DMH Post Dixon Reporting: 1* Quarter FY 2012

April 13,2012

For information through 12/31/12

DIXON SETTLEMENT AGREEMENT QUARTERLY REPORT

Pursuant to the terms of Paragraph 74 of the Settlement Agreement (“SA”), the District
reports the following information:

1. Child and Youth Services

a. Community Services Reviews

Requirement:70% in overall system performance on CSR by September 30, 2013'

(M

@

ii.

Results of FY 2012 or FY2013 CSRs, as applicable (SA, Y 55 and 58).
FY 2012 CSRs are scheduled for May 7 — May 25, 2012

Status of Human Systems and Outcomes (“HSO”) consultation (SA, 4 56 and
57), including:

HSO Contract Approval — HSO began work in November 2011 with DMH to
provide technical assistance to DMH staff and identified providers. In addition,
HSO and DMH have begun the work of organizing the FY 12 Child Community
Service Reviews (CSRs). HSO’s work from November 2011 to early February
2012 was funded through HSO’s contract with the Court Monitor. For its work
for the remainder of FY 12, HSO has a contract with DMH. Currently HSO is
providing technical assistance to six providers (Fihankra Place, Hillcrest Center,
LAUNCH, McClendon Center, Family Matters and Universal) through two-day
provider training for each provider focused on defining and measuring quality
practice. HSO will also provide 40% of the CSR reviewers, case judging,
consultation and final report for the Child CSRs that will occur from May 7 —
May 25, 2012.

Scheduled trainings for the upcoming CSR:

a. New Reviewer Training occurred the week of January 24, 2012 for DMH
staff and community stakeholders to lead child/youth CSRs; another
occured the week of April 10, 2012.

b. Refresher Training will occur April 17™ and April 19™.

! This is a summary of the Settlement Agreement requirements; for a full text of the requirements please refer to the
referenced paragraphs of the Settlement Agreement.
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1ii.

v.

c. “Conversion” training, to certify prior adult CSR leads as child/youth
leads, will occur on April 18%.

Practice Principles and additional technical assistance:

a. DMH has drafted practice principles that have been used as the basis for
the technical assistance provided to providers. These principles are
currently being drafited as a policy, and the policy is in the process of
being vetted by the CSR Integration Workgroup.

b. The Child/Youth Services Division is working with the CSR unit to shape
provider-specific technical assistance based on the needs of particular
provider agencies.

c. The CSR unit has offered introductory trainings to two new providers who
have not previously been involved in the CSR process, but whose
consumers will constitute a substantial percentage (~10%) of those
reviewed during the May CSR.

Performance improvement plans for low-performing CSAs: CSAs that
performed below expectations in the 2011 CSR were chosen as targeted CSAs
mentioned above; they are required to participate in up to four days of technical
assistance designed to facilitate practice improvement in the areas in which they
most needed improvement. This technical assistance is being provided by HSO,
the CSR unit, and staff from the CYSD.

Preparation for CSA-level CSR process: The CSR unit is working with Far
Southeast Family Strengthening Collaborative (FSFSC) to prepare for the
May CSR. The CSR unit has been coordinating the identifying information
supplied by CSAs regarding each child and family in the sample, and FSFSC
is obtaining consents and building schedules for the reviews. The CSR unit is
also working with CFSA and the Court Monitor for the LaShawn v. Gray case
to insure that all DMH consumers in the CSR sample who have CFSA
involvement will be reviewed using both the DMH CSR protocol and the
CFSA QSR protocol. This will provide a comprehensive view of the services
received by this vulnerable population.




b. Psychiatric Residential Treatment Facilities (“PRTFs”) (SA, 159)

Requirement: 30% Reduction in total bed-days from 5/1/11 — 4/30/12 (baseline) to
5/1/12 - 4/30/13°

Department of Youth Rehabilitation Services | 123 32,861
(DYRS)

Child and Family Services Agency (CFSA) 39 16,197
Department of Mental Health (DMH) 12 4,054
Office of the State Superintendent of 5 1,451
Education (OSSE)

D.C. Public Schools (DCPS) 12 7,545

-

S B

Department of Youth Rehabilitation Services
(DYRS)

Child and Family Services Agency (CFSA)
Department of Mental Health (DMH)

Office of the State Superintendent of
Education (OSSE)

D.C. Public Schools (DCPS)

? This is a summary of the Settlement Agreement requirements; for a full text of the requirements please refer to the
referenced paragraphs of the Settlement Agreement.

