Dissociative Disorders 300.15 F44.9 Unspecified Dissociative Disorder
Dissociative Disorders 300.6 F48.1 Depersonalization/Derealization Disorder
Somatic Symptom and Related Disorders 300.11 F44.4 Conversation Disorder (Functional Neurological Symptom
Disorder. Specify:
with weakness or paralysis; or
with abnormal movement; or
with swallowing symptoms
Somatic Symptom and Related Disorders 300.11 F44.5 Conversation Disorder (Functional Neurological
Symptom)Disorder. Specify:
with attacks of seizures; or
with special sensory loss
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Appendix B

Serious Mental Iliness (SMI) Criteria

SMI-SED Category DSM-V | DSM-V Description
ICD-9 ICD-10

Somatic Symptom and Related Disorders 300.11 F44.6 Conversation Disorder (Functional Neurological Symptom
Disorder —with anesthesia or sensory 10ss)

Somatic Symptom and Related Disorders 300.11 Fa4.7 Conversation Disorder (Functional Neurological Symptom
Disorder — with mixed symptoms)

Somatic Symptom and Related Disorders 300.19 F68.10 Factitious Disorder Imposed on Self, Factitious Disorder Imposed
on Another

Somatic Symptom and Related Disorders 300.7 F45.21 Iliness Anxiety Disorder

Somatic Symptom and Related Disorders 300.82 F45.1 Somatic Symptom Disorder

Somatic Symptom and Related Disorders 300.89 F45.8 Other Specified Somatic Symptom and Related Disorders

Feeding and Eating Disorders 307.1 F50.01 Anorexia Nervosa - Restricting type

Feeding and Eating Disorders 307.1 F50.02 Anorexia Nervosa— Binge-eating/Purging type

Feeding and Eating Disorders 307.50 F50.9 Unspecified Feeding and Eating Disorders

Feeding and Eating Disorders 307.51 F50.2 Bulimia Nervosa (F50.2)

F50.8 Binge-eating Disorder (F50.)

Feeding and Eating Disorders 307.52 F98.3 In children

Feeding and Eating Disorders 307.52 F50.8 In adults

Disruptive, Impulse Control and Conduct Disorders | 312.33 F63.1 Pyromania

Disruptive, Impulse Control and Conduct Disorders | 312.34 F63.81 Intermittent Explosive Disorder

Disruptive, Impulse Control and Conduct Disorders | 312.81 F91.1 Childhood-onset type

Disruptive, Impulse Control and Conduct Disorders | 312.89 F91.8 Other Specified Disruptive Impulse-Control, and Conduct Disorder

Disruptive, Impulse Control and Conduct Disorders | 312.9 F91.9 Unspecified Disruptive, Impulse Control and Conduct Disorder

Disruptive, Impulse Control and Conduct Disorders | 313.81 F91.3 Oppositional Defiant Disorder — Specify current severity: Mild,
Moderate, Severe

Cyclothymic Disorder 301.13 F34.0 Cyclothymic Disorder

Persistent Depressive Disorder 300.4 F34.1 Persistent Depressive Disorder - Dysthymia

Personality Disorders [For which there is an evidence | 301.83 F60.3 Borderline Personality Disorder

based clinical intervention available] for SMI
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Appendix C: Substance Use Disorder (SUD) — Criteria and Coding

Substance Use Disorder (SUD) Criteria

SUD Criteria DSM-V | DSM-V Description
ICD-9 ICD-10
Substance-Related and Addictive Disorders 292.9 F12.99 Unspecified Cannabis Abuse Disorder
Substance-Related and Addictive Disorders 303.90 F10.20 Alcohol Use Disorder — Moderate, Severe
Substance-Related and Addictive Disorders 304.00 F11.20 Opioid-Related Disorders — Moderate, Severe
Substance-Related and Addictive Disorders 304.20 F14.20 Stimulant-Related Disorder - Cocaine
Substance-Related and Addictive Disorders 304.30 F12.20 Cannabis- Related Disorder - Moderate, Severe
Substance-Related and Addictive Disorders 304.40 F15.20 Stimulant-Related Disorder — Other or unspecified stimulant
Substance-Related and Addictive Disorders 304.40 F15.20 Stimulant-Related Disorder — Amphetamine-type substance
Substance-Related and Addictive Disorders 304.50 F16.20 Hallucinogen-Related Disorder- Other Hallucinogen Use
Disorder - Moderate , Severe
Substance-Related and Addictive Disorders 304.60 F16.20 Hallucinogen-Related Disorder —Phencyclidine Use Disorder —
Moderate, Severe
Substance-Related and Addictive Disorders 304.90 F19.20 Other (or Unknown)Substance-Related and Addictive Disorders
- Moderate, Severe

Sources: SMI Criteria 8_19 2015 approved by the Collaborative document, SED Criteria 8 19 2015 approved by the Collaborative docume nt, and Desk
Reference to the Diagnostic Criteriafrom DSM-5. Page 1 of 1
HSD - March 2016
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Appendix D: Crosswalk for DC:0-5 to DSM-5 and ICD-10

DC:0-5 -Diagnostic Classification OF Mental Health and Developmental Disorders of Infancy and Early Childhood

Neurodevelopmental Disorders

NM DC 0:5 DSM-5 ICD-10
DC: 0-5 Diagnosis code DSM-5 Description code ICD-10 Description code Comments
Autism Spectrum 10.1 Autism Spectrum 299.00 Childhood Autism F84.0, Requires
Disorder Disorder F84.3 specialized
F84.5 training
F84.8
F84.9
Early Atypical Autism 10.2 Other Specified 315.8 Pervasive F84.9
Spectrum Disorder Neurodevelopmental Developmental
(Only between 9 and 36 Disorder Disorder, Unspecified
months of age)
Attention 10.3 Attention 314.00 Attention F90.0 First line
Deficit/Hyperactivity Deficit/Hyperactivity 314.01 Deficit/Hyperactivity F90.1 therapy is
Disorder (36 months Disorder Disorder F90.2 evidence-
and older) based,
Overactivity Disorder of | 10.4 Unspecified Attention | 314.01 Attention F90. 9 f’”“cwtred
Toddlerhood (Only Deficit/Hyperactivity Deficit/Hyperactivity bpiren. A
between 24-36 months Disorder Disorder, Unspecified { et ?V'OE
of age) type raining.
Global Developmental 10.5 Global Developmental 315.8 Other disorders of F88
Delay Delay psychological
development Disorder,
Unspecified
Developmental 10.6 Language Disorder 315.39 Developmental F80.9
Language Disorder Disorder of Speech
and Language,
Unspecified
Developmental 10.7 Developmental 315.4 Developmental F82
Coordination Disorder Coordination Disorder Coordination Disorder Page 1 of 7




Other 10.8 Unspecified 315.9 Other Disorders of F88
Neurodevelopmental Neurodevelopmental Psychological
Disorder of Disorder Development
Infancy/Early Childhood
Sensory Processing Disorders
DC: 0-5 NM DC:05 ICD-10
Diagnosis code DSM-5 Description | DSM-5 code ICD-10 Description code Comments
Sensory Over- 201 Other Specified 315.8 Other Disorders of F88
Responsivity Neurodevelopmental Psychological
Disorder Disorder Development
Sensory Under- 20.2 Other Specified Other Disorders of
Responsivity Neurodevelopmental | 315.8 Psychological F88
Disorder Disorder Development
Other Sensory 20.3 Other Specified Other Disorders of
Processing Neurodevelopmental | 315.8 Psychological F88
Disorder Disorder Development
Anxiety Disorders

NM DC:05 code | DSM-5 DSM-5 ICD-10
DC: 0-5 Diagnosis Description code ICD-10 Description code Comments
Separation Anxiety | 30.1 Separation Anxiety | 309.21 Separation Anxiety F93.0

Disorder Disorder of Childhood

Social Anxiety 30.2 Social Anxiety 300.23 (Social Phobia) Social F40.1
Disorder (Social Disorder Anxiety Disorder of
Phobia) Childhood
Generalized 30.3 Generalized 300.02 Generalized Anxiety F41.1
Anxiety Disorder Anxiety Disorder Disorder
Selective Mutism 30.4 Selective Mutism 312.23 Selective Mutism F94.0
Inhibition to 30.5 Other Specified 300.9 Other Specified Anxiety F41.8 Must be under 24
Novelty Disorder Anxiety Disorder Disorder months of age
Other Anxiety 30.6 Other Specified 300.9 Other Specified Anxiety F41.8
Disorder of Anxiety Disorder Disorder
Infancy/Early
Childhood
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Mood Disorders

NM DC:0-5 DSM-5 ICD-10 | Comments
DC: 0-5 Diagnosis | code DSM-5 Description code ICD-10 Description code
40.11 Major Depressive 206.23 Severe Depressive F32 2 Rule out ADHD,
Disorder, Single ’ Episode without ) Trauma, Anxiety,
Episode psychotic Symptoms Autism and
Conduct Disorder
D ive Disord 40.12 Moderate Depressive | 296.22 Moderate Depressive F32.1
epressive Lisorder Episode Episode Disruptive Mood
of Early Childhood :
Dysregulation
Disorder, 296.99
40.13 Mild Depressive F32.0 (F34.81) — not to
Episode 296.21 Mild Depressive Episode ' be used for
children under 6
yrs.
Disorder of Unspecified Other specified persistent
Dysregulated Anger | 40.2 Disruptive, Impulse- mood disorder F34.89
and Aggression of Control and Conduct | 312.9 '
Early Childhood Disorder
Other Mood 40.3 - e
Disorder of Early Bgsfee;;?ve: disorder 311 tﬁa?fse%?i(\:/gl]egig(r)sgr F39
Childhood P
Depressive Disorder | 40.4 Persistent Depressive L
of Early Childhood Disorder 300.4 | Dysthymic Disorder F34.1
Obsessive Compulsive and Related Disorders
NM DC:0-5 DSM-5 ICD-10 | Comments
DC: 0-5 Diagnosis code DSM-5 Description code ICD-10 Description | code
Obsessive- 50.1 Obsessive-Compulsive 300.3 Obsessive- F42.2
Compulsive Disorder Disorder Compulsive
Disorder
Tourette’s Disorder 50.2 Tourette’s Disorder 307.23 Tourette’s Disorder | F95.2
Motor or Vocal Tic 50.3 Tic Disorders (Transient, 307.21 Tic disorders F95.0
Disorder or Persistent motor/vocal) | 307.22 F95.1
F95.8
F95.9 Page 3 of 7




Trichotillomania 50.4 Trichotillomania (Hair- 312.39 Trichotillomania F63.3
pulling disorder)

Skin Picking Disorder | 50.5 Excoriation (skin-picking 698.4 Excoriation (skin- F42.4

of Infancy/Early disorder) picking disorder)

Childhood

Other Obsessive 50.6 Other Obsessive 300.3 Obsessive- F42.9

Compulsive and Compulsive and Related compulsive

Related Disorders Disorders disorder,

unspecified
Sleep Disorders
NM

DC: 0-5 DC:05 DSM-5 ICD-10

Diagnosis code Description DSM-5 code | Description ICD-10 code | Comments

Sleep Onset 60.1 Insomnia Disorder Nonorganic F51.0 Not reimbursable as

Disorder Insomnia Behavioral Health codes.

Night Waking 60.2 Insomnia Disorder Nonorganic F51.0 Services may be available

Disorder Insomnia through the home visiting,

Partial Arousal 60.3 Non-Rapid Eye Sleep Terrors F51.4 early learning, or physical

Sleep Disorder Movement Sleep health systems.

Arousal Disorders
— Sleep terror type

Nightmare 60.4 Nightmare Disorder Sleep Terrors F51.5 Consider whether the

Disorder of sequelae of the symptoms

Early Childhood of these disorders meet a
separate diagnosis that is
treatable and reimbursable
by a behavioral health
provider
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Eating Disorders

NM DC:0-5 DSM-5 ICD-10
DC: 0-5 Diagnosis | code DSM-5 Description | code ICD-10 Description code Comments
Pica 60.7 Pica 307.52 Pica of Infancy and F98.3 In children under 24
Childhood months, differentiate
from
developmentally
appropriate mouthing
Undereating 60.4 Avoidant/ Restrictive | 307.59 Avoidant/ Restrictive F50.82
Disorder Food Intake Disorder Food Intake Disorder
Overeating Disorder | 60.5 Other specified 307.59 Other specified eating | F50.89 Must be over 24
Feeding or Eating disorder months of age
Disorder
Atypical Eating 60.7 Rumination Disorder | 307.53 Rumination Disorder of | F98.21
Disorder Infancy and Childhood
(Rumination)
Atypical Eating 60.7 Other Specified 309.89 Other reaction to F43.8 Must have
Disorder (Hoarding) Trauma- and severe Stress documented food
Stressor-Related hoarding in response
Disorder to stressor. Not to be
confused to DSM-5
Hoarding Disorder
300.3 (ICD 10- F42)

Crying Disorders

NM DC:0-5 | DSM-5 DSM-5 ICD-10 ICD-10

DC: 0-5 Diagnhosis code Description code Description code Comments
Excessive Crying 60.8 None listed No code Excessive crying | R68.11
Disorder of infant
Other Sleep, Eating, | 60.9 Unspecified 780.59 Sleep disorder G47.9
and Excessive sleep/wake unspecified
Crying Disorder of disorders
Infancy/Early
Childhood Unspecified 307.50 Eating disorder, | F50.9

feeding or eating unspecified
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Trauma, Stress and Deprivation Disorders

NM DC:0-5 DSM-5 ICD-10
DC: 0-5 Diagnhosis | code DSM-5 Description | code ICD-10 Description code Comments
Post-traumatic 70.1 Post-traumatic 309.81 Post-Traumatic Stress | F43.10
stress disorder Stress disorder for Disorder - unspecified
Children 6 years and
under
Adjustment disorder | 70.2 Adjustment Disorder Adjustment Disorder
w/ w/
Depressed mood; w/ | 309.0; Depressed mood,; F43.21,
Anxiety; 309.24; w/ Anxiety; F43.22,
w/ Anxiety and w/ Anxiety and
depressed mood; 309.28; Depressed mood,; F43.23,
w/ Disturbance of w/ Disturbance of
conduct; 309.3, conduct; F43.24,
w/ Mixed disturbance w/ Mixed disturbance
of emotion and of emotion and
conduct; conduct;
unspecified 309.4; unspecified F43.25,
309.9 F43.20
Complicated grief 70.3 Other Specified 309.89 Other Reactions to F43.8 Z63.4 Disappearance
disorder Trauma- and AND Severe Stress AND and death of family
Stressor-Related secondary | (Disappearance or secondary | member reimbursable
Disorder (Persistent | V62.82 death of family Z63.4 only when identified as
Complex member) secondary diagnosis
Bereavement with a primary
Disorder) diagnosis of F43.8,
Other reactions to
severe stress.
Reactive 70.4 Reactive Attachment | 313.89 Reactive Attachment F94 .1
attachment disorder Disorder Disorder of childhood
Disinhibited social 70.5 Disinhibited Social 313.89 Disinhibited F94.2
engagement Engagement Attachment Disorder of
disorder Disorder Childhood
Other trauma, 70.6 Unspecified Trauma- | 309.89 Reaction to Severe F43.9
stress and and Stressor-Related Stress, Unspecified Page 6 of 7




deprivation disorder Disorder
Child abuse by 70.7 -Child physical V61.21 Mental Health Z69.010 Reimbursable as
parent abuse Services for victim of primary diagnosis
-Child Sexual child abuse by parent
Abuse
Non-parental child 70.8 -Child Neglect Mental Health Z69.020
abuse -Child Services for victim of
psychological non-parental child
abuse abuse
Relationship Disorders
DC: 0-5 NM DC:0-5 DSM-5 DSM-5 ICD-10 ICD-10
Diagnosis code Description code Description code Comments
Relationship 80.01 Parent-Child V61.20 Parent-biological | Z62.820 Z62.820isa
Specific Disorder Relational child parent reimbursable
of Infancy/Early Problem conflict primary dx
Childhood
High expressed | 80.02 Child affected by | V61.29 Other Specified | Z63.8 Reimbursable as
emotion level parental Problems related primary
within the family relationship to the Primary diagnosis.
distress Support Group
Disruptive Impulse-Control and Conduct Disorders
DC: 0-5 NM DC: 0-5 code DSM-5 ICD-10 ICD-10
Diagnosis DSM-5 Description | code Description code Comments
No applicable Oppositional Defiant | 313.81 Oppositional F91.3
diagnosis Disorder Defiant Disorder
Unspecified 312.9 Unspecified F91.9 5 yrs. and
Disruptive, Impulse Conduct Disorder younger only
control and Conduct
Disorder
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Appendix E: Supervisory Certification Attestation Application Form

[IUMAN“TSFRVICF.S

DEPARTMENT

Michelle Lujan Grisham, Governor Neal A. Bowen, Ph.D., Director, BHSD

David R. Scrase, M.D., Secretar
y Bryce Pittenger, LPCC, Interim CEO,

Behavioral Health Collaborative

Supervisory Certification
Certification Attestation Application

Supervisory Certification is a major component of a wider workforce development strategy for the State of
New Mexico’s Behavioral Health service delivery system. The purpose of this certification process is for
Behavioral Health Agencies (BHA 432) and Opioid Treatment Programs (OTP 343) to demonstrate that there
is: ongoing education, learning and oversight of clinical supervisors and non-independently licensed (NIL)
practitioners. Additionally, this certification is in place to support competent consultation and supervision.
It is required in order to be eligible for reimbursement for services from Medicaid delivered by a non-
independently licensed provider. Refer to The Behavioral Health Policy and Billing Manual (Clinical
Supervision and Supervisory Certification sections) for additional information.

Supervisor

Clinical supervisors must adhere to all state board regulations and maintain active licensure in one of the
follow categories: LMFT, LPCC, LCSW/LISW or any professional license recognized by the board as a clinical
supervisor.

Supervisee

Those who are under supervision must have completed all necessary requirements for their licensure type.
Some agencies and programs may require background checks on persons rendering services. This
certification excludes any and all provisionally or temporary licensed individuals. The non-independently
licensed provider scope of practice includes the following: rendering social work and/or counseling related
services, which may include evaluation, assessment, consultation, diagnosing, development of treatment
plans, client-centered advocacy, case management and referral, appraisal, crisis intervention education,
reporting and record keeping for individuals, couples, families or groups as defined by rule and New Mexico
Statutes: Counselors Scope of Practice 61-9A-5, Social workers Scope of Practice 61-31-6. Additional
guidelines or rules may exist by the respective professional licensing board which must be followed.

The attestation includes specific criteria required under the Supervisory Certification policy. Each area is
subject to review and should be substantiated by an organization’s identified processes as delineated in
policy and procedures (P&Ps), employee handbook, and/or training curriculum. The glossary at the end of
this application will further define terminology used herein.

In order to demonstrate appropriate licensure and qualifications of both the rendering non-independently
licensed provider and the Clinical Supervisor, the below components will need to be available for review by
the state, MCO, or third-party payer upon request:

1. Names and supporting documentation of personnel providing Clinical Supervision within the agency and

the criteria used for hiring both supervisors and NILs. Supporting documentation mustinclude:
i. Example of hiring criteria or copies of relevant posted positions.
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ii. If the agency contracts with its providers a copy of that agreement for each non-independently
licensed provider and supervisor.

iii. A copy of the Supervisor’s license (must be current for upcoming year).

iv. Proof of Supervisor’s attendance for Clinical Supervision training or completed hours as an
independently licensed clinician (this should include a copy of board certificate).

v. A copy of Supervisor’s resume to demonstrated supervisory experience.

vi. Documentation describing appropriate supervisor to supervisee ratios.

2. Supervision logs that document dates and duration of Clinical Supervision for each non-independently
licensed provider staff at the agency for the past 90 days or most recent depending on date of hire or
contract.

3. Roster for the non-independently licensed providers who will provide services and their designated
Supervisor along with;

] A printout with a date of the license verification from the New Mexico Regulation and Licensing
Department (NMRLD) website. We don’t require this anymore, however are we still going to require
the Master’s degree for the LADAC or is this changing? Current CEUs demonstrating that the
Clinical Supervisor is approved to provide clinical
supervision (LPCC) or the board approval letter (LCSW);iii. Demonstrate that the provider

(Supervisor and non-independently licensed provider) has an active NPI (National Provider
Identifier) number through the National Plan & Provider Enumeration System (NPPES).

4. Demonstrate that appropriate services are provided by the non-independently licensed provider in
accordance with Service Definitions, CPT code allowances, agency designated fee schedules and contracts
with payers, and the relevant NM Statute Scope of Practice criteria.

Ethical and Legal Obligations

BH Clinical Supervision practices must follow the appropriate guidelines for each licensure type as set forth
by the respective New Mexico behavioral health licensing board, NM Statute Scope of Practice, and
respective national ethics standards, including the American Psychological Association (APA), American
Counseling Association (ACA), and the National Association of Social Workers (NASW).

Scopes of Practice (SOP)

Those who are providing clinical supervision must do so within their scope of practice and level of training
and education both in terms of their practice and the practice of those they are supervising. Those who are
rendering services must also be practicing within their licensure type’s legal scope of practice standards as
outlined by the respective board and New Mexico statutes and regulations.

It is the responsibility of an agency to be able to demonstrate that the basic standards of BH Clinical
Supervision are met through its policies and procedures. Please review the Clinical Supervision
Implementation Guide for additional information.
https://www.nmbhpa.org/clinical-supervision-implementation-guide/

Policies and Procedures Manual
Clinical Supervision is a way to educate and train those coming into the field or provide guidance to those
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who are providing services under specific certification or specialized behavioral health service definitions.
This includes providing information on appropriate clinical practice as well as system components that
influence billing and reimbursement practices. There are clinical supervision documents that have been
developed by the clinical supervision workgroup. For more information on these documents contact Betty
Downes at Betty.Downes@state.nm.us.

Clinical Supervision programs must include the below components in a policy and procedures manual. The
components must clearly articulate how Clinical Supervision practices are operationalized on a day-to-day
basis. Ethical codes of conduct must be incorporated in accordance with relevant guidelines by APA, ACA,
and the NASW. Standards of BH Clinical Supervision practices, whether employed or contracted, should
address the areas noted below and be available for review:

a. Informed consent and disclosure guidelines.

b. Consumer safety.

c. Privacy and confidentiality.

d. Record keeping and fees.

e. Clinical roles and relationships, including patient-therapist relationships and boundaries.

f. Professional growth and development planning.

g. Professional competence: training, cultural awareness in practice, self-care, consultation.

h. Treatment safety and transition planning: termination and referral, end of life care, advanced directivesor
psychiatric advanced directives (PAD), crisis and safety planning, care coordination, continuity of care.

i. Assessment and trauma informed clinical practice.

j- Ethical and legal issues.

k. Critical incident reporting.

I. A section on State and other relevant resources for attending to crisis situations including: New Mexico
Crisis and Access Line information, Suicide hotlines, and how to call and utilize local Crisis Intervention Team
(CIT) services as well as what the agency’s procedures are in the event of an emergency.

m. Population specific: Any provider organization service array applicable training and/or certification
requirements/guidelines including child development, trauma informed care, family support, peer recovery,
domestic violence, sexual assault, assessments and screening.

Once the agency has presented the Supervisory Certification letter from BHSD to Conduent and the relevant
MCOs, and the rostering has been completed, they may utilize the non-independently licensed provider’s
name and NPl in the rendering field on the claim.

Medicaid ID and NPI

All providers who will be rendering services for Medicaid eligible recipients must have acquired their own
Medicaid ID through the Conduent/MAD enrollment process. An individual must have an active NPI
(National Provider Identifier) number through the National Plan & Provider Enumeration System (NPPES).
This is required for all providers independent of the agency NPI. All providers must be registered for their
own individual Medicaid ID number using their individual NPI.

Credentialing

In accordance with roster practices, all agencies who qualify and that are designated to bill for non-
independently licensed provider rendered services must maintain an up-to-date BH Clinical Supervision and
non-independently licensed provider roster. Any changes in status of a non-independently licensed provider
or respective Supervisor must be reported within seven (7) days as outlined by either the relevant state
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agency, the MCQ’s, and third-party payers as appropriate. Credentialing of licensed practitioners is generally
done through CAQH (Council for Affordable Quality Healthcare) but other requirements may be in place
depending on a provider’s credentials and licensure type. Each MCO or third-party payer will be able to
provide their specific requirements.

Change in Agency Address and New Locations

If the agency is changing the location of their practice, the address needs to first be updated with Conduent.
Once the change has been accepted, the agency is responsible for notifying BHSD so that a certification
letter with the new address can be issued. The agency must also notify BHSD of any policy and procedure
changes for the new address. If the agency desires to open a new location, the agency will need to complete
the enrollment process with Conduent, as well as submit a separate attestation for that location. Upon
approval of the enrollment and attestation, the agency will receive an additional certification letter for the
new location.

Documentation Requests and Site Visits

The Human Services Department (HSD) or any of its designated payers may request the agency’s policies and
procedures pertaining to the Supervisory Certification Protocol at any time. These documents must be made
available upon request. HSD/BHSD may conduct site visits, and will notify the agency in advance to schedule
a visit before arriving on site.

Instructions:

The Supervisory Certification Attestation shall be completed by both the Executive Director/Chief Executive
Officer, and the Clinical Director signed by both parties and notarized by a certified Notary.

Each area is subject to review and should be substantiated by an organization’s identified processes as
delineated in policy and procedures (P&Ps), employee handbook, and/or training curriculum.

In order for the Supervisor Protocol Attestation to be complete you will to ensure the following:

] Supervisory Certification policies and procedures are in place for the agency;

] Supervisory Certification Attestation is signed by the Executive Director/Chief Executive Officer, and
the Notary;

] Therosteris complete with the requested information for both the Clinical Supervisor and the non-
independently licensed provider;

1 the current CEUs
demonstrating that the Clinical Supervisor is approved to provide clinical
supervision (LPCC) or the board approval letter (LCSW);

] BHA 432 or 343 status from Medicaid stating that the agency is certified as
as either one of these provider types.

] Printout with the date from the NMRLD showing the current status of licenses for all providers listed
on the roster.

When the Supervisory Certification Attestation is complete, the agency shall retain a notarized copy of the
attestation and send the original to:

Behavioral Health Services Division
Attn: Clinical Services
PO Box 2348
Santa Fe, NM 87504
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Upon receipt of the attestation, the Clinical Services Team (CST) will have 30 business days to review the
information. Based on the review, the CST can approve the attestation or request additional information. If
additional information is requested, agencies will have 45 business days to respond from the date of the
request. If no response is received, the original attestation request will be considered void. An agency can
submit a new attestation at any time.

Once the attestation is approved, a letter of certification will be issued by BHSD to the approved provider
type, identified in the Behavioral Health rule. It is the responsibility of the provider organization to notify the
MCO(s) with which they are contracted, of the certification status and provide a copy of that letter.

It is the provider agency’s responsibility to update the roster each time there is a new non-independently
licensed provider or change in clinical supervisor. All pertinent information will also need to be submitted
with the roster. Updated rosters and any questions pertaining to this process shall be sent to:
bilfornil.bhsd@state.nm.us.

Supervisory Certification Attestation

Be sure to follow all of the application’s instructions and provide the section and page number that
demonstrates compliance with each criteria that can be found in your policies and procedures,
handbooks, and/or training manual .

Organization / Agency Information

Agency/Provider Organization:

Administrative Office Address:

Main Contact/Clinical Director or CEO:

Email: Phone:

Agency Medicaid Enrollment ID:

Agency NPI:

I have read and understand pages one (1) through seven (7) of this packet.
Clinical Director/Supervisor Initial here
Executive Director/ CEO Initial here
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|, the Executive Director or Chief Executive Officer (circle one) of
attest to the following:

Agency Name

1. This agency provides the following services (age of clients, type of interventions, specialty populations, specialty
interventions, etc.). If you have identified a specialty please describe additional training and/or certification attained in
accordance with state or national requirements/guidelines (If you need additional space please feel free to attach
information to the application.)

2. The agency has policies and procedures with detailed descriptions of processes for verifying and tracking
appropriate level licensures noted for each of the Clinical Supervisors and non-independently licensed providers.

These policies and procedures include time frames for: verifying licenses and any violations on the Licensing Registry,
CEU requirements for supervision, renewal dates, whether or not the licensee is a recognized supervisor by their
board.

These policies and procedure state that the following are acceptable non-independent licenses (Master’s level or
above required): Licensed Mental Health Counselor (LMHC, provider type 445, specialty 122), Licensed Master’s Social
Worker (LMSW, provider type 445, specialty 087) Licensed Associate Marriage and Family Therapist (LAMFT provider
type 445, specialty 058) and Licensed Alcohol & Drug Abuse Counselor (LADAC, provider type 440, specialty 124).

These policies and procedures state that the following are allowable services within the provider’s scope of practice:
* 90791
* 90846, 90847, 90849, 90853 — family and group psychotherapy

Initial here

3. The agency has policy and procedure that states that the following are acceptable independent licenses for the role
of clinical supervisor (Master’s level or higher required), as identified by the State of New Mexico and/or the NMRLD.

Initial here

4. The agency has policy and procedure that addresses record keeping processes for employee and contractor files.
This policy and procedure include a description of the contents and maintenance of records, background checks,
qualifications, transcripts, licensure, job description, written contract, and all training and orientations attended.

Initial here

5. The agency has policy and procedure that describes the agency’s understanding of ensuring clinicians have the
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following with expected time frames for completion (i.e. at hire, within 30 days, within 90 days, etc.):
e CAQH

* NPI per the NPPES

¢ Medicaid provider status

¢ Rostering with MCO’s

Initial here

6. The agency has policy and procedure that ensures the following documentation is on record:

¢ Copy of all clinical licenses (independent and non-independent)

* Proof of clinical supervisor status from the appropriate board and accompanying Continuing Education Units(CEUs).
e Liability insurance for non-independent providers and supervisors.

¢ Job Description for non-independent providers (include qualifications and outline of employment responsibilities)

* Job Description for supervisors (include qualifications and responsibilities of licensed clinicians to include supervisory
duties and scope of services rendered)

¢ Contract or employment agreement.

¢ Supervision documentation or log for non-independent providers.

¢ Supervision and consultation documentation for independently licensed providers.
¢ Quality Service Review or similar reflective improvement practice.

Initial here

7. The agency has policy and procedure that describes in detail the orientation process for new employees to ensure
that providers have working knowledge of the agency’s

August 2018 Supervisory Certification 10

practices and operations. These policies and procedures include an employee handbook (if applicable), and/or other
relevant materials. These policies and procedures are reviewed annually.

Initial here

8. The agency has policy and procedure that describes appropriate accommodations and rooms for supervision,
monitoring, and maintaining consumer confidentiality.

Initial here
10. The agency has policy and procedure that describes in detail expected provider response to any safetyissues.
Initial here

11. The agency has practices that demonstrate that the environment supports trauma informed care (i.e. lighting,
client and staff safety, and accessibility to include ADA accommodations).

Initial here
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CLINICAL PRACTICE/TRAINING
I as the Clinical Director or Clinical Supervisor (circle one) for attest to the
following:

Agency Name

1. The agency has policy and procedure that describes the process by which the appropriate clinical supervision will
be provided and documented. These policies and procedures will describe in detail guidelines specified per applicable
licensing board or regulatory entity. These policies and procedures will include descriptions of frequency, duration,
group supervision (number of participants/supervisees allowed), and individual supervision to be provided.

Initial

2. The agency has policy and procedure that describes the ongoing education and training of non-independently
licensed providers. These policies and procedures include the following required training/education to be provided to
non-independently licensed providers and supervisors:

¢ Treatment planning (intake to discharge)

Crisis planning with consumers

¢ Documentation (requirements)

¢ Clinical reasoning/case formulation

¢ Clinical practice (roles and responsibilities)

e Cultural awareness

* Trauma informed care

e Critical incident reporting/ abuse, neglect and exploitation

¢ Resource information and referral

* Crisis management/local, state and national help/hotlines, county emergency plans and procedures

¢ Boundaries with clients

¢ Code of ethics as applicable from associations APA, ACA, or, NASW, state regulations, and national standards
¢ Continuum of care (Termination of Care, Referral, End of life Care, advance directives, psychiatric advancedirectives)

* Rendering services in alignment with applicable state laws and regulations (Medicaid and non-Medicaid funds),
documentation requirements, service definitions, and CPT code allowances

o Self-care

¢ Informed Consent and Disclosure of protected information guidelines
¢ Maintaining privacy/confidentiality

¢ Client Records (securing client information-record keeping)

Initial here

3. The agency has policy and procedure that ensures ongoing professional development, supervision and/ or
professional consultation for the clinical supervisor. The policy and procedure includes risk management, ethics, and
legal implications of supervision, supervision theory, training in areas of agency specialty, remediation, and
documentation.

Initial here
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4. The agency has policy and procedure that describes the agencies supervision model and philosophy. This policy and
procedure includes ratio of non-independently licensed providers to clinical supervisors.

Initial here

5. The agency has policy and procedure that describes what a supervision agreement is and why it is used between
the clinical supervisor and the non-independently licensed provider. The policy and procedure describes in detail when
the supervision agreement is reviewed initially and ongoing. These policies and procedures outline the rights and
responsibilities of the supervisor and supervisee.

Initial here

6. The agency has policy and procedure that describes supervision documentation to include logs for non-
independent providers.

Initial here

7. The agency has policy and procedure that describes supervision and consultation documentation for independently
licensed providers.

Initial here

ADMINISTRATIVE & CLINICAL

1. The agency has policy and procedure that describes the ongoing evaluation of non-independent providers and
supervisors. The policy and procedure includes timeframes for evaluation and creation of a professional development
plan. These policy and procedure describes how non-independent providers and supervisors demonstrate
competency.

Clinical Initial here Executive Director/ CEO Initial here

2. The agency has policy and procedure that describes the process for addressing grievances and complaints about
providers.

Clinical Initial here Executive Director/ CEO Initial here
3. The agency has policy and procedure that describes how the agency supports reflective practice.

Clinical Initial here Executive Director/ CEO Initial here
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AFFIDAVIT AND NOTARIZATION The undersigned, being duly sworn, upon his/her oath deposes and says that he/she is
the person making the foregoing statements and that they are made in good faith and are true in every respect. By
executing this application, the undersigned also acknowledges that he/she has read the requirements for the
Supervisory Certification and, if issued a certificate, agrees to conform with and support the development of non-
independently licensed providers and ensure that non-independently licensed providers are receiving adequate
supervision and operating within their scope of practice outlined in the supervisory certification. | certify that all of the
statements made in this application are true, complete, and correct to the best of my knowledge and belief and are
made in good faith.

Signature of Applicant Date
August 2018 Supervisory Certification 13

STATE OF

COUNTY OF

BEFORE ME on this day of this month, 20

personally appeared the above named applicant who, being by me duly sworn upon oath, states that all
statements and answers contained in this application are true and correct.

Notary Public

SEAL

My Commission Expires

Approved by HSD

Clinical Services Representative Date
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The following individuals named on this roster are approved by BHSD under the Supervisory Certification Clinical Supervision policy.
All clinicians listed must at a minimum have a Master’s degree. Temporary and provisional licensees do not qualify.

Provider Name Licensure License # Effective &individual Date of Individual Medicaidclinical

(Supervisor) Type Expiration date |NPI# Birth ID # Supervisor listed
with board? Y/N

Provider Name Licensure License # Effective Individual Date of Individual MedicaidSupervisor

(NIL) Type Expiration date |NPI # Birth ID # Name/ Licensure

Type

Attestation

I certify that the responses in this attestation and certification application, including referenced information in the document, are accurate, complete, and
current as of this date. | and my agency providers have read and understand the BIL4ANILs Clinical Supervision Policy, state regulations and statutes relative to
rendering and seeking reimbursement for services through the Human Services Department and Behavioral Health Services Division of the State of New Mexico.
All supervisors have been trained to provide appropriate clinical supervision on the above listed items and read and understand our agency Policies and
Procedures. All providers practicing in the above noted agency are in compliance with the applicable state board licensing regulations according to their

licensure.

Rosters and relative attestation must be updated if there is a change in staffing. Updates must occur both with the BHSD and the MCO’s with which an agency
is contracted according to each MCO’s policies and procedures. RETURN FORM and any applicable P&P to: bilfornil.bhsd@state.nm.us
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Agency Name and NPI Print Agency Director/CEO

Signature Agency Director/CEO Date

Approved by HSD

Clinical Services Team Date
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Glossary of Terms

Agency — the organization that is licensed as a BHA - 432 or OTP - 343.

BH — Behavioral Health.

BHA-432 — Behavioral Health Agency-432 as defined by the Medical Assistance Division (MAD) Behavioral Health
Provider Type list. The number designation is a part of a provider type classification system that is utilized by MAD

for Medicaid enrollment with Xerox.

BHSD - Behavioral Health Services Division. A division of the State of New Mexico Human Services Department (HSD)
overseeing BH providers in the state primarily for adult prevention, treatment, and recovery programs and services.

BIL4NILs — Billing for non-independently licensed practitioners.

CAQH - Council for Affordable Quality Healthcare.

Clinical Supervisor — Independently licensed practitioner or clinician. The reference in this document is specific to
clinicians who have acquired a valid license to practice and oversee those who are NILs in the field of Behavioral
Health by a State of New Mexico official licensing board as outlined by New Mexico Statutes and Scope of Practice
and other specific Rules and Laws of the respective board.

Facility — Used interchangeably with Agency or Organization in reference to the physical location of that entity.

LOD - Letter of Direction. These are letters from the State to MCQ's or other entities giving instruction on allowances
or
restrictions in terms of practice and delivery of services within their provider networks or internal practices.

MCO — Managed Care Organization. In the case of BH providers and services, the MCO contracts with the HSD to
reimburse for services rendered under Medicaid.

NIL — Non-independently licensed practitioner or clinician. The reference to NILs in this document and BIL4NILs are
clinicians who have acquired a valid license to practice in the field of Behavioral Health by a State of New Mexico
official licensing board as outlined by New Mexico Statutes and Scope of Practice.

NPI and NPPES — National Provider Identifier and National Plan and Provider Enumeration System.

P&P — Policies and Procedures. As referenced in this document can include the agency policies and procedures, the
training curriculum relative to staff orientation, or employee handbook.

Practitioner / Clinician — State of New Mexico boards licensed clinician able to render services under Medicaid or
other state funds for specific services within Behavioral Health according to New Mexico state Statute and Licensing
board regulations Scope of Practice.

Provider — This term is used interchangeably to refer to an organization/agency or the individual practitioner.

Rule or Regulation — New Mexico State or Federally applicable legal Statutes, Administrative Codes, including State
Departmental Policies and Procedures for licensing or certification purposes.

SOW/SOP- Scope of Work or Scope of Practice.

Supplement — A Supplement is an add-on of information or a directive to a contract obligation between a state
entity and for example the MCOs.
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BIL4NILs Clinical Supervision Oversight

RESOURCES AND INFORMATION

For NM Behavioral Health (BH) Providers

State of New Mexico Behavioral Health Services Site — Network of Care
http://newmexico.networkofcare.org/mh/

Featuring:
State-wide services and provider directory with interactive map
(It is important for all providers to ensure that their information is entered and updated as appropriate)

New Mexico Behavioral Health Collaborative information

New Mexico Prevention

Consumer and Family Services

BH Provider Guide for Clinical Practice in NM — (currently under construction)

For veterans:
http://newmexico.networkofcare.org/Veterans/

Behavioral Health Provider Association of New Mexico (BHPA)

The provider’s voice and attendance at regular meetings with the NM HSD/BHSD to discuss system relevant topics
and updates. To inquire about membership please contact: Behavioral Health Providers Association of NM, RE:
Membership, 2400 Wellesley Drive, NE., Albuquerque, NM 87107

New Mexico Crisis and Access Line / Peer Warm-line

http://www.nmcrisisline.com/

There may be applications available for agencies for after-hours-coverage. For information contact
bilfornil.bhsd@state.nm.us

Human Services Department Provider Information
http://www.hsd.state.nm.us/providers/Default.aspx

Medical Assistance Division (MAD)
http://www.hsd.state.nm.us/Medical Assistance Division.aspx

Trauma Informed Care and Organizational Assessments
http://www.bhc.state.nm.us/BHTools/Trauma%20Informed%20Care.html|

Care Coordination
Care Coordination is a contracted service through the MCQO'’s. Please contact your MCQO's for more
information on how this service can assist in helping your clients navigate appropriate services.
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BECOMING A BH PUBLIC SYSTEM PROVIDER IN NEW MEXICO

Overview of basic steps for an individual:

1. Completion of required training or a degree to acquire a license to practice within the field of Behavioral
Health through one of the State of New Mexico Licensing Boards as outlined by New Mexico Statute for Scope of
Practice. This can include acquiring certification to provide services within a specific type of facility/organization for a
specific service as outlined in State Medicaid Regulations or other State Department specific rules.

2. Acquire an NPI number.

3 Acquire a Medicaid Enrollment ID number.

4, Register and credential with CAQH.

