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 Behavioral Health Transformation Workgroup

C.L. “Butch” Otter, Governor

Arthur F. (Skip) Oppenheimer, Chairman

June 11, 2010
 8 a.m. – 12:30 p.m.
Location:
Pete Cenarrusa Building, 450 W. State St., 10th fl. conf. rm., Boise

Members Present:

Skip Oppenheimer, Chairman

Dick Armstrong, Department of Health and Welfare

Ken Coll, Boise State University, Institute for the Study of Addiction

Sharon Burke, Office of Drug Policy

Sharon Harrigfeld, Department of Juvenile Corrections

Samuel Hulse, Bonneville County Sheriff’s Office
Dr. Charles Novak, Mental Health Service Delivery Representative
Brent Reinke, Idaho Department of Corrections

Pat Stewart representing Matt McCarter, State Department of Education
Patti Tobias for Chair of the Statewide Drug and Mental Health  Court Coordinating Committee
Meeting observers are listed in Attachment A.  Flip Chart Notes maintained during the meeting are transcribed and included as Attachment B.  The BHTWG Revised Array of Core Services document is included as Attachment C.
MINUTES

Motion:  Charles Novak moved (second by Dick Armstrong to accept the minutes of May 25, 2010.

Vote:  Unanimous

DISCUSSION
Introduction

BHTWG Chairman Skip Oppenheimer opened the meeting by reaffirming the BHTWTG's commitment to generating a delivery system that integrates mental health and substance abuse, and pointed out that the proposed framework - the structure adopted by the group at the last meeting and the action strategy to get there - allows movement toward the ultimate goal.  Skip summarized a meeting with the Governors staff, which involved Jason Kreizenbeck, David Hensley, Tammy Perkins, Dick Armstrong, himself and the BHTWG Facilitator, Marsha Bracke.  He reported that the primary message from that meeting was to not blur the lines between function and accountability, but to make sure clear accountability exists throughout the system.  There was a discussion in that meeting about having the "champion" housed in the Department of Health and Welfare, and a sentiment throughout the BHTWG that the champion must support and coordinate amongst more than one branch of Government, and that it therefore cannot be a Director or employed by a single Department.  Generating the proposed structure and framework is the single focus of this individual. Skip asked the group to leave the meeting having confirmed that they have established the right framework, articulated their path forward, and acknowledged that there are always unanswered questions and answers that must evolve.
Review of Core Services

The Facilitator distributed a copy of the Core Services document that had been revised based on the review and consideration of comments collected to date.  Among the inputs received was a recent submittal by the Juvenile Justice Children's Mental Health Collaborative, which the Core Services subcommittee considered in its review.  The Facilitator distributed a copy of the same to the group.  Subcommittee Chair Kathleen Allyn distributed two documents to the group, including:

1.  A Core Services Input and Response table, in which comments received to date were summarized and the group's disposition of those comments explained, and 

2.  A revised copy of the Array of Core Services description which incorporated the results of the Subcommittee's work.

Edits incorporated included a specific response to a suggestion made by Dr. Charles Novak and the subsequent group response.  The edits include:
· Adding a bullet on the first page to foster the involvement of qualified and experienced psychiatric care providers or psychiatrists, and 

· To reference the use of psychiatrists in the section about Medication Management.

Kathie Garrett expressed some discomfort that the Array of Core Services document adequately reflected Substance Abuse service delivery needs and realities.  Kathie and all meeting participants and guests, including Darren Richman, Region 4 Advisory Council member from Ascent Behavioral Health Services, were invited to review the document in specific response to that concern and to provide their comments to the Facilitator. 
The revised draft Array of Core Services document is included as Attachment C.

Review of Public Outreach Draft Power Point Presentation / BHTWG outstanding issues
The Facilitator had revised the existing BHTWG Power Point Presentation to communicate the group plan to date, respond to BHTWG member experience in speaking to audiences so far in this process, support a discussion for the specific purpose of soliciting input and suggestions, and to confirm the group's direction and decision on key issues.  Summarily, themes, recommendations and decisions of that discussion included:
· With Health Care reform, people outside the Medicaid system will be required to have insurance, and Medicaid coverage will increase.  By 2014, the delivery system will be supporting a different kind of environment.