3The District will report a running total of number of children served with SED in a PRTF and bed days until the
baseline period is complete. The date of the reporting period will also be included in the chart.

“The District will report a running total of number of children served with SED in a PRTF and bed days during the
comparison period until it is complete. The date of the reporting will also be included in the chart underneath the
line describing the baseline period. An example of the language is as follows “Data reported below is as of
12/31/11.”
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d. PRTF Discharges and Community Services (SA, 9 60)

There were 29 youth discharged from PRTFs during the first quarter of FY'12. Three (3)
youth were discharged from a PRTF but did not spend anytime in the community because
they went directly into non-community placements (correctional facility or RTC) and
remained for the duration of the 90-day period. There were 25 youth who were discharged
to the community after completing treatment, and one (1) youth who was discharged due to
abscondance for a total of 26 youth being monitored in the community (see paragraph e,
below, for more information on this particular youth).

1QFY12 (29) Discharged | (25) Appropriately Billed MHRS Services
Completed Treatment | CBI Level 11
CBI Level I - MST
(1) Abscondance Med/Som
Community Support
(3) Discharged but Diagnostic Assessment
went directly into Behavioral Health Screening
non-community Other’
placements Agency Self-Reported Non-MHRS
(correctional facility | Services
or RTC) Mentoring
Academic Support
Tutoring
Job/Work Program
Workforce Development
Substance Abuse Counseling
2QFY12 (Same for each successive quarter)
3QFY12
4QFY12
1QFY13
2QFY13
3QFY13
4QFY13

5 The District will amend this report to reflect additional services as they are added to the service taxonomy.
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e. PRTF Discharges and Outcomes (SA, 9 60)

(1) Narrative summary of outcomes for children/youth discharged from PRTFs during the most
recent quarter and for the end of the fiscal year, if applicable.

The services youth received while in the community are listed above in Table d. and show both
billed claims received for MHRS services, as well as non-MHRS services and supports self-
reported by agency staff to DMH. Youth received therapeutic and clinical services as well as
academic and professional assistance. All 26 youth who were discharged from PRTFs remained
in the community throughout the reporting period (90 days) without disruptions. The youth who
absconded from the PRTF and was subsequently discharged did so while at home for his second
home visit from the facility. His initial home visit in the beginning of November, 2011 was
successful; the second home visit was for the Thanksgiving holiday. The youth did not return to
the facility following his Thanksgiving home visit. As a result a custody order was issued; on
December 27, 2011, he was located and placed at the Youth Services Center (YSC). He has
since been placed at another PRTF.

(2) Length of Community Tenure — Community tenure for children/youth is calculated
beginning with the date of discharge and continuing up to and including the 180™ day after
discharge. For purposes of this report, a disruption in community tenure occurs when the
child/youth is: incarcerated/detained for 14 days or more; hospitalized (in a psychiatric hospital)
for 22 days or more; or re-admitted to a PRTF.

Total Youth Monitored in the Community at beginning of Quarter* 0

Total Youth Discharged from a PRTF to the Community during FY 12 | 26
1Q

Total Youth Completing Community Tenure* 0

Total Youth Being Monitored at end of Quarter* 26

Total Youth Without Disruptions in Community Tenure during FY 12 | 26
1Q

Total Youth With Disruptions in Community Tenure during FY 121Q | 0




Maximum Number of Days Possible in Community 719
(Total # of Days Between Date of Discharge for Each Youth to Last Day
of Reporting Period)®