5 Roster with your agency’s contracted MCO(s).

1. Licensing and Certification Boards

Licensure Boards

New Mexico Medical Board http://www.nmmb.state.nm.us/

Board of Psychologist Examiners http://www.rld.state.nm.us/boards/psychologist examiners.aspx

Counseling and Therapy Practice Board http://www.rld.state.nm.us/boards/counseling and therapy practice.aspx

Social Work Examiners Board http://www.rld.state.nm.us/boards/social work.aspx

New Mexico Board of Nursing http://nmbon.sks.com/

Certification Boards and Para-Professionals
New Mexico Credentialing Board for New Mexico Professionals http://www.nmcbbhp.org/

Office of Community Health Workers http://nmhealth.org/about/phd/hsb/ochw/

2. National Provider Identifier (NPI) by NPPES
The Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 1996
(HIPAA) mandated the adoption of standard unique identifiers for health care providers and
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health plans. The purpose of these provisions is to improve the efficiency and effectiveness of the electronic
transmission of health information. The Centers for Medicare & Medicaid Services (CMS) has developed the National
Plan and Provider Enumeration System (NPPES) to assign these unique identifiers. The website for NPPES is:
https://nppes.cms.hhs.gov/NPPES/Welcome.do

3. Medicaid Enrollment ID

The process of acquiring a State of New Mexico provider Medicaid ID is done through the Medical Assistance Division
(MAD) Medicaid Portal (Xerox). If the application is completed with all the required information, the process should
take no more than 7-10 business days.

Website: https://nmmedicaid.acs-inc.com/static/index.htm

4. Provider Credentialing with CAQH

Provider credentialing is a process that is done through the CAQH Universal Provider Datasource (CAQH ProView —
developed by the Council for Affordable Quality Healthcare). This is a combined effort and requirement between
the MCOs and CAQH. All MCQ's will require credentialing. Their process can take upwards of 45 days provided that
the credentialing information is complete.

Website: http://www.cagh.org/solutions/cagh-proview-fags
Provider assistance: Email providerhelp@proview.cagh.org or call: 888-599-1771.
Registration: https://proview.cagh.org/PR/Registration

Completing the online form requires five steps:

Register with CAQH ProView.

Complete the online application and review the data.
Authorize access to the information.

Verify the data and/or attest toiit.

A

Upload and submit supporting documents.

The provider data profile created in CAQH ProView meet the NCQA requirements for credentialing application
content in CR3, Element C.NCQA reviews CAQH ProView output against the appropriate elements.

5. Rostering with MCOs

The MCQ'’s each have a provider network manual or handbook that should be consulted as to the appropriate path
to rostering providers within an organization. Generally this is done through the CEO or assigned administrative
personnel between an agency and the contracted MCO. All MCQO’s have a common form to roster clinicians who are
credentialed to render services under public funds.
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NM BH LICENSING STATUTES AND REGULATIONS

Provider licensing by primary boards for NiLs

Licensures for behavioral health practitioners are issued by different boards depending on the education and training
of the practitioner. Each board has its own regulations starting with New Mexico Statutes Annotated (NMSAs) and
more specific New Mexico Administrative Codes (NMACs). These include licensure requirements, approved
supervisors, and CEU and renewal criteria.

In general, statutes can be searched and reviewed at:

http://www.nmonesource.com/nmnxtadmin/nmpublic.aspx

New Mexico Compilation Commission

Specific rules (NMACs) for licensure requirements and Scopes of Practice, as outlined by Statutes, can be found at
the individual Board site pages for Rules and Laws either by clicking on their links for the NM Compilation
Commission logo (displayed above) or the icons noted below.

NM Board of Social Work Examiners

Website: http://www.rld.state.nm.us/boards/Social Work Rules and Laws.aspx
Statute and Scope of Practice for Social Workers: Chapter 61 Occupational and Professional Licensing
> Article 31 Social Work Practice

jl Follow the links to New Mexico Administrative Code >

e Browse Compilation =
~ %S¢ [Title 16 Occupational and Professional Licensing >
]T Chapter 63 Social Workers

Counseling and Therapy Practice Board

http://www.rld.state.nm.us/boards/Counseling and Therapy Practice Rules and Laws.aspx
Statute and Scope of Practice for Counselors: Article 9A Counseling and Therapy, 61-9A-1 through 61-
9A-30

jl Follow the links to New Mexico Administrative Code =
-=’/<‘-wue=- Browse Compilation >

Ly Title 16 - Occupational and Professional Licensing >

]T Chapter 27 - Counselors and Therapists Practitioners
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NM SERVICE DELIVERY RESOURCES AND POLICIES

Rendering services and seeking reimbursement within Medicaid or other state funds has several requirements. Be
sure to be familiar with each of them including the policies of the Managed Care Organizations (MCOs) that your
agency contracts with. Each MCO has their own provider manual that you will want to be familiar with. Some NMACs
below may not apply to all providers or all services. If you have questions, be sure to contact our clinical team, your
MCO, or the Medical Assistance Division (MAD).

New Mexico Administrative Codes (NMAC) Search Engine:
http://164.64.110.239/nmac/cgi-bin/hse/homepagesearchengine.exe

Access and Links to All HSD Program Rules by Categories:
http://www.hsd.state.nm.us/providers/rules-nm-administrative-code.aspx

Billing for Medicaid services.

8.302.1 NMAC - Social Services, General Provider Policies
o Eligible providers

o Provider responsibilities and requirements

o Eligible Medicaid recipients

o Nondiscrimination

o Record keeping and documentation requirements

o Patient confidentiality

o Provider disclosure

o Termination of provider status

8.302.2 NMAC - Social Services, Billing for Medicaid Services
o Claimslimitations

o Dual-eligible recipients (Medicare/Medicaid)

o CPT/HCPCS service unit time frames

o Co-payments

o Timely filing

8.310.2 NMAC - Social Services, Health Care Professional Services, General Benefit Description

8.321.2 NMAC - Social Services, Specialized Behavioral Health Services, Specialized Behavioral
Health Provider Enroliment and Reimbursement
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Medicare/Medicaid

There are special regulations governing those who are Medicare eligible and/or dual eligible. While some provider
licensure types may not be eligible to provide services under Medicare, it is important not to turn away clients
before fully understanding the process for coverage and eligibility within both Medicare and Medicaid. Be sure to
contact your contracted MCO and review all applicable regulations at the main HDS website in the “Provider”
section, including the following rules for direction:

Medicaid’s relationship to Medicare — 8.310.2.10 NMAC
Dual eligibility - 8.302.2.12 NMAC

Additional rules that apply to some services and providers

7.20.2 NMAC — Health, Mental Health, Comprehensive Behavioral Health Standards
7.21.1 NMAC — Health, Behavioral Health, General Provisions
7.32.2 NMAC — Health, Alcohol and Drug Abuse, Admission Criteria for Alcohol Substance Service

Level of Care Guidelines (LOCG) and Prior Authorization
Be sure to contact your MCO as to the appropriate forms and processes for both LOCG and Prior
Authorization services, including treatment plans and specialty services.

Complete sets of rules under the Human Services Department can be found at:
http://www.hsd.state.nm.us/providers/rules-nm-administrative-code-.aspx

Services and Definitions
http://www.bhc.state.nm.us/BHServices/ServiceDefinition.html

Critical Incident Reporting

It is important to work with your contracted MCQ’s, Optum Health NM, and/or Xerox as appropriate on reporting
critical incidents. Each New Mexico State Department may have its own reporting protocols. Anyone billing
Medicaid, state, or other federal funds received through the state must report critical incidents. There is a HSD/BHSD
state issued BH CIR Protocol issued as of 2015 that all payors have been provided, that protocol is downloadable
from the HSD Portal which is an online entry system that requires login. Please use the email address at the portal to
request further information about using the portal. The CIR portal can be found at:
https://criticalincident.hsd.state.nm.us/Login.aspx?ReturnUrl=%2f

Technical Assistance

You may request Technical Assistance (TA) from either the MCO’s or the State Department from which you are
seeking reimbursement to help inform your practice and to understand how the rules above apply and/or should be
operationalized.

Email: bilfronil.bhsd@state.nm.us for information on TA for behavioral health related service and program delivery
or provider allowances.
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IMPORTANT NATIONAL RESOURCES AND POLICIES

CARF — Commission on Accreditation of Rehabilitation Facilities. Website: http://www.carf.org/home/

CMS — Center for Medicare and Medicaid Survey and Certification Compliance. Website:
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/CertificationandComplianc/index.html?redirect=/certificationandcomplianc/02 ascs.asp

COA — Council on Accreditation. An international, independent, nonprofict, human service accrediting organization.
Website: http://coanet.org/home/

GPO eCFR — U.S. Government Publishing Office for Electronic Code of Federal Regulation. Website:
http://www.ecfr.gov/cgi-bin/ECFR?page=browse

Medicaid — Federal Policy Guidelines.
Website: http://www.medicaid.gov/federal-policy-guidance/federal-policy-guidance.html

Medicare — Information.
Website: https://www.medicare.gov/

NCQA — National Committee for Quality Assurance sets standards and performance measures for providers and
health plan organizations to follow. Website: http://www.ncqga.org/

NASADAD NTN — National Association of State Alcohol and Drug Abuse Directors, National Treatment
Network. Website: http://nasadad.org/NTN/

NREPP — National Registry of Evidence-based Programs and Practices. Website: http://www.nrepp.samhsa.gov/

SAMHSA — Substance Abuse and Mental Health Services Administration. Website: http://www.samhsa.gov/

The Joint Commission — Accredits provider agencies of programs/services for persons with intellectual and
developmental disabilities, including mental health and chemical dependency services. Today, The Joint Commission
accredits more than 2,100 behavioral health care organizations under the Comprehensive Accreditation Manual for
Behavioral Health Care.

Website: http://www.jointcommission.org/facts about behavioral health care accreditation/

The National Council for Behavioral Health — The National Council coordinates the Mental Health First Aid program
across the U.S and operates the SAMHSA-HRSA Center for Integrated Health Solutions to provide nationwide
technical assistance on integrating primary and behavioral healthcare. We offer

the annual National Council Conference featuring the best in leadership, organizational development, and excellence
in mental health and addictions practice.

Website: https://www.thenationalcouncil.org/
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National BH Provider Associations

American Psychiatric Association http://www.psychiatry.org/

American Psychiatric Nurses Association http://www.apna.org

American Psychological Association http://apa.org/

American Counseling Association https://www.counseling.org/

National Association of Social Workers https://www.socialworkers.org/

National Association of Addiction Professionals http://www.naadac.org/NCPRSS
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Appendix F: Supervisory Certification Process Flow

Supervisory Certification Proc

€SS

Agency requests

information about

Supervisory
Certification via
bilfornil.bhsd@state.nm.us

APPROVED

BHSD will issue the Supervisory Certificate.
The agency is responsible for sending the
completed roster to the appropriate
Managed Care Organization (MCO).

Attestation is sent to the agency
within 5 business days.

Completed attestation and all of the
required documents are mailed to
BHSD at:
Attn: Clinical Services Department
P.O Box 2348
Santa Fe, NM 87504

v

BHSD reviews the
attestation within
30 calendar days

and determines if

the attestation is

approved.

Attestation packet is notarized and
includes the following documents:

e  Printout from NMRLD with
date of license verification for
each individual on the roster;

e Current Supervisory CEUs or
letter from the respective

board;
e  Completed roster.

DENIED

BHSD will notify the agency contact of
the denial reasons and the applicable
additional information needed.
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Appendix G: Supervisory Certification Roster Update Process

Supervisory Certification Process- Roster Updates

Agency has a change in
the Clinical Supervisor or

non-independently

licensed staff.

\

Agency submits the roster update to
bilfornil.bhsd@state.nm.us with the
following information:

. Printout from NMRLD with
date of license verification
for each individual on the
roster;

. Current Supervisory CEUs
or letter from the

respective board;
e  Completed roster.

APPROVED

¥

BHSD approves the roster and
sends the approval to the
agency. The agency forwards
the roster to the appropriate
Managed Care Organization
(MCO).

BHSD sends email to the agency

9 acknowledging receipt of materials

within 24 hours.

¥

BHSD reviews

the roster
submission
within 5
business days.

DENIED

¥

BHSD will notify the agency of
the denial reasons and the
applicable additional
information needed.
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Appendix H: Critical Incident Report Form

Centennial Care Behavioral Health Critical Incident Report Form

You must report an incident within 24 hours of becoming aware of it.
In the event that an incident occurs on a weekend or holiday, report the incident next business day.

In addition to notifying the MCO, providers must report Abuse, Neglect and Exploitation to:

Adult Protective Service (APS): Telephone: (866) 654-3219 Fax: (505) 476-4913

Child Protective Service (CPS): Telephone: (855) 333-7233 Fax: (505) 841-6691
BHSD Fax: 505-476-9272

Member Centennial Care Category of Eligibility #:
The HSD web portal accepts COEs

001, 003, 004, 081, 083, 084, 090, 091, 092, 093, 094, 95, 100w/NFLOC 200w/NFLOC

Be sure that clinical notes are clear and adequate, do not use acronyms if at all avoidable, and

diagnoses should contain a valid code and definition from the current DSM as relevant.

Consumer Demographic Information -

Last Name: DOB: Phone Number:
First Name: SSN: Cell Number:
Initial: Gender:

Address:

City: State: Zip Code:

Clinical Information/Diagnosis

BH Treatment Setting/ LOC and as identified in 8.321.2 NMAC SPECIALIZED BEHAVIORAL HEALTH SERVICES. Check all that are

applicable:
ACT Acute Inpatient Hospitalization ARTC BHA BMS
CCSS CMHC CSA Day Treatment Detox (Excluding Medical Detox)
Group Home THS 1OP MST oTP PSR
RTC Rural Health Center TFC-I TFC-II TLS

Other Certified Service (specify): Other Qutpatient (specify):

Incident Information

Date of Incident: Time of Incident: Transportation required:

Date provider first aware of incident: Date reported to APS: Date reported to CPS:

Incident Location:

Other ("Incident Location" field):

Provided By:

Other ("Provided By" field):
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Type of Incident

Severe Harm

Permanent Harm

Severe Temporary Harm

Consumer towards other, not involving law enforcement

Missing Recipients

Abduction of any individual served receiving care, treatment, or services.

Elopement from a staffed around the clock care setting (including the ED) leading to death or severe harm.

Sexual Incidents

Sexual abuse/assault (including rape) - non consensual sexual contact involving a consumer and another consumer, staff
member, or other perpetrator while being treated or on the premises of the organization.

Rape, assault (leading to death, permanent harm, or severe temporary harm), or homicide of a staff member, licensed
independent practitioner, visitor, or vendor while on site at the organization.

Rape, assault (leading to death, permanent harm, or severe temporary harm), or homicide of any individual served
receiving care, treatment, or services wile receiving services at the organization.

Flame or unanticipated smoke, heat or flashes occurring during an episode of patient care.

Death

Unknown requiring follow up with Office of Medical Examiner

Suicide

Medication/treatment error

MNatural causes

Accident

Secondary to use of restraints

Member Death by Homicide

Incident Description:

Follow up and Disposition of the Incident:

Actions to Reduce the Re-Occurrence:
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Funding Source:

Medicaid FFS CYFD BHSD
Reporting Agency Name:
Address:
City: State: Zip Code:

Agency Phone Number:

Date Submitted:

Insert fax number you have sent form to:

Reporting individual name:

Reporting individual title:
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Appendix I: Behavioral Health Provider Critical Incident Reporting Protocol

4

>

HUMAN W SERVICES

D I R T MENT

State of New Mexico
Human Services Department

Behavioral Health Provider
Critical Incident Reporting Protocol

A Collaborative effort of the New Mexico Human Services Department, Children Youth and
Family Department, the Centennial Care Managed Care Organizations and the New Mexico
Behavioral Health Provider Association.

April 2018
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INTRODUCTION

This document is a product of a collaborative effort among the Human Services Department
(HSD), Behavioral Health Services Division (BHSD), the Children, Youth and Families
Department, Children’s Behavioral Health Division, Managed Care Organizations (MCOs), and
The New Mexico Behavioral Health Provider Association. The goal in developing this document
is to develop a one-stop reference guide for behavioral health providers who are required to
report incidents.

This document is to assist providers in filing critical incidents for those members whose category
of eligibility falls outside of the fourteen categories that are reported on the HSD portal.

This document should be considered a summary and supplement to already existing legal
contracts and regulations. It is to be used to delineate more clearly the foundation of principles
that have and will continue to inform critical incident reporting for recipients of behavioral
health services. This document replaces previously distributed, training and instructional
materials for Behavioral Health Critical Incident Reporting. The development of this document
included a review of already existing literature including but not limited to:

e New Mexico Administrative Code Incident NMAC 7.1.13 Reporting, Intake, Processing
and Training Requirements

e Managed Care Policy Manual, January 1, 2014,

e NMAC 8.308.2 Specialized Behavioral Health Provider Enrollment and Reimbursement

e NMAC 7.20.11 Certification Requirements For Child And Adolescent Mental Health
Services

e HSD and other training material previously developed and utilized.

Behavioral Health Critical Incident reporting is part of ensuring that all New Mexico adults and
children are receiving quality healthcare services through Centennial Care and that they are free
from abuse, neglect, and exploitation. It is expected that providers of services have a robust
quality assurance program that includes management of critical incidents. Ensuring quality of
service is a means for continued evaluation and risk management.

A reportable Behavioral Health Critical Incident is defined as:

A reportable event is any Sentinel event defined as an “unexpected” occurrence involving death
or serious physical or psychological injury. “Serious injury” specifically includes loss of limb or
function. Please see Terms and Definitions on page 8, for clarification.
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WHY

Critical Incident reporting is a mechanism to ensure the health and safety of State of New
Mexico consumers who are receiving behavioral health services through contracts with Managed
Care Organizations (MCOs), Fee for Service providers or with the State’s Administrative
Service Organization (ASO). Reporting facilitates a process of ongoing evaluation to address
concerns that help improve service quality by identifying important issues. Principles and
regulation that further inform reporting requirements:

e Staff must receive initial and ongoing training to be competent to respond to, report, and
document incidents, in a timely and accurate manner.

e Recipients, legal representatives, and guardians must be made aware of and have
available incident reporting processes.

e Anincident must be reported before it can be investigated.

e New Mexico State law requires reporting alleged incidents.

o Adult Protective Services (APS) — NMSA 1978, Chapter 27 Public Assistance,
Avrticle 7 Adult Protective Services, and NMAC 8.11.3,
http://www.nmcpr.state.nm.us/nmac/parts/title08/08.011.0003.htm

o Department of Health - 7.1.13 NMAC,
http://www.nmcpr.state.nm.us/nmac/parts/title07/07.001.0013.htm

o Human Services Department, http://www.hsd.state.nm.us/providers/critical-
incident-reporting.aspx and
http://www.nmcpr.state.nm.us/nmac/parts/title08/08.308.0021.htm

o Children, Youth and Families Department
http://164.64.110.239/nmac/parts/title07/07.020.0011.htm

Other resources regarding requirements for reporting incidents in New Mexico are listed below.
Be sure to check the proper regulations, with your MCO contractors, and state entities with
which you are working on specific or unique reporting requirements. A referral to the specific
agencies may be required:

e Department of Health- Division of Health Improvement (Developmental Disability
Waiver & Medical Fragile) DHI - DOH/DHI/IMB:
Phone: 505-476-9012
Fax: 800-584-6057
https://nmhealth.org/about/dhi/ane/racp/
Hotline to report abuse: 800-445-6242

e Children, Youth and Families Department (CYFD), Program Operations Bureau (POB):
Providers of Residential Treatment Services, Group Home Services, Treatment Foster
Care, Day Treatment Services, Comprehensive Community Support Services, Behavior
Management Services, Crisis Shelter services must contact their LCA liaison.
https://cyfd.org/licensing-certification
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e Children, Youth and Families Department (CYFD), Child Protective Services (CPS)
Statewide Central Intake (SCI) at
Phone: 1-855-333-SAFE [7233] or #SAFE from a cell phone
Fax: 505-841-6691
http://cyfd.org/contact-us

http://www.nmcpr.state.nm.us/nmac/parts/title08/08.008.0002.htm
http://cyfd.org/child-abuse-neglect/reporting-abuse-or-neqglect
http://cyfd.org/behavioral-health

e Office of the State Auditor: Fraud, Waste, and Abuse of Public Resources
Phone: 1-866-OSA-FRAUD (1-866-672-3728) or 505-476-3800
http://www.saonm.org/special audits investigations
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WHO

Any individual who, in good faith, reports an incident or makes an allegation regarding abuse,
neglect, or exploitation will be free from any form of retaliation.

For any consumer involved in a critical incident:
1. For whom the services are paid by:
a. Medicaid through a managed care organization (MCO) including Fee for Service
BH funding, OR
b. BH funding through an Administrative Service Organization provider (ASO),
AND
2. That consumer is or has been receiving one of the services below; AND
3. Isor has been in your care, your agency’s care, or been referred out to another provider
by you in the last 30 days and is not considered discharged

You are required to report the incident in the context of the What, When, and How.

Services:

ACT — Assertive Community Treatment

Acute Inpatient Hospitalization

ARTC — Accredited Residential Treatment Center
BHA — Behavioral Health Agency

BMS — Behavior Management Services

CCSS — Comprehensive Community Support Services
CMHC — Community Mental Health Center

CSA — Core Service Agency

Detox (Excluding Medical Detox)

DT - Day Treatment

GH - Group Home

IHS- Indian Health Services

IOP — Intensive Out-Patient

MST — Multi Systematic Therapy

OTP- Opioid Treatment Program

PSR — Psycho Social Rehabilitation

RTC — Non-Accredited Residential Treatment Center
TFC | — Treatment Foster Care

TFC Il — Treatment Foster Care

TLS — Transitional Living Services

Rural Health Centers

Other Certified Services (specify)

Other Outpatient Service (specify)

Page 6 of 10



PROCESS

Proceed through the next set of pages in this document for clarification on additional
considerations for reporting including the what, when, where and how.

WHAT

A reportable Behavioral Health Critical Incident:

A reportable event is any Sentinel event defined as an “unexpected” occurrence involving death
or serious physical or psychological injury. “Serious injury” specifically includes loss of limb or
function.

WHEN

A behavioral health provider/agency delivering an authorized service must submit incident
reports within 24 hours of knowledge of the occurrence or in the event that an incident occurs on
a weekend or holiday, report the incident next business day, NMAC 7.1.13.7 to the appropriate
State designations and/or MCOs. Other reporting requirements may be applicable with respect to
APS, CPS, LCA, or professional licensing boards. Be familiar with those if you are working with
children or adults that fall under special protections.

WHERE & HOW

This document is to assist providers in filing critical incidents for those members whose category
of eligibility falls outside of these fourteen categories that are reported on the HSD Critical-
Incident-Portal.

For approval to access the HSD Critical Incident Portal email: HSD-QB-CIR@state.nm.us for
credentials. The HSD Critical-Incident-Portal is located at: https://criticalincident.hsd.state.nm.us

The process for submitting reports include fax and/or secure email for all Categories of
Eligibility (COEs) outside of these 14. When filing with each MCO please refer to the following
information:

The following categories of eligibility are reportable via the HSD portal:
100 with NFLOC
200 with NFLOC
COE 81

COE 83

COE 84

COE 90

COE91

COE 92

COE 93

COE 94

COE 95 *

COE 001

COE 003

COE 004

Page 7 of 10


https://criticalincident.hsd.state.nm.us/

Page 51
* Although COE 095 is listed on the HSD CIR Portal as being reportable through that website,

the correct method for reporting CIRs associated with COE 095 is to report to the NM
Department of Health (DOH) Incident Management Bureau (contact information listed below).

The categories of eligibility 095 (Medically Fragile Waiver) or 096 (Developmental Disability
Waiver) should be reported to:
e NM Department of Health (DOH) Incident Management Bureau:
Phone: (800) 445-6242
Fax: 505-584-6057

If not using the HSD Ciritical Incident Portal, the written form can be submitted via below:
e Centennial Care — Medicaid with MCO:

o Blue Cross Blue Shield (BCBSNM) — Phone: 855-699-0042, Fax: 505-816-5831
Email: HCSC BCBS_SPHI@bcbstx.com

o Molina — Fax: 855-260-8737
Email: MolinaNewMexicoCIR@Molinahealthcare.com

o United Health Care (UHC) — Fax: 866-751-2449
Email: gm-nm@uhc.com

o Presbyterian — Fax: 505-213-0686
Email: Criticalincident@phs.org

e Human Services Department/ Medical Assistance Division: - Fee-For-Service,
Fax: 505-827-3126

e Children Youth and Family Department/ Program Operations Bureau: For a service
licensed or certified by CYFD/POB fax report to 505-827-4595

All CIRs sent on behalf of non-Medicaid clients should be reported to BHSD via fax to: 505-
476-9272.

The CIR Form and CIR Protocol can be found on the HSD website:
http://www.hsd.state.nm.us/providers/critical-incident-reporting.aspx

If there are questions about critical incident reporting for BHSD clients, send these to:
bh.qualityteam@state.nm.us

If there are questions about critical incident reporting or COEs for Medicaid clients, send these
to: HSD-QB-CIR@state.nm.us
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TERMS AND DEFINITIONS of SENTINEL EVENTS

Sentinel Events are drawn from the Joint Commission standards are broadly defined as an
occurrence involving death or serious physical or psychological injury, or the risk thereof. The
sentinel events listed below appear on the Critical Incident Reporting form-Appendix A and
should be reported to BHSD.

e Severe Harm
o Permanent harm
o Severe temporary harm
= Severe temporary harm is critical, potentially life-threatening harm lasting

for a limited time with no permanent residual, but requires transfer to a
higher level of care/monitoring for a prolonged period of time, transfer to
a higher level of care for a life-threatening condition, or additional major
surgery, procedure, or treatment to resolve the condition.

o Consumer towards other, not involving law enforcement.

e Missing recipients
o Abduction
= Abduction of any individual served receiving care, treatment, or services.
o) Elopement
= Any elopement (that is, unauthorized departure) of a consumer from a
staffed around-the-clock care setting (including the ED) leading to the
death, permanent harm or severe temporary harm of the individual served.

e Sexual Incidents

o Sexual abuse/assault (including rape) as a sentinel event is defined as
nonconsensual sexual contact involving a consumer and another consumer, staff
member, or other perpetrator while being treated or on the premises of the
organization, including oral, vaginal, or anal penetration or fondling of the
consumer’s sex organ(s) by another individual’s hand, sex organ, or object. One
or more of the following must be present to determine that it is a sentinel event:

= Any staff-witnessed sexual contact as described above

= Admission by the perpetrator that sexual contact, as described above,
occurred on the premises

= Sufficient clinical evidence obtained by the organization to support
allegations of unconsented sexual contact.

o Rape, assault (leading to death, permanent harm, or severe temporary harm), or
homicide of any individual served receiving care, treatment, or services while
receiving services at the organization

o Rape, assault (leading to death, permanent harm, or severe temporary harm), or
homicide of a staff member, licensed independent practitioner, visitor, or vendor
while on site at the organization.

e Flame or unanticipated smoke, heat, or flashes occurring during an episode of patient
care.
o Unsafe condition which creates, or may create, a threat to the life, health, or safety
of the recipient.
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Death

o Unknown- requiring follow up with Office of Medical Examiner

o Suicide of any individual served currently receiving care, treatment, or
services at an agency or provider or within 72 hours of discharge, including
from an organization’s emergency department (ED).

o Medication/treatment error(s)
= Under or overdose or medication errors requiring treatment.

o Natural causes

o Accident

o Secondary to use of restraints
= Including restraints, seclusion, and therapeutic holds.

o Member death by homicide
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Appendix J: Tip Sheet for Practitioners in Integrated Care Settings

Tip Sheets for practitioners

Inintegrated Care Settings

Practice Principles and Functions for Use in
Certified Community Behavioral Health Centers
To Support Wellness, Youth Resiliency, and Adult Recovery

Technical Review Version 1.3d: March 2016
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Tips for Strengthening Listing of Tip Sheets
Frontline Practice Providedinthis Packet

Listing of Tip Sheets by Topics Addressed

Tip Sheet by Topic Area Addressed Page
¢ Guiding Principles of Practice 3
¢ Framework for Practice 4

= Case Practice is Performed to Produce Positive Life Changes for Persons Served
= A Case Practice Model Defines Practice Functions Used to Produce Results

* Practice Wheel Illustration Showing Basic Practice Functions in Integrated Care

¢ Practice Area: Recognition, Connection, and Rapport 5
¢  Practice Area: Engagementand Commitment 6
¢ Practice Area: Detection and Response 7
& Practice Area: Assessmentand Formulation 8

¢ Practice Area: Organizing Questions Used in Assessment and Case Formulation 9

¢ DPractice Area: Wellness andRecovery Goals 10
¢ Practice Area: Teamwork / Common Purpose and Unity of Effort 1
¢ Practice Area: Planning Interventions, Strategies, and Supports 12
¢ Practice Area: Planning Interventions, Strategies, and Supports 13

¢ DPractice Area: Situation Tracking, Plan Adjustments, Transitions & Discharges 14

¢ Clinical Technique: Solution-Focused Brief Therapy 15

¢ Clinical Technique: Motivational Interviewing 16
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Tips for Strengthening Practice Area:
3N el VIl Guiding Principles of Practice

Guiding Principles for Providing High Quality Practice

GUIDING PRINCIPLES. High quality practice is: ® Person-centered. ® Strengths-based. ® Solution-focused.
* Wellness-, resiliency- and recovery-oriented ® Trauma-informed. ® Outcome-focused and results-driven.

Key Concepts

Person-Centered. Person-Centered Care is an approach designed to assist someone in planning and achieving life goals and supports. It was originally used
asalife planning model to enable individuals with disabilities and requiting support to increase their personal self-determination and improve their own inde-
pendence. It is accepted as evidence based practice. Person-centered care is currently becoming the standard in many areas of practice and is the guiding
philosophy behind the integration of medical and behavioral health care. Itis evident thatindividuals and families are more invested in any process where they
feel they are anintegral part. Self-Directed Care is built upon person-centered care principles and practices.

Strengths-Based. Strengths-based practice is person-centered, with a focus on future outcomes and strengths that the people bring to a problem or
crisis. Thisapproach enhances the capacities of individuals and families to deal with their own challenges. Key features of thisapproachinclude:

= Strengths-based practice assesses the inherent strengths of a person or family and then builds on those strengths when addressing life
changes, recovery and empowerment.
* Itavoidstheuseof stigmatizinglanguage or terms that families use on themselves and eventually identify with, accept,and feel helpless to change.
= It fosters hope by focusing on what has been historically successful for the person and builds on these past successes to suppott positive future
changes.
= Itinventories the positive building blocks thatalready existin his/her environment that can serve as the foundation for growth and change.

Solution-Focused. This approach is future-focused, goal-directed, and focuses on solutions, rather than on the problems that brought the person to
seck help. It targets the desired outcomes of intervention as a solution rather than focusing on the symptoms ot issues identified atintake. This tech-
nique gives attention to the presentand the future desires of the person, rather than focusing on the past expetiences. The practitioner encourages the
person to imagine their future as they want it to be and then the practitioner and person collaborate on a series of steps to achieve that goal. Solution-
focused practice aims to bring about the person's or family's desired change in the least amount of time.

Wellness-, Resiliency-, Recovery-Oriented. To provide effective interventions, the practice used fora youth or an adult should support wellness,
youth resiliency, and adult recovery: * Wellnessisan active process in which a person becomes aware of and makes choices toward a more healthyand
successful existence. Wellness is a conscious, self-directed, and evolving process of achieving full potential which is multidimensional and holistic, encom-
passing lifestyle, physical, mental and spiritual well-being, and the environment. ¢ Resiliency is the process of managing stress and functioning well when

faced withadversity or trauma. Youth are resilientwhen theyareable to use theirinner strengths to positively meet challenges, manage adversities, heal
from the effects of trauma, and thriveinlife given theirunique characteristics, goals,and circumstances. A youth’s resilience (self-efficacy)isaided bya
trusting relationship witha caring, encouraging, and competentadultwho provides positive guidance and promotes high expectations. * Recoveryisa
process through which personsimprove theirhealthand wellness, live a self-directed life, and strive to reach their full potential. Intervention and goals
are developedinaccordance with the guiding principles of recovery, which are: hope, person-driven, holistic, peet supported, relational, responsive to
culture and to trauma, focused on strengths and responsibility, and respectful.

Trauma-Informed. To provide trauma-informed care to youth or adults receiving setvices, practitioners should understand the impact of trauma on
child development and on adult behavior and learn how to effectively minimize its effects without causing additional trauma. A growing body of evidence
indicates maltreatment can alter brain functioning and consequently affect mental, physical, emotional, and behavioral development (often called socio-
emotional development). Early intervention by human service practitioners provides the opportunity to identify a youth's developmental concerns and
help families receive the support they need to reduce any long-term effects. Practices for providing trauma- informed care should be used for adults who
have experienced complex trauma and who have lingering adverse affects of trauma today.

Outcome-Focused and Results-Driven. Desired outcomes guide the intervention process and can best be stated as life-change outcomes (related to
well-being, essential supports, daily functioning, and/ ot role fulfillment). Goals ate used by the person and his/her team to select strategies, supports, and
services for working toward goal attainment. Delivery of intervention strategies and supports is carefully tracked to determine: 1) whether the strategies
and supports are being provided in an adequate manner; 2) whether the strategies are working or not working based on progress being made; and, 3)
whether the outcome has been met. Case practice decisions are informed by the progress (or lack of progress) being made toward the attainment of
planned goals, and when a strategy or provider of the strategy is not working effectively, the practitioner quickly recognizes the failure and promptly
replaces the provider or strategy.
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Tips for Strengthening

Frontline Practice

Practice Wheel:

Practice Functions Illustration

Case Practice Is Performed to Produce Positive
Life Changes for Persons Served

Public service systems exist to help citizens experiencing life-
disrupting needs or threats of harm to get better, do better, and
stay better in daily life. The collective set of actions used for inter-
ventions toalleviate the needs or threatsis referred to as practice.
The purpose of practice is helpinga personinneed or at risk of
harm to achieve and maintain, where necessary, adequate and
ongoing levels of:

= Well-being (e.g., safety, stability, physical and emotional
health, sobriety, recovery)

= Essential supports for dailyliving (e.g., housing, food,

income, health care, child care),

= Daily functioning (i.e., basic tasks involved in daily living, as
appropriate to a person’s life stage and ability)

= Fulfillment ofkeylife roles (e.g.,a youth being a successful
studentoranadult beinga successful parent or employee).

Typical functions in a practice model include engagement, under-
standing, defining the results to be achieved, selection and use of

life change strategies and supportts, resourcing and delivery of
g g pports, g Y
lanned strategies, and the tracking and adjusting strategies until
p gles, g ] g g
desired outcomes are achieved.

A Case Practice Model Defines Functions
Used by Practitioners to Get Results

A publicagency's Practice Model defines basic functions used by
frontline practitioners to join with persons receiving services to
bring about a positive life change process that helps them get
better, do better, and stay better. It encompasses the core values
of the agency (e.g., use of person-centered care principles) and
defines the fundamental expectations concerning working rela-
tionships, integration of efforts among the practitioners serving a
person in need, and essential action patterns or functions asso-
ciated with effective case practice. An agency's Practice Model
becomes a central organizer for training of frontline staff, supervi-
sion, performance measurement, and accountability.

The practice whee/shown shown below illustrates basic practice
functions typically used by agencies serving adults for reasons of
improving wellness, youth resiliency, adult recovery, and greater
independence from public service systems.

Practice Wheel: Functions in Integrated Care Practice

e

1. Recognition,
Connection,
Rapport

N

9. Situation Tracking,
Plan Adjustments,
Transitions/Discharges

/ "

8. Implementing
Interventions,
Supports & Services

\ "

7. Planning Person-
Centered Interventions,
Supports & Services

Teamwork,
<—» | Care Coordination,, <€—| Detection, Prevention/
Self-Directed
Care

2. Engagement &
Commitment to
Change Process

A

4. Screening,

Mitigation, Monitoring

/

5. Physical Exam, Bio-
Psy-Soc Assessment,
Case Formulation

6. Person-Centered
Wellness & Recovery
Goals

Practice Functions May Occur Interactively, Concurrently, and Progressivel
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Tips for Strengthening Practice Area:
ST il T (VI Recognition, Connection, Rapport

Desired Outcomes of Practice

RECOGNITION, CONNECTION & RAPPORT: * The person’s sense of identity, culture, values and preferences,
social network, and life experiences are recognized by practitioners involved with the person. ® Any barriers to
personal connection and acceptance are recognized and resolved. ® Necessary conditions for building mutual
respect and rapport are established as a basis for successful engagement.

Key Concepts

Building a relationship with a person entering services requires practitionets to recognize the nature of the person's situation and life story and to
discover the circumstances that have brought the person into agency services. One of the mostimportant first steps is recognition of any bartiers that
could thwart formation of positive connections with the person which could undermine acceptance and rapport building necessary for successful engage-
ment.

Practitioners should take steps for creating conditions necessary for building mutual respect and rapport required in developing trust-based working rela-
tionships. Also key to successful engagement and connection is the recognition of the person's sense of identity, culture, values and preferences
(especially any arising from race, sexual identity, and/or teligious conviction), social and economic supports, and life-shaping expetiences (e.g., advetse
childhood expetiences, combat trauma, addiction, emigration, poverty) that explain the person's life story and reasons for entty into services.

Persons coming into setvice require use of culturally relevant and responsive interactions and interventions in order to successfully connect, educate,
assist, and support them moving through the system. Responsiveness includes valuing cultural diversity, understanding how it impacts family functioning
in a different culture, and adapting service processes to meet the needs of culturally diverse groups of persons receiving services. Propetly applied in prac-
tice, cultural responsiveness reduces the likelihood that matters of language, culture, custom, identity, value, or belief will prevent or reduce the
effectiveness of life change efforts undertaken via interventions, supports, and services. A person's identity [e.g., race, tribe, ethnicity; social group; sexual
orientation; religion; or disability, such as deafness] may shape his or her world view andlife goals in ways that must be understood and accounted forin
practice. Recognition, connection, and rapport provide a foundation for building and sustaining trust-based working relationships.

Practice Tips

1. Learnthereason the personis seeking help. Consider whether the person's problem can be resolved in a single visit or brief intervention.
Determine whether the person's problem is emergent/ transient or setious/ persistent. Determine whether the reported problem is a present threat
to health or safety so that any need for crisis intervention or urgent response can be identified and provided.

2. Ifthepersonreportsbeingin physical pain oremotionaldistress, askaboutits nature, source, history,andimpacton the person'slife situation. Use
the person's responses to form a theory that explains how the pain or distress came about, what causes it to continue, what has been done toalle-
viate itin the past, what has worked/not worked before, and who else may be helping the person relieve ot solve this problem now.

3. Ineatly interactions, discover the person's sense of identity, language, culture, values and preferences (especially any arising from race, sexual iden-
tity, and/ ot religious conviction), wotld view, social and economic supports, strengths and needs, present life challenges, and life-shaping
experiences (e.g.,adverse childhood experiences, deteriorating physical health, combat trauma, recentloss, addiction, emigration, poverty) that
explain the person's situation and reasons for requesting help.

4. Recognize any barriers (arising from culture, language, gender, class, religious or political beliefs, life experiences, sexual otientation, work or family
demands, or disability) that could thwart or limit the formation of positive connections with the person that would undermine acceptance and
rapport building necessary for developing successful trust-based working relationships.

o

Insummary, takeactive stepsin establishing positive conditions for connecting with the personand building mutual respectand rapport with the
person. Remember: recognition, connection, respect, and rapport are the building blocks of a trust-based working relationship and are performed
concurrently by the practitioner when a person is entering services.
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Tips for Strengthening Practice Area:
Frontline Practice Engagement & Commitment

Desired Outcomes of Practice

ENGAGEMENT & COMMITMENT. ¢ Setvice providets are building and maintaining a trust-based working relation-
ships with the person and the person’s informal supporters to involve them in ongoing assessment, service
planning, and wellness and recovery efforts. ® Service providers are using effective outreach and ongoing engage-
ment strategies to increase and sustain the person’s participation in the service process and commitment to life
changes that support wellness and recovery, consistent with the person’s needs and preferences.

Key Concepts

Effective wellness and recovery services depend on ongoing working relationships between a person in need and the service providers who help
meet those needs. Service providers make concerted efforts to reach out to the person, engage him /her meaningfullyinallaspects of the service
process, establish and maintain a trust-based working relationship thatis consistent with the person's language and culture, coordinate efforts
with other providers and secure and sustain the person's commitment to a change process. Engagement strategies build a mutually beneficial
pattnership in decision-making and life change efforts. The person's direct, ongoing, active involvement is used in assessment, planning intetven-
tions, selecting providers, monitoring and modifying service plans, and evaluating results.

Practice approaches that support effective relationship building are:

=  DPerson-centered (organizes around the person’s goals) ® Wellness-oriented and outcome-driven (starts with the end in mind)

=  Strengths-based (builds on the person’s positive assets) ® Builds readiness for change (uses motivational interviewing strategies)
= Solution-focused (moves from problems tosolutions) ¢ Fits the person’s stages of change (starts where the personis ready)

= Need-responsive (recognizesand respondstoneeds)  * Respects the person’sidentity, culture, aspirations, and preferences

Intheabsence ofa trust-based working relationship with the service provider, the personis unlikely to reveal the undetlyingissues that explain
the dynamic circumstances causing the problem thatmustbe solved in order to achieve desired wellness and recovery outcomes.

Building Commitment to Positive Life Change. A major contribution of effective engagement is building and sustaining the person’s
commitment to personally chosenwellness and recovery outcomes and to the change process used toachieve these outcomes. Intheabsence of
the person’s commitment to life change, wellness and recovery outcomes are notlikely to be achieved.

Practice Tips

1. Remember that building a relationship with a person involves recognizing the nature of the person’s life situation and reasons for
requesting help. Listening is key to learning, empathy, respect, and trust building. Finding and overcoming any batriers to personal connec-
tions are essential. Recognition and rapport provide a foundation for building and sustaining a trust-based working relationship.