· Add a bullet that puts the prevalence of the people we are serving in an Idaho context.

· Add Patti Tobias back into the BHTWG members slide (sorry Patti!)

· Use the word "plan" rather than "framework" - as it is both a structure and an action strategy to achieve it.

· Provide the core-services handout as part of the presentation and simplify the core services slide.

· Think about how a consumer would purchase services and be prepared to describe what that would look like.

· Remember that we are looking to the public and stakeholders for suggestions, ideas, and inputs - that it is incumbent on us to ask them the questions as we can't generate their answers.
· There was discussion and consensus around the champion position, and that it needs to be someone who reports to the Governor and work through all branches of government and across agencies.  The outstanding question is funding this person.  The group proposed a number of options, including grants, the Millennium fund, a limited-service contract, and transformation funds.  

· It was suggested that the Cooperative be formed, and that the Cooperative work collectively to figure out how to secure the Champion.

At this point, the Facilitator conducted a round robin of the group confirm their opinions on this point.  Their comments were recorded on flip chart notes and are included in Attachment B, Flip Chart Notes, attached.  They also follow:

Skip: 
We're looking to generate a final recommendation to the Governor and conduct public outreach; send the proposal to the Cooperative to address hiring and funding the Champion.

Dick: 
Send to Cooperative.

Brent: 
Send to Cooperative.

Sam: 
Send to Cooperative, but I am concerned about who picks the Champion.  The Champion cannot serve under any of the Directors, and needs to be empowered.

Sharon: 
Must have the highest skills; can be housed in government buildings, state citizen (this means lower costs).

Pat (Matt): Someone who knows the state. Someone to be a peer, not subordinate.

Patti: 
A skilled leader, cooperative articulates duties.

Charlie: 
Must be independent to make this happen and it may be a short-term job. There is already plenty of government representation.

Ken: 
Schools have a stake. Funding may be more promising in a university setting. An independent Champion.

Skip: 
State agencies need to connect. Too large might not work.

Jim Baugh added his preference that the Champion must report to the Governor's office that brings with it the authority to get this work done. 

There was a suggestions that the Cooperative could be formed through Executive Order and convene sooner, rather than later, and work how to identify and fund a Transformation Champion to work on behalf of the entire system.

The prevalence of opinion (subsequent to public outreach and revision) was to make a recommendation to the Governor which articulates the Champion's qualities and responsibilities, reflects the notions, concerns and suggestions of the BHTWG members, assigns the Cooperative with the task of identifying and figuring out how to fund this person.  
The group also discussed the necessity and configuration of a service delivery contract or contracts, noting that the elimination of the reference to contracts at the last meeting generated confusion and questions in subsequent outreach efforts.  The group agreed that
· Contracts must exist;
· Medicaid contracts are established and pre-determined via Medicaid requirements;
· That the enforcement of state standards occurs through contracts;
· The fewer the number of contracts, the greater the purchasing power;
· Regional Boards would have contracting capacity, particularly for community supports and other initiatives they pursue;
· Regional priorities can be reflected in any contracting scenario, whether it be their own or contracts administered by the State Department of Administration from which all payers purchase services;
· That we must ask the stakeholders what works best for them by effectively communicating the pros and the cons of a given scenario;
· That the JJCMH recommended fewer rather than multiple contracts;
· The desire and support for regional flexibility is confirmed;
· It takes time to get there.

PUBLIC OUTREACH
The Facilitator reported that she submitted two options to Sara Stover, DFM, for the group's consideration for public outreach per the group's request at the last meeting.  Marsha will follow-up with Sara about the status of that effort, in anticipation of a public outreach process to start imminently.

It was also suggested that while the BHTWG will be the presenters of the public outreach materials, that the number of BHTWG members designated to do so be kept to a minimum in order to secure as much consistency in the presentation, discussion, and reporting as possible.

Two suggestions from above to develop for the public outreach presentation include:

1.  Describe pros and cons of various contracting scenarios;

2.  Identify what is and is not negotiable about the proposal so folks know what they can influence.

ACTION ITEMS

1.
Marsha and Skip Oppenheimer will revise the Array of Core Services document and the Draft Power Point presentation and distribute for confirmation.