Actual Number of Days in Community* 712

% of Actual Days to Possible Days in Community* 99%

*These categories were added in order to inform the reader of the cumulative number of youth
when more than one quarter of data is available.

f. Evidenced-Based and Promising Practices (SA, 9 61)

¢ DMH will report the total number of days that the children discharged during a quarter could have been in the
community. This accounts for the different discharge dates from a PRTF. For example: 20 children are discharged
during the first quarter of FY 12 (October 1 — December 31, 2011). A child is discharged on October 3, 2011. The
maximum days in the community for that child would be 89 (28 days in October + 30 days in November + 31 days
in December). For another child discharged on December 25, 2011 the maximum days in the community would be
6.

7 Data will be reported cumulatively and will identify each placement disruption throughout the course of the 180
day tracking period. For example, a child who is hospitalized during days 31 — 60 and hospitalized again during
days 151 — 180 will be shown in both columns of the chart.
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HFW to increase by 10% (FY 12) and 20% (FY 13)8

Requirement: FFT and MST to increase by 20% (both FY 12 and FY 13)
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IL Supported Housing

g. Supported Housing Capacity (SA, Y 62, 63, and 64)

Requirement: 300 new vouchers/units (minimum 200 vouchers) by September 30,
2013
Housing Plan by September 30, 2012°

° This is a summary of the Settlement Agreement requirements; for a full text of the requirements please refer to the
referenced paragraphs of the Settlement Agreement.

*° Twenty (20) capital units were completed and occupied by consumers. These consumers received Home First
Subsidies for rental assistance. However due to other consumers who were receiving HFS moving onto vouchers or
off of HFS for other reasons, the HFS number did not increase by 20. The new FY 12 subsidies are now being
awarded and therefore the HFS number will be increasing in the future.
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h.

L
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Supported Housing rules status (SA, § 65)

To ensure that the Housing Rules are in alignment with the Housing Plan, finalization
of the Housing Rules is on hold until the Housing Plan is completed. The Housing
Rules will include language regarding priority populations where the Consumer is:

1. Pending discharge from Saint Elizabeths Hospital

2. In an emergency situation involving the health or safety of the
consumer or the consumer’s family

3. Moving to a less-restrictive environment

Enforcement of Supported Housing Rules (SA, § 65)

Demonstrate that the Supported Housing rules are communicated to providers and
that they are being enforced.

Once the Housing Rules have been finalized, they will be disseminated to the
providers. In the meantime, DMH has monthly meetings with its CSA Housing
Liaisons, and housing issues are discussed on an on-going basis in the monthly
Clinical Directors’ meeting. Additionally, DMH is now offering quarterly
training on DMH housing programs through the DMH Training Institute for all
CSA employees. The next training is scheduled for April 24, 2012.

Demonstrate that available housing is assigned according to the priority
populations in accordance with the Supported Housing rules. (Use table below in
addition to any relevant narrative).

Consumers on the Housing Waiting List are candidates for housing opportunities
as they arise. Consumers in priority populations will be selected first for housing
opportunities, followed by consumers on the Housing Waiting List with the
longest wait time.



an (SA, q 66)

Provide narrative of status of strategic plan, including efforts to consult with
consumers and consumer advocates. Attach draft/final plan as applicable.

DMH issued a Request for Proposal (RFP) for a vendor to develop the Strategic
Housing Plan on February 3, 2012. A vendor has been selected and the contract was
awarded on April 4, 2012. We expect that the Plan will be completed by July 31,
2012.
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III. Supported Employment Services

Requirement: Methodology for assessment to be used by all CSAs: March 31, 2012
60% of all adults with SMI interested in SE to be referred: April 1,
012 -~ September 13, 2013
Increase in consumers served: FY 12, 10%; FY 13, 15% over FY 121!

k. Methodology to Assess Need (SA, § 67)

Provide narrative of status of the development of an objective methodology to assess
the need for supported employment services. Describe how DMH is implementing
this methodology and enforcing compliance.