2. Useaperson-centered approach that puts the person’s voice and choice at the center of the service process. Recognize and respond to the
person’s unmet needs related to wellness, well-being, and daily functioning. Use a solution-focused approach that is future-focused, goal-
directed, and focuses on solutions, rather than on the problems that brought the person to seek help. Solution-focused practice aims to
bring about the person's desired change in the least amount of time. Strengths-based practice approach emphasizes a person's self-
determinationandidentifiesand buildsupon the person's strengths and assets to create sustainable resources for solutions.

3. Change-oriented approaches are especially useful in addressing lifestyle modification for risk reduction, disease prevention, long-term
disease ordisorder management, and addiction. Understanding a person's readiness to make change, appreciating bartiers to change, and
helpinganticipate relapse canimprove the person’s satisfaction and lower practitioner frustration during the change process. A stengths-
based, solution-focused change approach is useful in stimulating positive change and overcoming resistance.

4. Remember that engagement is an ongoing process that builds and sustains: 1) a mutually beneficial trust-based working relationship
betweenthe personand 2) a person’s commitmentto personally selected wellness and recovery outcomes and to thelife change process.
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BRI SR IOISITlilSilIilil  Practice Area: Screening, Detection,
Frontline Practice Prevention or Mitigation, Monitoring

Desired Outcomes of Practice

SCREENING, DETECTION, PREVENTION/MITIGATION, MONITORING. * Scteening detects imminent threats to
the person's health, safety, supports, or behavioral well-being upon entry and ongoing thereafter. ® Responsive
actions are provided in a timely and appropriate manner to prevent or mitigate any foreseeable harm to the
person or others around the person arising from the detected threats of harm, risks of near-term life disrup-
tions, or risks of poor well-being outcomes. ® Follow-along monitoring tracks the person’s situation to detect
and respond to any future threats to well-being.

Key Concepts

Atimelyand appropriate responseis provided fora person whois detected via screening processes or self-reportas has having a threateninglife
situation, behavioral condition, disorder, or disease for which intervention or treatmentis indicated, possibly with urgency.

Screening & Detection. Screenings are performed to identify a person who may have an undiagnosed health or behavioral condition or who
may be at high risk of developing a condition requiting treatment, and to identify any imminent threat of harm from life partners/categivers
creatingamajor breakdowninessential supports. Screeningsincludelabs to detecthealth problems aswell as screeningactivities used toidentify
safety threats, behavioral concerns, and breakdowns in essential supports. Screenings may include metabolic syndrome factors, HIV, Hep-C,
thyroid issues, depression, drug and alcohol use, suicide/homicide risks, trauma including domestic violence, and fall risk for the eldetly.
Detectioninvolvesidentification ofaspecifichealth problem, safety threat,behavioral concern, or supportbreakdown that could cause harm:

= Safety/ threats ofharmathome, wotk, orschool * Self-endangerment / threats of harm to others

= Adverse childhood expetiences / complex trauma = Intellectual or developmental disability / TBI / learning problems
* Emotional status / behavioral disorders = Drug or alcohol use

= Healthstatus / physical well-being / illness = Unstable living situation or major break-down in key supports

= Apattern of instability / trajectory of physical or emotional decline * Diseases: diabetes, COPD, obesity, hypertension, seizutes,
thyroid issues, Hep-C, HIV, other

Prevention or Mitigation and Follow-Along Monitoring. Following detection ofa threat of harm oran emergent condition, aresponseisan
action taken to averta safety threat, stop the progression of a disease, control a behavioral disorder, or to mitigate preventable injury orillness.
The response mustmatch the urgency, severity, and intensity of adetected problem, especially when the personis atimminent tisk of harm (e.g.,
sudden death viasuicide) orat high risk of a poor health outcome (e.g., a brittle diabetic adolescent who violates dietary restrictions). Prevention
strategies keep harmful things from happening. Mitigation strategies reduce risks or minimize adverse effects of something that is already
happening. Follow-along monitoringis used to track risk factors and mitigation strategies used to manage health, safety, behavioral, or support
problems in order to provide knowledge for planning next step actions.

Practice Tips

1. Anyproblem requiringa crisis intervention orurgent response is addressed in a timely, appropriate, and sufficient mannerso as to prevent
unnecessary harm, pain, loss, or hardship for the person. Each response provided is commensurate with the urgency and severity of the
presenting problem. Any response provided protects the person from preventable harm or mitigates the impact the problem would have
likely had if not treated promptly and effectively.

2. Screenings of the person ate performed upon admission and periodically thereafter. Practitioners continue to conduct screenings to detect
safety, health, and behavioral risks as well as any emergent conditions or disorders as an ongoing assessment process. Based on results of
screenings and self-reports by the person, any problems of significance (involving safety, health, or behavioral tisks or other situations that
could lead to instability or decline) are promptly detected.

3. Thenature,significance,and history ofanydetected problemare defined and reported to any other practitioners oragencies that should be
involved in providing an appropriate response to the person's need for prevention, protection, treatment, ot care.

4. Results of initial and ongoing screenings are incorporated into the ongoing Bio-Psycho-Social Assessment and Case Formulation involving

the person's situation. Any significant screening and detection results are used to develop necessary protective interventions and/or treat-
ments to keep the person safe, physically and behaviorally healthy, and functioning effectively in daily life.
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Tips for Strengthening Practice Area:
Frontline Practice Assessment & Case Formulation

Desired Outcomes of Practice

ASSESSMENT & CASE FORMULATION. * Ongoing formal and informal fact finding methods are used to develop
and update a broad-based understanding of the petson's bio-psycho-social situation, clinical history, strengths and
assets, unmet needs, life challenges, stressors, and aspirations forwellness and recovery. * An evolving clinical case
formulation (describing the person’s clinically significant distress and impairment in functioning) is used to guide
development of treatment plans informed by the person’s life stage, culture, social context, and preferences.

Key Concepts

Ongoing assessment and clinical case formulation guide the course of action designed and used over time by service providers in collaboration with
the person being served to help her/him meet wellness and recovery goals that have been selected. Assessment provides answerts to practical and
clinical questions [see the Tip Sheet on Organizing Questions]| that are used to develop a functional, working understanding for the person from
which treatment decisions are made. Based on the working understanding, a clinical case formulation is developed and updated as new understand-
ings emerge.

Assessment & Understanding. As appropriate to the person's situation, a combination of clinical, functional, and informal assessment techniques
areused to determine the strengths, needs, risks, underlyingissues, and future goals of the person. Once gathered, the informationis analyzed and
synthesized to forma functional understandingand a bio-psycho-social based clinical case formulation used in developinga course of action with
and for the person. Areas in which essential understandings are developed include:

= Earlierlife traumas, losses, and distuptions * Co-occurringlife challenges (culturalissues, mentalillness, addiction, deafness,
= Learning problems affecting school or work performance domestic violence)

= Subsistence challenges encountered in daily living = Significant physical health and/ot behavioral health concerns

= Risksofharm,abuse, neglect,intimidation, or exploitation ® Recent tragedy, trauma (including combat traumay), losses, victimization

= Traumatic braininjury and/orintellectual disabilities e Problems of attachment, bonding, self-protective boundaries in relationships
= Court-ordeted requitements/constraints/detention * Recentlife changes (e.g., new baby, job loss) requiring major adjustments

= Recentlife disruptions (e.g., eviction, banktuptcy) = Any significant screening and detection findings (health or safety risks)

= Dislocation due to natural disaster or changes in the local job market

Case Formulation and Clinical Reasoning. Understandings developed from ongoing assessments are used to create a clinical case formulation
that guides service decisions and actions. Clinical reasoning is applied in moving from understanding to action: Any compelling urgency is addressed
first. Practical solutions may precede clinical solutions in the coutse of action. Opportunities for eatly and repeated successes are identified and
pursued. A pace of action that could confuse or overwhelm the person is avoided.

Practice Tips

1. Theoutcome of assessment is a functional understanding of the person’s situation used to build a clinical case formulation that guides goal
setting and intervention planning. Assessment is a continuous learning process that includes gathering and assembly of facts, information, and
knowledge to develop a broad-based understanding of the person’s situation used to support decision making. Remember that screening data,
detection of threats to the person’s well-being, results of prevention or mitigation strategies, follow along monitoring findings, and evaluation
of results are used in the ongoing assessment process.

2. Aclinical case formulation includes a clinical history and concise summary of the bio-psycho-social factors contributing to the present concern.
It focuses on clinically significant distress and impairment in functioning expetienced by the person. The case formulation considers the combi-

nation of predisposing, precipitating, perpetuating, protective, and predictive factors contributing to the condition of concern.

3. Practical reasoning and clinical judgment are used in making a reliable assessment of factors related to a person’s disruption in daily func-
tioning or role fulfillment.

4. Functional understandings and a clinical case formulation are used to guide development of a comprehensive treatment plan, including
supportt plans where indicated, informed by the person’s life stage, culture, social context, and preferences.
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Frontline Practice

ERIER TS TSl Organizing Questions for Use in
Assessment & Case Formulation

Organizing Questions in Clinical Reasoning

Presented below is a set of basic practical and clinical reasoning ques-
tions offered for use by practitioners, clinicians, and supetvisors to guide
practical and clinical reasoning in case practice. Answers to these ques-
tions can help focus the organization of assessment information and

clinical case formulation as well as guide outcome and intervention plan-
ning. Itis not meantto be anallinclusive or exhaustive set of probes and
thought organizers to cover every possibility. There may be other impot-
tant matters in any case situation thatare notaddressed in this set of
questions. Practitioners should remain alert to those situations.

1.

People Involved: * Who are the people involved in supporting
and serving this person? * How well are they engaged, involved,
and committed to helping the person?

Expectations and Voice & Choice: * What outcomes of inter-
vention are people expecting to be achieved? * The person? ¢ The
person’s caregiver or key supporters? * The school or employer? ®
The medical provider? * The court? * Other service providers?
To what degree are the voices and choices of the person and the
person’s supportets influencing decisions ate about the person’s
needs and preferences in the service process?

Causes & Contributors of Presenting Problems: * What bio-
psycho-social factors, life circumstances, and underlying issues
explain the person’s presenting problem(s), clinically significant
distress,impairmentin functioning, and currentlyunmetneeds?

Risk Factors: ® Based on history and tendencies, what things
could go wrongin this person’s life? * What must be done to avoid
ot prevent future harm, life disruption, pain, loss, or undue hard-
ship?

Functional Strengths & Assets: * What are the person’s func-
tional strengths, aspirations for change, and life assets that can be
built up to solve the problem(s) that brought the person into
services?

Critical Unmet Needs: * What critical unmet needs would have
to be fulfilled in order for the person to get better, do better, and
stay better?

Points of Consensus & Dispute: * On what key matters do the
peopleinvolved agree at this time? * What key matters, if any, may
bein dispute by any of the persons involved? ® Whatimpact, if
any, are unresolved disputes having on decision making about
needs, risks, outcomes, intetventions, or commitments to the
change process?

Necessary Changes: * What things in the person’s life would
have to change in order for the person to achieve and maintain
adequate well-being, have essential supports for living, function
adequately in daily activities, and fulfill key life roles - as appro-
priate to life stage, capacities, and preferences?

9.

10.

11.

12.

13.

Essential Outcomes: * Whatlife conditions, when met, will
show the person’s problems are solved and critical needs are
met (e.g., achieved adequate well-being, has essential
supports for living, functions adequately in daily activities, and
fulfills key life roles)?

KeyOpportunities for Rapid Successes: * What near-
term opportunities for getting early and repeated successes
arcavailable to strategically targetintervention activities that
could alter the case trajectory? ® In what area is an early
completion of a key outcome possible? ® In what key areas is
a readiness for change evident (based on the stages of
change) in the person's present motivation? * How able is
the person/family to make choices and self-direct? * How are
such opportunities being used to advance efforts to achieve
early, positive,and sustained changes for this person?

Intervention Strategies: ® What combination and
sequence of intervention strategies are likely to bring about
desired life changes and meet the person’s wellness or
recovery goals? * How well does the pace and workload of
interventions activities fit the person’s tolerance for sched-
uling and acceptance of planned activities and ability to self-
direct? ®* How well does the current rate of intervention
activity avoid a pace and participation burden that would
overwhelm or confuse the person and reduce motivation for
ongoing participation and life change efforts?

Intervention Requirements: ¢ Who will implement the
planned intervention strategies and actions? ®* What will the
persons implementing the intervention strategies have to
know, believe, have, and do to be successful? ® Who will
train, support, and supervise theimplementers to ensure that
the required skills, knowledge, attitudes, coordination,
resources, time availability, and commitment are present and
used as planned?

Results-Based Decisions: * How will people know and
decide: * Whether interventions are being delivered and are
working as planned? ® When interventions should be
changed or stopped? ® When life-change outcomes have
been substantially achieved? * When the person’s needs are
met, key outcomes have been achieved, and intetvention
efforts can be safely and successfully reduced, transitioned, or
concluded? * How thoroughly and consistently the under-
standings gained about implementation processes and results
are being used to evaluate interventions and to adjust the
assessment, case formulation, outcomes, and interventions
used for this person?
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Tips for Strengthening Practice Area:
Frontline Practice ellness, Resiliency, Recovery Goals

Desired Outcomes of Practice

WELLNESS, RESILIENCY, RECOVERY GOALS. Planned life-change goals for the person: * Are based on under-
standings developed from current assessments and a clinical case formulation. ® Define agreed upon life
changes necessary for achieving and maintaining wellness, meeting essential needs, improving daily functioning,
gaining greaterindependence, and supporting ongoing resiliency or recovery. ® Are stated as the person’s vision
for wellness, resiliency, and/or recovety in the person’s treatment plan. ® Are measurable for tracking progress
and determining attainment of outcomes.

Key Concepts

WELLNESS, RESILIENCY, AND RECOVERY GOALS define how all involved in the service process will know that the person is getting better, doing
better and staying better in life. Planned goals and life change outcomes specify states of well-being (e.g., safety, health, or substance free life-
style), functioning (e.g., competency or capacity), or support (e.g., shelter or income) that was absent or insufficient at the time the person
entered the service system and that will be necessary for the person to gain and maintain success in life without ongoing assistance from the
service system, or when the person s ready to transition from onelevel of care orlivingarrangement to another. The creation ofa person's well-
nessand resiliency or recovery goals should be: 1) derived from currentassessments and the clinical case formulation, 2) based on collaborative
understandings of necessarylife changes,and, whereappropriate, 3) reflective of any court orders that require specificlife changes.

Defining wellness and resiliency recovery goals creates a guiding view for services (working from outcomes to actions) that should precede the
planning of intervention strategies and actions used to achieve outcomes. Having clear life outcomes enables the person and those helping the
petson to see both the next steps forward and the end-point on the hotizon -- thus, providing a clear vision of the pathway to wellness and resil-
iency ot recovery.

Practice Tips

1. Use person-centered, wellness/resiliency/recovery-oriented planning techniques to help the person identify and state what he/she expects
to gain or achieve from services. Frame expectations as life-change goals using the person’s own words. Make sure the goals created to
guide service planningare based on the person’sassessed needs, expressed aspirations fora betterlife, and socially-beneficial choices.

2. Consider the logical order in which life-change goals should be addressed. The practitioner should first plan to meet any compelling urgen-
cies requitingimmediate action to preventharm (working from urgent to strategic). After any such urgencies are addressed, focus next on
anylife-change goals related to achieving well-being (e.g., safety, health, well-being) and goals related to supports forliving (e.g.,income,
food, housing, health care). Once needs for well-being and supports forliving are being met, the focus shifts to goals related toimproving
daily functioning and to fulfilling key life roles. This progression of meeting essential needs and strategic life changes should enable the
person to achieve and maintain an adequate daily life situation and gain greaterindependence from the service system.

3. Discoveropportunities available for making early and repeated progress. Whenselecting from among near-term goals and strategies, the
practitioner should give priotity to any ready opportunities for getting eatly and repeated successes and/or any important life outcome that
could be easily and readily achieved. Early victories or rapid completions inlife change efforts canincrease satisfactionand motivation for
the person and can have the effect of changing the trajectory of the case.

4. Construct goals that are SMART: Specific, Measurable, Achievable, Relevant, and Time-bound. Clear, relevant and achievable goals help in
planning intervention strategies, in measuring of results, and in promoting the person's motivation and commitment to the change process.
Avoid pitfalls in goal setting, suchas: ® Focusing on a narrow, immediate change rather than along-term outcome; * Setting negative goals
(focusingonstoppinga bad behavior rather than focusing on the positive replacement behavior); * Focusing on too few things to solve the
main problem being addressed; ¢ Setting more goals than can be addressed at once; * Not setting an estimated completion time for the
attainment of the goal; ® Creating goals too vague to be measured or completed.

5. Usethe person’s life-change goals to guide the selection of intervention strategies used for their attainment. Identify goals for which the
involvement of other practitioners oragencies will beinvolved, in or responsible for the helping the person achieve the desired outcomes.
Use teamwork to develop consensus on goals (based on common purpose) and build unity of effort among providers in order to coordinate
and integrate services for goal attainment.
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Tips for Strengthening Practice Area: Teamwork/
Frontline Practice Common Purpose & Unity of Effort

Desired Outcomes of Practice

TEAMWORK/COMMON PURPOSE & UNITY OF EFFORT. ¢ Using a petson-centered decision making process, the
person’s setvice providers and suppotters are building and sustaining: ® Common purpose by planning wellness/
recovery goals and strategies with and for the person. ® Unity of effort in service delivery by coordinating actions of
the service providers and integrating services across providers, settings, time, and funding sources.

Key Concepts

Person-centered, resiliency- or recovery-oriented practices and self-directed care principles put the person’s needs, aspirations, and choices at the
center of the service provision efforts. A team-based, shared decision-making process helps the person create a vision for a better life based on
aspirations for well- being, supports for living, and improved daily functioning and role fulfillment. Informal supporters and service providers join
withthe persontodefine wellness and recovery goals tobe achieved along with related strategies for provision of supportsand services. Because
the efforts of many may be involved in helping the person, achieving common purpose and unity of effort are essential for success, and will create
the “glue” that holds things together in practice for the benefit of the person receiving services.

Common Purpose. Common purpose is created when the person and service providers involved agree upon and commit to clear goals and a
related course of action. An ongoing, person-centeted/resiliency- ot recovery-otiented, team-based, shated decision-making process may be used
to achieve and maintain a CONSENSUS and COMMITMENT to a set of well-planned goals and related strategies which are essential for building
common purpose.

Unity of Effort. Unity of effortis based on: (1) A common undetstanding of the person's situation; (2) A common vision for a better life; (3)
Coordination of efforts to ensure coherency and continuity; (4) Common measures of progress and ability to change course, if necessary. Unity of
effort is achieved and maintained via ongoing teamwork, coordination of actions among the person, providers and supporters, and integration of
services across providers, settings, funding sources, and points in time.

Practice Tips

1. Remember that effective TEAMWORK and SERVICE COORDINATION help build common purpose and unity of effort in frontline practice.
Effective teamwork involves having the right people working together with and for the person being served. The team should have the tech-
nicaland cultural competence, the knowledge of the person, the authority to act on behalf of funding agencies and to commit resources, and the
ability to flexibly assemble supports and resources in response to specific needs. Members of the team should have the time available to fulfill
commitments made to the person.

2. The team assists in conducting person-centered planning activities and in providing assistance, suppott, and intetventions after plans are made in
order to meetimportant goals. Working together, team members support the person inidentifying needs, setting goals, and planning strategies
with related services that will enable the person and family to meet those goals. Effective, ongoing, collaborative problem solving is a key indicator
of effective team functioning.

3. Leadetship and coordination are necessary to: (1) form a person-centered team and facilitate teamwork; (2) plan, implement, monitor, modify, and
evaluate services provided; (3) integrate strategies, activities, resources, and interventions agreed upon by the team; (4) measure and share results
in order to change strategies that do not work and to determine progress; and (5) ensure a unified process involving a shared decision-making
approach. Whileleadingand coordinating maybeappropriately discharged bya variety of team members, itis most effectivelyaccomplished bya
designated leader (e.g., a care coordinator) who prepares team members, convenes and organizes meetings, facilitates team decision-making
processes, and follows up on commitments made. Individual(s) filling these roles should have strong facilitation skills, authority to act, and, as
appropriate to role, clinical skills in assessing, planning, monitoring, and evaluation. Ina case where several agencies and providers are involved,
negotiation may be necessary to achieve and sustain a coordinated and effective service process. Leadership and coordination responsibilities can
be shared with an empowered and capable service recipient in order to increase self-direction of care.

3. Team functioning and decision-making processes should be consistent with principles of person-centered care, resiliency- or recovery-oriented
practice and, where possible self-directed care. Evidence of effective team functioning over time is demonstrated by the quality of relationships
built, the commitments fulfilled, resultsachieved, the unity of effort shownbyallmembers of the team, the focus and proper fit of servicesassem-
bled for the person, the dependability of service system performance, and the connectedness of the person to critical resources necessaty for
achieving important lifegoals.
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BRI ER TN (SilegdsSithelid Practice Area: Planning Intervention
Frontline Practice Strategies, Supports & Services

Desired Outcomes of Practice

PLANNING. * Meaningful, measutable, and achieveable wellness/resiliency/recovery goals for the person are
supported with well-reasoned, agreed-upon strategies, supports, and services planned for their attainment.

Key Concepts

Interventions consist of a combination and sequence of planned strategies, supports, and services which guide implementation toward life
changes for a person leading to the attainment of wellness and recovery goals identified by the person and team. Intervention planning is an
ongoing process throughout the life of the case, and planned interventions should be consistent with the petson's aspirations for a bettet life.

Practice Tips

Planned intervention strategies, suppotts, and setvices related to a person's wellness and recovery goals may be developed in one or more the
following areas where co-occurring needs are identified.

1. Physical Wellness - focuses on planning for achieving and maintaining the person's best attainable health status by managing any health
concetns. The person may need assistance to access setvices necessary to manage chronic health conditions (e.g., seizures, COPD, diabetes,
obesity, hypertension, thyroid issues, Hep-C, HIV/ AIDS, etc.) that requite involvement of practitioners from primary health care and other
health care specialties.

2. Mental Health Resiliency or Recovery - focuses on reducing and managing psychiatric symptoms that impair daily functioning. Use of
psychiatric medication in combination with counseling and supportive services are common intetvention strategies used to reduce symptoms

and build coping skills.

3. Addiction Recovery - addresses vatious aspects of substance use, relapse prevention and addiction recovery. Careful identification of co-
occutringissues is essential for effective planning.

4. TraumaRecovery-addressesthelingeringadverse effects of complex trauma. Traumarecovery mayinvolve processing trauma-related memo-
ries and feelings, discharging pent-up “fight-or-flight” energy, learning how to regulate strong emotions via new coping skills, and rebuilding the
ability to trust other people. Trauma recovery is a process that may involve safety planning, cognitive behavioral strategies, social supports, and
medication.

5. Safety from Harm - applies to planning strategies for keeping persons safe, including no contact orders, and safety plans, crisis responses,
and/ ot safety supports. A behavioral crisis is one in which the person presents behaviors that put himself or others at risk of harm. Ahealth crisis
is one in which a chronic health condition suddenly becomes acute, putting the person’s life at risk unless immediate medical care is provided.
Asafetycrisisisasituationin which another person throughintentionand action orinaction puts the focus person at tisk of harm, injury, or
death.

6. Income & Basic Necessities -includes strategies for work, earned income, securing and managing benefits, obtaining housing, food stamps,
housing, income maintenance, health care, medicine, or child care. Securing such supports, when they are lacking, may be necessary for the
person’s well-being, daily living, and for some adults, maintaining family functioning.

7. Functional Life Skills Development - involves skill-specific training and direct support to acquire, apply, and sustain functional life skills in
dailyliving situations. Functional life skills include such elements as activities of daily living (ADLs), managing health issues and medication, and
managingbehavioralissues via effective coping skills. Functional skills are needed for successful everyday livingand fulfillingimportantlife roles,
such as parenting dependent children or adults in the person's care.

8. Education or Work - includes education, career development, volunteering as a productive activity, and work, either competitive or

supported.

9.  Community Integration - or most adults, recovery includes regaining degrees of community integration, which involves making decisions
about choice of social supports and life activities. Experiencing life activities in mainstream settings outside of an institution or provider agency
thatinvolve having interactions with non- disabled persons who are engaged in the same activities may be an important part of the plan (e.g,,
attending a ball game, eating in a cafe, riding a public bus, voting in an election).
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BRLER Uil Practice Area: Implementing
3@l B seluald Il  Strategies, Supports & Services

Desired Outcomes of Practice

IMPLEMENTING. Planned strategies, supports, and services are delivered in a manner sufficient to help the person
make adequate progress toward meeting planned goals. ® The combination of supports and services fits the
person's situation so as to maximize benefits and minimize any conflicting strategies or inconveniences.

Key Concepts

Implementation provides for the timely, competent,and consistent delivery of planned interventions (strategies, supports, services) in ways thatare consistent
with the goals set by and for the person, convenient for the person and family, and sufficient in power and effectiveness to bring about the life changes that
lead to goal attainment. Implementation follows and flows from the strategies, supports, and services specified in person’s treatment and support plans.

Practice Tips
Implementation of intervention strategies, supports, and services may be occur in one or more the following areas.

1. Physical Wellness - focuses on achieving and maintaining the person’s best attainable health status. This includes managing any health concerns by
helping the personaccess services necessary to manage chronic health conditions (e.g,, seizures, COPD, diabetes, obesity, thyroid issues, hypertension,
Hep-C,HIV/AIDS, etc.) that require involvement of practitioners from primary health care and other health care specialties in the ongoingmonitoring
and coordination of multiple treatment modalities for the person. Strategies in this area involve not only the health care practitioners but also those
supportive persons (e.g., the petson, caregiver, health educator, care coordinator, and/or community support worker) having importantroles in health
education, transportation, medication administration, and meeting other daily health maintenance requirements.

2. Mental Health Resiliency or Recovery - focuses on reducing and managing psychiattic symptoms that impair daily functioning. Use of psychi-
atric medication in combination with counseling and supportive services may be interventions used to reduce symptoms and build coping skills.

3. Addiction Recovery - addresses various aspects of substance use dependence treatment, relapse prevention, and addiction recovery. Anadulthaving
a co-occurring disorder (deptession and opiate addiction) could have several strategies used for achieving and maintaining sobtiety and reduction in
symptoms of depression. Use of psychiatric medications to treat depression and Suboxone to treat opiate addiction are common dualintervention strat-
egies to achieve key outcomes for sobriety and mood stability.

4. Trauma Recovery-addresses thelingeringadverse effects of complex trauma. Trauma recovery mayinvolve processing trauma-related memories and
feelings, discharging pent-up “fight-or-flight” energy, learninghow to regulate strong emotions, and rebuilding the ability to trust other people. Trauma
recoveryisaprocess thatmayinvolve safety planning, cognitive behavioral strategies, social supports,and medication.

5. Safety from Harm - applies to strategies for keeping persons safe, including no contact orders, and safety plans, crisis responses, and/ or safety
supports. A behavioral crisis is one in which the person presents behaviors that put himself or others at risk of harm. A health crisis is one in which a
chronic health condition suddenly becomes acute, putting the person’s life at risk unless immediate medical care is provided. A safety crisis is a situation
inwhich another person through intention and action or inaction puts the focus person at risk of injury or death.

6.  Income & Basic Necessities-includesstrategies forwork, earned income, securingand managingbenefits, obtaininghousing, food stamps, housing,
income maintenance, health care, medicine, or child care. Securing such supports, when they are lacking, may be necessary for the person’s well-being,
daily living, and for some adults, maintaining family functioning.

7. Functional Life Skills Development - involves skill-specific training and direct support to acquire, apply, and sustain functional life skills in daily
living situations. Functional life skills include activities of daily living (ADLs). Functional skills are needed for successful everyday living and fulfilling
important life roles, such as parenting dependent children or adults in the person’s care.

8. Education or Work-includes education, career development, volunteering as a productive activity, and work, either competitive or supported.
9. Community Integration - for some adults, recovery includes regaining degrees of community integration. Community integration involves making
decisions about choice of life activities and experiencing life activities in mainstream settings as do otheradults who do not have disabilities. Aspects of

community integration include engaging in normal life activities outside of aninstitution or provider agency that involve having interactions with non-
disabled persons who are engagedin the sameactivities (e.g.,attending a ball game, eatingina cafe, ridinga public bus, votinginan election).
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BRLTR ORI d Sl  Practice Area:Situation Tracking,
Frontline Practice Plan Adjustment, Transitioning

Desired Outcomes of Practice

SITUATION TRACKING, PLAN ADJUSTMENT, TRANSITIONING. * Situational awareness is sustained by tracking
the person'slife situation, changing circumstances, service process, progress, and goal attainment. ® Plans are kept
relevant and effective by identifying and resolving service problems, overcoming barriers, and replacing failed strat-

egies. ® Seamless and successful transitions are achieved by ensuring continuity of care across settings and
providers as well as supporting the person's successful post-changelife adjustmentsin anew setting ot situation.

Key Concepts

Sustaining Situational Awareness. Ongoing situational tracking is used to: 1) monitor the person's status, service process, and progress; 2) identify emer-
gent needs and problems; and 3) plan adjustments in services to keep strategies relevant and effective. Measuring progress toward wellness/recovery goals is
anessential partoftrackingandisaccomplished by tracking the direction and pace oflife changes made and proximity to the attainment of goals.

Keeping Plans Relevant and Effective. Effective tracking and adjustment build results-based accountability into case practice. Intervention strategies,
supports, and/or services are tracked and ate modified when goals are met, strategies are determined to be ineffective, new preferences or dissatisfactions
with existing strategies or setvices ate exptessed, and/or new needs or citcumstances arise. Working together, the care cootdinator, team members, and the
person play a central role in tracking and adjusting intetvention strategies, services, and suppotts by applying knowledge gained through ongoing assess-
ments, monitoring, and periodic evaluations.

Achieving Successful Transitions & Continuity of Care. The term care fransition refers to movement of a person between care locations,
providers, or differentlevels of care within the samelocation as the person's condition and care needs change and is a subpart of the broader concept of
care coordination. Care coordination involves numerous providers who are dependent upon each other to carry out disparate activities in a person's care.
In order to accomplish this in a coordinated way, each provider needs adequate knowledge about theitr own and others' roles and available resources, and
relieson exchange ofinformationin order togain thisknowledge. Aneffective dischargeand care transition ensures the personand caregiverareable to
understandanduseessentialhealthinformation they have beengivenandareable tomoveseamlessly from one service setting or provider toanother. It
requires the carefully planned transfer of clinical responsibility with the information needed to discharge that responsibility safely and effectively. The
process requires: 1) essential clinical information at transition or discharge, 2) the opportunity to ask questions, 3) a seamless clinical envelope with a
responsible clinician (“a seamless clinical envelope” means that the personis always enclosed inand surrounded by the care system, there are nolapses
in care, and atall times in the transition there is an identifiable knowledgeable available clinician who is responsible for managing the person's clinical
issues), 4) and logistical and management support for person and caregiver with the person's status and well-being being monitored across life adjust-
ments throughout the transition process. Care and supportare provided during the change process to ensure the person is managing the stress of the
change, is stable and is functioning successfully in the new setting with adequate supports provided for ongoing success.

Practice Tips

1. Sustaining Situational Awareness. Maintaining adequate awateness and understanding of the person's status, service process, and progress
are essential for effective care coordination. The identified care coordinator has alead responsibility for sustaining situational awareness
while working collaboratively with the person and others involved in the person's care. Tracking progress is accomplished by: * Monitoring
the person's status, service process, and progtess and by @ Identifying emergent needs and problems.

2. Keeping Plans Relevant. Building upon situational awareness, the care coordinator or case manager and clinician have lead responsibilities
forworking collaboratively with the person and his /her team to update assessments, advance the clinical case formulation, modify goals,
and refine risk management and intervention plans for provision of supports and services. Keeping plans relevant is accomplished by: ®
Facilitating team decision-makingabout nextstep actionsand by * Planning adjustmentsinstrategies, supports,and services tokeep plans
relevant and effective.

3. Achieving Successful Transitions and Continuity of Care. The person's cate coordinatot, clinician, and care team play a central role in plan-
ning and facilitating transition activities (including those involving discharge from one place of care and movement to another) to ensure
continuity of care duringa seamless transition toand successfullifeadjustmentinadifferentcarelocation. Thelead clinician and care coor-
dinator: ® Provide essential clinical information at discharge and during the transition process; * Answer questions posed by the person or
caregiver; * Provide wraparound care and support to prevent any lapses or breakdowns in care during and after the transition; ® Provide
logistical and management support for the person and caregiver during the transition; * Provide follow-along support after the transition to
ensure that the person has continuity of care and achieves a successful life adjustment with sufficient ongoing supports to maintain well-
being and achieve planned goals.
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Tips for Strengthening Clinical Technique:
Frontline Practice Solution Focused Brief Therapy

Desired Outcomes of Practice

SOLUTION FOCUSED BRIEF THERAPY: « The person's concerns and reasons for requesting help are clarified. ¢
The person's aspirations and vision for a preferred future are identified. ® The person develops and demon-
strates motivation and confidence in finding solutions. * The person's strengths and past successes are used to
build solutions. ® The person is taking small steps in the right direction toward a preferred future.

Key Concepts

Solution Focused Brief Therapy (SFBT) is a recognized evidence-based practice that focuses on a person's strengths and previous successes
rather than failings and problems and is provided via conversations that stimulate and support positive life change for a person receiving services.
These conversations are centered on the person's concerns; who and what are important to the person; a vision of a preferred future; the
person's exceptions, strengths, and resources related to the vision; scaling of the person's motivation level and confidence in finding solutions;
and, ongoingscaling of the person's progtess toward reaching the desired futute. The goalis helpinga person rapidly find asolution toa his/her
identified and resolvable life problem.

Basic concepts of SFBT are:

= Itis focused on the person's desired future, not the past.

= The person and provider create solutions based on what has worked in the past.

= Itassumes thatsolution behaviors already existand encourages the person to increase the frequency of these useful behaviors.
= It places responsibility for change on the person.

= Itasserts that small steps in the right direction lead to larger changes.

Solution-Focused Questions

Solution-focused questions about the topics of conversation are used to connect toand build on the concerns and aspirations expressed by the
person. Examples of solution-focused questions include:

= Given theissue or problems you are faced with, what are you hoping we can achieve together?

= How would you like your life to change in regard to the issues we have been discussing?

= Are there things you have tried already to solve this problem?

= Whatare some things you have already accomplished that you are pleased with?

= What types of support do you have from family/community/resoutces?

= What personal traits, skills, and talents have helped you in the past?

= What personal qualities are helping you get through these difficult times right now?

= Howisityou found the strength and wisdom to come here for help?

* Whatdoyousupposeyoudoorhavedonesothatthe problemisn'tanyworse?

= What have you tried in the past when confronted with these types of problems?

= Would this type of solution help with your situation now?

* Whenyouhaveachieved yourgoal, whatare some things youwillexperience thatwillletyouknow thatyour goal has beenaccomplished?
= Ifyourproblemsuddenlywentaway, whatwouldbe the firstthingyouwould noticeaboutyourself (howwould be feeling, thinking, doing)?

= How would those around you know that this big change had occurred?
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Tips for Strengthening Clinical Technique:
Frontline Practice Motivational Interviewing

Desired Outcomes of Practice

MOTIVATIONAL INTERVIEWING: ¢ The person is assisted to become increasingly aware of the potential problems
caused, consequences experienced, and risks faced as a result of a particular behaviort, is eventually able to envision a
better future and becomes increasingly motivated to achieve it.

Key Concepts: Motivational Interviewing

Motivational interviewing is a practice that achieves success by facilitating and engaging intrinsic motivation within the person in order to change
behavior. Motivational interviewing is a person-centered style of engagement for eliciting behavior change by helping a person to explore and
resolve ambivalence about the desired change. It is non-judgmental, non-confrontational, non-adversarial and is based upon the concept of risk-
reduction. Motivational interviewing recognizes and accepts the fact that persons who need to make behavior changes enter counseling at
different levels of awareness and readiness to change.

Inorderforapractitioner to be successful at motivational interviewing, five basic skills will be necessary: 1) The ability to establisha therapeutic
relationship through genuine empathy, warmth and respectful treatment. 2) The capacity for reflective listening. 3) The ability to ask open-ended
questions.4) Theability to provide affirmations. 5) The ability to periodically provide clarifying summary statements to the person.

The motivational practice attempts to inctease the person's awareness of the potential problems caused, consequences expetienced, and risks
faced asaresultof the behaviorin question as well as helping the person to envision what might be gained through change.

The four general principles are:

1. Express Empathy. Empathy involves seeing the wotld through the person's eyes and sharing in the petson's experiences. The practitioner's
accurate understanding of the person's expetience, which is demonstrated by reflective comments and summary understanding sta tements,
can encourage change.

2. Develop Discrepancy. Practitioners help persons appreciate the value of change by exploring the discrepancy between how the person
wants his or herlife tobe versus howitis currently (or between their deeply-held values and their day-to-day behavior). Practitioners assist the
petson to explore and resolve her/his ambivalence as well as gtieving the need to change.

3. Rollwith Resistance. The practitioner does not fight a person's resistance, but "rolls with it." Statements demonstrating tesistance are not
challenged because they ate an indicator that the practitioner has “lost” the person. Instead the practitioner uses the person's "momentum" to
refocusand further explore his orherviews. The practitioner may need to apologize and repair the relationshipifhe /she has been “lecturing”
the person. Using this approach, resistance tends to be decreased rather than increased, as persons are reassured that they are in charge of
their own lives. Motivational intetviewing encourages persons to develop their own solutions to the problems that they themselves have

defined with the practitioner functioning as a partner in the process as both of them look toward the goal together.

4. Support Self-Efficacy. The practitioner explicitly embraces the person's autonomy (even when persons choose to not change) and helps the
person move toward change successfully and with confidence. As persons are held responsible for choosing and cattying out actions to
change, practitioners focus their efforts on helping people stay motivated, and supporting their sense of self-efficacy by celebrating small steps

and any effort toward change.

Key Points on Motivational Interviewing are:

= Motivation to change is elicited from the person and is notimposed from outside forces.

The practitionet's job is to help the person discover his/her own path.

= Direct persuasion is not an effective method for resolving ambivalence.

The practitioner is generally quiet and elicits information from the person who does most of the talking.
® The practitioner helps the person to examine and resolve ambivalence and to grieve the need to change.

= The therapeutic relationship is viewed as a partnership.
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Appendix K: Interdisciplinary Teaming in Behavioral Healthcare

Interdisciplinary Teaming in Behavioral Healthcare

Definition of Teaming

Teaming is an ongoing group-based process used for case-level learning, reasoning, and decision
making. In teaming, appropriate people join together to help achieve agreed upon wellness and

recovery goals for a person receiving services.

The Six-Cs of Teaming

Teaming involves ongoing group-based processes that build and sustain: [The Six-Cs of Teaming]

e Communication — ongoing exchange of essential information among team members
(supporting an individual receiving services) that is necessary for achieving and maintaining
situational awareness in case practice.

e Coordination —organization of information, strategies, resources, and participants into
complex arrangements enabling team members to: work together, identify a person’s needs
and goals, select strategies for a course of action, assign responsibilities for action, contribute
and manage resources, and track and adjust strategies and supports to achieve goals.

e Collaboration — operation of shared decision-making processes used to identify needs, set
goals, formulate courses of action, implement supports and services, evaluate results.

e Consensus — negotiated agreements necessary for achieving common purpose and unity of
effort among members of a person’s team.

o Commitment — promises made by members of a person’s team to help achieve a set of goals,
related courses of action, and resources supplied by members to the same.

e  Contribution — provision of time, funds, or other resources committed by the person and
members of the person’s team necessary to support ongoing teaming and to implement the
course of action agreed to by the person and person’s team members.

These six elements of teaming may be performed by using a variety of media [with the person’s
knowledge and consent]; e.g., texting members to update them on an emergent event; using email
communications to ask or answer questions; sharing assessments, plans, and reports; conducting
conference calls via telephone; using skype conferences; and, conducting face-to-face meetings with

the person present when key decisions are made.
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Core Concepts of Teaming

Shared Decision-Making.

Person-centered, wellness- and recovery-oriented practices, and self-directed care principles put the
person’s needs, aspirations, and choices at the center of service provision efforts. A team-driven,
shared decision-making process helps the person create a vision for a better life based on aspirations
for well-being, supports for living, improved daily functioning, and role fulfillment. Informal
supporters and service providers join with the person to define wellness and recovery goals to be
achieved along with related strategies for provision of supports and services. Because the efforts of
many participants may be applied in helping the person, achieving common purpose and unity of effort
are essential for success, creating the organizational glue that holds things together in practice for the

benefit of the person receiving services. Teaming is most useful in complex case-practice situations.

Common Purpose.

Common purpose is created when the person and service providers involved agree upon and commit
to clear goals and plan a related course of action supported with resources necessary for effective
implementation. An ongoing, person-centered, shared decision-making process may be used to
achieve consensus and maintain commitment to a set of well-planned goals and related strategies

based on a strong sense of common purpose that drives the planned course of action.

Unity of Effort.
Unity of effort is based on achieving and maintaining:

. A common understanding of the person's situation;

. A common vision for a better life experienced by the person served;

. Coordination of efforts to ensure coherency and continuity;

. Common measures of progress and ability to change course as necessary.