2.
Marsha will follow-up with Sara Stover regarding approval to proceed with public outreach work.
3.
Kathie Garrett and others who are inclined to provide input about the Array of Core Services specific to substance use disorders are specifically invited to do so.

4.
Marsha will work with the group to secure meeting dates for August, September and October.

5. 
All members of the group who have the interest and the time will participate in helping to review and generate the public outreach process materials.

NEXT MEETING 
Subsequent meetings of the BHTWG are scheduled for
· Friday, July 16, 2010.
All meetings would go from 8 a.m. to 12:30 p.m. unless otherwise noticed.  Marsha will work to schedule meeting dates for August, September and October.
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	Idaho Council on Suicide Prevention

	Darren Richman
	RAC 4 - Ascent Behavioral Health Services
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	DHW/DBH

	Bruce Krosch
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	Medicaid
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	Intermountain Hospital
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	Bracke and Associates, Inc.

	Jim Baugh
	Disability Rights Idaho

	Tammy Perkins
	Governor's Office

	Scott Tiffany
	DHW/DBH

	Becky diVittorio
	BPA

	Gary Moore
	DHW - State Hospital North

	Dick Schultz
	DHW

	Shane Evans
	Department of Corrections


Attachment B:  BHTWG Flip Chart Notes

June 11, 2010
FLIP CHART NOTES

CORE SERVICES:  DISCUSSION

· Regional Medical Directors - core service ?

· Add bullet - foster involvement of qualified and experienced psychiatric care providers or psychiatrists (confirmed)

· Core service?  #20?  Quality control side?

· Modify Medicaid Management o add psychiatrists (confirmed)

ADDRESS

· Transformation Champion

· Contracts / money

· Question #1 and 2 on Core Services input chart

· Flexibility

· JJCMH

QESTION FOR TODAY

· Do we have the right Framework
· General definition - path and result?

· Flexibility - things will evolve

TRANSFORMATION CHAMPION - NEXT STEPS

· Skip - Final recommendation we description of Transformation Champion - take to Governor

· Do public outreach

· Finalize our report

· Convene cooperative and refine - explore how to fund and house

· Dick - to coop

· Brent - to Coop

· Sam 0- to coop to figure out.  But who is going to pick?  This person has to be able to work with Directors as an equal to work across systems, can't work for one department

· Discussion:  could contract / be empowered

· Sharon - higher schools, answers to cooper, detailed, housed in one of our buildings - organization looks different that physical location
· Pat - influential in Idaho, connect to all sides/systems/ executive level - not answer to Department Head but to Coop

· Patti - coop next best alternative to governor appointment, development job description and identify "highly skilled, high qualified leader"; figure our resources - coop duties articulate in legislation -resources, leadership , deliverables

· Charlie:   needs to be independent to make this happen; not to coop, to planning council - short term job - government already well represented - universities?

· Ken - schools have a stake and may have some money; hospitals too if they have no conflict of interest; seeks  independence, accountable but not beholden to coop

· Discussion:  within this construct have legislative involvement

· State responsibility -  logical to house there

· How to have authority if not in Governor's office - work "for" people they are trying to get accountability for

· Maybe if coop were broader....this group?

· Could use statute to create the authority

· Need to be able to connect state agencies and regions

CONTRACTS

· Contracts - give regions ideas on how they can contract

· Have Medicaid contracts - predetermined

· Regions provide input
· Articulate non-negotiables - what we've determined

· What is negotiable

· The more we divide it the less we have

· How to enforce statewide standards if locals are letting contracts

· Enforced by those providing funding

· Guarantor - what enforcement?  doesn't that happen through contracts?  DHW has to be party to contract in order to guarantee

· One contract maximizes purchasing power

· Single contract - clinical side

· Regional Board contracts - community supports

· If you do this...then this...

· Articulate pros and cons

· Confirm Medicaid stays statewide contract.

Services
Array of Core Services 
The BHTWG proposes a meaningful and efficient system of care in the State of Idaho.  This system of care features availability and access to an array of behavioral health services (both mental health and substance abuse) on as local a level as possible.  