DMH has revised its Supported Employment Policy (see Exhibit A, DMH Policy #
508.1A, Evidence Based Supported Employment Services, issued February 28, 2012)
to require every CSA to assess all adult consumers with a Serious Mental Illness
(SMI) or Axis II Personality Disorder for interest and eligibility in supported
employment. If an interested person is eligible, the CSA is required to refer the
individual to a Supported Employment Program. The CSA must complete an
electronic performance event screen for each individual when completing the 180-day
treatment plan (or more often when necessary) to confirm that consumers have been
assessed, offered and referred for supported employment service authorization. DMH
monitors the performance event screen data to insure that CSAs complete the process
and offer the service. A centralized waitlist has been created at DMH for those
individuals waiting for an available opening at a Supported Employment provider.

1. Assessment and Referral (SA, Y 67 and 68)

*! This is a summary of the Settlement Agreement requirements; for a full text of the requirements please refer to the
referenced paragraphs of the Settlement Agreement.
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m. Service Delivery (SA,  69)

Total 440
Unduplicated
Count of Adults
with SMI who
Received at Least
One SES

IV.  Continuity of Care

Requirement: 70% of adults and children seen within 7 days of hospital discharge
by September 30, 013
80% of adults and children seen within 30 days of hospital discharge
by September 30, 2013
Continuity of Care performance standards in policy and Human Care
Agreements12

12 This is a summary of the Settlement Agreement requirements; for a full text of the requirements please refer to the
referenced paragraphs of the Settlement Agreement.
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n. Continuity of Care Delivery (SA, 7 70 and 71)

Number of Adults Receiving a
Community Based Service within 7

days of Discharge

Total Number of C/Y Discharged | 159 | D 159

Number of C/Y Receiving a 82 82
Community Based Service within 7
of Discharge

s

'Number of C/Y Receiving a 105 o — 105
Community Service within 30 days
ge

13



0. Performance Standards (SA, q 73)

Provide narrative describing the status of the development, monitoring, and
enforcement of continuity of care performance standards. Attach applicable DMH
policy and sample Human Care Agreement.

The Integrated Care Division (ICD) continues to monitor and track continuity of care
for eligible individuals discharged from hospitals. Continuity of Care Performance
Standards have been revised and published (see Exhibit B, DMH Policy #200.2A,
Continuity of Care Practice Guidelines for Adult Mental Health Providers, dated
January 17, 2012; Exhibit C, DMH Policy # 200.5A, Continuity of Care Practice
Guidelines for Children and Youth, dated January 27, 2012, both attached to this
report). The Human Care Agreements (HCAs) that DMH enters into with each
provider requires that the providers comply with the applicable policies, including
these; however the Integrated Care Division (ICD) Director is working to get the
HCAs modified to specifically include continuity of care requirements.

ICD will work with the Office of Accountability on monitoring corrective action
plans from those providers whose performance is not acceptable.

Although the adult performance data is not far from the required benchmark
performance standards, DMH recognizes that the children’s results remain a concern.
Although the child care manager has been in the position less than a year for the new
protocol, there has been a 10 — 20% improvement already. With the continuity of
care standards, use of corrective action plans, and the integrated Systems of Care in
the Children and Youth Services Division, as well as the CSR interventions used with
a number of the children’s providers, we expect that the children’s performance will
continue to improve.

14



Department of Mental Health

TRANSMITTAL LETTER

SUBJECT
Evidence Based Supported Employment Services

POLICY NUMBER DATE TL#162
DMH Policy 508.1A FEB 2 § 2012

Purpose. To update the policy to reflect recent changes in supported employment services,
and provide the Supported Employment Fidelity Scale adopted by the Department of Mental
Health (DMH).

Applicability. Applies to DMH enrolled eligible consumers eighteen (18) years of age and
over, DMH-certified Core Services Agencies; certified Supported Employment Program
providers; and the Mental Health Authority (MHA).

Policy Clearance. Reviewed by affected responsible staff and cleared through appropriate
MHA offices.