Unity of effort is achieved and maintained via ongoing teamwork, coordination of actions among

participants, and integration of services across providers, settings, funding sources, and points in time.
Teaming is a Central Practice Function

Core practice functions are essential processes used in case practice to identify problems and unmet
needs, to plan strategies and services used to solve complex problems and meet needs, and to ensure

effective delivery of strategies and services in order to get desired results. The practice wheel shown

below illustrates a combination and sequence of processes used in effective case practice to plan and
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provide need-responsive services. [A separate tip sheet booklet explains the practice wheel functions

shown below.]

Practice Wheel: Functions in Integrated Care Practice

1. Recognition,
Connection,

/ Rapport \

9. Situation Tracking,
Plan Adjustments,

Transitions/Discharges

[

8. Implementing
Interventions,
Supports & Services

\

7. Planning Person-
Centered Interventions,

Supports & Services

3. Person-
Centered Care,

2. Engagement &
Commitment to

Change Process

\

4. Screening,

-€—p| Detection, Prevention/

Mitigation, Monitoring

/

5. Physical Exam, Bio-
Psy-Soc Assessment,

Case Formulation

6. Person-Centered
Wellness & Recovery
Goals

Practice Functions May Occur Interactively, Concurrently, and Progressivel

Core practice functions include engagement, assessment and case formulation, planning goals and
strategies, implementation, tracking, adjustment, and teaming. Teaming (see function 3 in the display
above) provides the central learning, decision-making, and service integrating elements that weave all
of practice functions together into a coherent effort for helping a person served meet needs and

achieve life goals. Teaming and care coordination are logically interrelated elements.

Considerations for Teaming

Teaming Supports Shared Decision Making.

Fast moving case-level service situations in behavioral healthcare require people who know how to
team, people who have the skills and flexibility to act in moments of potential collaboration when and
where they appear. They must have the ability and authority to act quickly, move on, and be ready for
the next such moments. Teaming relies upon old-fashioned teamwork skills such as recognizing
opportunities, clarifying interdependence, building trust, and figuring out how to communicate,
coordinate, and collaborate in case practice situations. There may be little time to build a foundation
of familiarity through the careful sharing of personal history and prior experience or the development
of shared practice experiences through working together. Instead, people must develop and use new

capabilities for sharing crucial knowledge quickly. They learn to ask questions clearly, quickly, and
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frequently. They act on what they learn. They make adjustments through which different skills and

knowledge are woven together into timely strategies, supports, and services for the people they serve.

Teaming is an Engine for Case-Level Learning and Action.

Teaming is an engine of case-level learning and action in providing social and behavioral health
services to persons having complex needs. Teaming and collaboration refer to the abilities to
cooperate as a member of a successful action-focused group, to interact smoothly with others
involved, to share information effectively, and to work together with one or more people to achieve a
goal. Effective teams are those with clear goals, well-designed tasks that are conducive to teamwork,
team members with the right skills and experiences for the task, adequate resources and time to get the

job done, and access to any needed coaching and technical support.

Teaming is a Process, Not an Event.

Teaming is an ongoing problem-solving process, not a discrete event - such as holding a meeting. It is
teamwork on the fly. Teaming is a dynamic activity, not a static group or structure. It is largely
determined by the mindset and practices of teamwork. Teaming involves coordinating and
collaborating without a prescribed or rigid team structure that would become burdensome or self-

limiting over time.

Teaming Should Be Person-Centered.

From a “person-centered” point of view, case-level teaming happens only when the person whose
needs and services are being discussed is actually present at the team meeting. Any meeting at which

the person is absent when their needs and services are discussed is an agency staffing.

Team Formation: Effective Teaming Requires the Right People.

Effective case-level teamwork involves having the right people working together with and for the
person being served. The team should have the technical and cultural competence, the knowledge of
the person, the authority to act on behalf of funding agencies necessary to commit resources, and the
ability to flexibly assemble supports and resources in response to specific needs. Members of the team

should have the time available to fulfill commitments made to the person.

Team Functioning: Effective Teaming Supports Ongoing Collaborative Problem Solving.

Successful collaborative problem solving is a key indicator of effective team functioning. Teaming is
used for:
e Understanding a person’s situation (€.g., unmet needs, urgent problems, aspirations, life
goals, support system) and what would have to change in order for the person to get better, do
better, and stay better;
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e Planning a course of action (i.e., strategies, supports, and services) for meeting the person’s
needs and goals;
e Solving complex problems encountered that may thwart life-change efforts and,
o Determining when needs are met, goals are achieved, and when services should be changed or
concluded.
Team functioning is evaluated on the basis of the actual results achieved, rather than evaluated based

on the good intentions of those involved or compliance with funding requirements.

Team Coordination: Effective Teaming Requires Leadership.

Leadership and coordination are necessary to:

e Form and convene a person-centered team and facilitate teamwork for a person receiving

services;

e Plan, implement, monitor, modify, and evaluate services provided;

o Integrate strategies, activities, resources, and interventions agreed upon by the team;

e Measure and share results to determine progress and change strategies that do not work;

e Ensure a unified process involving a shared decision-making approach.
While leading and coordinating may be appropriately discharged by a variety of team members, it is
most effectively accomplished by a designated and qualified leader (e.g., a care coordinator) who
prepares team members, convenes and organizes meetings, facilitates team decision-making
processes, and follows up on commitments made. Individual(s) filling these roles should have strong
facilitation and negotiation skills, authority to convene teams and act on team decisions, and, as
appropriate to role, clinical skills in assessing, planning, monitoring, and evaluation. In a case where
several agencies and providers are involved, use of negotiation skills may be necessary to achieve and
sustain a coordinated and effective service process. Leadership and coordination responsibilities can

be shared with an empowered and capable service recipient in order to increase self-direction of care.

Effective Team Meetings Require Preparation, Facilitation, and Follow-Up.

Preparation: A team meeting may be used when making decisions that could alter a person’s life or
make a major change in service arrangements. Basic considerations for team meeting preparation
include making sure that the:

1. Person and other participants understand the purposes of the meeting and the issues to be
addressed sufficiently prior to the meeting to allow time for participants to organize thoughts
and materials necessary.

2. Participants are ready, able, and available for team participation.

3. The right people are invited to the meeting:

a. People necessary for the major decisions to be made.
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b. People invited by the person for their own support.
c. People invited by the agency for service provision.
4. Participants know the purpose of the meeting and how to contribute in a positive way:

a. Come prepared and ready for decision making.

b. Speak to their concerns in constructive ways.

c. Listen with respect to others’ concerns.

d. Recognize and build on the person’s strengths and needs.
e. Share information, ideas, and resources.

f.  Keep personal and confidential information private.
5. Participants know what to bring to be prepared as well as when and where to meet.
6. Logistical arrangements are made:
a. Meeting place and time should be mutually convenient for the person and other
participants.
b. Meeting place should be conducive for private and confidential conversations.
c. Refreshments and restrooms should be available for participant comfort.
d. The agenda should include the person’s statement to begin or end the meeting.
7. The facilitator is prepared to accomplish the primary purposes of the meeting.
8. The facilitator and agency staff are prepared to follow-up on decisions made and on next step
plans.
Making important decisions and the related next step plans for implementing those decisions should

be the basis for a team meeting agenda.

Facilitation. Team meetings are facilitated by a person who has completed an approved meeting
facilitator training program and who is competent to facilitate meetings that focus on wellness and
recovery. Any relevant cultural issues of the person are recognized and accommodated before, during,
and after the meeting. A qualified facilitator:

1. Convenes the meeting, defines the goals and ground rules of the meeting, introduces
participants and their roles, defines decisions to be made and the possible range of actions to
follow the decisions.

2. Uses consensus-building decision-making techniques, handles any conflict as it surfaces,
selects appropriate idea-building processes, solicits all view-points, clarifies options,
refocuses as necessary to stay on task and on time, monitors and manages the flow of
discussion to ensure that all are heard and no one dominates, brings discussions to closure
with decisions made, and moves on to next steps, assignments, and commitments. This is
done by:

a. Sharing inspiring visions to guide decisions and plans.

b. Focusing on results, processes, and relationships.
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Designing pathways to action for realizing opportunities, building capacities, and
solving problems.

Seeking maximum, appropriate involvement in decisions.

Facilitating the group to build agreements and meet challenges. [What could go
wrong with this plan?]

Coaching others to do their best.

Confronting problems honestly and respectfully.

Managing power and control issues that arise.

Balancing person-centered practice with any court-ordered requirements.

Celebrating successes and accomplishments.

3. Builds an understanding of assessment results, the person’s aspirations and challenges, court

requirements, and programmatic or funding requirements:

a.

The person’s story, strengths and needs, risks, barriers to change, and desires to
improve.

Requirements for behavior change by external sources -- the court, school, or family.
Changes the person must make plus their potential, motivation, and progress as it is

being made (prognosis).

4. Summarizes decisions, clarifies goals, and secures commitments.

5. Sets goals for change, selects change strategies, plans interventions and support with the

person and the person’s supporters.

6. Secures commitments from participants for plans made.

Service Planning and Follow-Up. Case-level team meetings serve as vehicle for service planning,

coordination, communication, and accountability. The person’s team develops, monitors, and

evaluates an individualized, strengths-based, needs-driven service plan that responds to the person’s

strengths, needs, goals, and preferences identified in the assessment. Via the planning process, the

team may help the person develop and use a network of informal supports that can help sustain the

person over time. The person’s team develops, monitors, and evaluates any individualized child

service plans for a child or youth with special needs.

Challenges that May Thwart or Disrupt Effective Teaming

A powerful and continuing set of factors presently operate in state services that effectively prevent or

discourage effective teaming. Among these factors are:

e Service siloes (i.e., programmatic structures) created by state and provider agencies that lack

boundary-spanning authority for use of cross-agency service coordinators to support teaming

for persons receiving services from multiple programs and funding sources;
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e Funding constraints that limit reimbursements for team member participation;

e Need for qualified team facilitators having the skills necessary for effective team preparation,
facilitation, and follow-up;

e Care coordinators lacking the authority to convene and facilitate teams as well as lack of
sufficient time to facilitate teaming activities due to excessive caseload assigned.

e Lack of role definitions (concerning who does and pays what) and support for team members
from multiple agencies serving the same person.

e Concerns about personal, professional, and agency liability for shared information and group-
based decisions in a litigious service environment.

o Differences in organizational cultures and languages used in multi-disciplinary settings and
teaming situations may lead to confusion and conflict in teaming situations.

e Perceived power differentials between potential team members (e.g., physician, community
support coordinator, peer support provider) and their time availabilities for teaming processes
seen as disruptive to teaming.

These are persistent factors that undermine local agency efforts to provide effective teaming for

persons having complex service needs.
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Appendix L: Practice Standards for Family Teaming

Practice Standards for Family Team Meetings

Minimum Standards for Family Team Decision Making

Introduction

Family Team Decision Making (FTDM) is both a philosophy and practice strategy for delivering
child welfare services. The Department of Human Services [DHS] child welfare focus is on
serving families with children at serious risk of harm from abuse and neglect. Building teams at
the time of crisis to support families where there is a risk of serious harm to the child has been
identified as a means to address the factors that threaten the child’s safety, establish permanency
for the child, and promote well being — central expectations in the provision of child welfare

services.

FTDM can be used to enhance the core casework functions of family engagement, assessment,
service planning, monitoring and coordination. When properly applied, FTDM supports a trust-
based relationship, facilitates family engagement, and sustains the family’s interest and
involvement in a change process. Within the context of practice, family team meetings allow for
regular monitoring of the case plan, ongoing evaluation of what is working and what is not

working so that intervention strategies can be changed or modified as circumstances change.

FTDM promotes unity of effort and provides an opportunity for all helping professionals to
develop a shared understanding of the family’s situation — which are critical elements in attaining
positive results. FTDM should be a proportional response to the needs of the child and family
that is coordinated across systems involved with the family. DHS should join with other
professionals in the community who may already be conducting good family meetings.

In order to achieve positive results associated with Family Team Decision Making, DHS is
developing this set of standards to be used for Family Team Decision Making. Implementation
will phase in this practice with a segment of cases with the goal of offering every family the

opportunity to participate in family team decision-making. lowa has developed policy that
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Practice Standards for Family Team Meetings

allows flexibility in the practice of family team decision-making. As a result, a rich variety of

family team meeting models are being utilized.

Both the Better Results for Kids redesign and the CFSR PIP place an emphasis on family team

meetings as a critical practice change strategy.

Context for Family Team Meetings

It is important to recognize that FTDM is not a linear process of engagement, assessment,

planning, and implementation. Rather it is a cyclical and dynamic process, which should grow

and change over the life of a case. The following graphic defines typical case activities that are

expected components of front-line practice.

Core Functions in Child & Family Practice

Every function in this “spinning wheel” requires use of strategy & technique for effect

Find Child & Family in
Need => ENTRY

Adapt Delivered Services
Through On-going
Assessment and Planning

Monitor Plan Progress,
Evaluate Results, What's
Working & Not Working

q
R

Engage Family Members/ > 9 Make Transition & Safe
Assemble Service Team Case Closure => EXIT
1
A

Coordinate and
Deliver services while
Advocating for those
not available

./

Assess & Understand
Current the Situation,
Strengths, Needs, Wishes,
Underlying Factors

/

Plan Interventions,
Supports, and Services
Following a Long-term

Guiding View & Path

Implement Plan of
Interventions, Strategies,
Supports, Transitions

Secure and Assemble
Necessary Resources in
Local Community

© Human Systems & Outcomes, Inc., 2004 < Phone: 850142289500

Each core function is supported in the family team decision making process. In conducting a

family team meeting:
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Practice Standards for Family Team Meetings

the family is further engaged [Step 1] through the facilitation of a meeting where the family’s
opinions are respectfully considered and their natural support system is included;

the family team which includes informal as well as formal support persons provide further
assessment and understanding [Step 2] of the family and their circumstances as strengths,
needs, and underlying factors are considered and discussed,;

as the family plan [Steps 3, 4 & 5] is developed by the team, interventions, supports, and
services are planned, resources are considered, and implementation of the plan begins;

as the family team is reconvened to monitor progress [[Step 6], further assessment of what’s
working or not working is conducted, and services are adapted or changed; [Step 7] or, when

planning for transition and safe case closure [Step 9].

Values and beliefs that help guide family teams include:

Families have strengths and protective capacities.
Families are experts on themselves and their situation.
Families deserve to be treated with dignity and respect.

Families can make well-informed decisions about keeping their children safe when they are
supported in doing so.

Families involved in decision-making and case planning are likely to have better outcomes
than families who have decisions made for them.

Families and friends can provide love and caring in a way that no formal helping system can.
Families are capable of change. Most people are able to find solutions within themselves,
especially when they are helped in a caring way to find that solution.

A family team is more capable of high-quality decision-making that an individual caseworker
acting alone.

Solutions generated by the family within a team meeting are more likely to succeed because
these solutions respond to the family’s unique strengths, needs, and preferences.

Cultural competence is key to understanding the family and the choices they make about

change.

The following minimum standards are intended to guide daily practice in the use of FTDM.
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Practice Standards for Family Team Meetings

FAMILY TEAM DECISION MAKING STANDARDS

Standard 1. Careful preparation of all participants is required for successful family

team decision-making.

The initial phase of FTDM prepares the family to understand their role and to participate as
decision makers in the process. Professionals and other team members should also be provided
with an orientation to clarify their role and help them make a positive contribution.

The preparation phase can be used to initiate engagement and assessment activities and establish
a climate of safety for the family. It is important that all participants are prepared for the family
team meeting, agree to what will be accomplished, and understand the purpose of the meeting.

Successful preparation includes helping participants
e Seta positive, honest tone with a focus on strengths as well as needs

e Plan how they can manage emotions positively and contribute to the team

Standard 2. The Family is engaged throughout the family team decision-making process.

Family engagement is the ongoing process of developing and maintaining a mutually beneficial,
trust-based relationship that empowers and respects the family and sustains their interest and
participation in a necessary and time-limited change process. Diligent effort is made to join with
the family and the family’s natural supports to insure that needs are met and child safety and
well-being are assured. Successful and productive relationships with families are earned over

time through repeated, positive contacts that develop trust.

Successful family engagement strategies include the following:

e Approach the family from a position of respect, cooperation, and shared decision making.
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Practice Standards for Family Team Meetings

e Engage the family around a shared concern for the safety of the child and well being of the
family.

e Explain the agency’s concern and reason for involvement clearly, directly, and honestly.

e Discuss issues of maltreatment (i.e., needs, conditions, and behaviors interfering with safety
and well-being), consequences, timelines and the Department’s ongoing responsibilities.

e Help the family achieve a clear understanding of the safety and risk issues for the child.

e Empower the family to identify and define what it can do for itself and where the family or
individual members need help.

e Focus on family strengths (e.g., culture, traditions, values, and lifestyles) as building blocks
for services and family needs as a catalyst for service delivery.

e Assist the family to develop natural supports that will enhance the family’s capacity and

build a circle of support that will see the family through difficult times.

The ‘art’ of practice within FTDM is a careful balance that includes a demonstrated respect for

the family, the expectation that change will occur, and overseeing accountability for that change.

Standard 3. Relevant cultural issues of the child and family are identified and
accommodated through adjustments in strategies, services and supports for

the family in the family team decision making process.

Successful cultural competence includes:

e A basic understanding of the values and beliefs within the culture coupled with eliciting
information from the child and family about traditions, cultural beliefs, behaviors, and
functioning

e Demonstration of values and attitudes that promote mutual respect

e Communication styles that show sensitivity

e Accommodations in the physical environment including settings, materials, and resources

that are culturally and linguistically responsive
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Practice Standards for Family Team Meetings

The facilitator of a family team meeting should possess a reasonable level of competence and
understanding of the culture in which the family has gained its understanding of child rearing
practices. Families who speak languages other than English may require greater preparation in
advance of meetings and cultural accommaodations - such as the use of interpreters or co-

facilitators who speak the language — to insure their full participation in a family team meeting.

Standard 4. Family teams include the family, supporters identified by the family,
and others who sponsor or deliver plans of intervention for the family or any of its

members.

A family team should include those persons who collectively possess knowledge of the family,
have the technical skills necessary to engage the family in a change process, and who have
access to resources and the authority necessary to provide effective services for the child and

family. The child and family’s role as team members is foundational.

For a family team meeting to be successful the child, the family, its informal supports, and all
involved helping professionals must be viewed as full, participating team members. By having
all services and supports present at team meetings, all contributors are aware of and inagreement
with the plan, understand their role and how it relates to that of other contributors, and know
what others expect of them. This mutual understanding helps to assure unity of effort and
improves the effectiveness of team functioning. All team members should be present whenever
major decisions are made. Periodic assessment of the team composition should be made to

determine if the composition is adequate to meet the planning and resource needs of the family.

Accommodations should be made to meet the special needs of the child or family through the
team formation. Examples of such circumstances include cases where the family does not speak
English or is not part of the majority culture; situations involving sexual abuse, or domestic
violence. Additional team members may be needed to provide support to a child or to help team
members manage behaviors and make a positive contribution. When special circumstances exist

it may be necessary to involve an individual who has specialized knowledge and skills (e.g. in
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Practice Standards for Family Team Meetings

the area of domestic violence, or an individual who is a member of the family’s culture or ethnic

group) as a team member, co-facilitator, or as a support person for a team member.

Family dynamics or special circumstances may preclude the formation of a ‘typical’ family team.
Examples of such circumstances may be court restraining orders; situations where a family team
meeting would place the child or other team members in danger or significantly inhibit

attainment of the child’s permanency goal.

Standard S. Family team meetings are facilitated by a person who has completed the
DHS approved FTDM facilitator training and competent to conduct meetings that focus

on child safety, permanency, and well being.

The facilitator may be a DHS staff member, case manager or supervisor, provider staff,
community partnership staff, family support staff or others trained to facilitate family team

meetings. Efforts must be made to maintain continuity of the facilitator in successive meetings.

It is important to select the most appropriate and effective facilitator for the family based on the
presenting circumstances. The family members should participate in identification of the

facilitator.

The competency of a facilitator is determined by demonstrated knowledge and skills. At a

minimum, facilitators are approved by DHS when they have:
= Completed DHS approved Facilitator Training [minimum 18 hours],

= Completed a family team meeting as co-facilitator with an approved facilitator who has

provided coaching and mentoring feedback; and

= Completed a family team meeting as lead-facilitator with an approved facilitator who has

provided coaching and mentoring feedback.

Central Office will maintain a list of approved curriculums. The local DHS office will provide
approval and maintain a list of approved facilitators. To be approved, experienced facilitators
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and current practitioners must provide documentation of equivalent training and experience to

the local office within six months of this standard going into effect.

Standard 6. Family team meetings are conducted at a mutually agreeable and

accessible location that maximizes opportunities for family participation

First and foremost the family needs to be consulted and actively participate in the choice of the
location. In some cases it is necessary to balance the preference of the family with the resources
in your community and with the need to include a provider or other important contributor in a

family team meeting.

This standard requires determination, with the family, of the best time, date, and place for
convening the meeting. It also requires determination of what the family needs to fully
participate in the family team meeting, such as transportation, childcare, a reminder call, an
interpreter, a peer advocate or other related supports. The best place to hold a family team
meeting is the most neutral, comfortable setting possible. The most important considerations for

a meeting setting are the assurance of privacy, security and a place without interruptions.

Standard 7. The focus of Family Team meetings is case planning, coordination,

communication, and accountability.

The focus of family team meetings is to enhance the core casework processes of family
engagement, communication, functional assessment, service planning, monitoring, evaluation of
results, and provide input into key decisions affecting child safety, permanency, well being, and

sustainable family changes.

Family teams are formed, convened, and function to produce the family plan and/or the case
permanency plan. Family teams are reconvened throughout the duration of the department’s
involvement with the family. The team needs to identify the conditions for safe case closure and

plan for it early in the process.
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Family team meetings provide an opportunity to regularly assess and monitor the effectiveness
of services and interventions. If services or interventions are found to be unsuccessful — or
unresponsive - the family team has an opportunity to modify the plan to meet the family’s
changing needs. When progress is slow or the prognosis for reunification is declining, the family
team can play an important role in helping families understand, accept, and participate in

concurrent planning and the necessary permanency decisions.

The above strategies can help to build accountability while maintaining a balance between
family-centered practice and the necessary protective authority of DHS in ensuring child safety,

permanency, and well-being.

It should be noted that the family and age-appropriate child(ren) have the right to refuse
services, unless refusal of services places the child in danger. While services may not always be
delivered as requested by the family, services are to be delivered in a manner that reflects
partnership between DHS and the family. When the family and child refuse or do not access
services as agreed upon, the caseworker should assess the reasons for refusal and the team should
consider new or modified services. If the family’s decision to refuse or not use services places

the child in danger, the caseworker should notify the court.

Examples of when family team meeting occur include whenever protective or permanency

decisions or plans are being made:

e The family requests a meeting.

e The family plan is being developed or changed.

e Progress is slow or the prognosis for reunification indicates a need for concurrent planning.

e Within 72-96 hours of a child’s voluntary or involuntary removal from the home for an
emergency placement.

e Placement changes or permanency decisions are made, e.g. reunification, transition from
foster care to adulthood, termination of parental rights.

o Before safe case closure to plan for sustainability.

Standard 8. Team members keep personal and private details of the family discussed in a
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team meeting private.

All team members sign a confidentiality agreement before conducting team meetings and the
facilitator explains the importance of privacy. Ensuring privacy and confidentiality is necessary
for building family trust and demonstrating respect for the family. Trust is enhanced by
informing all team members of the following exceptions to maintaining confidentially which

must be reported and are mandated by law:

e New allegations of suspected child abuse/neglect,
e A belief that the individual intends to harm himself or

e A belief that a person intends to bring harm to others.

Standard 9. The team assists the family to develop and use a network of informal

supports that can help sustain the family over time.

If used effectively, informal supports can help sustain positive change for a family over time and
permit the formal system to transition out of the family’s life. These supports can also help the
family deal with future challenges without the need for system intervention. The team helps the
family identify, develop, and sustain informal supports. The process of recruiting and
maintaining informal supports begins at the case onset, is ongoing, and should be reassessed
periodically by the team.

Standard 10: The effectiveness of each family team meeting is assessed and adjustments

are made to improve the ongoing process and the results for families.

Ongoing assessment of the effectiveness of family team meetings for engaging families,
conducting assessment and planning activities and determining service interventions is part of
ongoing practice. When problems are discovered, adjustments and adaptations should be made

when needed to improve the process and results.
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Practice Standards for Family Team Meetings

The indicators of family team meeting effectiveness include the following:

e Degree of engagement and sustained interest in working toward change shown by the family.

e Degree of involvement of family team members in the evaluation process and constructive
use of the information gained.

e Effectiveness of the circle of support assembled for the family in addressing family issues.

e Satisfaction of team members with the process and results achieved to date.

e Quality and effectiveness of the family service plan produced in the family team meetings.

e Demonstrated degree of family acceptance of the service plan.

e Capacity for ongoing problem solving by the family.

e Degree to which the family plan was achieved.
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Appendix M: Highlights of the First Four Encounters in the Treat First Clinical Model

Highlights of the first 4 encounters in the Treat First Clinical Model

1 visit: The first visit focuses only on the person's request for help, clarifying the concern, and beginning a
solution-focused intervention process. A therapist would be the first point of contact if a presenting problem
is psycho-social in nature, including relationship difficulties. A Community Support Worker (i.e., CSW/ CPSW)
may be the first point of contact if the identified problem is social, functional, or involves basic human needs
or linkage to community resources.

Registration: The client completes registration materials before meeting with a therapist or CSW. Basic one or
two question screens can be included in the registration materials relative to substance use disorder,
depression, risk and crisis, and trauma. The materials may include a section for the person to list medications
and a Community Engagement Checklist indicating current or historical linkages to community resources,
identification of a Primary Care Physician (PCP), or other providers. This should allow the therapist or
CSW/CPSW to have a quick sense about the status of the individual so to be fully engaged and present with
the person rather than consumed with paperwork.

Self Check-In & Session Check-Out: A Self check-in is conducted with the person at the beginning and a
Session Check-Out the end of each visit. Relative rating scale results are used by the practitioner to evaluate
the person's perspective on how they are doing at the beginning of the session, and how useful and
beneficial the session has been in making progress towards achieving the person's desired future. There are
four specific questions for both check-in's.

Information Gathering. While the first visit is focused on developing a therapeutic alliance and building trust
to first address urgent needs, it should also be a time to initiate the gathering of information. This includes
information necessary to complete a Diagnostic Evaluation at the conclusion of the fourth visit.

Screening and Assessment: If there are significantly alarming indicators in the responses provided in the
registration process, more in-depth screening may be necessary. Besides the information gathered in the
registration process a therapist should complete a Mini-Mental Status Exam (MMSE) as an important part of
the first visit and determine a provisional

diagnosis.

If the person is in an immediate crisis, that must be addressed before moving on to any other portion of the
visit.

2" visit: During the second visit, additional historical data are gathered. The focus is placed on medical and
behavioral health history, extended support systems, identification of strengths and barriers to treatment,
and other issues specifically related to presenting problem

3 visit: Therapeutic services provided during a third visit are framed by a substantially sound
understanding of the person's diagnostic situation, functional status, and evolving clinical case formulation.
Additional targeted data (following local assessment and treatment planning templates) are systematically
gathered to flesh-out a shared understanding by the person and provider on how to effectively address the
issues raised by the person and to plan a treatment schedule for the remainder of the episode to resolve the
issues.

4™ visit: By the end of the fourth visit, a broader array of clinical practice functions will have begun
unfolding. Early and ongoing clinical practice functions progressively come into action over time the course
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APPENDIX N

A Treat First Approach Overview

A Treat First Approach:

Ensuring A Timely, Effective Response to a Person’s Need

While Engagement, Screening, Assessment, and Planning Processes Unfold

Purpose of This Document

This document provides an overview of a Treat First
Approach and describes service elements and activities
associated with the first four visits or sessions provided to a
person requesting services. It is intended to provide guid-
ance for practitioners who are implementing the practice
concepts and steps during a formative testing phase.

Benefit of a Treat First Approach

Approximately 20% of all consumers will believe that their
issue is adequately resolved after one visit and will not return
for a second visit for positive reasons. Currently, no- show
rates in many sites are between 40-60% and are usually
because of the client's need (i.e., their reason for requesting
services) was not addressed at the first visit. The Treat First
Approach corrects the problem of delay by emphasizing the
initial clinical practice functions of estab- lishing rapport,
building trust, screening to detect possible urgencies, and
providing a quick response for any urgent matters when a
new person presents with a problem and requests help from
the agency:

Use of a Treat First Approach overcomes historic difficul-
ties encountered by a person requesting services of having
to wait for help until many required data collection tasks are
completed before getting help. Delays discourage some
persons from returning for a second visit. Ensuring a timely
and effective response to a person's request for services is a
first priority in the Treat First Approach. This strategy
provides a way to achieve immediate formation of a thera-
peutic relationship and initiation of a response to the person's
concern while gathering needed historical, assess- ment and
treatment planning information over the course of a small
number of sessions or Visits.

Basic Design of a Treat First Approach

Making the most of the initial contact with a person seeking
help is recognized as a key to successful engage-

ment and quick results that benefit the person. The Treat
First Approach begins with a quick screening, rapid
engagement, and short intervention approach in which the
reason that a person requests assistance may be addressed or
resolved within the span of one to three sessions or visits.

A segment of the population of persons requesting behav-
ioral health services may be served successfully using a
short intervention approach. For others who may require
longer, more extensive, or specialized interventions, the
early steps in the Treat First Approach would enable the
service provider to gather sufficient assessment informa-
tion in order to develop a clinical case formulation and
comprehensive service plan by the fourth visit. The
concepts, principles, and processes used in the Treat First
Approach provide a responsive way of initiating a service
process for a person requesting help. Brief intervention
techniques such as a Treat First Approach are part of a full
continuum of behavioral health care services provided in
Certified Community Behavioral Health Centers, Medicaid
Health Homes, and other community-based services.

A Treat First Approach provides a useful way of engaging
and assisting new persons requesting help from a service
provider by providing a quick response to their concerns.
Using a Treat First Approach requires that practitioners
engaging with the person quickly scan (screen) the person's
situation to determine if any presenting factors may consti-
tute a threat of harm to the person or to someone in the
person's life. If so, necessary steps are quickly taken to keep
people safe or healthy. Thus, the Treat First Approach is
used as a non-crisis model. In an identified crisis situa- tion,
the practitioner follows the local crisis protocol.

Another quick discernment made by the practitioner
involves the prospect that a person's request for help could
be resolved within one to three sessions or visits. Some life
issues (e.g., coping with the break-up of a relationship or a
job loss) may be amenable to resolution with a short inter-
vention. Other life circumstances (e.g., multiple problems,
acute psychoses, cognitive inability to focus, severe
substance abuse, long history of relapse, low level of social
support) for which a person is requesting help may require
more intensive and sustained efforts and supports.
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Thus, a practitioner should quickly understand the range and
severity of presenting problems and the type of services that
may be necessary to meet needs and solve problems. Doing
so may require conducting additional assessments, using any
necessary protective strategies, gathering of collateral
information, or involvement of others supporting the person
may be determined and accomplished.

Strengthening ClinicalPractice

Strengthening clinical practice is a goal when imple-
menting the the Treat First Approach. Practitioners employ
core practice functions and clinical activities to join with a
person receiving services to support a positive life change
process that helps the person get better, do better, and stay
better.

Typical practice functions include: connecting with a person
based on a recognition of the person’s identity and situation;
detecting and responding to any urgent problems; building
positive rapport and a trust-based working rela- tionship;
engaging the person in a positive life-change process;
understanding the person’s strengths, needs, and
preferences; defining wellness and recovery goals to be
achieved; building common purpose and unifying efforts

though teamwork (when longer-term services are indi-
cated); planning intervention strategies, supports, and
services; implementing plans; and tracking and adjusting
strategies until desired outcomes are achieved. The diagram
shown below provides a framework of core prac- tice
functions typically encouraged by service providing
agencies.

The diagram illustrates early and ongoing clinical practice
functions that progressively come into action over the course
of the first four sessions of the Treat First Approach. Tip
Sheets are provided in the Addenda for the practice functions
used in first order actions of a Treat First Approach. Tip
Sheets cover the following suggested core practices and
clinical techniques:

* Recognition, connection, and rapport

* Engagement and commitment

* Detection and quick response

* Assessment and formulation

*  Wellness and recovery goals

e Teamwork - common purpose and unity of effort
* Solution focused brief therapy

* Motivational interviewing

Tip Sheets are provided to promote and strengthen clinical
practice.

Basic Functions Supporting Clinical Practice

1. Recognition,

[

6. Planning of
Strategies &
Actions

Connection,
Rapport
8. Tracking 2. Engagement,
& Plan Commitment to
Adjustment Change Process
\

3.
7.Implementing Teamwork / 4. Detection,
Strategies & | {Common Purpose,) <€—3 | pgsessment &
Actions Case Formulation

£

5. Selection of
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Practice Functions Ma

Occur Interactivel
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Visit 1 Goals and Activities:

General Guidance

Overview

The first visit focuses only on the person's request for help,
clarifying the concern, and beginning a solution-focused
intervention process. The conversation should center on the
following areas:

* Who and what are important to the person;

* The person's vision of a preferred future;

» The person's exceptions, strengths, and resources related
to the vision;

* Scaling of the person's motivation level and confidence in
finding solutions;

* Person's expectations in seeking help;

* Ongoing scaling of the person's progress toward reaching
the desired future.

Treat First Practitioners

A therapist would be the first point of contact if a presenting
problem is psycho-social in nature, including relationship
difficulties. A Community Support Worker (i.e., CSW/
CPSW) may be the first point of contact if the identified
problem is social, functional, or involves basic human needs
or linkage to community resources.

Visit 1 Goal

The goal of the first visit is to gain a full understanding of the
presenting problem and the impact of that problem on the
person's life. This is done using relationship building skills
for Recognition, Connection, and Rapport to build on the
person's understanding of his/her concern or situation and
what the person wants to be different in the future. The
foundational elements of Treat First Clinical Practice applied
in the first visit are:

* Recognition, connection, and rapport

* Engagement and commitment

* Detection and quick response

* Brief and solution-focused interventions

Activities & Expectations

Registration. The client completes registration materials
before meeting with a therapist or CSW. Basic one or two
question screens can be included in the registration mate-
rials relative to substance use disorder, depression, risk and

crisis, and trauma. The materials may include a section for the
person to list medications and a Community Engagement
Checklist indicating current or historical linkages to commu-
nity resources, identification of a Primary Care Physician
(PCP), or other providers. This should allow the therapist or
CSW/CPSW to have a quick sense about the status of the
individual so to be fully engaged and present with the person
rather than consumed with paperwork.

Session Check-In. A check-in is conducted with the person
at the beginning and the end of each visit. Relative rating scale
results are used by the practitioner to evaluate the person's
perspective on how they are doing at the beginning of the
session, and how useful and beneficial the session has been in
making progress towards achieving the person's desired
future. There are four specific questions for both check-in's.
If the person is in an immediate crisis that must be addressed
before moving on to any other portion of the visit.

Information Gathering. While the first visit is focused on
developing a therapeutic alliance and building trust to first
address urgent needs, it should also be a time to initiate the
gathering of information. This includes information neces-
sary to complete a Diagnostic Evaluation at the conclusion of
the fourth visit.

Screening & Assessment. If there are significantly alarming
indicators in the responses provided in the registration
process, more in-depth screening may be necessary. It is
important to ensure the person's safety and that the person
understands the boundaries of scope of practice of the practi-
tioner so to set appropriate expectations. Besides the
information gathered in the registration process a therapist
should complete a Mini-Mental Status Exam (MMSE) as an
important part of the first visit and determine a provisional
diagnosis. A full MSE (Mental Status Exam) may be neces-
sary pending registration information.

Next Visit & Follow-Up

A second visit is scheduled for the following week and before
the person leaves, if warranted.

Recommendations & Tips

* Using Solution Focused Brief Therapy (SFBT) concepts -
See the Tip Sheet in the Addendum.

* Check-in questions and rating scales can be found in the
Addenda.
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Visit 2 Goals and Activities:

General Guidance

Overview

During the second visit, additional historical data are gath-
ered. The focus is placed on medical and behavioral health
history, extended support systems, identification of strengths
and barriers to treatment, and other issues specifi- cally
related to presenting problem(s).

Treat First Practitioners

Formative information for developing a clinical case formu-
lation may be assembled, and the beginnings of a treatment
or comprehensive service plan are noted.

Visit 2 Goal

The service provider discusses with the person the probable
number of visits needed to resolve this particular episode of
care. If it becomes apparent that the person has a newly
identified condition (e.g., SMI or SED) that requires complex
rehabilitation services, up to and including psychi- atric
medication, then a more formal approach to assessment, case
formulation, and planning will be initiated.

Foundational elements of clinical practice that may be used
or added during the second visit include:

* Recognition, connection and rapport

* Engagement and commitment

* Detection and quick response

« Motivational, brief and solution focused intervention
» Assessment and formulation

» Wellness and recovery goals

These basic practice elements are initiated in visit 1 and
continue as indicated over successive visits as practice
unfolds to assist the person requesting help. Tip Sheets
explaining these elements of practice are provided in the
Addenda of this document.

Activities & Expectations

Self & Session Check-In. A check-in is conducted with the
person at the beginning and the end of each visit. Relative
rating scale results are used by the practitioner to evaluate

the person's perspective on how they are doing at the begin-
ning and end of a session. A Self Check-in at the beginning
shows how well he/she is doing and what has changed since
the last session. At the end of the session a Session Check- in
is conducted with the person by the practitioner on how useful
and beneficial the session has been in making progress
towards achieving the person's desired goals.

Information Gathering. Information for developing a clin-
ical case formulation is being gathered and assembled. With
a focus on behavioral health, medical history, strengths and
barriers to treatment, extended support systems and other
issues related to goals/problem. The provisional diagnosis is
further explored utilizing a more formal approach to assess-
ment through various techniques, strategies and diagnostic
review tools.

Treatment Planning. Elements of a treatment plan are
beginning to develop. Initial wellness and recovery goals are
explored. The service provider and the person discuss the
possible number of visits that may be necessary to resolve
current and/or future goals or problems.

Next Visit & Follow-Up

A third visit is scheduled before the person leaves, if neces-
sary for resolution of the reason that the person is requesting
help.

Recommendations & Tips

Building on the prior functions it is anticipated that from 50
to 65% of all needed data for a diagnostic evaluation, treat-
ment plan (including complete crisis plan if needed), and
modified diagnostic review should be available following the
completion of the second therapeutic visit.

* Daily Living Activities- Functional Assessment (DLA-20)
* Functional Skills Evaluation

* Motivational Enhancement

* Brief Solution Focused Techniques/Strategies

* How to interpret self/session check-ins
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Visit 3 Goals and Activities:

General Guidance

Overview

Therapeutic services provided during a third visit are framed
by a substantially sound understanding of the person's diag-
nostic situation, functional status, and evolving clinical case
formulation. Additional targeted data (following local
assessment and treatment planning templates) are systemati-
cally gathered to flesh-out a shared understanding by the
person and provider on how to effectively address the issues
raised by the person and to plan a treatment schedule for the
remainder of the episode to resolve the issues.

Treat First Practitioners

If concurrent completion of the diagnostic evaluation is
possible, then the therapist (not the CSW) should complete

it and coordinate the completion of the treatment plan (which
may involve more than one direct service provider by now)
separately from a visit.

Visit 3 Goal

Where possible, data gathering for a complete diagnostic
evaluation can be completed in this visit, but therapeutic
concerns must be the priority. The new critical element -
introduced in Visit 3 is Teamwork - common purpose and
unity of effort. If completion of the diagnostic evaluation is
not possible the person may be invited back for additional
visits with the fourth visit ensuring a mutual agreement
between the therapist and consumer on the detail in a diag-
nostic evaluation and the sharing of a completed written
treatment plan with the person. This third visit could be billed
as either a diagnostic evaluation or as an individual therapy
visit.

The foundational elements of clinical practice that may be
used or added during the third visit include:

* Recognition, connection, and rapport

* Engagement and commitment

* Detection and quick response

» Assessment and formulation

* Wellness and recovery goals

» Teamwork - common purpose and unity of effort
* Solution focused brief therapy

These basic practice elements are initiated in Visit 1 and
continue as indicated over successive visits as practice
unfolds to assist the person requesting help.

Activities & Expectations

In summary, these are the activities expected to occur
during the third visit:

* A Self Check-In is conducted with the person to assess how
well he/she is doing at the beginning of the session and
what has changed since the last session.

* Services delivered are based on understanding the person's
diagnostic situation, functional status and evolving clin-
ical case formulation. The clinical case formulation evolves
over time as more knowledge is gained.

* Additional data are gathered to build a shared under-
standing by client and therapist on how to effectively
address issues raised by the client.

* Determination made about what else may be required to
resolve this episode of care.

* Need for more visits are discussed along with goals and any
new goals to be met.

» Based on goals selected, more specific and detailed treat-
ment plans are developed.

* A treatment schedule is planned to resolve any remaining
ongoing issues.

* A Session Check-In is conducted with the person. Rating
scale results are used by the practitioner to evaluate the
person's perspective on how useful and beneficial the
session has been in making progress.

Next Visit & Follow-Up

The likelihood of a fourth visit is largely dependent on the
degree to which the person and therapist/CSW have estab-
lished the person's identified goals and desired outcomes
along with a positive therapeutic relationship.