Core services are defined as an array of services including those that are community based, emergent, medically necessary, and required by law.  The intent is to provide a “floor” of services, or a framework, which is available in each region.  This framework is intended to  span prevention, intervention, treatment and recovery so that coordinated efforts are enabled to redirect supports from the more expensive emergent and medically necessary services to more effective and less costly prevention, intervention and recovery services.  Core services will be provided in accordance with statewide standards which will include, at minimum, monitoring for quality, consistency and timeliness.  These services will be delivered from a client-centered perspective.  Effectiveness of service delivery will be determined by examining quality of life measures as well as other standardized outcome-based instruments. 

The array of core services will be provided for in a way that:

· Is outcome oriented. 

· Features accessibility on as local a level possible

· Is integrated across responsible agencies and entities

· Distinguishes between, accommodates the differences, and meaningfully supports the child, the adult, and the transition between them.
· Recognizes the importance of family involvement and utilization of natural support systems.

· Fosters the involvement of qualified and experienced psychiatric care providers or psychiatrists.
Within the context of this proposal, the BHTWG recognizes certain realities, all of which will influence transformation development in a given region.  The BHTWG acknowledges that:
1. Each region features a different mix of professional expertise and community volunteerism, and that the array of services might be achieved through different types of venues or may have a different configuration from one region to another;

2. Core services will be available in all regions, but the prevalence of any core service may vary among regions as appropriate to reflect the needs of a region's targeted population;

3. Regions will develop local access standards using their own demographics, geography and availability of services within pocketed areas of their region;

4. Some regions might look to their neighboring regions to help make a service available that is not available in their own;

5. There may be an inclination for providing emergent and medically necessary services as a priority over other services, and that preventative and recovery services are critical to effectively supporting an individual;

6. The delivery of preventative and community-based services can in some cases be provided at relatively low cost, and with effective delivery of these services, enhance an individual's quality of life while decreasing the cost of emergent and medically necessary services;

7. The goal is for regions to be able to deliver this array of services without depending upon the state to provide the same services;

8. Regions have the authority and flexibility to build their service delivery systems in good faith, making reasonable attempts to make all core services available;

9. Regions be poised to succeed in ultimately delivering the complete array of core services;

10. This array of core services is intended to provide a consistent "floor" of services for individuals throughout Idaho; regions may opt to provide an array of services that exceed those proposed here, and that such an initiative is desirable;

11. The development of the regional system will occur in a transitional manner, potentially learning from the experience of a pilot region and/or by a phased in approach to making the array of services available.

12. Some functions now managed by the state may be phased into regional responsibility.  

Core services are to be targeted to citizens of the state of Idaho on a sliding fee scale basis (to be determined) and will include adults with severe mental illness, children and adolescents with serious emotional disorders, and individuals with substance use and co-occurring disorders. 

The Regional Behavioral Health System shall provide for the following array of services (draft definitions follow on subsequent pages), resulting in a comprehensive behavioral health system in each of the seven judicial regions of the state of Idaho.    

	No.
	Service
	Emergent
	Medically Necessary
	Structurally Necessary
	Community-Based  (non-institutional)
	Medicaid covered
	Substance Abuse
	Mental Health
	Adult
	Child

	1. 
	Assertive Community Treatment (ACT), Intensive Case Management Services and Wraparound
	X
	X
	
	X
	+/-
	X
	X
	X
	X

	2. 
	Assessments and Evaluations
	X
	X
	X
	X
	+/-
	X
	X
	X
	X

	3. 
	Case Management Services
	
	X
	
	X
	X
	X
	X
	X
	X

	4. 
	Designated Examinations and Dispositions
	X
	X
	X
	X
	
	
	X
	X
	X

	5. 
	Intensive Outpatient Treatment 
	
	
	
	X
	+/-
	X
	X
	X
	X

	6. 
	Illness Self-Management and Recovery Services
	
	
	
	X
	
	X
	X
	X
	

	7. 
	Inpatient Psychiatric Hospitalization
	X
	X
	
	
	X
	X
	X
	X
	X

	8. 
	Medication Management
	
	X
	X
	X
	X
	X
	X
	X
	X

	9. 
	Peer Support Services
	
	
	