Implementation Plans. A plan of action to implement or adhere to this policy must be
developed by designhated responsible staff. If materials and/or training are required to
implement this policy, these requirements must be part of the action plan. Specific staff
should be designated to carry out the implementation and program managers are
responsible for following through to ensure compliance. Action plans and completion

dates should be sent to the appropriate authority. Contracting Officer Technical
~ Representatives (COTRs) must also ensure that contractors are informed of this policy if
it is applicable or pertinent to their scope of work. Implementation of all DMH policies
shall begin as soon as possible. Full implementation of this policy shall be completed by
March 31, 2012.

Policy Dissemination and Filing Instructions. Managers/supervisors of DMH and DMH
contractors must ensure that staff are informed of this policy. Each staff person who maintains
policy manuals must ensure that this policy is filed in the DMH Policy and Procedures Manual,
and contractors must ‘ensure that this policy is maintained in accordance with their internal
procedures. :

ACTION
REMOVE AND DESTROY INSERT
DMH Policy 508.1 DMH Policy 508.1A

nlatl 1
Stepheld T. Baron
Director, DMH

]
g

s

Government of the District of Columbia

Excrtisr A



Date
FEB 2 8 2012

GOVERNMENT OF THE DISTRICT OF COLUMBIA

DEPARTMENT OF | Supersedes:

DMH Policy 508.1, same subject, dated 3/22/2005
MENTAL HEALTH ,

1. Purpose. To set forth the Department of Mental Health (DMH) requirements for evidence-
based supported employment services.

2. Applicability. Applies to DMH enrolled eligible consumers eighteen (18) years of age and
over; DMH-certified Core Services Agencies (CSAs); certified Supported Employment Program
providers; and the Mental Health Authority (MHA).

3. Authority. Department of Mental Health Establishment Act of 2001; Title 22 DCMR,
Chapter A37, Mental Health Supported Employment Certification Standards.

4. Background. Evidence-based supported employment is designed for aduit consumers
with a serious mental iliness (SMI) or a primary diagnosis on Axis |l of a Personality Disorder,
for whom competitive employment has not traditionally occurred, or for whom competitive
employment has been interrupted or intermittent as a result of either.

Evidence-based supported employment involves community-based employment in integrated
work settings that is consistent with the strengths, resources, priorities, concerns, abilities,
capabilities, interests and informed choice of the consumer.

5. Definitions. For purposes of this policy:

5a. Supported Employment - A part-time or full-time job in which a consumer receives
support in a competitive employment setting and in which the consumer earns the minimum
wage or higher. Supports shall include intake, assessments, job club, treatment team
coordination, job development, ongoing job coaching, and follow up for each consumer,
including offering job options that are diverse and permanent.

5b. Supported Employment Program Provider - A DMH-certified MHRS provider who has
also been certified by DMH to provide evidence-based supported employment services
pursuant to Title 22 DCMR, Chapter A37, Mental Health Supported Employment
Certification Standards.

5c. Employment Specialist — A person who works for a certified Supported Employment
Program provider; must satisfy all requirements for unlicensed credentialed workers
pursuant to Title 22 DCMR Chapter A37 and Chapter A34, Section 3410, and all training
requirements established by DMH.

5d. SMI (Serious Mental lliness) - A primary mental health diagnosis of: Schizophrenia;
Schizoaffective Disorder; Bipolar 1 Disorder; Major Depressive Disorder; Delusional
Disorder; Psychotic Disorder, not otherwise specified (NOS); Dysthymic Disorder; Post
Traumatic Stress Disorder; or Depressive Disorder, NOS.




FEB 2 8 2012
DMH POLICY 508.1A PAGE 2 TE:

5e. Department of Disability Services, Rehabilitation Services Agency (RSA) — The District
government entity that provides employment services to those individuals with
developmental and other disabilities.

5f. Individualized Work Plan (IWP) — A plan developed between the Supported Employment
Program provider and the consumer that includes an employment goal and the support
services required to reach the goal.

6. Policy.

6a. DMH is committed to promoting evidence-based supported employment services based
on the interests and preferences, as well as career goals, of eligible consumers.