Recommendations & Tips

Tips sheets explaining these elements of practice are
provided in the Addenda to this document.
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Visit 4 Goals and Activities:

General Guidance

Overview

By the fourth visit, some of a person's issues may have been
resolved in earlier sessions while other remaining concerns
may require further efforts to address. The likelihood of
reaching a fourth visit may depend in part on the degree to
which the person and therapist/CSW have identified further
goals, achieved progress to some goals, and formed a posi-
tive therapeutic relationship. It is expected that the service
provider will have a complete and clinically defensible diag-
nostic evaluation and treatment plan by or upon completion
of the fourth visit in any episode of care.

Treat First Practitioners

By this fourth visit for persons having serious diagnosis
and/or experiencing complex life situations, additional
sessions or ongoing services may be required to address their
needs. The treatment team may now consist of not only a
therapist and CSW, but other treatment providers such as a
Psychiatrist, a Nurse, and Peer Support Specialist and so on
may now be part of the person's treatment team.

Visit 4 Goal

By the end of the fourth visit, a broader array of clinical
practice functions will have begun unfolding. Early and
ongoing clinical practice functions progressively come into
action over time the course of the first four sessions. Tip
Sheets are provided in the Addenda for the practice func-
tions that are applied in first order actions of a Treat First
Approach.

Activities & Expectations

Self & Session Check-In. A check-in is conducted with the
person at the beginning and the end of each visit. Relative
rating scale results are used by the practitioner to evaluate the
person's perspective on how they are doing at the begin- ning
and end of a session. A Self Check-in at the beginning shows
how well he/she is doing and what has changed since the last
session. At the end of the session a Session Check-in is
conducted with the person by the practitioner on how useful
and beneficial the session has been in making progress
towards achieving the person's desired goals.

Accomplishments by Visit 4. By conclusion of a fourth
visit, the following items will be completed by the provider:

» Screenings, evaluations, and assessments that provide a
sufficient bio-psycho-social understanding of the person's
situation (e.g., reasons for requesting assistance, aspira-
tions for wellness/recovery, preferences, risks of harm,
and any significant unmet needs) to develop a useful clin-
ical case formulation and course of action.

* Clinical case formulation including a clinical history and
concise summary of the bio-psycho-social factors contrib-
uting to the present disorder. It focuses on clinically
significant distress and impairment in functioning
experienced by the person. The case formulation considers
the combination of predisposing, precipitating, perpetu-
ating, protective, and predictive factors contributing to the
condition of concern.

* Final Diagnosis: based on a full Clinical Formulation
* Wellness and recovery goals to guide a course of action.

» Comprehensive treatment plan to define a course of action
for meeting the person's wellness and recovery goals.

Functional understandings and clinical case formulation have
been used to guide development of a comprehensive
treatment plan, including support plans where indicated,
informed by the person's life stage, culture, social context,
and preferences.

Continuation into Ongoing Services
For persons having serious diagnoses and/or experiencing
complex life situations, additional sessions or ongoing

services may be required to address their needs.

A Treat First Approach may be useful for all persons
receiving services.

Recommendations & Tips

Tips sheets explaining these elements of practice are
provided in the Addenda to this document.
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Addenda - Tip Sheets

Purpose of the Tip Sheets

The Treat First Approach Overview introduces several core practice functions and clinical techniques that can support effec-
tive clinical work with persons requesting assistance -- both during and after the first four visits in an episode of care. These
Tip Sheets are offered in the spirit of practice development and intended to promote building of craft knowledge needed by
frontline practitioners when implementing a Treat First Approach in their agencies.

Tip Sheets define expected outcomes to be achieved when a practice or technique is used and introduce important concepts and
strategies related to the practice or technique. Tip Sheets are not meant to serve as a substitute for necessary training and
development of staff competencies required to perform these practices and techniques. Rather, Tip Sheets are meant to alert
provider staff members and agency leadership that frontline practitioners require the craft knowledge necessary to perform
these practices and techniques as well as the organizational supports necessary to integrate them into their everyday work.

Tip Sheets - Title and Order of Presentation

The Tip Sheets are titled and organized as follows on pages 8 through 15:
* Practice Area: Recognition, Connection, and Rapport
* Practice Area: Engagement and Commitment
 Practice Area: Detection and Rapid Response
» Practice Area: Assessment and Formulation
 Practice Area: Wellness and Recovery Goals
* Practice Area: Teamwork - Common Purpose and Unity of Effort
* Clinical Technique: Solution Focused Brief Therapy
* Clinical Technique: Motivational Interviewing

Readers should note that practice areas listed above are core practice functions described in a general framework used for
training, supervision, and measurement of practice. That framework is illustrated in the diagram appearing on page 2.
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Practice Area: Recognition, Connection, Rapport

Desired Outcomes of Practice

RECOGNITION, CONNECTION & RAPPORT: * The person’s sense of identity, culture, values and preferences,
social network, and life experiences are recognized by practitioners involved with the person. ® Any barriers to
personal connection and acceptance are recognized and resolved. * Necessary conditions for building mutual
respect and rapport are established as a basis for successful engagement.

Key Concepts

As an eatly step in building a relationship with a person entering services, practitioners recognize the nature of the person’s situation and life story. Recognition
involves discovering the circumstances that have brought the person into agency services and anticipating the life changes necessary for the person to make in order
to conclude services successfully. Practitioners recognize the person’s sense of identity, culture, values and preferences (especially any atising from religious convic-
tion), social and economic supports, and life-shaping experiences (e.g., adverse childhood experiences, combat trauma, addiction, emigration, poverty) that explain
theperson’s life storyandreasons for entryintoservices. An importantelementin theprocess is recognition ofanybarriersthatcouldthwart formation of positive
connections with the person that could undermine acceptance and rapport building necessary for successful engagement. Successful practitioners take steps for

creating conditions necessary for building mutual respect and rapport required in developing trust-based working relationships.

Recognition of a petson’s identity requires varying degrees of cultural responsiveness, depending on the person involved. Every person has his/her own unique iden- ity,
values, beliefs, andworld view that shape ambitionsand life choices. Some persons may require use of culturally relevant and responsive supports in order to
successfully connect, educate, assist, and support them moving through the system. Responsiveness includes valuing cultural diversity, understanding how it impacts family
functioning in a different culture, and adapting service processes to meet the needs of culturally diverse groups of persons receiving setvices. Propetly applied in
practice, cultural responsiveness reduces the likelihood that matters of language, culture, custom, identity, value, or belief will prevent or reduce the effectiveness of
life change efforts undertaken via interventions, supports, and services.

Making sensitive cultural accommodations, whete needed, involves a set of strategies used by practitioners to individualize the setvice process to improve the good-
ness-of-fit between the person (and the person’s suppotters) and service providers who work together in the wellness / recovety process. Many persons may require
simple adjustments due to differences betweenthepersonsandtheir providers. Such simple adjustments are a routine part of engagement, assessment, planning,
andserviceprovision. A person'sidentity [e.g., race, tribe, ethnicity; social group; sexual orientation; religion; or disability, such as deaf] mayshapehis or herworld
view and life goals in ways that must be understood and accounted for in practice. Recognition, connection, and rappott provide a foundation for building and
sustaining trust-based workingrelationships.

Practice Tips

1. LEARN THE REASON the person is secking help. CONSIDER whether the person’s problem can be RESOLVED IN A SINGLE VISIT OR A BRIEF INTERVENTION.
DISCERN whether the petson’s problem is emergent/transient or setious/persistent. DETERMINE whethet the reported problem is a present THREAT TO
HEALTH OR SAFETY so that any need for crisis intervention or urgent response can be identified and provided.

2. If the personreports being in physical pain or emotional distress, ASK ABOUT itsnature, source, history, andimpact on the person’s life situation. Use the
person’stesponses to forma theorythatexplains how thepain or distress cameabout, whatcausesit to continue, whathasbeendone to alleviate it in thepast, what
has worked/not worked before, and who else may be helping the petson telieve ot solve this problem now. Note: Recognition & Rapport and Detection & Response

are performed concurrently by the practitioner when a person is entering services.

3. Inearly interactions, DISCOVER the person’s sense of identity, culture, values and preferences (especially any arising from religious conviction), world view,
social and economic supports, strengths and needs, present life challenges, and life-shaping experiences (e.g., adverse childhood experiences, combat trauma,

recent loss, addiction, emigration, poverty) that explain the person’s situation and reasons for requesting help.

4. IDENTIFY the person’s LANGUAGE & CULTURE. DISCERN any impact that cultural or language differences may play in building rapport and forming a working
relationship with the person. RECOGNIZE any barriers (arising from culture, language, gender, class, religious or political beliefs, life experiences, sexual otien- tation,

work ot family demands, or disability) that could thwart or limit the formation of positive connections with the person that would undermine acceptance and
rapport building necessary for developing successful trust-based working relationships.

5. TAKE ACTIVE STEPS in establishing positive conditions for building MUTUAL RESPECT AND RAPPORT with the person.
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Practice Area: Engagement & Commitment

Desired Outcomes of Practice

ENGAGEMENT & COMMITMENT. ¢ Setvice providers ate building and maintaining a trust-based working relation-
ships with the person and the person’s informal supporters to involve them in ongoing assessment, service
planning, and wellness and recovery efforts. * Service providers are using effective outreach and ongoing engage-
ment strategies to increase and sustain the person’s participation in the service process and commitment to life
changes that support wellness and recovery, consistent with the person’s needs and preferences.

Key Concepts

Effective wellness and recovery setvices depend on effective working relationships between a person in need and the service providers who help meet those needs.
Service providers make concertedefforts to reach outtotheperson,engagehim/hermeaningfullyin all aspects of theservice process, establishand maintain a

trust-based working relationship, and secure and sustain the person’s commitment to a change process. Engagement strategies build a mutually beneficial partnership
in decision-making and life change efforts. The person's direct, ongoing, active involvement is used in assessment, planning interven- tions, selecting providers,
monitoring and modifying service plans, and evaluating results. Engagement strategies vaty according to the needs of the person and should reflect the
person's language and culture.

Building Trust-Based Working Relationships. Building upon recognition of the person’s identity, reason for secking services, and a positive rapport,
ongoing engagement efforts are used to form and maintain a trust-based, mutually beneficial working relationship between the person and those setving the person.
Practice approaches that support effective relationship building are:

=  Person-centered(organizes around the person’s goals) * Wellness-oriented and outcome-driven (starts with the end in mind)

= Strengths-based (builds on the person’spositive assets) * Building readiness forchange(uses motivational interviewing strategies)
*  Solution-focused (moves from problems to solutions) * Fits the person’s stages of change(starts where the person is ready)

= Need-responsive (recognizes and responds to needs) ¢ Respect for the person’s identity, culture, aspirations, and preferences

Intheabsence of  atrust-basedworkingtelationshipwiththeservice  provider,the personisunlikely — torevealtheunderlyingissuesthatexplainthedynamic
circumstances causing the problem that must be solved in order to achieve desired wellness and recovery outcomes.

Building Commitment to Positive Life Change. A major contribution of effective engagement is the person’s ongoing commitment to personally
choose wellness and recovety outcomes and to the change process used to achieve these outcomes. In the absence of the person’s commitment to life
change, wellness and recovery outcomes are not likely to be achieved.

Practice Tips

1. Remember that building a relationship with a person involves tecognizing the nature of the person’s life situation and reasons for requesting help.
LISTENING is key to learning, empathy, respect, and trust building. Finding and overcoming any barriers to personal connections atre essential.
Recognition and rapport provide a foundation for building and sustaining a trust-based working relationship.

2. Use a person-centered approach that puts the person’s voice and choice at the center of the setvice process. Recognize and respond to theperson’s
unmet needs related to wellness, well-being, and daily functioning. Use a solution-focused approach that is future-focused, goal-directed, and focuses
on solutions, rather than on the problems that brought the person to seck help. Solution-focused practice aims to bring about desired change in the
least amount of time.[Tenets of solution-focusedpractice include: If it's notbroken, don't fix it. If it works, do more of it. If it's notworking, dosome- thing
different rather thanjust trying harder. A solution is not necessarily related to the perceived problem. Small steps in the right direction can lead to big
changes.] A strengths-based practice approach emphasizes a person’s self-determination and strengths. Identify and build on the person’s strengths
and assets to create sustainable resources for solutions.

3. Change-oriented approaches are especially useful in addressing lifestyle modification for disease prevention, long-term disease or disorder manage-
ment, and addiction. Understanding a person's readiness to make change, appreciating barriers to change, and helping anticipate relapse can improve
the person’s satisfaction and lower practitioner frustration during the change process. A stages of change approach is useful in stimulating change and
overcoming resistance

4. Remember that engagement is an ongoing process that builds and sustains: 1) a mutually beneficial trust-based working relationship between the
) 8 p
personand 2) a person’s commitment to personally selected wellness and recovery outcomes and to the life change process.
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Practice Area: Detection & RapidResponse

Desired Outcomes of Practice

DETECTION & EARLY RESPONSE. ¢ A person who is at tisk of harm due to safety, health, or situational threats is
detected via screening and other means and then kept safe from harm by using rapid response strategies to miti-
gate risks and protect the person from imminent threats to the person’s well-being.

Key Concepts

Detection. Uponadmission, screening is performed to identify a personwhomay have an imminentthreat of harmfrom life partners, caregivers or who may
have an undiagnosed health or behavioral condition or who may be at high risk of developing a condition requiring treatment. A person should be screened
upon admission and petiodically thereafter for certain life situations, conditions, and disorders that may require diagnosis, treatment, and ongoing care. Life
situations, conditions, disorders, or diseases for which screening should be routinely performed include:

- Safety/ threats of harm at home . Self—endangerment/ threats of harm to others

*  Adverse childhood expetiences/complex trauma * Intellectual or developmental disability/TBI/learning problems

e  Emotional status/bchavioral disorders * Drug/alcohol use/substance use disorder

= Health status/physical well-being/illness * Diseases: diabetes, COPD, obesity, hypertension, seizures

= Inappropriate or unstable living situation * A pattern of instability or a trajectory of physical or emotional decline

Otheragenciesand practitioners involved in providing services to the person should be identified and contacted to provide necessary opportunities for
service delivery, coordination, and integration.

Rapid Response

Rapid Response. Following detection of a threat of harm oranemergentcondition, a response is an action takento avert a safety threat, stoptheprogres-
sion of a disease, control a behavioral disorder, or to mitigate preventable injury or illness. A timely and appropriate response is provided for any person
who is detected via a screening process as has having a condition, disorder, or disease forwhich intervention or treatmentis indicated.

A Rapid Response [following the detection of a serious threat or rapidly developingcondition]: a responsecommensurate with theurgency, severity, and
intensity of a detected problem, especially when the person is at imminent risk of harm (e.g., sudden death via suicide) or at high risk of a poor health
outcome (e.g., a brittle diabetic adolescent who violates dietary restrictions).

Practice Tips

1. Screenings of the person are performed upon admission and periodically thereafter. Practitioners continue to conduct screenings to detect safety,
health, and behavioral risks as well as any emergent conditions or disorders as an ongoing assessment process.

2. Based on results of screenings and self-reports by the person, any problems of significance (involving safety, health, or behavioral tisks or other situa- tions
that could lead to instability ot decline) are promptly detected. The nature, significance, and history of any detected problem are defined and reported
to any other practitionets ot agencies that should be involved in providing an approptiate response to the person’s need for ptevention, protection,
treatment, orcare.

3. Anyproblem requiring a crisis intervention or urgent response is addressed in a timely, appropriate, andsufficient manner so as to preventunneces-
satyharm, pain, loss, ot hardshipfortheperson. Each responseprovided is commensurate with theutgencyandseverity of thepresentingproblem.
Any response provided protects the person from preventable harm or mitigates the impact the problem would have likely had if not treated promptly and
effectively.

4. Results of initial and ongoing screenings ate incorporated into the ongoing bio-psycho-social assessment and clinical understanding/case formulation

of the person’s situation. Any significant screening and detection results are used to develop necessary protective interventions and/or treatments to keep
the person safe, physically and behaviorally healthy, and functioning effectively in daily life.
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Practice Area: Assessment & Formulation

Desired Outcomes of Practice

ASSESSMENT & FORMULATION. * Ongoing formal and informal fact finding methods are used to develop and
update a broad-based understanding of the person's bio-psycho-social situation, clinical history, strengths and
assets, unmet needs, life challenges, stressors, and aspirations forwellness and recovery.® An evolvingclinical case
formulation (describing the person’s clinically significant distress and impairment in functioning) is used to guide
development of treatment plans informed by the person’s life stage, culture, social context, and preferences.

Key Concepts

Ongoing assessment and clinical case formulation guide the course of action designed and used by setvice providers to help a person meet wellness and
recovery goals that he/she has selected. Assessment processes are used to gather facts and assemble information and knowledge for developing a functional
understanding of the person’s situation and desired life change outcomes. Assessment provides answers to practical and clinical questions [see the separate
list of clinical questions] that are used to develop a workingunderstanding forthepersonfromwhichtreatment decisions aremade. Based ontheworking
understanding, a clinical case formulation is developed and updated as new understandings emerge. The formulation is used in developing a course of
action (treatment and supports) for meeting the person’s wellness and recovery goals.

Assessment & Understanding. As approprtiate to the person’s situation, a combination of clinical, functional, and informal assessment techniques ate used to
determine thestrengths, needs, risks, underlying issues, andfuturegoals of theperson. Oncegathered, theinformation is analyzed andsynthesized to form a func-
tional understanding and a bio-psycho-social clinical formulation used in developing a course of action for the person. Assessmenttechniques, both formal and
informal, areappropriate for theperson's life stage, ability, cultute, language ot system of communication, legal issues, and life situation. Areas in which essential
understandings are developedinclude:

= Earlier life traumas, losses, and distuptions * Co-occurring life challenges (mental illness, addiction, domestic violence)

= Learning problems affecting school or work performance ¢ Significant physical health and/or behavioral health concerns

= Subsistence challenges encountered in daily living * Recent tragedy, trauma (including combat trauma), losses, victimization

= Risksofharm,abuse, neglect,intimidation, orexploitation * Problems ofattachment, bonding, self-protective boundaries in relationships
= Traumatic brain injury and/or intellectual disabilities * Recentlife changes (e.g., new baby, job loss) requiring major adjustments

= Court-ordered requirements/constraints/detention * Any significant screening and detection findings (health or safety risks)

= Recent life disruptions (e.g., eviction, bankruptcy) ¢ Dislocation due to natural disaster or changes in the local job market

Case Formulation and Clinical Reasoning. Understandings developed from ongoing assessments are used to create a clinical case formulation that
guides service decisions and actions. Clinical reasoning is applied in moving from understanding to action: Any compelling urgency is addressed first.
Practical solutions may precede clinical solutions in the course of action. Plans develop from outcome to action. Opportunities for eatly and repeated
successes are identified and pursued. A pace of action that could overwhelm the person is avoided.

Practice Tips

1. Remember that the outcome of assessment is an essentiall FUNCTIONAL UNDERSTANDING of the personused in case formulation to guide interven-
tion planning. Assessment is a continuous learning processinvolving the personandservice providers, not a form to complete uponintake or other

points in the course of action. Assessment includes the gathering and assembly in facts, information, and knowledge to develop a broad-based under- standing
of the person’s situation used to support decision making.

2. A clinical case formulation includes a clinical history and concise summaty of thebio-psvcho-social factors conttibuting to the present disorder. It
focuses on clinically significant distress and impairment in functioning experienced by the person. The case formulation considers the combination of

predisposing, precipitating, perpetuating, protective, and predictive factorscontributing to the condition of concern.

3. DPractical reasoning and clinical judgment are used in making a reliable assessment of factors related to a person’s disruption in daily functioning or role
fulfillment. Functional understandings and clinical case formulation are used toguide development of a comprehensive treatment plan, including
support plans where indicated, informed by the person’s life stage, culture, social context, and preferences.

4. Principles of person-centered practice and self-directed care are appliedin all aspects of assessment and clinical case formulation.

Page 11 of 15



Page 101
| A Treat First Approach Overview |

Practice Area: Wellness & Recovery Goals

Desired Outcomes of Practice

WELLNESS & RECOVERY GOALS: ¢ Clearly stated, well-informed, and personally-selected wellness and recovery goals
are developed with the person and used to guide intervention strategies toward attainment of desired levels of well-
being, supports for living, dailyfunctioning, inclusion, productivity, and role fulfillment for the person.

Key Concepts

WELLNESS is an active process in which a person becomes aware of and makes choices toward a more successful existence. Wellness is a conscious, self- directed,
and evolving process of achieving full potential. Wellness is a multidimensional and holistic, encompassing lifestyle, mental and spiritual wellbeing, and the
environment. Wellness is positive and affirming. [National Wellness Institute]

RECOVERY is a process through which persons improve their health and wellness, live a self-directed life, and strive to reach their full potential. Ten
guiding principles of recovery are: hope, person-driven, many pathways, holistic, peer support, relational, culture, responsive to trauma, strengths and

responsibility, and respect.[SAMHSA]

Consistent with the principles of person-centered practice, personally-selected wellness and recovery goals vary among persons having a wide range of
personal needs, aspirations, and life trajectories reflective of their age, ability, and situation:

= A person experiencing a simple, acute problem, but having no systematic barriers or impediments, should improve quickly and reach desired levels of well-
being, sustainable supports, daily functioning, and independence with minimal assistance and limited interventions.

= A person experiencing a chronic problem with minimal systematic barriers or impediments should achieve adequate levels of stability, functioning, and well-
being while self-managing the condition as independently as possible until he/she requites more intensive temporary cate or treatment. Once the person
regains adequate levels of stability, functioning, and/or well-being, he/she resumes self-management of the condition with a lower level of ongoing
monitoring and support from the system.

= Aperson having limited capacities and/or major systematic battiers ot impediments should achieve and maintain his/het best attainable level of func- tioning,

well-being, andsupport until his/her status changes. Persons having intellectual disabilities, serious and persistent mental illness, traumatic brain
injury, and the frail elderly often require more intensive or specialized long-term care services.

Personal wellness and recovery goals specify: (1) Levels of well-being, supports, daily functioning, productivity, or social integration to be achieved by
the person; (2) Aspirations for fulfilling life roles (e.g., employee, parent, life partner, grandparent) the person seeks to achieve including the manner and
degree of accomplishment; and(3) Anyrequirements to be met (e.g., discharge fromhospital or detention) before interventions are transitioned to either
ongoing maintenance services (e.g., self-management with monitoring, reunification of children from foster care) or independence from the setvice system.
Wellness and recover recovery goals define outcomes to be accomplished via setvices.

Practice Tips

1. Use person-centetedplanningtechniques to helpthepersonidentify andstatewhathe/sheexpects to gain ot achieve fromtheserviceprocess. Framethese
expectations aswellness or recoverygoals usingtheperson’sownwords. Makesurethegoalsselected for service planning arebased on theperson’sassessed needs,
expressed aspirations for wellness and recovery, and socially-beneficial choices.

2. Construct goals that are SMART: Specific, Measurable, Achievable, Relevant, and Time-bound. Clear goals help in planning intervention strategies and measure-
ment of results. Relevant and achievable goals promote the person’s motivation and commitment to the change process.

3. Consider the nature, purpose, trajectory, time required, person’s motivation, and opportunities available for achieving the goals selected. Recognize that there
may be an important order of priority in which goals are addressed. Any compelling urgencies should be addressed first.

4. Use the person’s wellnessandrecoverygoals to guide the selection of strategies to be used for their attainment. Identify goals for which the involvement of
other practitioners or agencies will be involved in or responsible for the helping the person achieve the desired outcomes.

5. Use teamwork processes to build common purpose and unity of efforts with other supporters, practitioners, and agencies involved in helping the person

achieve his or her wellness and tecovery outcomes.

Page 12 of 15



Page 102
| A Treat First Approach Overview |

Practice Area: Teamwork/Common Purpose & Unity of Effort

Desired Outcomes of Practice

TEAMWORK / COMMON PURPOSE & UNITY OF EFFORT. ¢ Using a shared-decision making process, the person and
the person’s practitioners and supporters are building and sustaining: * Common purpose by planning well-
ness/recovery goals and strategies together with the person. ¢ Unity of effort in service delivery by coordinating
actions of the person’sprovidersand integrating services across providers, settings, time, and funding sources.

Key Concepts [These Aspects of Practice are Applied to Persons Having Complex Needs and Ongoing Services]

Person-centered practices and self-directed care principlesput the person’s needs, aspirations, and choices at the center of setvice organization. Ateam-
based, shared decision-makingprocesshelpsthepetson to create a vision for a better life based on aspirations forwellness, valued social roles, social inclu-
sion, and successful daily living. Informal supporters and setvice providers join with the person (consistent with the person’s preferences) to define
wellness/recoverygoals to beachieved along with related strategies forprovision of supportsandservices. Because theefforts of manymay be involvedin
helping the person, achieving common purpose and unity of effort are essential for success. Together, common purpose and unified efforts create the “glue” that
holds things together in practice for the benefit of the person receiving services.

Common Purpose. Common purpose is created when the people involved agree upon and commit to clear goals and a related course of action. An
ongoing, person-centeted, team-based, shared decision-making process may be used to achieve and maintain a consensus on and commitment to a set of wellness/
recoverygoalsandrelated strategies. Thesegoalsandstrategiesare determined by andwith theperson, theperson’sptimarysupporters, andtheservice providers involved.

CONSENSUS and COMMITMENT are essential for building common purpose.

Unity of Effort. Unity of effort is based on: (1) A common understanding of the person’s situation; (2) A common vision for the person’s wellness or
recovery; (3) Coordination of efforts to ensure coherency and continuity; (4) Common measures of progress and ability to change course, if necessary. Unity
of effort is achieved and maintained via ongoing teamwork, cootdination of actions among providets and supporters, and integration of setvices across
providers, settings, funding sources, and points in time. Unity of effort is the state of harmonizing actions and efforts among multiple service providers and
supporters who are commited to helping the person achieve agreed upon goals and shared outcomes.

Practice Tips

1. Remember that effective TEAMWORK and SERVICE COORDINATION help build common purpose and unity of effort in frontline practice .Effective

teamwork involves having the right people working together with and for the personbeing served. The team should have the technical and cultural
competence, knowledge of theperson, authority to act on behalf of funding agenciesand to commitresources, and ability to flexibly assemble supportsand
resoutces in response to specific needs. Members of the team should have the time available to fulfill commitments made to the person. NOTE: Persons
having serious, persistent illnesses (requiting ongoing care and treatment) benefit most from effective teamwork and setvice coordination. Person-

centered teams are useful for persons receiving multiple ongoing care and treatment services.

2. The person’s team assists in conducting person-centered planning activities and in providing assistance, support, and interventions after plans are made in

order to meet the person’s wellness/recovery goals. Working togethet, team membets support the person in identifying needs, setting wellness/recovery goals, and
planning strategies with related services that will enable the person to meet those goals. Effective, ongoing, collaborative problem solving is a key indicator of
effective teamfunctioning.

3. Leadershipandcoordinationarenecessary to: (1) form a person-centered teamandfacilitate teamwork;(2) plan, implement, monitor, modify, andevaluate services
provided; (3) integrate strategies, activities, resoutces, and interventions agreed to by the team; (4) measure and share results for the individual in order to
changestrategies that do not work and to determine progress; and (5) ensure a unified process involving a shareddecision-making approach. While leading
and coordinating may be appropriately discharged by a variety of team members, it is most effectively accomplished by a designated leader who prepares team
members, convenes and organizes meetings, facilitates team decision-making processes, and follows up on commitments made. Individual(s) filling these
roles should have strong facilitation skills, authority to act, and, as appropriate to role, clinical skills in assessing, planning, monitoring, and evalua- tion. In a
case where several agencies and providers are involved, negotiation may be necessary to achieve and sustain a coordinated and effective service process.
Leadership and coordination responsibilities can be shared with an empowered and capable service recipient. This may be an appropriate outcome of
interventions for the person receiving services.

3. Team functioning and decision-making processes should be consistent with principles of person-centered practice and self-directed care. Evidence of effective

team functioning over time is demonstrated by the quality of relationships built, commitments fulfilled, results achieved, unity of effort shown by all members
of the team, the focusand proper fit of services assembled for theperson, dependability of service system petformance, andconnectedness of the person to
ctitical resources necessary for achieving wellness/recovety goals.
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Clinical Technique: Solution Focused Brief Therap

Desired Outcomes of Practice

SOLUTION FOCUSED BRIEF THERAPY: ¢ The person’s concerns and reasons for requesting help are clarified. ® The
person’s aspirations and vision for a preferred future are stated. * The person demonstrates motivation and
confidence in finding solutions. * The person’s strengths and past successes are used to build solutions. ¢ The
person is taking small steps in the right direction toward a preferred future.

Key Concepts

A practice that may be useful in a Treat First Approach is Solution Focused Brief Therapy (SFBT) that focuses on a person's strengths and previous successes
rather than failings and problems. SFBT consists of conversations that stimulate and support positive life change for a person receiving services. These
conversations are centered on the person's concerns; who and what are important to the person; a vision of a preferred future; the person's exceptions,
strengths, and tesoutces telated to the vision; scaling of the person's motivation level and confidence in finding solutions; and, ongoing scaling of the
petson's progtess toward reaching the desited future. The goal is helping a person rapidly find a solution to a resolvable life problem. The basis for a brief
intervention builds on theperson's understanding of his/her concern or situationand what thepersonwants to be different in thefuture.

Basic concepts of SFBT are:

= Itis based on solution-building, not problem-solving, * Itis focused on the person's desired future, not the past.

= It encouragesthepersontoincreasethefrequency ofusefulbehaviors. * Itassumes thatsolution behaviors already exist for the person.
= The person and providercreate solutions based on what has worked in the past.* It places responsibility forchange on the person.

= Itasserts that small steps in the right direction lead to larger changes.

SFBT has been recognized as an evidence-based practice and is listed on the SAMHSA National Registry of Evidence-Based Programs and Practices.

Solution-Focused Questions

Solution-focused questions about the topics of conversation are used to connect to and build on the concerns and aspirations expressed by the person.
Examples of solution-focused questions include:

= Given the issue or problems you are faced with, what are you hoping we can achieve together?

= How would you like your life to change in regard to the issues we have been discussing?

= Are there things you have tried already to solve this problem?

= What are some things you have already accomplished that you are pleased with?

= What types of support do you have from family/community/resources?

= What personal traits, skills, and talents have helped you in the past?

= What personal qualities are helping you get through these difficult times right now?

= How is it you found the strength and wisdom to come hete for help?

= What do you suppose you do or have done so that the problem isn't any worse?

= With such difficulties in your life, how have you been able to get up and face each day?

= How are your life and your functioning affected by having a diagnosis of. ?

*  What have you tried in the past when confronted with these types of problems?

= Would this type of solution help with your situation now?

= When you have achieved your goal, what are some things you will experience that will let you knowthat your goal has been accomplished?
= If yourproblem suddenlywent away, what would be thefirst thing youwould noticeabout yourself(howwould be feeling, thinking, doing)?
= How would those around you know that this big change had occurred?

*  What will be different in your life when the problem is gone?
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Clinical Technique: Motivational Interviewing

Desired Outcomes of Practice

MOTIVATIONAL INTERVIEWING: ¢ The petson is increasingly aware of the potential problems caused, consequences
experienced, and risks faced as a result of a particular behavior. * The person envisions a better future and becomes
increasingly motivated to achieve it.

Key Concepts: Motivational Interviewing is a Technique Used with Solution Focused Brief Therapy

Motivational interviewing is a method that works on facilitating and engaging intrinsic motivation within the person in order to change behavior. The exami- nation
andresolution of ambivalence is a central purposeandthepractitioner is intentionally directive in pursuingthisgoal. Motivational interviewing is a semi-
directive, person-centeted counseling style for eliciting behavior change by helping a petson to explore and tesolve ambivalence. It is change-focused and
goal-directed. Motivational interviewing is non-judgmental, non-confrontational and non-adversarial. Motivational interviewing recognizes and accepts the
fact that persons who need to make changes in their lives approach counseling at different levels of readiness to change their behavior. Some persons may
have thought about it but not taken steps to change it or may be actively trying to change behavior and may have been doing so unsuccessfully for years.
In order for a practitioner to be successful at motivational interviewing, four basic skills should first be established: 1) The ability to askopen-ended questions.
2) The capacity for reflective listening. 3) The ability to provide affirmations. 4) The ability to petiodically provide summary statements to the petson.
The motivational approach attempts to inctease the person's awareness of the potential problems caused, consequences expetienced, and risks faced as a
result of the behavior in question. Alternately, practitioners help the person envision a better future, and become increasingly motivated to achieve it.
Thestrategy seeks to help thepersonthink differently abouttheirbehavior andultimately to consider what might be gainedthroughchange.

Motivational interviewing focuses onthepresentandentails workingwith a person to accessmotivation to change a particular behavior that is notconsis- tent
with a person's personal value or goal. Warmth, genuine empathy, and unconditional positive regard are necessary to foster therapeutic gain within
motivational interviewing. The main goals of motivational interviewing are to establish rapport, elicit change talk, and establish commitment language from
the person. A central concept is that ambivalence about decisions is resolved by conscious or unconscious weighing of pros and cons of making change
versus not changing. It is critical to meet people where they are and to not force a person towards change when they have not expressed a desire to do so.
The four general principles are:

1. Express Empathy. Empathy involves secing the wotld through the person's eyes, thinking about things as the person thinks about them, feeling things
as he or shefeelsthem, sharing in theperson'sexperiences. Thepractitioner's accurate understanding of theperson's expetience facilitates change.

2. Develop Discrepancy. This guides practitioners tohelppersonsappreciate thevalue ofchange byexploringthe discrepancy between how theperson wants
his or her life to be versus how it is currently (or between their deeply-held values and their day-to-day behavior). Practitioners work to develop this
situation through helping persons examine the discrepancies between their current behavior and future goals.

3. Roll with Resistance. The practiioner does not fight a person’s resistance, but "rolls with it." Statements demonstrating resistance ate not challenged.
Insteadthepractitionet usestheperson's "momentum" to furtherexplotehis or herviews. Usingthis approach, resistance tends tobe decreased rather than
increased, as persons are not reinforced for becoming argumentative. Motivational interviewing encourages persons to develop their own solutions to the

problems that they themselves have defined.

4. Support Self-Efficacy. Thisguides practitioners toexplicitly embracetheperson’s autonomy (evenwhenpersonschoose to notchange) andhelpthe
personmovetowardchangesuccessfullyandwith confidence. As personsareheldresponsibleforchoosingandcarryingout actions to change, practi- tioners
focus their efforts on helping people stay motivated, and supporting their sense of self-efficacy is a great way to do that.

Key points on Motivational Interviewing are:

= Motivation to change is elicited from the person and is not imposed from outside forces.

= Itis the person's task, not the counselot's, to articulate and resolve his or her ambivalence.

= Direct persuasion is not an effective method for resolving ambivalence.

= The counseling style is generally quiet and elicits information from the person.

= The counselor is directive, in that they help the person to examine and resolve ambivalence.

= Readiness to change is not a trait of the person, but a fluctuating result of interpersonal interaction.
= The therapeutic relationship resembles a partnership or companionship.

Thus, motivational interviewing uses an ongoing conversation about life and change as a basis for engagement and encouragement.
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Appendix O: Adult and Child Self Check-in and Session Check-out Instruments

Treat First Trial
Client Check-In instruments

Purpose

A Self Check-In is conducted with the person at the beginning of each visit and a Session Check-
Out is conducted at the end of each visit. Relative rating scale results are used by the
practitioner to evaluate the client’s perspective on how he/she are doing at the beginning of

the session, and how useful and beneficial the session has been in making progress towards
achieving the person’s desired future

How to use

The following instruments will be loaded on a web-based data collection application for each
practitioner’s use with clients in the Treat First trial. At the beginning and end of the first 4
visits, complete the questions with each client identified for participation in the trial. It is
recommended that the practitioner invite the client to enter their responses directly into the
computer themselves. If it is deemed necessary, the practitioner can assist the client by
reading the questions or entering their responses. A simple graph will be generated after the
data are entered.

In addition to providing the client opportunity for input into their work towards their identified
goals, these tools can also be beneficial to the practitioner by prompting discussion around the
client’s assessment of either their wellbeing or the session itself. This can help the client clarify
or hone in on their identified goals, as well as providing the practitioner with real-time feedback
that can further improve the focus of future sessions.
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Adult Self Check-In and Session Check-Out Instruments
Self Check-In (at the beginning of the visit)

Introduction: Looking back over the last week, including today, let me know how you have been
doing by rating things on a scale of 1 to 10. A “1” would be not very well and a “10” would be
very well.

SELF CHECK-IN
w2...3004...5.0...6....7.....8......9.....10

1. How would you rate how you are doing Very Low .\./ery High

today?

1....2...3..4..5...6...7..38...9...10

2.H | how thi \
ow would you rate how things are Very Low Very High

going in your personal life?

1....2...3..4..5...6...7..38...9...10

H | how thi \
3. How would you rate how things are Very Low Very High

going in your social/work life?

1....2...3..4..5...6...7..38...9...10

4.H | how thi \
ow would you rate how things are Very Low Very High

going in your life overall?

Session Check-Out (at the end of the visit)Introduction: Please rate how you felt about your
experience in today’s session. A “1” would be a very low level and a “10” would indicate a very
high level.

SESSION CHECK-OUT
w2a.3004000.5..006.000.7.0.0.8.....9....10

1.H I h I felt h N .
ow would you rate how well you felt heard Very Low Very High

today?

1...2...3..4..5...6...7..38...9...10

2. How would you rate whether we covered Very Low .\./ery High

what you wanted to discuss today?

1...2..3..4..5...6..7..8...9...10

3. How would you rate how you and | Very Low .\./ery High

connected today?

1...2..3..4..5...6...7..38...9...10

4. How would you rate our work together Very Low Very High

overall?
Today was our final session. Yes_ No
We have scheduled a follow-up session Yes___No_

Page 2 of 4



Child/Youth Self-In and Session Check-Out Instruments
Self Check-In (at the beginning of the visit)

Introduction: How are you doing? How are things going in your life? Circle a number on the scale to let us
know. The closer to the smiley face, the better things are. The closer to the frowny face, things are not so
good. If you are a care giver filling out this form, please fill out according to how you think the child is doing.

SELF CHECK-IN

1 H | doine todav? Lo, 2 K IO i SRR 5
. How am | doing today- ® ©
2. How are things going in my family right Lo 2, K R b 5
now? ® ©
3. How are thines goine at school? Lo 2 K TR L SRR 5
. How are things going at sc : ® ©

) . i Lo, 2 K TR i SRR 5
4. How is everything going ® ©

Session Check-Out (at the end of the visit)

Introduction: How was our time together today? Circle the number below to let us know how you feel.

Listening
oo 2 K SO 4o 5
Did not listen to me today. @ @ Did Listen to me Today
What | want
. T 2 K SO 4o 5
:’\\’Nea‘:'t‘igct’gta'k about what ©  Wedid talk about what
) | wanted to
What We did Today
. . . oo 2 K SRR T ORRPRR 5
Lod(ljcl not like what we did ® © | liked what we did
¥ today
Next Time
Next time, | wish we could 1. 2 K TSR Qe 5 Next time I'd like to do
do something different ® © the same kind of things
Today was our final session. Yes___No
We have scheduled a follow-up session Yes___No_
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Example of Graphs available for Adult Check-In Data

SELF CHECK-IN SESSION SESSION SESSION  SESSION
1 2 3 4

1. How would you rate how you are doing today? Q1 1 3 6 6

ﬁ%e}-;ow would you rate how things are going in your personal Q2 2 3 4 5

l?;%e}-_lkow would you rate how things are going in your social/work Q3 3 4 6 6

4. How would you rate how things are going in your life overall? Q4 2 3 5 6

SESSION  SESSION  SESSION  SESSION

SESSION CHECK-OUT 1 2 3 4
1. How would you rate how well our session was today? Q1 7 7 9 9
2: How would you rate whether we covered what you wanted to Q2 6 7 3 9
discuss today?

3. How would you rate how you and | connected today? Q3 9 7 9 10
4. How would you rate our work together overall? Q4 7 7 9 9

Self Check-In

10

8
== Q1

) 6
— == Q2
8 4 Q3

(V5]

5 =g Q4

0

SESSION 1 SESSION 2 SESSION 3 SESSION 4
Session Check-In
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8
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) 6
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Appendix P: CareLink NM Screening — Adult

NN

Clinical Screen

Over the last two weeks, how often have you been bothered by any of the following problems?
(please check your answer and circle the boxes that apply to you)

Not at all |Several days| More than Nearly
half the | every day
days

Little interest or pleasure in doing things 0 1 2 3
Felling down, depressed, or hopeless 0 1 2 3
[] Thoughts that you would be better off dead or, 0 2 3
[C] Hurting yourself in some way

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3

Drinking alcohol can affect your health. This is especially important if you take certain medications.
We want to help you stay healthy and lower your risk for the problems that can be caused by

drinking.

Standard serving of one drink:

12 ounces of beer or wine cooler I —

1.5 ounces of 80 proof liquor 'w LY ‘ Y."

5 ounces of wine }.‘:,..-,.-l‘ g -

4 ounces of brandy, liqueur or aperitif — .

Please circle your answer

How often do you have one drink Never |Monthlyor| 2-4timesa | 2-3timesa | 4+timesa
containing alcohol? less month week week
How many drinks containing alcohol do you lor2 3or4 50r6 7t09 10 or more
have on a typical day when you are

drinking?