	X
	
	X
	X
	X
	

	10. 
	Prevention Services 
	
	
	
	X
	
	X
	X
	X
	X

	11. 
	Early Intervention Services for Children and Adolescents
	
	
	
	X
	
	X
	X
	
	X

	12. 
	Psychiatric Emergency and Crisis Intervention services (24/7 with open door access)
	X
	X
	X
	X
	+/-
	X
	X
	X
	X

	13. 1
	Psychotherapy (including trauma-informed care and cognitive behavioral therapy)
	
	X
	
	X
	X
	X
	X
	X
	X

	14. 
	Alcohol and Drug Residential Treatment
	X
	X
	
	
	
	X
	
	X
	X

	15. 
	Supported employment
	
	
	
	X
	
	X
	X
	X
	

	16. 
	Supported housing
	
	
	
	X
	
	X
	X
	X
	

	17. 
	Transportation 
	
	X
	
	X
	X
	X
	X
	X
	X

	18. 
	24-Hour Out-Of-Home Treatment Interventions For Children And Adolescents
	X
	
	X
	
	
	X
	X
	
	X

	19. 
	Day Treatment, Partial Care and Partial Hospitalization
	
	
	X
	X
	X
	X
	X
	X
	X

	                   Table 2:  Core Services 


	
	
	
	


Definitions of Core Services
1. Assertive Community Treatment (ACT), Intensive Case Management Services and Wraparound
a. Assertive Community Treatment (ACT)
ACT consists of proactive interventions provided to adults with serious, disabling mental illness for the purpose of increasing community tenure, elevating psychosocial functioning, minimizing psychiatric symptomatology, and ensuring a satisfactory quality of life. Services include the provision and coordination of treatments and services delivered by multidisciplinary teams using an active, assertive outreach approach and including comprehensive assessment and the development of a community support plan, ongoing monitoring and support, medication management, skill development, crisis resolution, and accessing needed community resources and supports. 
b. Intensive Case Management
Intensive case management is an intensive community rehabilitation service for individuals at-risk of hospitalization or for crisis residential or high acuity substance abuse services. Services include: crisis assessment and intervention; individual restorative interventions for the development of interpersonal, community coping and independent living skills; development of symptom monitoring and management skills; medication prescription, administration and monitoring; and treatment for substance abuse or other co-occurring disorders. Intensive case management also includes coordinating services, referral, follow-up, and advocacy to link the individual to the service system. Services can be provided to individuals in their home, work or other community settings. Services may be provided by a team or by an individual case manager.

c. Wraparound 
 Wraparound is an intensive and individualized care management process for youths with serious or complex needs.  During the wraparound process, a team of individuals who are relevant to the well-being of the child or youth (e.g., family members, other natural supports, service providers, and agency representatives) collaboratively develop an individualized plan of care, implement this plan, and evaluate success over time. The wraparound plan typically includes formal services and interventions, together with community services and interpersonal support and assistance provided by friends, kin, and other people drawn from the family’s social networks. The team convenes frequently to measure the plan’s components against relevant indictors of success. Plan components and strategies are revised when outcomes are not being achieved. 
2. Assessment and Evaluation 
Assessment and evaluation define or delineate the individual’s mental health/substance abuse diagnosis and related service needs. Assessment and evaluation services are used to document the nature and status of the individual’s mental health status in terms of interpersonal, situational, social, familial, economic, psychological, and other related factors. These services include at least two major components: 1) screening and evaluation (including medical, bio-psychosocial history; home, family, and work environment assessment; and physical and laboratory studies/testing and psychological testing as appropriate); and 2) a written report on the evaluation results to impart the evaluator's professional judgment as to the nature, degree of severity, social-psychological functioning, and recommendations for treatment alternatives.