6b. CSAs must assess each consumer 18 years of age and older for eligibility for, and
interest in, supported employment services. Consumers who are eligible and interested
shall be referred for supported employment services.

6¢. Certified Supported Employment Program providers must design and implement
evidence-based supported employment services in accordance with Title 22 DCMR Chapter
A37.

6d. Evidence-based supported employment services shall be authorized and provided in
accordance with the consumer’s treatment plan. The treatment plan shall document the
consumer’s employment interests and career goals.

6e. The consumer’'s employment and career planning process must be driven by the
consumer’s preferences, and not by provider expectations or decisions.

6f. Employment Specialists shall be part of the consumer’s clinical home treatment team
and participate in the development of the treatment plan with regard to supported
employment services.

7. Eligibility for Employment Services. A consumer must meet the following requirements
in order to be eligible for supported employment services:

e Be seriously mentally ill or have a primary diagnosis on Axis Il of a Personality Disorder;
e Be at least (18) years of age;

¢ Indicate an interest in employment; and

+ Have supported employment identified as a service on a current valid Individualized

Recovery Plan (IRP).

8. Referrals. Requests for supported employment services may be made by consumers,
family members, advocates, or other service providers. Eligible consumers shall be referred to
Supported Employment Program providers by their CSA.



FEB 2 8 2012
DMH POLICY 508.1A PAGE 3 DATE:

9. Responsibilities.

9a. CSAs shall:

(1) Ask every adult consumer 18 years of age and over with SMI or a primary diagnosis
on Axis Il of a Personality Disorder, if they want to be employed: (1) during the
development of initial treatment plan; (2) at every treatment plan meeting thereafter; and
(3) upon request of family members, advocates, or other services providers.

(2) Assess consumers for eligibility if they indicate an interest in employment prior to
referral to a Supported Employment Program provider (see eligibility requirements in
Section 7 above).

(3) Inform eligible consumers of all available certified Supported Employment Program
providers, and allow the consumer to select the agency of their choice or to be placed
on the DMH Supported Employment Wait list.

(4) Complete and submit an electronic Supported Employment Services (SES)
authorization request.

(5) Once supported employment services are authorized in the electronic management
system, refer eligible consumers to a certified Supported Employment Program provider
within five (5) business days.

(6) Accurately complete performance event screen in the electronic management
system for every consumer regarding supported employment at development of the
initial treatment plan and at least every 180 days thereafter, or more often as needed.

9b. Supported Employment Program Providers shall:

(1) Inform the DMH, Office of Programs, Supported Employment Program
Manager/designee of your program’s capacity on a weekly basis.

(2) Accept consumer into services within thirty (30) days of the assessment/referral by
a CSA, unless you have reached maximum capacity and are unable to accept new
consumers.

s If unable to accept new consumers, coordinate with the DMH, Office of
Programs, Supported Employment Program Manager/designee, for the
consumer to be placed on the Supported Employment Wait list, and inform the
CSA of same.

(3) Provide the following evidence-based services:

(a) Intake - Involves obtaining background, clinical, and employment information
in order to enroll the consumer into the evidence-based supported employment
program and initiate a referral to RSA.

(b) Vocational Assessment — Consists of conducting vocational assessments, and
assessment of person-centered employment information in order to identify the
individual’s employment interests, preferences, and abilities.




DMH POLICY 508.1A PAGE 4 DATE: FEB 28 201

(c) Individualized Work Plan (IWP) development - Includes the process of developing

a plan with the consumer that includes an employment goal and the support services
required to reach the goal, such as integrating employment goals into the IRP,
strategies to address stressor situations, assistance with symptom self-monitoring
and self management, and assistance in increasing social support skills and
networks that ameliorate life stresses resulting from the consumer’s mental iliness or
emotional disturbance and are necessary to enable and maintain the consumer’s
independent living.

(d) Supported Employment Job Club — Assists consumers in understanding how to
complete job applications, effective interviewing techniques, resume writing,
appropriate grooming, hygiene, and dress for work situations.