How often do you have four or more drinks Never Less than Monthly Weekly Daily or
on one occasion? monthly almost daily

the past month, you:

In your life, have you ever had any experience that was so frightening, horrible or upsetting that in

Have had nightmares about it or thought about it when you did not want to? Yes No
Tried hard not to think about it or went out of your way to avoid situations that Yes No
reminded you of it?

Were constantly on guard, watchful, or easily startled? Yes No
Felt numb or detached from others, activities, or your surroundings? Yes No
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Anxiety Screen

Over the last two weeks, how often have you been bothered by any of the following problems?

(please circle your answer)

Not at all |Several days| More than Nearly
half the | every day
days
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Worrying too much about different things 0 1 2 3
Trouble relaxing 0 1 2 3
Being so restless that it is hard to sit still 0 1 2 3
Becoming easily annoyed or irritable 0 1 2 3
Feeling afraid, as if something awful might happen 0 1 2 3
Audit-10

Drinking alcohol can affect your health. This is especially important if you take certain medications.
We want to help you stay healthy and lower your risk for the problems that can be caused by

drinking.

These questions are about your drinking habits. We’ve listed the serving size of one drink below.

Standard serving of one drink:
12 ounces of beer or wine cooler
1.5 ounces of 80 proof liquor

- A

"B

5 ounces of wine P -—v

4 ounces of brandy, liqueur or aperitif ¢ - o

Please circle your answer

How often do you have one drink Never |Monthlyor| 2-4timesa | 2-3timesa | 4+timesa
containing alcohol? less month week week
How many drinks containing alcohol do you lor2 3or4 50r6 7t09 10 or more
have on a typical day when you are

drinking?

How often do you have four or more drinks Never Less than Monthly Weekly Daily or
on one occasion? monthly almost daily
How often during the last year have you...

found that you were not able to stop Never Less than Monthly Weekly Daily or
drinking once you had started? monthly almost daily
failed to do what was normally expected Never Less than Monthly Weekly Daily or
from you because of drinking? monthly almost daily
needed a first drink in the morning to get Never Less than Monthly Weekly Daily or
yourself going after heavy drinking? monthly almost daily
had a feeling of guilt or remorse after Never Less than Monthly Weekly Daily or
drinking? monthly almost daily
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been unable to remember what happened Never Less than Monthly Weekly Daily or
the night before you had been drinking? monthly almost daily
Have you or someone else been injured as a No Yes, but not in the last year Yes, during
result of your drinking? the last year
Has a relative, friend, doctor, or health No Yes, but not in the last year Yes, during
worker been concerned about your drinking the last year
or suggested you cut down?

The Columbia Scale (C-SSRS)

In the past month

Have you wished you were dead or wished you could go to sleep and not wake up?

Yes

No

Have you actually had any thoughts about killing yourself?

Yes

No

If you answered Yes to 2, answer 3,4,5, and 6. If you answered No to 2, go directly to question 6.

Have you thought about how you might do this? Yes No

Have you had any intention of acting on these thoughts of killing yourself, as Yes No

opposed to you have the thoughts but you definitely would not act on them?

Have you started to work out or worked out details of how to kill yourself? Yes No

Do you intend to carry out this plan? Yes No
In the past 3 months

Have you done anything, started to do anything, or prepared to do anything to end Yes No

your life?

Examples: Collected pills, obtained a gun, given away valuables, wrote a will or suicide
note, took put pills but didn't swallow any, held a gun but changed your mind or it was
grabbed from your hand, went to the roof but didn't jump; or actually took pills, tried to
shoot yourself, cut yourself, tried to hang yourself, etc.

In your entire lifetime, how many times have you done any of these things?

Depression Survey

Over the last two weeks, how often have you been bothered by any of the following problems?

(please check your answer and circle the boxes that apply to you)

Not at all |Several days| More than Nearly
half the | everyday
days

Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 2 3

[] Trouble falling or staying asleep or, 0 2 3

[] sleeping too much

Feeling tired or having little energy 0 2 3

[] Poor appetite or, 0 1 2 3

[] Overeating
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Not at all | Several days| More than Nearly
half the every day
days
Feeling bad about yourself, or that you are a failure or 0 2 3
have let yourself or your family down
Trouble concentrating on things, such as reading the 0 2 3
newspaper or watching television
[C] Moving or speaking so slowly that other people 0 2 3
could have noticed or,
[] The opposite-being so fidgety or restless that you've
been moving around a lot more than usual
[] Thoughts that you would be better off dead or, 0 2 3
[T] Hurting yourself in some way

PC-PTSD

In your life, have you ever had any experience that was so frightening, horrible or upsetting that in

the past month, you:

Have had nightmares about it or thought about it when you did not want to? Yes No
Tried hard not to think about it or went out of your way to avoid situations that Yes No
reminded you of it?
Were constantly on guard, watchful, or easily startled? Yes No
Felt numb or detached from others, activities, or your surroundings? Yes No
Adult Member Information
Background
What brought you in for services today?
Would you like an interpreter? Yes No
Do you have a developmental/intellectual disability? Yes No
If Yes, do you have an Individual Service Plan related to your Yes No
developmental/intellectual disability?
Do you have an Emergency Crisis Plan? (if yes, please provide a copy) Yes No
Were you referred? Yes No
If yes, by whom were you referred?
Nursing Facility Level of Care (NFLOC)?
Height and Weight
Height (in inches)
Weight (in pounds)
Exam Dates
Date of last physical exam A Don't Know
Date of last dental exam A Don't Know
Date of last vision exam A Don't Know
Date of last hearing exam Y A Don't Know
Date of last bone density exam Y A Don't Know
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Care Team

Care Coordinator

Name

Primary Care Provider

Name

Phone Number (###-#H#-HiHiH)

Behavioral Health Therapist

Name

Phone Number (##Hi-t##-HiHt)

Plan of Care

Short-term Goals; 0-3 Months

Goal

Intervention

Progress

Outcome

Date Initiated ] ___

Date Targeted

S

Date Updated _J__/____

Date Achieved

S _

Short-term Goals; 0-3 Months

Goal

Intervention

Progress
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Outcome

Date Initiated A Date Targeted A
Date Updated A A Date Achieved A A
Long-term Goals; 3-12 Months

Goal

Intervention

Progress

Outcome

Date Initiated A Date Targeted Y A
Date Updated A Date Achieved A
Long-term Goals; 3-12 Months

Goal

Intervention

Progress

Outcome

Date Initiated A Date Targeted A
Date Updated A Date Achieved A

Self Management Goals

Goal
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Intervention

Progress

Outcome

Date Initiated A A Date Targeted A A
Date Updated A Date Achieved A
Self Management Goals
Goal
Intervention
Progress
Outcome
Date Initiated A Date Targeted A
Date Updated A Date Achieved A
Future Opportunities
Demographics/Psychosocial
Name of person filling out assessment
Relationship of person filling out assessment to the Self Parent/ Friend Other
person coming in today Guardian
If Other please describe
Are there cultural or religious preferences that you would like your Yes No Prefer not to
provider to be aware of today? answer

If Yes please describe
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General Health Information

Are you currently in any physical pain? | Yes No

How much pain are you in today? Please enter best response, with 0 being no pain and 10 being

the most pain you have ever had.

Where is your pain?

Have you ever had a traumatic brain injury (head injury, concussion)? Yes No

Do you need help with transportation to appointments? Yes No

In general, would you say your | Excellent | Very Good Good Fair Poor Prefer not to

physical health is: answer

In general, would you say your | Excellent | Very Good Good Fair Poor Prefer not to

mental health is: answer

Have you had any psychiatric hospitalization in the last 6 months? Yes No Prefer not to
answer

Are you currently taking atypical psychotropic medications, such as Yes No Prefer not to

Ability, Clozaril, Zyprexa, Seroquel, Risperdal, or Geodon? answer

How much are you bothered by medication Not Bothered a| Bothered Bothered a |Prefer not to

side effects (for example, shaking and bothered little moderately lot answer

trembling, not being able to think clearly, at all

gaining or losing weight, or sexual

problems)?

Diagnosis
Diagnosis
Member Goals
Member Goals
Home Life
How may people live in your home, including you? |
Who lives in your home with you? (circle all that apply)
Mother Stepmother Father
Stepfather Two Mothers Two Fathers
Mother's boyfriend Father's girlfriend Boyfriend/partner
Girlfriend/partner Spouse/Partner's Mother or Grandmother(s)
Father
Grandfather(s) Aunt(s) Uncle(s)
Cousin(s) Foster Parent(s) Friend(s)
Other Relative(s) Pet(s) None of these apply

What is your current living arrangement? (circle one)

Homeless

Dependent Living

Dependent Living: Residential Care

Dependent Living: Foster Care/Foster Home

Dependent Living: Crisis Residence

Dependent Living: Institutional Setting

Dependent Living: Jail/Correctional Facility/Other
Institutions Under the Justice System

Dependent Living: Private Residence
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Independent Living | Unknown | Private Residence, Living Arrangement not Specified

Have you been homeless at any time in the last 6 months? Yes No Prefer not to
answer
Are you having any problems at home? (circle all that apply)
Violence Money Fighting
House Food Gas
Electricity Water Cooling
You are out of work Spouse/Partner out of work Substance use of others
Concerns with a family member Do not have any of these problems
Would you like to discuss this with someone? Yes No Prefer not to
answer
Current Providers
Name Phone (##-HH-#H#) Do you want them to be part of your
Care Team?
| Yes | No
Name Phone (##Hi-HtH- i) Do you want them to be part of your
Care Team?
| Yes | No
Name Phone (##Hi-HtH- i) Do you want them to be part of your
Care Team?
| Yes | No
Resources
Community Resources and Services Being Utilized
Resource | |Service (circle all that apply)
Income Support Division
Medicaid| CHIP | SNAP | TEFAP | TANF | GA | RRS | LIHEAP CSBG
Behavioral Health Services Division (BHSD)
Mental lliness Treatment | Substance Abuse Treatment
Aging and Long Term Services Department (ALTSD)
Consumer and Elder Rights Division (CERD) Assistance |Aging Network Division (AND) Assistance
Child Support Enforcement Services (CSES)
Paternity Establishment Collection/Enforcement
Children Youth and Families (CYFD)
Early Childhood Services | Protective Services | Juvenile Justice Services
Department of Health (DOH)
Immunizations wic
Religious Organization
Emergency Housing (Short Emergency Food Other

Term/Transitional)

Section 8 Housing

Section 8 Housing
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Needed Community Resources and Services

Resource | |Service (circle all that apply)
Income Support Division
Medicaid| CHIP | SNAP | TEFAP | TANF | GA | RRS | LIHEAP CSBG
Behavioral Health Services Division (BHSD)
Mental lliness Treatment | Substance Abuse Treatment

Aging and Long Term Services Department (ALTSD)

Consumer and Elder Rights Division (CERD) Assistance |Aging Network Division (AND) Assistance

Child Support Enforcement Services (CSES)

Paternity Establishment Collection/Enforcement
Children Youth and Families (CYFD)
Early Childhood Services | Protective Services | Juvenile Justice Services
Department of Health (DOH)
Immunizations | WIC
Religious Organization
Emergency Housing (Short Emergency Food Other

Term/Transitional)

Section 8 Housing

Section 8 Housing

Disaster Plan

Disaster Preparedness Plan

Adult Health & Well-Being

Health Behaviors

In the past three months have you smoked cigarettes or used any form of tobacco Yes No

(e.g. chew, dip, cigars, hookah and/or e-cigarettes)?

Have you ever ridden in a car driven by someone (including yourself) that was high Yes No

or was using alcohol or drugs?

Does anyone in your home take opioids for an ongoing medical condition ? Yes No

(OxyContin, Hydrocodone, Codeine)

Do you lock your opioid medications in a medicine cabinet or other locked Yes No

location?

Do you have a smoke detector in your home? Yes No

Do you have gas heating or appliances in your home? Yes No

Do you have carbon monoxide detector in your home? Yes No
Caregiver

Do you have a caregiver that comes into the home, because of a health care Yes No

problem, to provide you with assistance?

Is caregiver a relative, friend or from an agency? | Relative Friend Agency

Caregive/Agency Name

Caregive/Agency phone number (#it#-#itH-Hti)
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Caregive/Agency Specialty

How many hours per day/week does caregiver come into your home?
(C] per day, or [_Jper week )

What items does your caregiver help with?

Do you need more help than you are receiving? Yes No

Please explain:

ADL/IADL

Please indicate your ability to do the activities in the table below.
If you are Receiving Help for any of these, indicate Yes or No,

Bathing Receiving
Help?
Independent | Need Help Dependent Cannot Do
Dressing Receiving
Help?
Independent | Need Help Dependent Cannot Do
Grooming Receiving
Help?
Independent | Need Help Dependent Cannot Do
Mouth care Receiving
Help?
Independent | Need Help Dependent Cannot Do
Toileting Receiving
Help?
Independent | Need Help Dependent Cannot Do
Transferring bed/chair Receiving
Help?
Independent | Need Help Dependent Cannot Do
Walking Receiving
Help?
Independent | Need Help Dependent Cannot Do
Climbing Stairs Receiving
Help?
Independent | Need Help Dependent Cannot Do
Eating Receiving
Help?
Independent | Need Help Dependent Cannot Do
Shopping Receiving
Help?
Independent | Need Help Dependent Cannot Do
Cooking Receiving
Help?
Independent | Need Help Dependent Cannot Do
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Manging medications Receiving
Help?
Independent | Need Help | Dependent Cannot Do
Using phone book/ looking up numbers Receiving
Help?
Independent | Need Help | Dependent Cannot Do
Doing housework Receiving
Help?
Independent | Need Help | Dependent Cannot Do
Doing laundry Receiving
Help?
Independent | Need Help | Dependent Cannot Do
Driving or using public transportation Receiving
Help?
Independent | Need Help | Dependent Cannot Do
Managing finances Receiving
Help?
Independent | Need Help | Dependent Cannot Do
Sleep
On average how many hours of sleep do you get in a 24 hour period
Do you feel your sleep is restful? Yes No

Employment

What is your current type of employment?

Employed-Full time

Employed-Part time

Not employed, but seeking employment

Not employed, not seeking
employment

Not in labor force (e.g. retired,
disabled, homemaker, student,
volunteer

Prefer not to answer

If not employed (circle all that apply):

I am in the the process of
seeking benefits or | don't want
to risk losing my benefits

I worry that my symptoms will

interfere with my work

I'm not sure how to go about getting a
job

Not applicable

Other

Prefer not to answer

If employed, how many hours do you work per week

Durable Medical Equipment

Air-fluidized beds and other support surfaces Have Want Wish to |Don't Need
discuss

Bar in toilet/shower Have Want Wish to |Don't Need
discuss

Blood sugar (glucose) test strips Have Want Wish to |Don't Need
discuss

Blood sugar monitors Have Want Wish to |Don't Need
discuss

Canes (however, white canes for the blind aren't Have Want Wish to |Don't Need

covered) discuss
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Commode chairs Have Want Wish to |Don't Need
discuss

Continuous passive motion (CPM) machine Have Want Wish to |Don't Need
discuss

Crutches Have Want Wish to |Don't Need
discuss

Eyeglasses/contacts Have Want Wish to |Don't Need
discuss

Hearing aid or other hearing equipment Have Want Wish to |Don't Need
discuss

Hospital beds Have Want Wish to |Don't Need
discuss

Infusion pumps and supplies (when necessary to Have Want Wish to |Don't Need

administer certain drugs) discuss

Manual wheelchairs and power mobility devices Have Want Wish to |Don't Need
discuss

Nebulizers and nebulizer medications Have Want Wish to |Don't Need
discuss

Oxygen equipment and accessories Have Want Wish to |Don't Need
discuss

Patient lifts Have Want Wish to |Don't Need
discuss

Shower bench Have Want Wish to |Don't Need
discuss

Sleep apnea and Continuous Positive Airway Pressure Have Want Wish to |Don't Need

(CPAP) devices and accessories discuss

Suction pumps Have Want Wish to |Don't Need
discuss

Traction equipment Have Want Wish to |Don't Need
discuss

Translation devices Have Want Wish to |Don't Need
discuss

Walkers Have Want Wish to |Don't Need
discuss

Wheelchair Have Want Wish to |Don't Need
discuss

Do you have other adaptive equipment that is not listed above? Yes No

If yes, please describe:

Do you want other adaptive equipment that is not listed above? Yes No

If yes, please describe:
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Legal

Do you have an advance directive and/or living will? Yes No Don't Know
Do you have a copy of your advance directive and/or living will to put in your Yes No
record?
Do you have a psychiatric advance directive? Yes No Don't Know
Do you have a copy of your advance directive and/or living will to put in your Yes No
record?
Have you given Power of Attorney (POA) to someone? Yes No
If yes, who?
Do you have a copy of your POA to put in your record? Yes No
In the past six months, have you been Yes No Don't know |Prefer not to Not
arrested? answer applicable
In the past six months, were you the victim Yes No Don't know |Prefer not to Not
of any violent crimes, such as assault, rape, answer applicable

Safety/Injuries
Do you have a gun/firearm in the home? Yes No
If yes, is it unloaded? Yes No
If yes, is it locked up? Yes No
During the past 12 months did you smoke any marijuana or hashish? Yes No
During the past 12 months did you use anything else to get high (includes illegal Yes No
drugs, over-the-counter and prescription drugs, and things you sniff or huff?
Please answer the following if you answered yes to either of the last two questions above.
Otherwise, leave the following blank.
Do you use drugs to relax, feel better about yourself or fit in? Yes No
Do you ever use drugs while you're by yourself, alone? Yes No
Have you ever gotten into trouble while you were using drugs? Yes No
Do you ever forget things you did while using drugs? Yes No
Does your family or friends ever tell you that you should cut down on your drug Yes No
use?

Client Concerns
What are your future plans for work, career and family goals?

Financial Support

In the past six months, did you generally have enough money each month to cover Yes No
food?
In the past six months, did you generally have enough money each month to cover Yes No
clothing?
In the past six months, did you generally have enough money each month to cover Yes No
housing?
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In the past six months, did you generally have enough money each month to cover Yes No
traveling around to get things, shopping, medical appointments, or visiting friends
or relatives?
In the past six months, did you generally have enough money each month to cover Yes No
social activities like movies or eating in restaurants?
In the past six months, did you generally have enough money each month to cover Yes No
Heating, air conditioning, water, electricity, gas?
Have you received mental health or developmental disability services? Yes No
Do you have questions you would like to discuss with your provider? Yes No
Do you know what benefits are available to you? Yes No
Do you feel your benefits meet your needs? Yes No
Clinical Summary
Allergies
Medication allergies Yes No
If yes, what are they?
Food allergies Yes No
If yes, what are they?
Environmental allergies (hay fever, dust, etc.) Yes No
If yes, what are they?
Pharmacy Name
Pharmacy Location
Pharmacy phone number (###-#it#-#it#)
Current Medications
Medication Dose (if | How often | Start Date | What are
known) | do you take they for?

them?
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Previous medications: Only list atypical anti-psychotics from the following: Risperdal (Risperidone),
Seroquel (Quetiapine), Geodon (Ziprasidone), Zyprexa (Olanzapine), Invega (Paliperidone), Saphiris
(Asenipine), Clozaril (Clozapine), Abilify (Aripiprazole), Latuda (Lurasidone), Vraylar (Cariprazine),

Rexulti (brexpiprazole)

Medication Dose (if How Start Date | End Date | What are
known) | often do they for?
you take
them?
Now or in the past 6 months, have you taken any prescribed medications for Yes No
emotional or behavioral symptoms?
Have the medications helped you feel better? Yes No
In what ways have they helped?
In the past 6 months have you had any bad side effects from these medications? Yes No
What were the bad side effects?
Over the counter medications, herbs, vitamins, or supplements:
Medication, herb, vitamin, or supplement Dose (if | How often | Start Date | What are
known) | do you take they for?
them?
Do you have trouble taking medications as prescribed? Do not Always as | Sometimes | Seldom as
have to | prescribed as prescribed
take prescribed
medicine
Do you want help with this? Yes No

Other treatments that you are receiving (counseling, psychotherapy, OT, PT, chiropractor, acupuncture,

traditional healing, other):
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Health History

Condition/Behavior

If present, how much are you
bothered by this condition/

Would you like to talk
about his with your

behavior? provider?
Do you have or have you ever had: (circle Past and Present if ongoing)
ADHD Past Present Yes A little No Yes No
AIDS/HIV Past Present Yes A little No Yes No
Alcohol abuse Past Present Yes A little No Yes No
Anxiety Past Present Yes A little No Yes No
Any heart problems Past Present Yes A little No Yes No
or heart murmur
Any other significant Past Present Yes A little No Yes No
problems
Any primary current Past Present Yes A little No Yes No
skin problem (acne,
eczema)
Appendicitis Past Present Yes A little No Yes No
Anemia or bleeding Past Present Yes A little No Yes No
problem
Arthritis Past Present Yes A little No Yes No
Asthma, bronchitis, Past Present Yes A little No Yes No
bronchiolitis,
pneumonia
Autism Past Present Yes A little No Yes No
Bedwetting Past Present Yes A little No Yes No
Bipolar disorder Past Present Yes A little No Yes No
Bladder or kidney Past Present Yes A little No Yes No
infection
Blood transfusion Past Present Yes A little No Yes No
Cancer Past Present Yes A little No Yes No
Carpal tunnel Past Present Yes A little No Yes No
Cataracts Past Present Yes A little No Yes No
Chickenpox Past Present Yes A little No Yes No
Constipation Past Present Yes A little No Yes No
requiring doctor
visits
Convulsions or Past Present Yes A little No Yes No
neurological
problems
Depression Past Present Yes A little No Yes No
Developmental/ Past Present Yes A little No Yes No
Intellectual Disability
Diabetes Past Present Yes A little No Yes No
Dizziness Past Present Yes A little No Yes No
Drug abuse Past Present Yes A little No Yes No
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Eating disorder Past Present Yes A little No Yes No
Fainting Past Present Yes A little No Yes No
Frequent abdominal Past Present Yes A little No Yes No
pain

Frequent ear Past Present Yes A little No Yes No
infections

Frequent headaches Past Present Yes A little No Yes No
Gallbladder disease Past Present Yes A little No Yes No
Glaucoma Past Present Yes A little No Yes No
Gout Past Present Yes A little No Yes No
Hallucinations Past Present Yes A little No Yes No
Headache Past Present Yes A little No Yes No
Hearing problems Past Present Yes A little No Yes No
Hepatitis (A, B, C) Past Present Yes A little No Yes No
Hernia Past Present Yes A little No Yes No
Herpes Past Present Yes A little No Yes No
High blood pressure Past Present Yes A little No Yes No
(hypertension)

Kidney disease Past Present Yes A little No Yes No
Liver disease Past Present Yes A little No Yes No
Low blood pressure Past Present Yes A little No Yes No
(hypotension)

Lung disease Past Present Yes A little No Yes No
Measles Past Present Yes A little No Yes No
Mumps Past Present Yes A little No Yes No
Mental illness Past Present Yes A little No Yes No
Mental retardation Past Present Yes A little No Yes No
Nasal allergies Past Present Yes A little No Yes No
Neurological disorder Past Present Yes A little No Yes No
Obesity or been Past Present Yes A little No Yes No
Overweight

Pacemaker Past Present Yes A little No Yes No
Physical abuse Past Present Yes A little No Yes No
Pneumonia Past Present Yes A little No Yes No
Polio Past Present Yes A little No Yes No
Problems with eyes Past Present Yes A little No Yes No
or vision

Legal blindness Past Present Yes A little No Yes No
Problems with ears Past Present Yes A little No Yes No
or hearing

Rheumatic fever Past Present Yes A little No Yes No
Sexual abuse Past Present Yes A little No Yes No
Sexually transmitted Past Present Yes A little No Yes No
disease
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Shingles Past Present Yes A little No Yes No
Sleep problems Past Present Yes A little No Yes No
Stomach problems Past Present Yes A little No Yes No
Stroke Past Present Yes A little No Yes No
Suicide attempt Past Present Yes A little No Yes No
Thyroid or other Past Present Yes A little No Yes No
endocrine problems

Tobacco use Past Present Yes A little No Yes No
Tuberculosis Past Present Yes A little No Yes No
Ulcers Past Present Yes A little No Yes No
Urinary Past Present Yes A little No Yes No
problems/incontinen

ce/wetting self

Use of alcohol or Past Present Yes A little No Yes No
drugs

Violent or aggressive Past Present Yes A little No Yes No
behaviors

Wandering or Past Present Yes A little No Yes No
running away

Condition/Behavior-Do you have or have you ever had: (circle Past and Present if ongoing)
Problems with teeth Yes No
Problems with gums Yes No
Difficulty chewing Yes No
Difficulty swallowing Yes No
Appetite change last six months Yes No
Weight loss Yes No
Weight gain Yes No
Women's Health

Period started at age

Number of pregnancies

Number of live births

Number of miscarriages

Do you have or have you ever had:

Birth Control Yes No
If yes, which one

Hysterectomy Yes No
PAP Yes No
If yes, indicated date of your PAP |_ A Don't know
Mammogram Yes No
If yes, indicated date of mammogram |_ A Don't know
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Men's Health

Penis discharge Yes No
Sore on penis Yes No
Erectile dysfunction Yes No
Testicular lump Yes No
Vasectomy Yes No
PSA __/__/____ Yes No
Prostrate problems Yes No
Prostate exam |_ A/ Yes No

E.R. Visits
Date Reason

Surgeries
Date Reason

Substance Abuse Treatments
Date Reason
Sexual Activity

Are you using a method to prevent pregnancy? Yes No

If so, which types (condomes, pills, Depo shot, patch, Nexplanon/Implanon, foam, sponge, withdrawal, ring,

IUD etc.)?
Immunizations
Up to date? Yes No Don't Refused
know/

Not Sure
During the past 12 months have you had either a flu Yes No Don't Refused
shot or a flu vaccine that was sprayed into your nose? know/

Not Sure
A pneumonia shot or pneumococcal vaccine is usually Yes No Don't Refused
given only once or twice in a person’s lifetime, and is know/
different from the flu shot. Have you ever had a Not Sure
pneumonia shot?
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Have you ever had the shingles or zoster vaccine? Yes No Don't Refused
know/
Not Sure
Please indicate any of the following immunizations you have received:
Chicken Pox Yes No Don't Within last
know/ 10 years
Not Sure
DTaP (diptheria, tetanus, acellular pertussis; 5 doses at Yes No Don't Within last
2,46,15-18 mo & 4-6 yrs; <7 yrs) know/ 10 years
Not Sure
Influenza (annual dose beginning at 6 mos) Yes No Don't Within last
know/ 10 years
Not Sure
Hepatitis A (2 doses; and 18-23 mos) Yes No Don't Within last
know/ 10 years
Not Sure
Hepatitis B (3 doses, birth, 1 to 2 mo & 6 to 18 mos) Yes No Don't Within last
know/ 10 years
Not Sure
Hib (Haemophilus influenzae type b; 4 doses at 2, 4, 12 Yes No Don't Within last
or 15 mos) know/ 10 years
Not Sure
HPV (Human Papilloma Virus; ages 11 to 26 females; Yes No Don't Within last
ages 11 to 21 males) know/ 10 years
Not Sure
IPV (Inactivated poliovirus; 4 doses ; 2, 4, 6 -18 mos & 4- Yes No Don't Within last
6 yrs; <18 yrs) know/ 10 years
Not Sure
MMR (measles, mumps rubella; 2 doses 12-15 mos & 4- Yes No Don't Within last
6 yrs) know/ 10 years
Not Sure
Meningococcal (2 doses; 11-12 yrs and booster 16-18 Yes No Don't Within last
yrs) know/ 10 years
Not Sure
PCV13 (Pneumococcal conjugate; 4 doses at 2, 4, 6, 12 Yes No Don't Within last
or 15 mos) know/ 10 years
Not Sure
Shingles Yes No Don't Within last
know/ 10 years
Not Sure
Td/Tdap (Tetanus, diphtheria, pertussis; 11 to 12 yrs; 10 Yes No Don't Within last
yr boosters) know/ 10 years
Not Sure
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Hospitalizations

Date Reason

Health Concerns

Specific Health Concerns - | would like to talk with or get help from my healthcare provider

Accident or injury prevention Yes No
Ear, eye or mouth care Yes No
Exercise and nutrition Yes No
Health screening tests Yes No
Money, housing case management Yes No
Living will, end-of-life issues Yes No
Long term care needs Yes No
Family or personal problems Yes No
Depression or other mental concerns Yes No
Preventing cancer Yes No
Preventing heart disease Yes No
Problems with my healthcare Yes No
Other Yes No
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Appendix Q: CareLink NM Screening — Children

gl

NN

Clinical Screen

Over the last two weeks, how often have you been bothered by any of the following problems?
(please check your answer and circle the boxes that apply to you)

Not atall| Several More than Nearly
days half the every day
days

Little interest or pleasure in doing things 0 1 2 3
Felling down, depressed, or hopeless 0 1 2 3
[C] Thoughts that you would be better off dead or, 0 1 2 3
[] Hurting yourself in some way

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3

drinking.

Drinking alcohol can affect your health. This is especially important if you take certain medications.
We want to help you stay healthy and lower your risk for the problems that can be caused by

Standard serving of one drink:
12 ounces of beer or wine cooler
1.5 ounces of 80 proof liquor

B

=

5 ounces of wine I‘:"'"I -

4 ounces of brandy, liqueur or aperitif s

Please circle your answer

How often do you have one drink Never Monthly | 2-4 timesa | 2-3timesa | 4+timesa
containing alcohol? or less month week week
How many drinks containing alcohol do you lor2 3ord 5o0r6 7t09 10 or more
have on a typical day when you are

drinking?

How often do you have four or more drinks Never Less than | Monthly Weekly Daily or
oh one occasion? monthly almost daily
In your life, have you ever had any experience that was so frightening, horrible or upsetting that in
the past month, you:

Have had nightmares about it or thought about it when you did not want to? Yes No
Tried hard not to think about it or went out of your way to avoid situations that Yes No
reminded you of it?

Were constantly on guard, watchful, or easily startled? Yes No
Felt numb or detached from others, activities, or your surroundings? Yes No

Page 1 of 21




Anxiety Screen

Over the last two weeks, how often have you been bothered by any of the following problems?

(please circle your answer)

Notatall| Several More than Nearly
days half the every day
days
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Worrying too much about different things 0 1 2 3
Trouble relaxing 0 1 2 3
Being so restless that it is hard to sit still 0 1 2 3
Becoming easily annoyed or irritable 0 1 2 3
Feeling afraid, as if something awful might happen 0 1 2 3
Audit-10

Drinking alcohol can affect your health. This is especially important if you take certain medications.
We want to help you stay healthy and lower your risk for the problems that can be caused by

drinking.

These questions are about your drinking habits. We’ve listed the serving size of one drink below.

Standard serving of one drink:
12 ounces of beer or wine cooler
1.5 ounces of 80 proof liquor

N

5 ounces of wine -

4 ounces of brandy, liqueur or aperitif S

Please circle your answer

How often do you have one drink Never Monthly | 2-4 timesa | 2-3timesa | 4+timesa
containing alcohol? or less month week week
How many drinks containing alcohol do you lor2 3or4d 50r6 7t09 10 or more
have on a typical day when you are

drinking?

How often do you have four or more drinks Never Less than | Monthly Weekly Daily or
on one occasion? monthly almost daily
How often during the last year have you...

found that you were not able to stop Never Less than | Monthly Weekly Daily or
drinking once you had started? monthly almost daily
failed to do what was normally expected Never Less than | Monthly Weekly Daily or
from you because of drinking? monthly almost daily
needed a first drink in the morning to get Never Less than | Monthly Weekly Daily or
yourself going after heavy drinking? monthly almost daily
had a feeling of guilt or remorse after Never Less than | Monthly Weekly Daily or
drinking? monthly almost daily |
been unable to remember what happened Never Less than | Monthly Weekly Daily or
the night before you had been drinking? monthly almost daily
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Have you or someone else been injured as a No
result of your drinking?

Yes, but not in the last year

Yes, during
the last year

Has a relative, friend, doctor, or health No
worker been concerned about your drinking
or suggested you cut down?

Yes, but not in the last year

Yes, during
the last year

The Columbia Scale (C-SSRS)

In the past month

Have you wished you were dead or wished you could go to sleep and not wake Yes No
up?
Have you actually had any thoughts about killing yourself? Yes No

If you answered Yes to the question above, answer the next 3 questions. If you answered No to 2, go

end your life?

Examples: Collected pills, obtained a gun, given away valuables, wrote a will or suicide
note, took put pills but didn't swallow any, held a gun but changed your mind or it was
grabbed from your hand, went to the roof but didn't jump; or actually took pills, tried to
shoot yourself, cut yourself, tried to hang yourself, etc.

directly to the In the past 3 months guestion.

Have you thought about how you might do this? Yes No
Have you had any intention of acting on these thoughts of killing yourself, as Yes No
opposed to you have the thoughts but you definitely would not act on them?

Have you started to work out or worked out details of how to kill yourself? Yes No
Do you intent to carry out this plan? Yes No

In the past 3 months
Have you done anything, started to do anything, or prepared to do anything to Yes No

In your entire lifetime, how many times have you done any of these things?

Depression Survey

(please check your answer and circle the boxes that apply to you)

Over the last two weeks, how often have you been bothered by any of the following problems?

Notatall| Several More than Nearly
days half the every day
days
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3
[] Trouble falling or staying asleep or, 0 1 2 3
[] sleeping too much
Feeling tired or having little energy 0 1 2 3
[] Poor appetite or, 0 1 2 3
[] overeating
Feeling bad about yourself, or that you are a failure or 0 1 2 3
have let yourself or your family down
Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
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Not atall| Several More than Nearly
half the every day
days
[C] Moving or speaking so slowly that other people 0 2 3
could have noticed or,
[ ] The opposite-being so fidgety or restless that you've
been moving around a lot more than usual
[C] Thoughts that you would be better off dead or, 0 2 3
[ Hurting yourself in some way
PC-PTSD

In your life, have you ever had any experience that was so frightening, horrible or upsetting that in

the past month, vou:

Have had nightmares about it or thought about it when you did not want to? Yes No
Tried hard not to think about it or went out of your way to avoid situations that Yes No
reminded you of it?
Were constantly on guard, watchful, or easily startled? Yes No
Felt numb or detached from others, activities, or your surroundings? Yes No
Child Member Information

Background
What brought you in for services today?
Would you like an interpreter? Yes No
Do you have a developmental/intellectual disability? Yes No
If Yes, do you have an Individual Service Plan related to your Yes No
Do you have an Emergency Crisis Plan? (if yes, please provide a copy) Yes No
Were you referred? Yes No
If yes, by whom were you referred?
Nursing Facility Level of Care (NFLOC)?

Height and Weight

Height (in inches)
Weight (in pounds)

Exam Dates
Date of last physical exam I A Don't Know
Date of last dental exam A Don't Know
Date of last vision exam I A Don't Know
Date of last hearing exam A Don't Know
Date of last bone density exam I A Don't Know

Care Team

Care Coordinator

Name
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Primary Care Provider

Name

Phone Number (#it-tti- )

Behavioral Health Therapist

Name

Phone Number (#it-titi- )

Plan of Care

Short-term Goals; 0-3 Months

Goal

Intervention

Progress

Outcome

Date Initiated _ ] ___

Date Targeted

S

Date Updated M/ ___

Date Achieved

S

Short-term Goals; 0-3 Months

Goal

Intervention

Progress

Outcome

Date Initiated _ ]| ___

Date Targeted

Y S

Date Updated _J__/____

Date Achieved

S Y

Long-term Goals; 3-12 Months

Goal
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Intervention

Progress

Outcome

Date Initiated

Y S

Date Targeted

S S

Date Updated

S ___

Date Achieved

S Y

Long-term Goals; 3-12 Months

Goal

Intervention

Progress

Outcome

Date Initiated

S Y

Date Targeted

S

Date Updated

S

Date Achieved

S

Self Management Goals

Goal

Intervention

Progress

Outcome

Date Initiated

Y S

Date Targeted

Y S

Date Updated

S ___

Date Achieved

S Y

Self Management Goals

Goal
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Intervention

Progress

Outcome

Date Initiated A Date Targeted A

Date Updated A Date Achieved A

Future Opportunities

Demographics/Psychosocial

Name of person filling out assessment

Relationship of person filling out assessment to the Self Parent/ Friend Other

person coming in today Guardian

If Other please describe

Are there cultural or religious preferences that you would like your Yes No Prefer not to

provider to be aware of today? answer

If Yes please describe

General Health Information

Are you currently in any physical pain? | Yes No

How much pain are you in today? Please enter best response, with 0 being no pain and 10 being

the most pain you have ever had.

Where is your pain?

Have you ever had a traumatic brain injury (head injury, concussion)? Yes No

Do you need help with transportation to appointments? Yes No

In general, would you say your | Excellent | Very Good Good Fair Poor Prefer not to

physical health is: answer

In general, would you say your | Excellent | Very Good Good Fair Poor Prefer not to

mental health is: answer

Have you had any psychiatric hospitalization in the last 6 months? Yes No Prefer not to
answer

Are you currently taking atypical psychotropic medications, such as Yes No Prefer not to

Ability, Clozaril, Zyprexa, Seroquel, Risperdal, or Geodon? answer

How much are you bothered by medication Not Bothered | Bothered | Bothered a |Prefer not to

side effects (for example, shaking and bothered alittle | moderately lot answer

trembling, not being able to think clearly, at all

gaining or losing weight, or sexual

problems)?
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Diagnosis

Diagnosis

Member Goals

Member Goals

Home Life

How may people live in your home, including you?

Who lives in your home with you? (circle all that apply)

Mother Stepmother Father
Stepfather Two Mothers Two Fathers
Mother's boyfriend Father's girlfriend Boyfriend/partner
Girlfriend/partner Spouse/Partner's Mother or Grandmother(s)
Father
Grandfather(s) Aunt(s) Uncle(s)
Cousin(s) Foster Parent(s) Friend(s)
Other Relative(s) Pet(s) None of these apply

What is your current living arrangement? (circle one)

Homeless

Dependent Living

Dependent Living: Residential Care

Depen

dent Living: Foster Care/Foster Home

Dependent Living: Crisis Residence

Dependent Living: Institutional Setting

Dependent Living: Jail/Correctional Facility/Other

De

pendent Living: Private Residence

Independent Living | Unknown | Private Residence, Living Arrangement not Specified
Have you been homeless at any time in the last 6 months? Yes No Prefer not to
answer
Are you having any problems at home? (circle all that apply)
Violence Money Fighting
House Food Gas
Electricity Water Cooling

You are out of work

Spouse/Partner out of work

Substance use of others

Concerns with a family member

Do not have a

ny of these problems

Would you like to discuss this with someone?

Prefer not to
answer

Yes No

Current Providers

Name Phone (#H#H-##-HitH#) Do you want them to be part of your
Care Team?

Yes No

Name Phone (#H#H-##-HitH#) Do you want them to be part of your
Care Team?

Yes No
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Name Phone (#H#H-##-HitH#) Do you want them to be part of your

Care Team?
| Yes | No
Resources
Community Resources and Services Being Utilized
Resource |Service (circle all that apply)
Income Support Division
Medicaid[ CHIP | SNAP | TEFAP | TANF | GA | RRS | LIHEAP | CSBG
Behavioral Health Services Division (BHSD)
Mental lliness Treatment | Substance Abuse Treatment

Aging and Long Term Services Department (ALTSD)

Consumer and Elder Rights Division (CERD) Assistance |Aging Network Division (AND) Assistance

Child Support Enforcement Services (CSES)

Paternity Establishment Collection/Enforcement
Children Youth and Families (CYFD)
Early Childhood Services | Protective Services Juvenile Justice Services
Department of Health (DOH)
Immunizations | WIC
Religious Organization
Emergency Housing (Short Emergency Food Other

Term/Transitional)

Section 8 Housing

Section 8 Housing

Needed Community Resources and Services

Resource | |Service (circle all that apply)
Income Support Division
Medicaid[ CHIP | SNAP | TEFAP | TANF | GA | RRS | LIHEAP | CSBG
Behavioral Health Services Division (BHSD)
Mental lliness Treatment | Substance Abuse Treatment

Aging and Long Term Services Department (ALTSD)

Consumer and Elder Rights Division (CERD) Assistance |Aging Network Division (AND) Assistance

Child Support Enforcement Services (CSES)

Paternity Establishment Collection/Enforcement
Children Youth and Families (CYFD)
Early Childhood Services | Protective Services Juvenile Justice Services
Department of Health (DOH)
Immunizations | WIC
Religious Organization
Emergency Housing (Short Emergency Food Other

Term/Transitional)

Section 8 Housing

Section 8 Housing
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Disaster Plan

Disaster Preparedness Plan

Child Health & Well-Being

Birth History

Birth weight (in pounds) Don't know
Delivery Method Vaginal C-Section | Don't know
Baby was born At Term Early Don't know
Indicate at how many weeks gestation if the baby was born early. Otherwise Don't know
Did the baby have any problems right after birth Yes No Don't know
Was there any illness or problem with the mom's pregnancy Yes No Don't know
During the pregnancy did the mother smoke Yes No Don't know
If yes, what did the mother smoke Don't know
During the pregnancy did the mother drink alcohol Yes No Don't know
If yes, when during the pregnancy did she drink Don't know
During the pregnancy did the mother use drugs/medicine Yes No Don't know
Did the baby go home with the mother from the hospital Yes No Don't know
Health Behaviors
How often can you/your child depend on having an adult to talk to
Never Rarely/ Less than half the More than half the Usally Almost Always
Almost time time always
If a problem or emergency arises, how often can you/your child depend on an adult to turn to for help and
support
Never Rarely/ Less than half the More than half the Usally Almost Always
Almost time time always
Never
In the past 6 months, have you/has your child ...
... seen any non-violent crime in your/their neighborhood, such as someone Yes No
selling drugs or stealing
... seen any violent crimes taking place in your/their neighborhood, such as Yes No
someone being beaten up
... known someone other than yourself/themselves who was a victim of a violent Yes No
crime in your/their neighborhood
... been a victim of a violent crime in your/their neighborhood Yes No
... been bullied at school (including cyberbullying) or in your/their neighborhood Yes No
... experienced on-line bullying or threats (cyber-bullying) Yes No
Caregiver
Do you/Does your child have a caregiver that comes into the home, because of a Yes No
health care problem, to provide you with assistance?
Is caregiver a relative, friend or from an agency? Relative Friend Agency

Caregive/Agency Name
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Caregive/Agency phone number (#it-i-tHiit)

Caregive/Agency Specialty

How many hours per day/week does caregiver come into your home?
(] per day, or [Iper week )

What items does your caregiver help with?