3. Case Management (service coordination) (case load capacity to be determined by an acuity-based formula) 

This service provides supportive interventions to assist individuals to gain access to necessary medical, habilitative, rehabilitative and support services to reduce psychiatric symptoms and to develop optimal community living skills. Service Coordination needs are assessed and documented on the comprehensive treatment plan to meet the individual’s specific needs. Service Coordination services may include coordinating services, referral, follow-up, and advocacy to link the individual to the service system and to coordinate the various system components to assure that the multiple service needs of the individual are met. Service Coordination may also provide assistance for obtaining needed services and resources from multiple agencies (e.g., Social Security, Medicaid, Prescription Assistance Programs, food stamps, housing assistance, health and mental health care, child welfare, special education, etc.), advocating for services, and monitoring care.  Case management also assists in the transition of adolescent consumers as they age out of the children's system and into the adult system and the transition to adulthood.
4. Designated Examinations and Dispositions 
A designated examination is a personal examination of a proposed patient to determine if the proposed patient is: (i) mentally ill; (ii) likely to injure himself or others or is gravely disabled due to mental illness; and (iii) lacks capacity to make informed decisions about treatment and should be involuntarily committed to the Department of Health and Welfare (Department).  A designated examiner must be a psychiatrist, psychologist, psychiatric nurse, social worker or other mental health professional designated in rule and specially qualified by training and experience in the diagnosis and treatment of mental illness.  A dispositioner is a designated examiner employed by or under contract with the Department to determine the least restrictive appropriate location for care and treatment of involuntary patients.  

5. Intensive Outpatient Treatment 
a. Home-Based Mental Health Services 
Intensive home-based treatments are time-limited intensive therapeutic and supportive interventions delivered in the home and are intended to prevent hospitalization. These services are available twenty-four hours a day, seven days a week. Services are multi-faceted in nature and include: situation management, environmental assessment interventions to improve individual and family interactions, skills training, self and family management, and independent living skills training.

b. Intensive Outpatient Substance Use Disorder Treatment 
This service provides a time limited, multi-faceted approach treatment service for persons who require structure and support to achieve and sustain recovery. Intensive outpatient treatment programs generally provide nine or more hours of structured programming per week, consisting of group and family counseling, job preparedness, relapse prevention, and education. Programming may be delivered during the day, evenings, and/or weekends. The amount of weekly services per individual is determined by the individualized treatment plan, and may flexibly vary from nine through twenty (20) hours. The patient's needs for medical services are addressed through consultation or referral arrangements.  
6. Illness Self-Management and Recovery Services
Illness self-management uses structured techniques and strategies for managing mental illness/substance use disorders and ongoing self-assessment and self-monitoring to facilitate recovery from mental illnesses/substance use disorders.  Several manualized self-management programs have been developed in recent years, including Copeland’s Wellness Recovery Action Planning known as WRAP (Copeland 1997).  WRAP is a program in which participants identify internal and external resources for facilitating recovery, and then use these tools to create their own, individualized plan for successful living.
7. Inpatient Psychiatric Hospitalization
The goal of inpatient care is to stabilize the individual displaying the acute symptoms. This service is available for individuals who are in direct danger to self or others, and/or in acute crisis, including substance use withdrawal. This service provides twenty-four (24) hour care in a hospital requiring short-term, intensive, medically supervised treatment, consistent with the individual’s needs. Services provided in an acute psychiatric hospital include, but are not limited to, psychiatric care, monitoring of medication, health assessment, nutrition, therapeutic interventions, observation, case management and professional consultation.  

8. Medication Management
a. Medication Management/Pharmacotherapy 
Medication management is a pharmacotherapy service provided by a psychiatrist, physician or other individual licensed to prescribe medications to assess and evaluate the individual’s presenting conditions and symptoms, medical status, medication needs and/or substance abuse status. This includes evaluating the necessity of pharmacotherapy or other alternative treatments, prescribing, preparing, dispensing, and administering oral or injectable medication.  Informed consent must be obtained for each medication prescribed.

b. Medication Administration/Monitoring 
Medication services are goal-directed interventions to administer and monitor pharmacological treatment. Oral, injectable, intravenous, or topical medications and treatments are administered and their positive and negative effects monitored. This includes medications used to treat substance abuse or addiction. There is a focus on educating and teaching individuals and members of their support system as to the effects of medication and its impact on alcohol/drug abuse/dependence and/or mental illness. Counseling related to medication management and case coordination with other practitioners involved with the individual is necessary to assure continuity of care. These are primarily face-to-face services contacts, rendered as both facility-based and "in vivo." 
c. Laboratory Tests 
Laboratory tests are also used to diagnose and treat behavioral health and medical disorders and provide pharmacologic management. Laboratory tests may include, but are not limited to: urinalysis and other formal drug screenings, blood tests, and tests for sexually transmitted diseases.