Do you/Does your child need more help than you are receiving? Yes No

Please explain:

ADL/IADL
Please indicate your ability to do the activities in the table below.
Bathing Receiving
Help?
Independent | Need Help Dependent Cannot Do
Dressing Receiving
Help?
Independent | Need Help Dependent Cannot Do
Grooming Receiving
Help?
Independent | Need Help Dependent Cannot Do
Mouth care Receiving
Help?
Independent | Need Help Dependent Cannot Do
Toileting Receiving
Help?
Independent | Need Help Dependent Cannot Do
Transferring bed/chair Receiving
Help?
Independent | Need Help Dependent Cannot Do
Walking Receiving
Help?
Independent | Need Help Dependent Cannot Do
Climbing Stairs Receiving
Help?
Independent | Need Help Dependent Cannot Do
Eating Receiving
Help?
Independent | Need Help Dependent Cannot Do
Shopping Receiving
Help?
Independent | Need Help Dependent Cannot Do
Cooking Receiving
Help?
Independent | Need Help Dependent Cannot Do
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Sleep

On average how many hours of sleep do you get in a 24 hour period

Do you feel your sleep is restful? | Yes No

Employment

What is your current type of employment?

Employed-Full time Employed-Part time Not employed, but seeking employment
Not employed, not seeking Not in labor force (e.g. retired, Prefer not to answer
employment disabled, homemaker, student,
volunteer
If not employed (circle all that apply):
I am in the the process of | worry that my symptoms will I'm not sure how to go about getting a
seeking benefits or | don't want interfere with my work job

to risk losing my benefits

Not applicable Other Prefer not to answer

If employed, how many hours do you work per week |

Development

Are you concerned about your/your child's physical development | Yes | No
Explain:
Are you concerned about your/your child's mental or emotional development Yes No
Explain:
Are you/Is your child having problems with behavior in school? | Yes | No
Explain:
Have you/Has your child failed or repeated a grade? | Yes | No
Explain:
Are you/Is your child having academic problems in school? | Yes | No
Explain:
Are you/Is your child in special resource classes/special education? | Yes | No
Explain:

Durable Medical Equipment

Air-fluidized beds and other support surfaces Have Want Wishto |Don't Need
discuss

Bar in toilet/shower Have Want Wishto |[Don't Need
discuss

Blood sugar (glucose) test strips Have Want Wishto |Don't Need
discuss

Blood sugar monitors Have Want Wishto |[Don't Need
discuss
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Canes (however, white canes for the blind aren't Have Want Wishto |Don't Need

covered) discuss

Commode chairs Have Want Wish to |Don't Need
discuss

Continuous passive motion (CPM) machine Have Want Wish to |[Don't Need
discuss

Crutches Have Want Wish to |Don't Need
discuss

Eyeglasses/contacts Have Want Wish to |[Don't Need
discuss

Hearing aid or other hearing equipment Have Want Wish to |[Don't Need
discuss

Hospital beds Have Want Wish to |[Don't Need
discuss

Infusion pumps and supplies (when necessary to Have Want Wish to |[Don't Need

administer certain drugs) discuss

Manual wheelchairs and power mobility devices Have Want Wishto |[Don't Need
discuss

Nebulizers and nebulizer medications Have Want Wish to |[Don't Need
discuss

Oxygen equipment and accessories Have Want Wish to |Don't Need
discuss

Patient lifts Have Want Wish to |Don't Need
discuss

Shower bench Have Want Wish to |Don't Need
discuss

Sleep apnea and Continuous Positive Airway Pressure Have Want Wish to |Don't Need

(CPAP) devices and accessories discuss

Suction pumps Have Want Wishto |[Don't Need
discuss

Traction equipment Have Want Wish to |[Don't Need
discuss

Translation devices Have Want Wish to |Don't Need
discuss

Walkers Have Want Wish to |Don't Need
discuss

Wheelchair Have Want Wish to |Don't Need
discuss

Do you have other adaptive equipment that is not listed above? Yes No

If yes, please describe:

Do you want other adaptive equipment that is not listed above? Yes No

If yes, please describe:
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Legal

Do you/Does your child have an advance directive and/or living Yes No Don't Know

will?

Do you/Does your child have a copy of your advance directive and/or living will Yes No

to put in your record?

Do you/Does your child have a psychiatric advance directive? | Yes No Don't Know

Do you/Does your child have a copy of your advance directive and/or living will Yes No

to put in your record?

Have you/Has your child given Power of Attorney (POA) to someone? Yes No

If yes, who?

Do you/Does your child have a copy of your POA to put in your record? Yes No

Safety/Injuries

Have you/Has your child ever been physically, sexually, or emotionally abused Yes No

Have you/Has your child ever been in foster care, group home(s), or been Yes No

homeless

Have you/Has your child ever been in jail or in a detention center Yes No

In the past 6 months, how many times have you/has your child:

Been out of your/their parent's or caregiver's control so that the None 1 time More than 1

police needed to get involved time

Purposefully damaged or destroyed (other than fire) property that None 1 time More than 1

did not belong to you/them time

Taken something from a store without paying for it None 1time More than 1
time

Hit someone or been in a physical fight None 1 time More than 1
time

Gotten a ticket or citation for a traffic violation (driving too fast, None 1time More than 1

driving through a red light, etc.) time

Do you/Does your child have a gun/firearm in the home Yes No

If yes, is it unloaded and locked up Yes No

Client Concerns

What are your/your child's future plans for additional schooling, having a family, and career goals?

Clinical Summary

Allergies
Medication allergies Yes No
If yes, what are they?
Food allergies Yes No
If yes, what are they?
Environmental allergies (hay fever, dust, etc.) Yes No

If yes, what are they?
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Pharmacy Name

Pharmacy Location

Pharmacy phone number (###-#iHi- i)

Current Medications

Medication Dose (if | How often | Start Date | What are

known) [do you take they for?
them?
Previous medications: Only list atypical anti-psychotics from the following: Risperdal (Risperidone),
Medication Dose (if How Start Date | End Date | What are
known) [ often do they for?
you take
them?

Now or in the past 6 months, have you taken any prescribed medications for Yes No

emotional or behavioral symptoms?

Have the medications helped you feel better? Yes No

In what ways have they helped?

In the past 6 months have you had any bad side effects from these medications? Yes No

What were the bad side effects?

Over the counter medications, herbs, vitamins, or supplements:

Medication, herb, vitamin, or supplement Dose (if | How often | Start Date | What are
known) [do you take they for?

them?
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Do you have trouble taking medications as prescribed? Do not Always Sometimes Seldom
have to take as take as take as
take prescribed | prescribed | prescribed
medicine
Do you want help with this? Yes No

Other treatments that you are receiving (counseling, psychotherapy, OT, PT, chiropractor, acupuncture,
traditional healing, other):

Health History

Condition/Behavior

If present, how much are you
bothered by this condition/

Would you like to talk
about his with your

behavior? provider?
Do you have or have you ever had: (circle Past and Present if ongoing)
ADHD Past Present Yes A little No Yes No
AIDS/HIV Past Present Yes A little No Yes No
Alcohol abuse Past Present Yes A little No Yes No
Anxiety Past Present Yes A little No Yes No
Any heart problems Past Present Yes A little No Yes No
or heart murmur
Any other significant Past Present Yes A little No Yes No
problems
Any primary current Past Present Yes A little No Yes No
skin problem (acne,
eczema)
Appendicitis Past Present Yes A little No Yes No
Anemia or bleeding Past Present Yes A little No Yes No
problem
Arthritis Past Present Yes A little No Yes No
Asthma, bronchitis, Past Present Yes A little No Yes No
bronchiolitis,
pneumonia
Autism Past Present Yes A little No Yes No
Bedwetting Past Present Yes A little No Yes No
Bipolar disorder Past Present Yes A little No Yes No
Bladder or kidney Past Present Yes A little No Yes No
infection
Blood transfusion Past Present Yes A little No Yes No
Cancer Past Present Yes A little No Yes No
Carpal tunnel Past Present Yes A little No Yes No
Cataracts Past Present Yes A little No Yes No
Chickenpox Past Present Yes A little No Yes No
Constipation Past Present Yes A little No Yes No
requiring doctor
visits

Page 16 of 21




Convulsions or Past Present Yes A little No Yes No
neurological

problems

Depression Past Present Yes A little No Yes No
Developmental/ Past Present Yes A little No Yes No
Intellectual Disability

Diabetes Past Present Yes A little No Yes No
Dizziness Past Present Yes A little No Yes No
Drug abuse Past Present Yes A little No Yes No
Eating disorder Past Present Yes A little No Yes No
Fainting Past Present Yes A little No Yes No
Frequent abdominal Past Present Yes A little No Yes No
pain

Frequent ear Past Present Yes A little No Yes No
infections

Frequent headaches Past Present Yes A little No Yes No
Gallbladder disease Past Present Yes A little No Yes No
Glaucoma Past Present Yes A little No Yes No
Gout Past Present Yes A little No Yes No
Hallucinations Past Present Yes A little No Yes No
Headache Past Present Yes A little No Yes No
Hearing problems Past Present Yes A little No Yes No
Hepatitis (A, B, C) Past Present Yes A little No Yes No
Hernia Past Present Yes A little No Yes No
Herpes Past Present Yes A little No Yes No
High blood pressure Past Present Yes A little No Yes No
Kidney disease Past Present Yes A little No Yes No
Liver disease Past Present Yes A little No Yes No
Low blood pressure Past Present Yes A little No Yes No
Lung disease Past Present Yes A little No Yes No
Measles Past Present Yes A little No Yes No
Mumps Past Present Yes A little No Yes No
Mental illness Past Present Yes A little No Yes No
Mental retardation Past Present Yes A little No Yes No
Nasal allergies Past Present Yes A little No Yes No
Neurological disorder Past Present Yes A little No Yes No
Obesity or been Past Present Yes A little No Yes No
overweight

Pacemaker Past Present Yes A little No Yes No
Physical abuse Past Present Yes A little No Yes No
Pneumonia Past Present Yes A little No Yes No
Polio Past Present Yes A little No Yes No
Problems with eyes Past Present Yes A little No Yes No
or vision

Legal Blindness Past Present Yes A little No Yes No
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Problems with ears Past Present Yes A little No Yes No
or hearing

Rheumatic fever Past Present Yes A little No Yes No
Sexual abuse Past Present Yes A little No Yes No
Sexually transmitted Past Present Yes A little No Yes No
disease

Shingles Past Present Yes A little No Yes No
Sleep problems Past Present Yes A little No Yes No
Stomach problems Past Present Yes A little No Yes No
Stroke Past Present Yes A little No Yes No
Suicide attempt Past Present Yes A little No Yes No
Thyroid or other Past Present Yes A little No Yes No
endocrine problems

Tobacco use Past Present Yes A little No Yes No
Tuberculosis Past Present Yes A little No Yes No
Ulcers Past Present Yes A little No Yes No
Urinary Past Present Yes A little No Yes No
problems/incontinen

ce/wetting self

Use of alcohol or Past Present Yes A little No Yes No
drugs

Violent or aggressive Past Present Yes A little No Yes No
behaviors

Wandering or Past Present Yes A little No Yes No
running away

Condition/Behavior-Do you have or have you ever had: (circle Past and Present if ongoing)
Problems with teeth Yes No
Problems with gums Yes No
Difficulty chewing Yes No
Difficulty swallowing Yes No
Appetite change last six months Yes No
Weight loss Yes No
Weight gain Yes No
Women's Health

Period started at age

Number of pregnancies

Number of live births

Number of miscarriages

Do you have or have you ever had:

Birth Control Yes No
If yes, which one

Hysterectomy Yes No
PAP Yes No
If yes, indicated date of your PAP |_ A | Don't know
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Mammogram Yes | No
If yes, indicated date of mammogram |_ A | Don't know
Men's Health
Penis discharge Yes No
Sore on penis Yes No
Erectile dysfunction Yes No
Testicular lump Yes No
Vasectomy Yes No
PSA |__/_ A ___ Yes No
Prostrate problems Yes No
Prostate exam |_ A Yes No

E.R. Visits
Date Reason

Surgeries
Date Reason

Substance Abuse Treatments
Date Reason
Sexual Activity

Are you/Is your child using a method to prevent pregnancy? | Yes | No

If so, which types (condoms, pills, Depo shot, patch, Nexplanon/Implanon, foam, sponge, withdrawal, ring,

IUD etc.)?
Immunizations
Up to date? Yes No Don't Refused
know/

Not Sure
During the past 12 months have you had either a flu Yes No Don't Refused
shot or a flu vaccine that was sprayed into your nose? know/

Not Sure
A pneumonia shot or pneumococcal vaccine is usually Yes No Don't Refused
given only once or twice in a person’s lifetime, and is know/
different from the flu shot. Have you ever had a Not Sure
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Have you ever had the shingles or zoster vaccine? Yes No Don't Refused
know/
Not Sure
Please indicate any of the following immunizations you have received:
Chicken Pox Yes No Don't Within last
know/ 10 years
Not Sure
DTaP (diptheria, tetanus, acellular pertussis; 5 doses at Yes No Don't Within last
2,46,15-18 mo & 4-6 yrs; <7 yrs) know/ 10 years
Not Sure
Influenza (annual dose beginning at 6 mos) Yes No Don't Within last
know/ 10 years
Not Sure
Hepatitis A (2 doses; and 18-23 mos) Yes No Don't Within last
know/ 10 years
Not Sure
Hepatitis B (3 doses, birth, 1 to 2 mo & 6 to 18 mos) Yes No Don't Within last
know/ 10 years
Not Sure
Hib (Haemophilus influenzae type b; 4 doses at 2, 4, 12 Yes No Don't Within last
or 15 mos) know/ 10 years
Not Sure
HPV (Human Papilloma Virus; ages 11 to 26 females; Yes No Don't Within last
ages 11 to 21 males) know/ 10 years
Not Sure
IPV (Inactivated poliovirus; 4 doses ; 2, 4, 6 -18 mos & 4- Yes No Don't Within last
6 yrs; <18 yrs) know/ 10 years
Not Sure
MMR (measles, mumps rubella; 2 doses 12-15 mos & 4- Yes No Don't Within last
6 yrs) know/ 10 years
Not Sure
Meningococcal (2 doses; 11-12 yrs and booster 16-18 Yes No Don't Within last
yrs) know/ 10 years
Not Sure
PCV13 (Pneumococcal conjugate; 4 doses at 2, 4, 6, 12 Yes No Don't Within last
or 15 mos) know/ 10 years
Not Sure
Shingles Yes No Don't Within last
know/ 10 years
Not Sure
Td/Tdap (Tetanus, diphtheria, pertussis; 11 to 12 yrs; 10 Yes No Don't Within last
yr boosters) know/ 10 years
Not Sure

Page 20 of 21




Hospitalizations

Date Reason

Health Concerns

Specific Health Concerns - | would like to talk with or get help from my healthcare provider

Accident or injury prevention Yes No
Ear, eye or mouth care Yes No
Exercise and nutrition Yes No
Health screening tests Yes No
Money, housing case management Yes No
Living will, end-of-life issues Yes No
Long term care needs Yes No
Family or personal problems Yes No
Depression or other mental concerns Yes No
Preventing cancer Yes No
Preventing heart disease Yes No
Problems with my healthcare Yes No
Other Yes No
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Appendix R: Intensive Outpatient (IOP) Certification Information and Process Flow

INTENSIVE OUTPATIENT PROGRAM
CERTIFICATION INFORMATION
Service Description:

Intensive Outpatient Program services provide a time-limited, multi-faceted approach to
treatment for eligible recipients who require structure and support to achieve and sustain
recovery. The IOP model is based on research and evidence-based interventions that target
specific behaviors with individualized behavioral interventions.

Services are culturally-sensitive and incorporate recovery and resiliency values into all service
interventions. Services address co-occurring mental health disorders, as well as substance use
disorders, when indicated. Treatment is provided through an integrated multi-disciplinary team
and services. Core services include individual therapy, group therapy (membership to not
exceed 15 in number) and psycho-education to the recipient and his/her family.

The duration of 10P treatment services is typically three to six months; the amount of weekly
services is dependent upon the goals and objectives outlined in the recipient’s treatment plan.
Medication management may be part of the Intensive Outpatient Program.

PLEASE REFER TO MEDICAID REGULATIONS TITLE 8 SOCIAL SERVICES, CHAPTER
321.2 HEALTH CARE PROFESSIONAL SERVICES, PART 17 INTENSIVE OUTPATIENT
PROGRAM SERVICES for further information.

Purpose of application/certification & attestation:

The intent of the Behavioral Health Service Division 10P application process is to insure that all
requirements under Medicaid regulations are met for clinical provision of this level of service.
Particular focus is on fidelity to the model, program evaluation, clinical supervision, and clinical
service provision to program recipients.

Process:

The agency must be a Medicaid approved provider and meet the criteria for agency/facility type
as listed on the application page of this packet.

1. The agency will complete the application for Intensive Outpatient Program form and the
IOP Provider Attestation Statement.

2. The provider will review and submit all documents requested in the IOP Certification
Tool to: hsd.csmbhsd@state.nm.us — subject line IOP. Upon receipt of the application
and requested documents, the packet will be assigned for review and acknowledgment of
receipt will be sent to the provider via email.

Page 1 of 3


mailto:hsd.csmbhsd@state.nm.us

3. The provider will be contacted by the BHSD reviewer with further questions or requests
for information.

4. Once the packet has passed all requirements, the provider will be notified of the proposed
site visit date.

5. Once the site visit is complete and all documents are in order, a letter of clinical
certification will be provided and sent to the Medicaid Assistance Division.

Additional requirements:

All providers rendering services for Medicaid eligible recipients must have acquired a Medicaid
ID through Conduent/MAD enrollment process and have an active NPI number through the
National Plan & Provider enumeration System (NPPES).
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Application sent
== | by CSM within5 |™=
business days.

Agency submits
request to BHSD.

Completed
application

sent to CSM.

To include:
Attestation
form,
Certification
tool, P&P

Provider responds with confirmation of availability
or alternative date within 2 weeks and;
Personnel File Materials
current roster, copy of licensure, MAD provider
approval letter, proof of EBP specific training,
Supervision records, cultural competency training
documentation, performance evaluations
IOP Supervisor only
Proof of working in IOP or equivalent 2 years and 1
year of being a supervisor prior to becoming
supervisor, Documentation showing training for
supervising in EBP
Quality Assurance Materials
QA documentation specific to EBP and fidelity to
the EBP, Documentation of QA Meetings 2 x per
year, Client satisfaction/Outcomes reporting and
documentation

Review Tool

—) completed

within 30 days.

—

Request
more

information

BHSD will notify agency of site visit 4 weeks
before the date offered.

|  FINAL
APPROVAL

Site Visit

~ CAP within 30
days.

Annual Site Review

Provisional
Approval issued to
agency and MAD.

Provider IOP start date within 90
calendar days.

Intensive Outpatient Program

Approval Process

February 2018
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Agency:

Appendix S: IOP Certification Tool

INTENSIVE OUTPATIENT PROGRAM (IOP)
Certification Tracking Tool

Date of Review:

Requirement:

Provider Response | IDC Response

Staffing

Provide a complete roster of IOP
clinical supervisor(s) and program
staff. Include the program
organization chart.

Provide IOP clinical supervisor and
program staff job descriptions.

Provide verification that clinical
supervisors meet licensing board
standards and requirements for
IOP in the most current NMAC to
deliver clinical supervision.

Client treatment program

Provide policy and procedure that
outlines how clients are assessed
for eligibility based on ASAM and
NMAC criteria,, and administrative
discharge.

Include procedures detailing how
the agency will accommodate the
needs of all eligible recipients.

Provide program treatment
schedule(s)/ calendar(s).

Include weekly treatment hours,
totaling at least 9 hours, for core
services (individual therapy, group
therapy, and psychoeducation for
client and family).

Include in policy and procedures
details about how weekly
treatment hours directly related to
the goals specified in his or her IOP
treatment plan and the IOP EBP in
use

Provide copy of psycho-social
assessment or diagnostic
evaluation form.

Provide copy of treatment plan
form.

PO Box 2348, Santa Fe NM 87504

505.476.9266 Phone

505.476.9272 Fax
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Provide policy and procedure that
outlines the treatment planning
process including discharge
planning. Include guidelines that
clearly specify how treatment
planning is related to clients’ goals
and objectives. Specify the process
for evaluating time-limited
services. Include procedure for
how 90-day treatment plan
reviews will occur.

Provide policy and procedure that
outlines how the provision and
integration of mental health and
substance abuse services are
managed to include co-occurring
disorders. Include in this policy
how IOP will integrate with other
services at the agency. Include any
policy and procedures of other
services related to IOP.

10

Provide policy and procedure that
support recovery and resiliency
values, cultural sensitivity, gender
informed care, and trauma-
informed care.

11

Provide policy and procedure on
how medication, or medication
management, services are
managed, in-house or through
referral process. Include protocols
and how the agency will comply
with state facility licensure, if
applicable

12

Provide copy of medication form if
applicable.

13

Provide policy and procedure on
drug screen protocols if applicable.
Include forms used.

14

Provide policy and procedure that
addresses crisis management.
Include the crisis/safety planning
process and referral process.

15

Provide policy procedure that
specifies how the agency assesses
requirements for clinical
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supervision. Specifically, skills and
training in the areas of co-
occurring disorders, substance use
disorders, and SMI/SED. Address
state and EBP training
requirements. Include how
supervision is provided, frequency,
number of hours, how this is
documented, and how deficits in
training and practice are identified
and addressed in a time-limited
manner for both the supervisor
and the supervisee.

16

Provide copies of agency employee
performance evaluation tool and
the clinical supervision form.

Program structure

17

Provide policy and procedure that
clearly outlines the approved EBP
model utilized and how this model
will be evaluated according to
fidelity standards.

Include how deficiencies will be
addressed and the process for
assessing treatment and program
outcomes.

18

Provide copy of program
evaluation form and EBP fidelity
tools.

19

Provide policy and procedure that
specifically describes an integrated
multidisciplinary team. Include
frequency of team meetings,
members of the team, and how
the team will coordinate with
other outside providers or support.

Program specific and agency training

20

Provide policy and procedure that
clearly outline the process for
ensuring that all IOP treatment
staff have been adequately trained
in the EBP model. Include how
staff will receive ongoing training
and how skill level of trainers is
evaluated.

21

Provide policy and procedure that
describes how program staff are
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trained in culturally sensitive and
trauma-informed care, crisis
management and safety
techniques, critical incident
reporting, HIPAA, agency records
management protocols, and ethics
to include conflict of interest.

Adolescent Services (only include for

adolescent programs)

22

For adolescent services, provide
policy and procedure to
demonstrate they will conform to
New Mexico Children’s Code
NMSA 1978 32A-1-1 et Seq
statutes and associated New
Mexico Children’s Code definitions.

Specifically:
1) Mandatory Child Abuse and
Neglect reporting
2) Children’s Rights and age-
specific Consent for
Services statutes

23

For adolescent services, provide
policy and procedure to
demonstrate their compliance with
background checks for all
employees. Background checks
must conform to 8.8.3 NMAC
Background Check Unit
background clearances and pre-
hiring processes as well as
7.20.11.15.A-H NMAC Criminal
Records Checks and Clearances
regulatory requirements.

24

For adolescent services, provide
policy and procedure to explain
how adolescent treatment is
developmentally appropriate and
is youth and family centric and
youth driven.

25

For adolescent services, provide
policy and procedure which
demonstrates treatment planning
and assessments are all trauma
informed.
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Appendix T: IOP Application

Agency:

INTENSIVE OUTPATIENT CERTIFICATION TOOL

Date of Review: /2022

Interdisciplinary Team Material Request

References to Regulations
NMAC (in red) and/or Billing and Policy Regulations (in blue)

File Name for Material (submitted by
applicant)

Staffing

1

Please provide
e Complete roster of IOP clinical
supervisor(s) and program staff.
Program organization chart.

NMAC 8.321.2.25

1) IOP services are provided through an integrated interdisciplinary
approach including staff expertise in both addiction and mental
health treatment. This team may have services rendered by non-
independent practitioners under the direction of the IOP supervisor
including LMSW, LMHC, LADAC, CADC, LSAA, and a master’s level
psych associates.

(2) Each I0OP program must have a clinical supervisor. Both clinical
services and supervision by licensed practitioners must be
conducted in accordance with respective licensing board
regulations

2 | Please provide NMAC 7.20.11.16
IOP clinical supervisor and program staff B. Each position, or group of like positions, is detailed in a written
job descriptions. job description that clearly states qualifications, responsibilities and
requirements.
3 | Provide verification that clinical supervisors | NMAC 8.321.2.25

meet licensing board standards and
requirements for IOP in the most current
NMAC to deliver clinical supervision.
Please include:

e Supervisor Name

e Supervisor resume that includes

IOP and supervision experience

e (Clinical License
Supervisory Approval from prospective
licensing board

(1)  IOP services are provided through an integrated
interdisciplinary approach including staff expertise in both
addiction and mental health treatment. This team may have
services rendered by non-independent practitioners under the
direction of the IOP supervisor including LMSW, LMHC, LADAC,
CADC, LSAA, and a master’s level psych associates.
(2) Each IOP program must have a clinical supervisor. An IOP
clinical supervisor must meet all the following requirements:
(a) be licensed as a MAD approved independent
practitioner; see Subsection C of 8.321.2.9 NMAC (see
below);
(b) have two years relevant experience with an IOP
program or approved exception by the interdepartmental
council;
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(c) have one year demonstrated supervisory experience;
and

(d) have expertise in both mental health and substance
abuse treatment

[See 8.321.2.9 NMAC for independent providers with active licenses
(not provisional or temporary) that are eligible to be reimbursed
directly for providing MAD behavioral health professional services
unless otherwise restricted or limited by NMAC rules]

[See 16.27.19.10 for supervisor designation requirements,
specifically 16.27.19.10.5.]

Clie

nt treatment program

4

Please provide Policies that outline:
e How clients are assessed for
eligibility based on ASAM and
NMAC criteria
e Administrative discharge.
Procedures detailing how the agency will
accommodate the needs of all eligible
recipients.

NMAC 8.321.2.D

IOP services are provided to an eligible ... recipient ...diagnosed with
substance abuse disorders or co-occurring disorders (mental illness
and substance abuse) that meet the American society of addiction
medicine’s (ASAM) patient placement criteria for level 2.1 -
intensive outpatient treatment or have been mandated by the local
judicial system as an option of least restrictive level of care.

NMAC 8.321.2.25.C

Co-occurring mental health and substance use disorders: The IOP
agency must accommodate the needs of an eligible recipient with
co-occurring substance use and mental health disorders.

Billing and Policy Manual 1.8

No child, youth, family, or individual shall be excluded from
participation in, denied the benefits of, or subjected to
discrimination in the administration or provision of BHSD programs
and services, including contract services and programs, on the
basis of: race; ethnicity; creed; color; age; religion; sex or gender;
gender identity; gender expression; sexual orientation; marital
status or partnership; familial or parental status; pregnancy and
breastfeeding or nursing; disability; genetic information; intersex
traits; citizenship or immigration status; national origin; tribal
affiliation; ancestry; language; political affiliation; military or
veteran status; medical
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condition, including HIV/AIDS; status as a survivor of domestic
violence, sexual assault, or stalking; and housing status, including
homelessness; or any other non-merit factor.

Provide program treatment schedule(s)/
calendar(s) that include:

e  Weekly treatment hours

e Type of core services provided

Provide policies that detail:

e How weekly treatment hours
directly relate to the goals specified
in his or her IOP treatment plan
and the IOP EBP in use

Billing and Policy Manual 3.8

Level 2.1 Intensive Outpatient Programs (IOP) have a goal of
providing 9—19 hours of weekly structured programming for adults
or 6-19 hours of weekly structured programming for adolescents.
However, the amount of weekly services per individual is directly
related to the goals and objectives specified in the individual’s
treatment plan...

NMAC.8.321.2.25. C.1
(1) 1OP core services include:
a) individual substance use disorder related therapy;
b) group therapy (group membership may not exceed 15 in
number); and
c) psycho-education for the eligible recipient and his or her
family.

Please provide:
e Psycho-social assessment or
diagnostic evaluation form
o Aspace for summary
referral that indicates
service recommendation is
appropriate to diagnoses
o Include space for
signature/date/licensure of
person conducting
o Include space for
signature/date/licensure of
client
o ASAM assessment form
e Policy that indicates licensure
requirements for person
conducting assessment

NMAC 8.321.2.25.D.4
IOP services are provided to an eligible ... recipient...diagnosed with
substance abuse disorders or co-occurring disorders (mental illness
and substance abuse) that meet the American society of addiction
medicine’s (ASAM) patient placement criteria for level 2.1 -
intensive outpatient treatment or have been mandated by the local
judicial system as an option of least restrictive level of care.
NMAC 8.321.2.25.D.4
Prior to engaging in a MAD IOP program, the eligible recipient must
have a treatment file containing:

a. one diagnostic evaluation with a diagnosis of substance use

disorder

NMAC 8.321.2.9.E
All services must be delivered according to the Medicaid regulation
and current version of the behavioral health policy and billing
manual. If the service is an evaluation, assessment, or therapy
service rendered by the practitioner and supervised by an
independently licensed practitioner, the independently licensed
practitioner’s practice board must specifically allow him or her to
supervise the non-independent practitioner.
NMAC 7.32.2.15
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A. Assessment shall be done by members of the treatment
staff and shall be clearly explained to the client, family,

spouse, guardian or other interested person as appropriate.

B. During the assessment process, the designated staff
member shall collect the following information for each
person:

1. presenting problems;

2. history of substance abuse and problems;
3. identification of the alcohol or other drugs used;
4. frequency and duration of use;

5. method of administration;

6. personal and family history;

7. education and employment history;

8. physical and medical history;

9. legal history;

10. previous treatment history;

11. communicative and cognitive history;

12. social and emotional history; and

13. rehabilitative and vocational history.

C. Th assessment shall be used as a guide to the formulation of
the client’s treatment plan.

Billing and Policy 3.9.A

The service requires a comprehensive assessment, and

the findings must carry through treatment planning, intervention,
and discharge. ...

Before engaging in an IOP program, the recipient must have a
Diagnostic Evaluation and an individualized Service Plan that
includes IOP as an intervention and addresses all behavioral health
concerns

Provide policy that outlines the treatment
planning process. Include:

e Guidelines that clearly specify how
treatment planning is related to
clients’ goals and objectives

e Discharge planning.

e The process for evaluating time-
limited services.

NMAC 8.321.2.25.D.4

Prior to engaging in a MAD IOP program, the eligible recipient must
have a treatment file containing: ...

one individualized treatment service plan that includes IOP as an
intervention.

NMAC 7.32.2.17
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e The procedure for how 90-day
treatment plan reviews will occur.
Please provide treatment plan form.

Based on the screening/intake/assessment made of the client’s
needs, a written treatment plan shall be developed and recorded in
the client’s case record.

A. A preliminary treatment plan shall be developed as soon as

possible.

B. The treatment may begin before completion of the plan

C. The plan shall be development with the client, and the
client’s participation in the development of treatment goals
shall be documented.

D. The treatment plan shall specify the services needed to
meet the client’s needs and attain the agreed-upon goals.

E. The treatment goals shall be developed with both short-
and long-range expectations and written in measurable
terms.

F. A designated treatment staff member shall have primary
responsibility for treatment plan development and review.

G. The client’s progress and current status in meeting the
goals set in the treatment plan shall be reviewed by the
client’s treatment staff at regularly scheduled case
conferences and shall include:

1. the date and results of the review and any changes in
the treatment plan shall be written into the client’s
case record;

2. the participants in the case conference shall be
recorded in the client’s case record; and

3. the designated treatment staff member shall discuss
the review results with the client and document the
client’s acknowledgment of any changes in the plan.

Please provide policy and procedure that
outlines how the provision and integration
of mental health and substance abuse
services are managed to include co-
occurring disorders.

NMAC 8.321.2.9.C

(2) Co-occurring mental health and substance use disorders: The
IOP agency must accommodate the needs of an eligible recipient
with co-occurring substance use and mental health disorders.

(5) Other mental health therapies: outpatient therapies may be
rendered in addition to the IOP therapies of individual and group
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Provide policy on how IOP will integrate
with other services at the agency and
include any policy of other services related
to 10P.

when the eligible recipient’s co-occurring disorder requires
treatment services which are outside the scope of the IOP
therapeutic services. The eligible recipient’s file must document the
medical necessity of receiving outpatient therapy services in
addition to IOP therapies, and a statement from the IOP agency
that to postpone such therapy until the completion of the eligible
recipient’s IOP services is not in the best interest of the eligible
recipient. Such documentation includes, but is not limited to:
current assessment, a co-occurring diagnosis, and the inclusion in
service plan for outpatient therapy services. An IOP agency may:
a) render these services when it is enrolled as a provider
covered under Subsection D of 8.321.2.9 NMAC with
practitioners listed in Subsections C and E of 8.321.2.9
NMAC whose scope of practice specifically allows for
mental health therapy services; or
b) refer the eligible recipient to another provider if the IOP
agency does not have such practitioner

Please provide policy that highlights how
the IOP EBP integrates recovery and
resiliency values, cultural sensitivity, gender
informed care, and trauma-informed care

Please provide policy that demonstrates
treatment planning and assessments are
trauma informed.

NMAC 8.321.2.25.B/8.321.2.26. B

An IOP is based on research and evidence-based practice (EBP)
models that target specific behaviors with individualized behavioral
interventions. All EBP services must be culturally sensitive and
incorporate recovery and resiliency values into all service
interventions.

Billing and Policy Manual 1.6.6

Practicing cultural awareness and curiosity while understanding
that there are events that have occurred that profoundly changed a
culture. Historical trauma can include genocide, slavery, forced
relocation, and destruction of cultural practices, among other
things. Many of these things are still occurring today; it is critical to
welcome dialogue and opinions on these experiences. It is not
trauma informed to speak for a culture that you do not identify as
being a part of; nor is it trauma informed to call out a member

of your community to be a spokesperson for a particular culture or
historical event. Recognize that there are gender disparities that
affect all aspects of our work, including limiting gender to a binary,
birth definition. Gender and sexuality are part of individual

human identity and are sometimes not recognized within our
patrionormative and heteronormative culture. This can have a very
traumatic effect on clients and staff.
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Trauma informed work includes awareness of the spectrum of
identity and creating brave and courageous space for people to be
fully themselves. From SAMHSA’s perspective, it is critical to
promote the linkage to recovery and resilience for those individuals
and families impacted by trauma. Consistent with SAMHSA's
definition of recovery, services and supports that are trauma
informed build on the best evidence available; client and family
engagement; empowerment; and collaboration.

Trauma-specific intervention programs generally recognize the
following:

e The survivor's need to be respected, informed, connected,
and hopeful;

e The interrelation between trauma and symptoms of trauma
such as substance abuse, eating disorders, depression, and
anxiety; and

e The need to work in a collaborative way with survivors,
family and friends of the survivor, and other human
services agencies in a manner that will empower survivors

and clients
10 NMAC 8.321.2.9.C
Provide policy on how medication, or 3) Medication management services are available either in the IOP
medication management, services are agency or by referral to oversee the use of psychotropic
managed, in-house or through referral medications and medication assisted treatment of substance use
process. disorders.
If applicable, please provide medication 8.321.2.25.A.4
form. The agency must maintain the appropriate state facility licensure if
offering medication treatment or medication replacement services.
If applicable, include protocols and how the
agency will comply with state facility
licensure
11 | If applicable, please provide:
e Policy on drug screen protocols
Forms used for drug screening
12 | Provide policy that addresses crisis Billing and Policy 5.3.G

management. Include the crisis/safety
planning process and referral process.

Crisis Plan... is a living document that is updated with the
development of the treatment plan, then revised as

needed alongside the treatment plan, or at a minimum, every 90
days. This document is a patient driven plan that providers and
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patients can refer to when the patient is experiencing a difficult
time. This Crisis prevention and management plan includes at a
minimum:

1.
2.

10.

11.

12.

Name, address, current phone number, birthdate, gender;
Emergency contact information with an accompanying
Release of Information (ROI);

Possible list of important people (children, partner, friends,
relative, clergy) that the patient may want to contact for
support during crisis. Include name, relationship and
contact number, identify if any of these people should help
in identifying “next steps” if the patient is in crisis;

List of service providers and whether any of them should
be contacted in crisis (ROl required);

Description of what crises look like for the patient.
Description of what the patient finds helpful, or relieving,
during times of crisis (people, places, things);

Steps the patient can take to seek support during crisis;
List of the most difficult feelings for the patient to
experience, (it’s often helpful to provide a list they can
chose from), what happens when they feel them, what has
been helpful in the past to help them move through the
feelings;

Description of when the patient could and should reach out
for support. When do they know it is time to contact
someone or change a behavior?

Description of the patient’s behavior when they are in
crisis. Is there anything that might be scary for others to
witness? How does the patient feel about those behaviors?
What do they want others to know about them when they
are having this behavior? What do they need to hear? How
do they want to be treated? What might make it worse,
what might make it better?

Description of things that the patient will not talk about
during crisis; and

The date, printed name, signature and professional
licensing credential of the counselor and patient developing
the crisis plan.

Pro

gram structure

15

Provide policy that

8.321.2.25.8.1
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e Clearly outlines the approved EBP
model utilized

e Explains how this model will be
evaluated according to fidelity
standards.

Include:

e How deficiencies will be addressed
The process for assessing treatment and
program outcomes.

An IOP is based on research and evidence-based practice models
(EBP) that target specific behaviors with individualized behavioral
interventions. All EBP services must be culturally sensitive and
incorporate recovery and resiliency values into all service
interventions. EBPs must be approved by the IOP interdepartmental
council. A list of pre-approved EBPs is available through the council,
as are the criteria for having another model approved. They are
also listed in the BH policy and billing manual.

16

Please provide copy of program evaluation
form and EBP fidelity tools.

NMAC 8.321.2.25.A.3

The IOP agency is required to develop and implement a program
outcome evaluation system.

NMAC 7.11.2.23

All facilities licensed pursuant to these regulations must have an
ongoing, comprehensive self-assessment of the services provided
by the facility. The assessment must include the total operation of
the facility.

A. To be considered comprehensive the assessment for quality
assurance must include, but is not limited to the following:

condition of patients and services rendered;

completeness of patient records;

organization of the facility;

administration;

staff utilization and training; and

. policies and procedures.

B. Where problems (or potential problems) are identified, the
facility must act as soon as possible to avoid any risks to
patients such as, but not limited to the following:

1. changes in policies and procedures;
2. staffing and assignment changes;
3. additional education and training for the

I e

staff;
4. changes in equipment or physical plant; or
5. deletion or addition of services.
C. The governing body of the facility shall ensure that the
effectiveness of the quality assurance program is evaluated
by medical and administrative staff at least once a year. If
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the evaluation is not done all at once, no more than a year
must lapse between evaluations of the same parts.

D. Documentation of the quality assurance program must be
maintained by the facility.

17

Provide policy that specifically describes
the agency’s integrated interdisciplinary
team. Include:

e frequency of team meetings,

e members of the team, and
how the team will coordinate with other
outside providers or support.

NMAC 8.321.2.25.A.1

IOP services are provided through an integrated interdisciplinary
approach including staff expertise in both addiction and mental
health treatment. This team may have services rendered by non-
independent practitioners under the direction of the IOP supervisor
including LMSW, LMHC, LADAC, CADC, LSAA, and a master’s level
psych associates.

Program Specific and Agency Training

18

Provide policy and procedure that clearly
outline the process for ensuring that all IOP
treatment staff have been adequately
trained in the EBP model. Include
e How staff will receive ongoing
training and
How skill level of trainers is evaluated

Billing and Policy 3.8.5
IOP personnel and agency records must contain documentation of
the training of IOP staff in the chosen model.

19

Provide policy and procedure that
describes how program staff are trained in:
e culturally sensitive and trauma-
informed care,
e crisis management and safety
techniques,
e critical incident reporting,
e HIPAA, agency records
management protocols, and
ethics to include conflict of interest.

Billing and Policy 3.9.D
IOP personnel and agency records must contain documentation of
the training of IOP staff in:

1. Trauma informed approach;

2. Culture and linguistics relevant to the population being

served;

3. Recovery and resiliency;

4. Consistency with national best practice guidelines for
chosen clinical model;
Evidence-based, or evidence informed practice; and
For supervisory and administrative staff, fidelity monitoring
and quality management

o w

Adolescent Services (only include for adolescent programs) ‘
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For adolescent services, provide policy and
procedure to demonstrate they will
conform to New Mexico Children’s Code
NMSA 1978 32A-1-1 et Seq statutes and
associated New Mexico Children’s Code
definitions.

Specifically:
1) Mandatory Child Abuse and
Neglect reporting

Children’s Rights and age-specific Consent
for Services statutes

For NMSA 1978 32A-1-1 please follow link: 8.10.8 NMAC

NMAC7.20.11.17
ALLEGATIONS OF ABUSE/NEGLECT, COMPLAINTS, AND SERIOUS
INCIDENT REPORTING

A. The agency maintains and follows policies and procedures
consistent with these certification requirements for timely
reporting of any serious incidents and allegations of abuse
or neglect. The agency immediately reports allegations of
abuse or neglect to all appropriate entities, including but
not limited to the protective services division of the
department via statewide ventral intake/tribal social
services agency, the client’s legal guardian, the
jurisdictional law enforcement agency, and the LCA.

B. The agency reports all serious incidents to the LCA by fax
within 24 hours of any staff member becoming aware of
the incident or allegation of incident. Incidents involving
minor illnesses or injuries not requiring emergency services
do not need to be reported to the LCA. Day treatment
services, case management services, and behavioral
management skills development services are not required
to report serious incidents that do not occur during
program hours, with the exception that all deaths must be
reported.

C. Additional reporting requirements for deaths: Deaths are
reported to the LCA immediately by telephone and
followed by fax within 24 hours, whether or not the death
occurs during program hours. Agencies are required to
report any client death to the regional office of the federal
centers for medicare and medicaid services by no later than
by the close of business the next business day after the
client’s death, and must document in the client’s record
that the death was reported to the centers for medicare
and medicaid services.

D. Each serious incident report is written by the staff who
have personal or firsthand knowledge of the
incident/allegation, and is signed and dated by that
person(s). Once written, the report is not altered, but may
be amended. Any amendment is signed and dated by its
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author and filed with the original report. The report clearly
distinguishes between events witnessed by the reporter
and statements made to the reporter. The report contains,
but is not limited to the following information regarding the
incident: date, time, and location of the incident,
behavioral description(s) of relevant event(s), descriptions
of health/safety risk(s) relevant to the incident,
identification of person(s) present, birth date(s) of client(s)
involved, level of care of the client(s) involved, initial
actions in response to the incident, names of persons
providing information to the reporter, and identification of
other entities receiving the report.

Each serious incident for which a report to the LCA is
required herein and that involves possible criminal activity
is reported immediately to the appropriate law
enforcement agency.

The agency responds in a timely manner to protect its
clients from physical or psychological risks of which it is or
reasonably should be aware, in order to reduce and
prevent future risks.

Outcomes, dispositions, and descriptions of any voluntary
corrective action(s) taken by the agency in response to
serious incidents are faxed or mailed to the LCA in a timely
manner.

The program will not rely on the fact that it has made a
serious incident report to the LCA, or the fact that it may
not have received a response from the LCA, to delay
appropriate corrective or protective action in response to
an incident.

The agency maintains and follows policies and procedures
for investigating and responding to allegations of abuse or
neglect in a confidential and timely manner.

The agency maintains and follows policies and procedures
for investigating and responding to complaints in a timely
manner.

The agency provides a written response, in a timely
manner, to the complaining party and, as applicable, the
parent, legal or treatment guardian, regarding the
resolution of each complaint or allegation.

NMAC7.20.11.22
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CLIENT PARTICIPATION, PROTECTION, AND CASE REVIEW:

A. The agency takes all reasonable action(s) to protect the
health, safety, confidentiality, and rights of its clients. The agency
informs the client of his or her rights and responsibilities and
develops and implements policies and procedures that support and
facilitate the client’s full participation in treatment and related
agency activities. The agency protects the confidentiality of client
records through adherence to its own set of policies and
procedures governing access to, and release of, confidential
information.

B. Materials describing services offered, eligibility
requirements and client rights and responsibilities are provided in a
form understandable to the client and client’s legal guardian(s) with
consideration of the client’s/guardian’s primary language, and the
mode of communication best understood by persons with visual or
hearing impairments.

(1) If the client is unable to understand the materials for
any reason, every effort is made to explain his or her rights and
responsibilities in a manner understandable to the client. These
efforts will be documented in the client’s record.

(2) Materials are available or posted in the agency’s
reception area and/or handed to potential clients during their initial
contact with the agency.

C. The agency explains to each client what his or her legal
rights are in a manner consistent with the client’s ability to
understand and makes this information available to the client in
writing, or in any other medium appropriate to the client’s level of
development. A written explanation of these rights is given to the
parent/legal guardian upon admission.

(1) A client who receives residential treatment services
has the rights enumerated in the New Mexico children’s mental
health and developmental disabilities Code, NMSA 1978, Sections
32A-6-1 et seq. (1995). Explanation of rights to the client and
parents/legal guardian is documented in the client’s record.

(2) The agency maintains and follows written policy
affirming that clients may refuse any treatment or medication,
unless the right to refuse treatment(s) has been limited by law or
court order. The agency informs the individual of the risks of such
refusal. Client refusal of treatment and advisement of risks of the
refusal is documented in the client’s record.
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(3) The agency specifies in written policies and
procedures the conditions under which it serves minors without
parental/legal guardian consent, and when parental/legal guardian
consent is not possible, designates who is authorized to give
consent to treat the minor.

(a) The client record contains all applicable
consents for treatment, including consent for emergency medical
treatment and informed consent for prescription medication.

(b) Exception: Day treatment services, behavioral
management skills development services and case management
services programs are not required to file consents for prescription
medications that are not taken during program hours unless the
medications are prescribed by a program physician.

(c) Consent forms must contain the information
identifying the specific treatment, prescription medication,
information release, or event for which consent is being given prior
to being signed by a client or guardian.

(4) Upon admission, each client receives an orientation
to the agency’s services that includes the basic expectations of the
clients, the hours during which services are available, and any rules
established by the agency regarding client conduct, with specific
reference to behavior that could result in discontinuation of a
service. Orientation of the client and parents/legal guardians is
documented in the client’s record.

(5) The agency maintains a written grievance/complaint
procedure that is reviewed with the client and parent/legal
guardian upon admission. The client’s record contains
documentation of the agency’s explanation of the grievance
procedure to the client and the parent/legal guardian.

(6) Financial arrangements are fully explained to the
client and/or his or her parent/legal guardian upon admission, and
at the time of any change in the financial arrangements.

(7) Procedures for protecting client assets: The agency
establishes and follows written policies and procedures to identify
how it manages, protects, and maintains accountability for client
assets, including the segregation of client funds when an agency
assumes fiduciary responsibility for a client’s assets and/or
disburses funds such as maintenance or allowance funds to clients.

(8)The agency establishes written procedures for
providing client access to emergency medical services.
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For adolescent services, provide policy and
procedure to demonstrate their
compliance with background checks for all
employees. Background checks must
conform to 8.8.3 NMAC Background Check
Unit background clearances and pre-hiring
processes as well as 7.20.11.15.A-H NMAC
Criminal Records Checks and Clearances
regulatory requirements.

For general information Governing Background Checks, please
follow link: 8.8.3 NMAC

1.20.11.15
CRIMINAL RECORDS CHECKS AND CLEARANCES:

A.

Every program that provides child/adolescent mental
health and/or substance abuse services pursuant to these
certification requirements, operating in the state of New
Mexico, must initiate and provide to the department two
completed state-and FBIl-approved fingerprint cards for
each employee who will serve as direct services staff. The
agency must have received the criminal records clearance
from the prevention and intervention division of the
department prior to the employee’s direct, unsupervised
contact with clients of the program. Non-compliance with
this requirement may result in sanction up to loss of
certification as referenced in NMSA 1978 32A-15-3.

All agencies must comply with 8.8.3 NMAC Regulations
governing criminal records checks.

Student trainees in psychiatry, psychology, social work
and/or nursing, or other related health, social or human-
services disciplines who are enrolled in a clinical training
program of a New Mexico state accredited institution of
higher learning, and who are under the supervision of a
cleared licensed independent practitioner, may be allowed
to work with children without direct physical supervision
during their enrolled student tenure if the trainee signs a
sworn affidavit attesting that he or she has never been
convicted of a crime that would disqualify him or her from
providing direct services to children.

The certification requirements governing criminal records
clearances remain in effect while a program is accredited
by COA, CARF or JCAHO.

If a prospective employee has not lived in the United States
continuously for the five years previous to hire, the
equivalent of a criminal records clearance is required from
any country in which he/she has lived within the last five
years, for a period longer than one year.

If the agency receives reliable evidence that indicates that
an employee or prospective employee poses a potential
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risk of child abuse, sexual abuse, exploitation, moral
turpitude, cruelty, or indifference to children, the agency is
in violation of these certification requirements and subject
to sanction up to loss of certification if that individual is
hired or retained.

G. Upon request by the LCA, the agency will provide a list of
employees who are not required to have a criminal records
clearance, and the reason why not.

H. Non-compliance with any certification requirement relating
to criminal records checks and clearances may result in
sanction or loss of certification. In addition to the
foregoing, the following certification requirements relate to
criminal records checks and clearances:

22

For adolescent services, provide policy and
procedure to explain how adolescent
treatment is developmentally appropriate
and is youth and family centric and youth
driven.

Billing and Policy 2.6
The ASAM Assessment for Substance Use Disorders

4) ... An adolescent assessment cannot rely on adult
assessment methodologies, but must be augmented by
developmentally appropriate, adolescent specific elements. The
earlier stages of readiness to change such as precontemplation
should be thoroughly addressed. This element is often coupled
with a prevalence of co-occurring disorders, polydrug
involvement, and the challenges of habilitation as opposed to
rehabilitation. Often skills such as effective communication,
impulse control, prosocial behavior, and interpersonal
interactions have not yet been learned and therefore do not
constitute rehabilitation, but skills that must be learned anew.
(see page 49 of the ASAM Criteria)
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Appendix U: IOP Attestation

INTENSIVE OUTPATIENT PROGRAM (IOP)
PROVIDER ATTESTATION STATEMENT

(Name of the agency) agrees to abide by the following requirements for certification as
an |OP Provider.

¢ An Intensive Outpatient Program (IOP) provides a time-limited, multi-faceted
approach to treatment service for individuals who require structure and
support to achieve and sustain recovery.

e |OP services are provided through an integrated multi-disciplinary approach
includes staff expertise in both addiction and mental health treatment.

e |OP should address substance use disorders as well as co-occurring mental
health disorders when indicated.

e |OP Services are provided to children, age 13-17 who have been diagnosed
with a substance abuse disorder or with a co-occurring disorder (mental
illness and substance abuse); or, meet the American Society of Addiction
Medicine (ASAM) patient placement criteria for Level 2.1.

e |OP Services utilize Evidence-Based Practice (EBPs) models only and will
insure fidelity to that standard with evidence that supports it success in IOP.

e |OP Services reflect cultural sensitivity and a trauma-informed approach and
provides the policy and procedures demonstrating how that is implemented.

e |OP Services are delivered by a multi-disciplinary team.

e |OP Services comply with the definition of Intensive Outpatient Services per
SAMSHA and State of New Mexico Medicaid guidelines.

e |OP Services are delivered by appropriately trained and credentialed
professionals who have specialized skills in the EBP model being utilized and
who meet licensure requirements including scope of practice per state
licensing. Documentation demonstrates appropriate training and certification.

e The IOP Clinical Supervisor meets all of the requirements in accordance with

licensing board regulations as defined in Medicaid regulation 8.310.15.10,
Section E.
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e The agency has an IOP evaluation system in place and provides evidence of
same.

e The agency has and maintains the appropriate state facility licensure (DOH,
CYFD) as applicable.

e All prospective clients will have a treatment file from an appropriate
practitioner or agency that contains at least a diagnostic evaluation and an
individualized treatment plan that includes IOP as an intervention.

e All current clients have the required standard documentation for outpatient
services according to NMAC 8.321.2.

e The agency will comply with the New Mexico Children’s Mental Health Code
statutes related to Mandatory Child Abuse and Neglect reporting by all
certified Child/Youth CCSS providers and all Children’s Rights and age-
specific Consent for Services statutes.

e Any agency serving adolescents will complete CYFD approved background
checks on all employees.

My signature below verifies agreement with all of the requirements detailed in this
attestation and | further understand that failure to comply with these may lead to
sanction and recoupment of funding.

Signature of authorized agency representative Witness Initials

Date Date
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Appendix V: I0P Site Visit Tools

SUD Intensive Outpatient Program Site Visit

Agency Name:

Physical Address:

City State Zip

IOP Services are Provided to: (NMAC 8.321.2.25 Identified Population)

[ Adults, age 18 and over: IOP services are provided to an eligible adult recipient 18 years of age and older
diagnosed with substance abuse disorders or co-occurring disorders (mental illness and substance abuse) that
meet the American society of addiction medicine’s (ASAM) patient placement criteria for level 2.1 - intensive

outpatient treatment or have been mandated by the local judicial system as an option of least restrictive level of
care

(1 Youth in Transition, ages 18-21 years

L] Youth, 13-17 years: IOP services are provided to an eligible recipient 11 through 17 years of age diagnosed
with substance abuse disorder or with co-occurring disorders (mental illness and substance abuse) or that meet
the American society of addiction medicine (ASAM) patient placement criteria for level 2.1 - intensive outpatient
treatment; or have been mandated by the local judicial system as an option of least restrictive level of care.

This Agency is a:
[J Community Mental Health Center (CMHC)

[ Federally Qualified Health Center (FQHC)
[] Indian Health Services (IHS) Facility

(1 PL.93-638 Tribal Facility

[J MAD CSA

[] CLNM health home

(] Behavioral health agency with a BHSD supervisory certificate (BHA 432)
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SUD-IOP Client File Tool

Item | Assessment Criteria | Yes | No | Comments
Treatment Agreements
Rule C 1. Isthere evidence that Releases | L | O

of Information specific to
treatment needs are in the
record where appropriate?

Rule D 2. Is there evidence of signed o (o
Client rights and grievance
procedures that include the
Single Entity’s and Fee-For-
Service (FFS) rights for fair
hearings?

Assessment Requirements

Rule A 1. Is there evidence that each a | O

client has been diagnosed with
substance abuse disorders or
with co-occurring disorders,
meets the eligibility criterion
of ASAM level 2.1 services
IOP services, and has an
assessment or diagnostic
evaluation as approved by the
Medical Assistance Division
that is current, (within 12
months) completed, signed and
dated by a licensed clinician
under the supervision of a
licensed independent clinician?

Rule B 2. Is there evidence that the o (o
client’s culture and values
were incorporated into

assessment and treatment?

Rule E 3. Is there evidence that co- o | g

occurring disorders are
assessed for and addressed?

Rule C 4. Does the evaluation containan | L | O
integrated summary describing
the interrelated effects of the
disorder dynamic, and/or an
understanding of co-occurring
disorders?
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Rule E 5. Is there evidence of

appropriate assessment for
medication, medication
management, or referral and
follow up for these services?

Service Plan Requirements

Rule A 1. Isthere evidence that the level

of care is specified in the
individualized service plan?
This should include domains
of service that were identified
in the assessment/diagnostic
evaluation appropriate to IOP
services?

Rule C 2. Isthere evidence that the
Individual service plan will
address all issues identified in
the assessment/diagnostic
evaluation appropriate to IOP
services?

Rule C 3. Isthere evidence that all other

domains of service identified
in the assessment/evaluation
have been addressed in the
service plan?

Rule C 4. s there evidence of specific
goals/interventions/outcomes
for each of the identified
problems in the
assessment/evaluation?

Rule B 5. Does the service plan display
evidence of fidelity to the
chosen EBP?

Rule C 6. Isthere evidence of a relapse

prevention and/or crisis plan
(may be the same document)?

Discharge Plan Requirements

Is there evidence of Discharge Planning that is:

Rule D 1. Developed at the start of
services and is updated as
necessary to reflect the growth
and needs of the consumer?

Rule D

2. Consistent with the treatment
plan updates and progress
made by the consumer?
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Rule D

Includes family and
community support and
collaboration?

Rule D

Reflects the developmental
level and any unique
circumstances for that
consumer to continue in
recovery?

Rule D

Includes concrete steps that
support the consumer in
recovery?

Treatment Schedule

Rule E

Is there a treatment
schedule/attendance
document?

Rule E

Is there evidence that the time
of service each week aligns
with the recommended EBP
service intensity specific to
client needs and capability as
documented assessment or
diagnostic evaluation.

Treatment Progress Documentation Requirements

Rule E

1.

Is there evidence of progress
notes for each treatment
session including:

e Group Counseling

o Individual counseling

e Psycho-educational groups

Rule B

Do the notes and service plan
display evidence of fidelity to
the chosen EBP?

Rule E

Is there evidence of MDT
feedback in the client record?

Rule C

Avre appropriate documents
signed by client and/or
clinician?

Rule D

If applicable are urinalysis
and/or Breathalyzer results
documented in client file?
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New Mexico Administrative Code (NMAC 8.321.2.25) Program Rules applicable to this tool:

Rule A:

(1) 10P services are provided to an eligible recipient 11 through 17 years of age diagnosed with
substance abuse disorder or with co-occurring disorders (mental illness and substance abuse) or that
meet the American society of addiction medicine (ASAM) patient placement criteria for level 2.1 -
intensive outpatient treatment; or have been mandated by the local judicial system as an option of
least restrictive level of care. Services are not covered if the recipient is in detention or incarceration.
See eligibility rules 8.200.410.17 NMAC.

(2) IOP services are provided to an eligible recipient of a transitional age in a transitional age program
of which the age range has been determined by the agency, and that have been diagnosed with
substance abuse disorder or with co-occurring disorders (mental illness and substance abuse) or that
meet the American society of addiction medicine’s (ASAM) patient placement criteria for level 2.1 -
intensive outpatient treatment, or have been mandated by the local judicial system as an option of
least restrictive level of care.

(3) IOP services are provided to an eligible adult recipient 18 years of age and older diagnosed with
substance abuse disorders or co-occurring disorders (mental iliness and substance abuse) that meet
the American society of addiction medicine’s (ASAM) patient placement criteria for level 2.1 - intensive
outpatient treatment or have been mandated by the local judicial system as an option of least
restrictive level of care. (8.321.2.25 — D)

Rule B: An IOP is based on research and evidence-based practice models (EBP) that target specific
behaviors with individualized behavioral interventions. All EBP services must be culturally sensitive and
incorporate recovery and resiliency values into all service interventions. EBPs must be approved by the
IOP interdepartmental council. (8.321.2.25 - B)

Rule C: Prior to engaging in a MAD IOP program, the eligible recipient must have a treatment file
containing: (a) one diagnostic evaluation with a diagnosis of substance use disorder; and (b) one
individualized treatment service plan that includes IOP as an intervention. (8.321.2.25 — D-4)

Rule D: Documents that must be provided by agency if applying for enroliment as an IOP agency
requesting approval from MAD.

Rule E:

(1) 10P core services include: (a) individual therapy; (b) group therapy (group membership may not
exceed 15 in number); and (c) psycho-education for the eligible recipient and his or her family.

(2) Co-occurring mental health and substance use disorders: The IOP agency must accommodate the
needs of an eligible recipient with co-occurring substance use and mental health disorders. Treatment
services are provided through an integrated interdisciplinary team and through coordinated, concurrent
services with MAD behavioral health providers.

(3) Medication management services are available either in the IOP agency or by referral to oversee
the use of psychotropic medications and medication assisted treatment of substance use disorders.

(4) The duration of an eligible recipient’s IOP intervention is typically three to six months. The amount
of weekly services per eligible recipient is directly related to the goals specified in his or her IOP
treatment plan and the IOP EBP in use. (8.321.2.25 - C)
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SUD-IOP Personnel Tool

Item Assessment Criteria Yes | No | Comment

IOP Clinical Supervisor Required Documentation

Rule A o ) O | O
1. Does the clinical supervisor have

an independent license?

Rule A 2. Does the clinical supervisor have

2 years relevant experience with
an IOP program?

Rule A
3. Does the clinical supervisor have . .

1 year demonstrated supervisory
experience?

Rule A
! 4. 1If 2 and 3 are not present was an = =

exception request filed and
approved?

Rule B L . O O
5. Does the clinical supervisor have

formal training as a supervisor in
their EBP?

General Human Resources Documentation

Rule C 1. Do IOP clinicians have active o | o

New Mexico licensure that
matches the scope of services they
are providing?

Rule D 2. Are there Employee Performance = =

Evaluations for each IOP program
staff?

Rule B 3. Are recovery and resiliency o | o

values embedded into job
descriptions and policy and
procedure?

Documentation of Training Required for ALL Programmatic IOP Staff Members

Is there evidence of training in the following areas:

Rule B | O
1. EBP fidelity and compliance?

Page 6 of 20




Rule C O O
2. Both mental health and substance
use disorder treatment?

Rule B O O
3. How to hand disruptive and
unruly client behavior?

Rule B O O
4. Recovery and resiliency values?

Rule B O O
5. Cultural competency?

Documentation of Training Required for ALL Clinical IOP Staff Members

Rule C 1. Do IOP clinicians have education, | 0 |
formal training, or staff
development specific to co-
occurring disorders?

Rule B 2. Are IOP clinicians are trained in | O [ O

EBP IOP curriculum in
compliance with State of NM
MAD Rule?

New Mexico Administrative Code (NMAC 8.321.2.25) Program Rules applicable to this tool:

Rule A: Each IOP program must have a clinical supervisor. Both clinical services and supervision by
licensed practitioners must be conducted in accordance with respective licensing board regulations. An
IOP clinical supervisor must meet all the following requirements: (a) be licensed as a MAD approved
independent practitioner; see Subsection C of 8.321.2.9 NMAC; (b) have two years relevant experience
with an IOP program or approved exception by the interdepartmental council; (c) have one year
demonstrated supervisory experience; and (d) have expertise in both mental health and substance abuse
treatment (8.321.2.25 A-3)

Rule B: An IOP is based on research and evidence-based practice (EBP) models that target specific
behaviors with individualized behavioral interventions. All EBP services must be culturally sensitive and
incorporate recovery and resiliency values into all service interventions. (8.321.2.25 B-1)

Rule C: IOP services are provided through an integrated interdisciplinary approach including staff
expertise in both addiction and mental health treatment. This team may have services rendered by non-
independent practitioners under the direction of the IOP supervisor including LMSW, LMHC, LADAC,
CADC, LSAA, and a master’s level psych associates. (8.321.2.25 A-2)

Rule D: The IOP agency is required to develop and implement a program outcome evaluation system.
(8.321.2.25 A-4)
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SUD-IOP Quality Assurance Tool

Item

Assessment Criteria

Yes

No

Comments

Rule B

1.

Is there evidence that the provider
utilizes a 10P-specific approved
EBP?

Rule A

Does the provider have an IOP-
specific program evaluation or
quality management process?

Rule A

Can the Clinical Director describe
and show you how the 10P
program will track fidelity to the
model?

Rule A

Avre there quality management
meetings that are regularly
scheduled?

Rule A

Can the provider describe how the
IOP-specific program evaluation
system will be used to track
and/or evaluate client outcomes?
(There may be customer
satisfaction surveys, retention into
service rates, drop-out rates, re-
admittance/relapse and lapse
rates, incarceration or
hospitalization data, or readily
identifiable information and data
specific to the IOP that may be
contained in the quality
management reports.)

Rule A

Can the provider describe how
program success will be
measured, such as demographics
of recipients served; effects on
the utilization of criminal justice
system by enrolled recipients;
changes in recipient employment;
numbers and reasons why
recipients did not complete IOP
program?
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Rule A

. Can the director describe how this

information will be internally
analyzed concerning recipient
program satisfaction and their
beliefs of the effectiveness of
their services?

Rule A . Can the director describe how this
information will be implemented
by agency?

Rule B . Does the provider have

documentation that the agency
has a plan to match linguistic
facility to the needs of the
community served when
appropriate?

New Mexico Administrative Code (NMAC 8.321.2.25) Program Rules applicable to this tool:

Rule A: IOP providers are required to develop and implement a program evaluation system. (8.321.2.25

A-4)

Rule B: An IOP is based on research and evidence-based practice models (EBP) that target specific
behaviors with individualized behavioral interventions. All EBP services must be culturally sensitive and

incorporate recovery and resiliency values into all service interventions. (8.321.2.25 B-1)
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SUD-IOP Supervision Tool

Item Assessment Criteria Yes | No | Comment

Supervisory Documentation

Rule A 1. Do IOP program employees have | 0 | O

supervision forms in their records
that reflect follow-up from
previous meetings?

Rule A 2. Do IOP program employees have | O | O

supervision forms in their records
that document training and
trainings follow-up?

Rule A 3. Do IOP program employees have | O | O

supervision forms in their records
that record supervision dates and
times?

Rule A 4. Do IOP program employees have | O

supervision forms in their records
that are signed and countersigned
by the supervisor?

New Mexico Administrative Code (NMAC 8.321.2.25) Program Rules applicable to this tool:

Rule A: Each IOP program must have a clinical supervisor. The clinical supervisor may also serve as the
IOP program supervisor. Both clinical services and supervision by licensed practitioners must be
conducted in accordance with respective licensing board regulations. (8.321.2.25 A-3)
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MH Intensive Outpatient Program Site Visit

Agency Name:

Physical Address:

City State Zip

IOP Services are Provided to: (NMAC 8.321.2.26 Identified Population)

O Adults, age 18 and over: IOP services are provided to an eligible adult recipient 18 years of age
and older diagnosed with a SMI.

O Youth in Transition, ages 18-21 years

O Youth, 13-17 years: IOP services are provided to an eligible recipient, 11 through 17 years of age
diagnosed with a SED.

This Agency is a:
0 Community Mental Health Center (CMHC)

O Federally Qualified Health Center (FQHC)
O Indian Health Services (IHS) Facility

O PL.93-638 Tribal Facility

O MAD CSA

O CLNM health home

0 Behavioral health agency with a BHSD supervisory certificate (BHA 432)
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MH-IOP Client File Tool

Item

| Assessment Criteria

| Yes | No | Comments

Treatment Agreements

Rule C

1.

Is there evidence that Releases
of Information specific to
treatment needs are in the
record where appropriate?

|

O

Rule D

Is there evidence of signed
client rights and grievance
procedures that include the
Single Entity’s and Fee-For-
Service (FFS) rights for fair
hearings?

Assessment Requirements

Rule A

1.

Is there evidence that each
client meets the eligibility
criterion of a SMI or SED
diagnosis and has an
assessment or diagnostic
evaluation as approved by the
Medical Assistance Division
that is current (within 12
months), completed, signed
and dated by a licensed
clinician under the supervision
of a licensed independent
clinician?

Rule B

Is there evidence that the
client’s culture and values
were incorporated into
assessment and treatment?

Rule E

Is there evidence that co-
occurring disorders are
assessed for and addressed?

Rule C

Does the evaluation contain an
integrated summary describing
the interrelated effects of the
disorder dynamic, and/or an
understanding of SMI/SED?
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Rule E 5. Is there evidence of
appropriate assessment for
medication, medication
management, or referral and
follow up for these services?

Service Plan Requirements

Rule A 1. Is there evidence that the level

of care is specified in the
individualized service plan?
This should include domains
of service that were identified
in the assessment/diagnostic
evaluation appropriate to MH-
IOP services.

Rule C 2. Is there evidence that the
individual service plan will
address all issues identified in
the assessment/diagnostic
evaluation appropriate to MH-
IOP services?

Rule C 3. Is there evidence that all other

domains of service identified
in the assessment/evaluation
have been addressed in the
service plan?

Rule C 4. s there evidence of specific
goals/interventions/outcomes
for each of the identified
problems in the
assessment/evaluation?

Rule B 5. Does the service plan display
evidence of fidelity to the
chosen EBP?

Rule C 6. Isthere evidence of a relapse

prevention and/or crisis plan
(may be the same document)?

Discharge Plan Requirements

Is there evidence of Discharge Planning that is:

Rule D 1. Developed at the start of

services and is updated as
necessary to reflect the growth
and needs of the consumer?

Rule D 2. Consistent with the treatment

plan updates and progress
made by the consumer?

Rule D 3. Includes family and

community support and
collaboration?
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Rule D

Reflects the developmental
level and any unique
circumstances for that
consumer to continue in
recovery?

Rule D

Includes concrete steps that
support the consumer in
recovery and/or the
improvement of their mental
health symptoms?

Treatment Schedule

Rule E

Is there a treatment
schedule/attendance
document?

Rule E

Is there evidence that the time
of service each week aligns
with the recommended EBP
service intensity specific to
client needs and capability as
documented assessment or
diagnostic evaluation.

Treatment Progress Documentation Requirements

Rule E

1.

Is there evidence of progress
notes for each treatment
session including:

¢ Group Counseling

o Individual counseling

¢ Psycho-educational groups

Rule B

Do the notes and service plan
display evidence of fidelity to
the chosen EBP?

Rule E

Is there evidence of MDT
feedback in the client record?

Rule D

Avre appropriate documents
signed by client and/or
clinician?

Rule D

If applicable are urinalysis
and/or breathalyzer results
documented in client file?
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New Mexico Administrative Code (NMAC 8.321.2.26) Program Rules applicable to this tool:

Rule A:

1) IOP services are provided to an eligible recipient, 11 through 17 years of age diagnosed with a
SED.

2) IOP services are provided to an eligible adult recipient 18 years of age and older diagnosed with a
SMI. (8.321.2.26 — D)

Rule B: An IOP is based on research and evidence-based practice (EBP) models that target specific
behaviors with individualized behavioral interventions. All EBP services must be culturally sensitive and
incorporate recovery and resiliency values into all service interventions. EBPs must be approved by the
IOP interdepartmental council. (8.321.2.26 - B)

Rule C: Prior to engaging in a MAD IOP program, the eligible recipient must have a treatment file
containing: (a) one diagnostic evaluation with a diagnosis of serious mental illness or severe emotional
disturbance; or diagnosis for which the IOP is approved; and (b) one individualized service plan that
includes IOP as an intervention. (8.321.2.26 - D.3)

Rule D: Documents that must be provided by agency if applying for enroliment as an IOP agency
requesting approval from MAD.

Rule E:

(1) 10P core services include: (a) individual therapy; (b) group therapy (group membership may not
exceed 15 in number); and (c) psycho-education for the eligible recipient and his or her family.

(2) Medication management services are available either in the IOP agency or by referral to oversee
the use of psychotropic medications and medication assisted treatment of substance use disorders.

(3) The amount of weekly services per eligible recipient is directly related to the goals specified in his
or her IOP treatment plan and the IOP EBP in use.

(4) Treatment services must address co-occurring disorders when indicated. (8.321.2.25 - C)
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MH-IOP Personnel Tool

Item Assessment Criteria Yes | No | Comment

IOP Clinical Supervisor Required Documentation

Rule A | O
1. Does the clinical supervisor have

an independent license?

Rule A 2. Does the clinical supervisor have |0 | O

2 years relevant experience in
providing the evidence-based
model to be delivered?

Rule A
3. Does the clinical supervisor have . .

1 year demonstrated supervisory
experience?

Rule A
4. 1If 2 and 3 are not present was an = =

exception request filed and
approved?

Rule B
5. Does the clinical supervisor have - -

formal training as a supervisor in
their EBP?

General Human Resources Documentation

Rule C 1. Do MH-IOP clinicians have o o
active New Mexico licensure that
matches the scope of services they
are providing?

Rule D 2. Are there Employee Performance = =

Evaluations for each MH-10OP
program staff?

Rule B 3. Are recovery and resiliency o | o

values embedded into job
descriptions and policy and
procedure?

Documentation of Training Required for ALL Programmatic IOP Staff Members

Is there evidence of training in the following areas:

Rule B O O
1. EBP fidelity and compliance?
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Rule C O O
2. Treatment of SMI and/or SED?

Rule B O O

3. How to handle disruptive and
unruly client behavior?

Rule B O |
4. Recovery and resiliency values?

Rule B O |
5. Cultural competency?

Documentation of Training Required for ALL Clinical IOP Staff Members

Rule C O O
1. Do MH-IOP clinicians have

education, formal training, or staff
development specific to SMI
and/or SED?

Rule B 2. Are MH-IOP clinicians are o o
trained in EBP MH-IOP
curriculum in compliance with
State of NM MAD Rule?

New Mexico Administrative Code (NMAC 8.321.2.26) Program Rules applicable to this tool:

Rule A: Each IOP program must have a clinical supervisor. Both clinical services and supervision by
licensed practitioners must be conducted in accordance with respective licensing board regulations. An
IOP clinical supervisor must meet all of the following requirements: (a) be licensed as a MAD approved
independent practitioner; see Subsection C of 8.321.2.9 NMAC; (b) have two years relevant experience
in providing the evidence-based model to be delivered; and (c) have one year demonstrated
supervisory experience. (8.321.2.26 A-3)

Rule B: An IOP is based on research and evidence-based practice (EBP) models that target specific
behaviors with individualized behavioral interventions. All EBP services must be culturally sensitive and
incorporate recovery and resiliency values into all service interventions. (8.321.2.26 B-1)

Rule C: IOP services are provided through an integrated interdisciplinary approach by staff with expertise
in the mental health condition being addressed. This team may have services rendered by non-
independent practitioners under the direction of the IOP supervisor including LMSW, LMHC, a master’'s
level psych associates, RNs or registered dieticians. (8.321.2.26 A-2)

Rule D: The IOP agency is required to develop and implement a program outcome evaluation system.
(8.321.2.26 A-4)
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MH-IOP Quality Assurance Tool

Item

Assessment Criteria

Yes

No

Comments

Rule B

1.

Is there evidence that the provider
utilizes a MH-10P-specific
approved EBP?

Rule A

Does the provider have a MH-
IOP-specific program evaluation
or quality management process?

Rule A

Can the Clinical Director describe
and show you how the MH-1OP
program will track fidelity to the
model?

Rule A

Avre there quality management
meetings that are regularly
scheduled?

Rule A

Can the provider describe how the
MH-IOP-specific program
evaluation system will be used to
track and/or evaluate client
outcomes? (There may be
customer satisfaction surveys,
retention into service rates, drop-
out rates, re-admittance/relapse
and lapse rates, incarceration or
hospitalization data, or readily
identifiable information and data
specific to the MH-10P that may
be contained in the quality
management reports.)

Rule A

. Can the provider describe how

program success will be
measured, such as demographics
of recipients served; effects on the
utilization of criminal justice
system by enrolled recipients;
changes in recipient employment;
numbers and reasons why
recipients did not complete MH-
IOP program?
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Rule A

. Can the director describe how this

information will be internally
analyzed concerning recipient
program satisfaction and their
beliefs of the effectiveness of
their services?

Rule A . Can the director describe how this
information will be implemented
by agency?

Rule B . Does the provider have

documentation that the agency has
a plan to match linguistic facility
to the needs of the community
served when appropriate?

New Mexico Administrative Code (NMAC 8.321.2.26) Program Rules applicable to this tool:

Rule A: IOP providers are required to develop and implement a program evaluation system. (8.321.2.26

A-4)

Rule B: An IOP is based on research and evidence-based practice (EBP) models that target specific
behaviors with individualized behavioral interventions. All EBP services must be culturally sensitive and

incorporate recovery and resiliency values into all service interventions. (8.321.2.26 B-1)
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MH-IOP Supervision Tool

Item Assessment Criteria Yes | No | Comment

Supervisory Documentation

Rule A 1. Do MH-IOP program employees O O
have supervision forms in their
records that reflect follow-up from
previous meetings?

Rule A 2. Do MH-IOP program employees O O
have supervision forms in their
records that document training and
trainings follow-up?

Rule A 3. Do MH-IOP program employees O O
have supervision forms in their
records that record supervision
dates and times?

Rule A 4. Do MH-IOP program employees O O
have supervision forms in their
records that are signed and
countersigned by the supervisor?

New Mexico Administrative Code (NMAC 8.321.2.26) Program Rules applicable to this tool:

Rule A: Each IOP program must have a clinical supervisor. The clinical supervisor may also serve as the
IOP program supervisor. Both clinical services and supervision by licensed practitioners must be
conducted in accordance with respective licensing board regulations. (8.321.2.26 A-3)
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Appendix W: SBIRT Healthy Lifestyle Questionnaire

Date: /| |/

Name: DOB:

Medicaid recipient [1 yes [ 1 no
If no, please list your Insurance Provider:

Healthy Lifestyle Questionnaire
Phone:( )

Please help us give you the best possible healthcare. The following questions are about things that can affect your health, and knowing about it can be

important in providing you with the best medical care. Your provider will talk to you about your answers.
This information will be kept strictly confidential unless you are at risk of serious harm. Thank you!

Please answer the following:

MRN:

What is the primary language spoken in your home?

During the past two weeks:

1. Have you often been bothered by feeling down, depressed, or hopeless? No Yes

2. Have you often been bothered by little interest or pleasure in doing things? No Yes

--For Staff Use-- 0 1x_
Dep =

During the past two weeks:

3. Have you often been bothered by feeling nervous, anxious or on edge? No Yes

4. Have you often been bothered by not being able to stop or control worrying? No Yes

--For Staff Use-- 0 1x__
Anx =

In your life, have you ever had any experience that was so frightening, horrible, or upsetting that, duri

ng the past month, you:

5. Have had nightmares about it or thought about it when you did not want to? No Yes

6. Tried hard not to think about it or went out of your way to avoid situations that reminded you of it? No Yes

7. Were constantly on guard, watchful, or easily startled? No Yes

8. Felt numb or detached from others, activities, or your surroundings? No Yes

--For Staff Use-- 0 1x_
PTSD =

If “Yes” to any of the above, do you see a Therapist or Psychiatrist? [1 yes [1no

or 1.5 oz. liquor.

The following 3 questions are about your drinking during the past year. A drink is equal to a 12 oz. beer, a 5 oz. glass of wine,

9. How often do you have a drink containing alcohol? Never il 2 e Ziies | Aoz
or less per mon perweek | perweek
10. How many dl‘.lnkS containing alcohol do you have on a typical day when Oto 2 3ord 5or6 7109 10 or more
you are drinking?
11. How often do you have 6 or more drinks on one occasion? Never Less than Monthly Weekly Daily or
monthly almost daily
-For Staff Use-- 0 Ix__ = |2x_ = |3x_=_ |4x__ =
The following questions are about your use of other substances. A=
12. In the last year have you used Cannabis Products (marijuana, grass, hashish, etc.)? No Yes
12a. If yes, do you have a medical prescription for this use? No Yes
--For Staff Use— sub total (+1 for use (12) and -1 for MM (12a), O for No)
13. In the last year have you used any of the following substances- NOT PRESCRIBED to you:
-AMPHETAMINES (meth, speed, Adderall, Ritalin, diet pills);
-COCAINE (coke, crack); No Yes
-INHALANTS (nitrous oxide, glue, paint, paint thinner);
-OpPIATES (heroin, hydrocodone, oxycontin, oxycodone, morphine, methadone, codeine);
-HALLUCINOGENS (LSD, acid, ecstasy, mushrooms, PCP, special K);
- BENzODIAZEPINES (Valium, Xanax, Klonopin / Clonazepam)
--For Staff Use— =0 1Ix__ =
D=

Thank you for taking the time to complete this form.

Revised 11/22/2019
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FOR STAFF USE ONLY

SCREENING POSITIVE FOR SBIRT MEANS SBIRT SERVICES INDICATED

CLIENT ID:

CLIENT SCORES & CLIENT CLASSIFICATION

(Not the services provided)

Below please indicate the client’s scores:

Depression: Anxiety: PTSD: Alcohol: Drug:
Brief Intervention Brief Treatment Referral to Treatment
UJ [] []

Screen Scoring Instructions

QUESTIONS #'S

DESCRIPTION

SCORING INSTRUCTIONS

1-2

Depression

Positive score = > 1 (score one point for each yes answer)
Score > 1 =BI

3-4

Anxiety

Positive score = > 1 (score one point for each yes answer)
Score >1=BI

5-8

PTSD

Positive score = >3 (score one point for each yes answer)
Score >3 =BI

9-11

Alcohol

Positive score is > 3 (for either gender) Answers score 0 Points for column
one; 1 point for column two; 2 points for column three; 3 points for column
four; and 4 points for column five. Tally scores accordingly.

Score 3-4= BI, Score 5-9= BT, Score 10-12=RT

12-13

Drug Use

Positive Score => 1 (score one point for each yes answer, except for 12a).
For item 12 score one point for yes answer. For 12a, score -1 for yes
answer. For 13 score one point for yes answer. Tally scores accordingly.
Score +1 for Cannabis= BI, Score +1 for substance other than cannabis= BT

Note: Score=1 for drug and score=5-9 for alcohol= BT

Revised 11/22/2019
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Appendix X: SBIRT Health Lifestyle Questionnaire

Cuestionario Respecto a la Salud y la Vida

MRN:
Telefono:

Fecha: [/ |
Nombre del paciente:

Tiene Medicaid U yes Lho

Fecha de nacimiento:_ / /

Idioma principal que se habla en casa?

Ayudenos a darle la mejor asistencia médica posible. El uso del alcohol y las drogas afecta su salud y al saber los
detalles de su consumo, podemos brindarle un mejor servicio de salud. Su proveedor de salud hablara con usted
sobre sus respuestas. Esta informacidn es estrictamente confidencial a menos que usted ponga su vida en

alto riesgo. jMuchas Gracias!

Por favor responder a lo siguiente:

Durante las ultimos dos semanas :

1.,Se ha molestado frecuentemente porque se ha sentido desanima