9. Peer Support Services
Peer support services provide an opportunity for individuals to direct their own recovery and advocacy process and to teach and support each other in the acquisition and exercise of skills needed for management of symptoms and for utilization of natural resources within the community. This service provides structured, scheduled activities that promote socialization, recovery, self-advocacy, development of other natural supports, and maintenance of community living skills. Trained and certified consumers actively participate in decision-making and the operation of the programmatic supports. 
10. Prevention Services 
The goal of this service is to prevent suicide, mental illness, and/or substance abuse.  Prevention activities include various strategies aimed at educating the community at large and selective educational and informational strategies for certain individuals who are at greatest risk for suicide, mental illness and/or substance abuse.  A system of prevention involves clear boundaries and expectations, and a comprehensive scope of pro-social activities and educational services designed to increase protective factors and reduce risk factors among all in a community (universal).   One of the keys to prevention of suicide, mental illness and substance abuse is training "gatekeepers" in how to recognize the early signs and symptoms.  Gatekeepers are those individuals that have frequent contact with moderate to high risk populations.

11. Early Intervention Services for Children and Adolescents 
Early intervention services are designed to address problems or risk factors that are related to mental illness and substance abuse. These services are designed to provide information, referral and education regarding symptoms and treatment to assist the individual in recognizing the risk factors for mental illness and substance abuse. Early intervention and education is an organized service that may be delivered in a wide variety of settings.  Early intervention may include time-limited respite care services.  
12. Psychiatric Emergency and Crisis Intervention Services (24/7 with open door access)
a. Crisis Intervention/Mobile Crisis 
Crisis intervention services are immediate, crisis-oriented services designed to ameliorate or minimize an acute crisis episode and to prevent inpatient psychiatric hospitalization or medical detoxification. Services are provided to adults, adolescents and their families or support systems who have suffered a breakdown of their normal strategies or resources and who exhibit acute problems or disturbed thoughts, behaviors or moods. The services are characterized by the need for highly coordinated services across a range of service systems. Crisis intervention services should be available on a 24-hour, seven-day per week basis. Services can be provided by a mobile team or by a crisis program in a facility or clinic. Crisis intervention services include: crisis prevention, acute crisis services, and support services.

b. Crisis Residential Treatment/Respite Care Services
Crisis residential treatment services provide 24 hour supports for adults for the purpose of ameliorating a crisis in the least restrictive setting while trying to maintain the person’s linkages with their community support system. Services include: continuous and close supervision, medical, nursing and psychiatric services and referral to community-based services. Crisis residential treatment services are provided in non-hospital setting.  Crisis residential lengths of stay generally should not exceed 10 days.

13. Psychotherapy (including trauma-informed care and cognitive behavioral therapy)

a. Individual Psychotherapy 
Individual counseling consists of various evidence-based professional therapeutic interventions and is used to address an individual’s alcohol or drug abuse and/or emotional, behavioral or cognitive problems.  Personal trauma, family conflicts, responses to medication, connecting with and utilizing natural supports, and other life adjustments reflect a few of the many issues that may be addressed. Services may be provided in various settings. 

b. Group Psychotherapy 
Group psychotherapy consists of therapeutic interventions provided to a group of children, adolescents or adults to address an individual’s alcohol or drug abuse and/or emotional, behavioral or cognitive problems.  Personal trauma, family conflicts, responses to medication, and other life adjustments reflect a few of the many issues that may be addressed. Services may be provided in various settings. Group size should be at least three or more, but fewer than 10 individuals.
c. Family Psychotherapy for Children and Adolescents 
Interventions directed toward an individual and family to address emotional or cognitive problems which may be causative/exacerbating of the primary mental disorder or have been triggered by the stress related to coping with mental and physical illness, alcohol and drug abuse, and psychosocial dysfunction. Personal trauma, family conflicts, family dysfunction, self-concept responses to medication, and other life adjustments reflect a few of the issues that may be addressed.  Includes Multi-Systemic Therapy (MST), Functional Family Therapy (FFT) and Parenting with Love and Limits (PLL).
14. Alcohol and Drug Residential Treatment 
This service is a twenty-four hour residential rehabilitation treatment for adults or adolescents with chronic alcoholism or drug dependency who lack an adequate social support system and need supervised treatment to achieve a substance-free lifestyle and explore and instill ways of functioning in a work setting, within the family, and in the community in accordance with the individual’s treatment plan. Services include: medication administration, case management and monitoring and individual and group recovery-based services. Some individuals may be experiencing and be monitored for minor detoxification. 

15. Supported Employment, including Vocational Rehabilitation when needed
a. Supported Employment 
Supported employment provides on the job supports in an integrated work setting with ongoing support services for adults with the most severe disabilities for whom competitive employment: a) has not traditionally occurred; b) has been interrupted or intermittent as a result of severe disability; and c) who, because of the nature and severity of their disability, need intensive supported employment services in order to perform work. Activities are performed by a job coach and/or job specialist/case manager in conjunction with a job developer to achieve a successful employment outcome. 

b. Job Preparedness 
Job preparedness consists of activities directed at assisting individuals to develop skills to gain and maintain employment. Job preparedness services include: providing instruction in the areas of resume writing, job application preparation, and appropriate job interview responses. These activities also emphasize the importance of being ready to seek and hold employment is discussed, including proper nutrition, cleanliness, and physical appearance, allocating daily costs, and taking prescribed medication. 
16. Supported Housing (housing first, etc.)
Supported housing is a safe and secure place to reside which is affordable to consumers and permanent as long as the consumer pays the rent and honors the conditions of the lease.  In some models, consumers are not required to participate in services to keep their housing, although they are encouraged to use services.  Supported housing should be individualized services available when the consumer needs them and where the consumer lives.

17. Transportation 
Transportation services are used to move individuals to and from covered medically necessary medical or behavioral health examinations, treatment and services. This service may be provided in staff-driven vehicles, or by assistance with the cost or process of arranging for and/or using public or private transportation.

18. 24-hour Out-of-Home Treatment Interventions for Children and Adolescents 
a. Residential Treatment 

Time limited services are designed to assist children or adolescents to develop skills necessary for successful reintegration into the family or transition into the community. Residential treatment centers provide an interdisciplinary psychotherapeutic treatment program on a 24-hour basis to eligible recipients. Services provided in this setting include: individual, groups and family therapy, behavior management, skill building and recreational activities. Services must be rehabilitative and provide access to necessary treatment services in a therapeutic environment.

b. Treatment Foster Care 

Time limited community based treatment services provided to children or adolescents who are placed in 24-hour supervised, trained and surrogate family settings. Intensive therapeutic foster care services incorporate clinical treatment services, which are behavioral, psychological and psychosocial in orientation. Services must include clinical interventions by the specialized therapeutic foster parent(s) and a clinical staff person. Services included in individualized care plans are designed to assist the child or adolescent to develop skills necessary for successful reintegration into the natural family or transition into the community. The family living experience is the core treatment service. 

19. Day Treatment/Partial Care Services  and Partial Hospitalization

a.
Day Treatment and Partial Care for Children and Adolescents


A non-residential treatment program designed for children and adolescents who may be at high risk of out-of-home placement. Therapeutic Day Treatment services are a coordinated and intensive set of therapeutic, individual, family, multi-family and group services and social recreational services. Day Treatment Services provide a minimum of three hours of structured programming per day, two-to-five times a week, based on acuity.
b.
Partial Hospitalization for Adults


A distinct and organized intensive ambulatory treatment service offering less than 24-hour daily care that is reasonable and necessary for the diagnosis or active treatment of the individual's condition, reasonably expected to improve or maintain the individual's condition and functional level and to prevent relapse or hospitalization.
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