(e) Benefits Counseling - Helps consumers examine and understand how
employment may impact benefits such as supplemental security income (SSl), social
security disability income (SSDI), medical assistance, and other disability-related
benefits. May also involve advocacy on behalf of consumers to resolve issues
related to their benefits.

(f) Treatment Team Coordination — Involves coordination and contact with treatment
team members regarding the provision of evidence-based supported employment
services.

(g) Job Development — Involves contacting employers through various activities in
order to obtain community-based employment for consumers.

(h) Time Limited Job Coaching — Helps consumers leamn job duties once employed
through on-the-job training, effective use of community resources, and consultation
with the worker’s employer, coworkers, family or supervisors as necessary for a
maximum of ninety (90) days.

(i) Unlimited Ongoing Job Coaching — Involves the provision of on and off-the-job
supports to help a consumer manage his or her illness to achieve personal recovery
goals, including employment, and resolve challenges, disruptions, and conflicts in the
person’s life that negatively impact on the consumer’s health and ability to work.

(i) Job Assistance - Involves assisting the consumer with management of mental
iliness, with requirements of employment, such as teaching and reinforcing
previously learned strategies for controlling emotions, focusing on tasks,
assertiveness, utilization of coping techniques, socialization, boundary issues,
averting crises, and crisis intervention to help prevent symptom exacerbation and
minimize disruptions to employment.

(k) Time Unlimited Follow-Along Supports for the consumer and employer which
include:

(i) Consumer Follow-Along Supports_- including crisis intervention, job coaching,
treatment changes, travel training, job support groups, and career counseling.




DMH POLICY 508.1A PAGE 5 DATE: FEB 2 8 1012

(if) Employer Supports — including working with the employer to make reasonable
accommodations to enhance job performance, contacting the employer to
monitor progress and resolve issues, and working with the employer and
consumer to establish effective supervision and feedback strategies.

9c. Employment Specialists who work for DMH certified Supported Employment Program
providers, shall:

(1) Manage a supported employment caseload of up to twenty (20) consumers.

(2) Demonstrate the ability to identify consumer interests, preferences, and abilities
and then help the consumer obtain employment of their choice.

(3) Demonstrate the ability to advocate for consumers.
(4) Possess basic knowledge of community marketing and job development.

(5) Demonstrate the ability to identify as well as arrange/provide job coaching and long-
term supports to help consumers maintain employment.

(6) Demonstrate the ability to liaison with the RSA counselors in order to assist
consumers in obtaining community-based employment.

(7) Be trained by DMH on evidence-based supported employment principles and
practices, and attend DMH supported employment meetings.

(8) Carry out all phases of evidence-based supported employment services as
described in Section 9b (3) above.

(9) Be part of the consumer’s clinical home treatment team and attend regular
treatment team meetings.

(10) Document services on a service note in accordance with Title 22 DCMR Chapter
A37; and ensure monthly progress note is forwarded to the consumer’s clinical home for
inclusion in the consumer’s clinical record.

9d. The DMH Office of Accountability shall process applications for certification and certify
qualified MHRS providers as Supported Employment Program providers in accordance
with Title 22 DCMR Chapter A37.

9e. The DMH Office of Programs shall:

(1) Provide training, support, and tools for implementing evidence-based supported
employment services.

(2) Conduct a baseline program evaluation using the Supported Employment Fidelity
Scale adopted by DMH (Exhibit 1) within thirty (30) days of the provider's supported
employment program start-up, with a second evaluation conducted six (6) months after
program start-up. Conduct an annual fidelity evaluation thereafter.
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DMH POLICY 508.1A PAGE 6 DATE:

(3) Require Supported Employment Program providers receiving a fidelity score below
55 to develop a plan of correction and receive technical assistance from DMH Supported
Employment Program staff. If the certified Supported Employment Program provider's
score does not improve to 55 or higher within six (6) months of the original fidelity score,
the provider shall not be eligible for recertification, and may be decertified.

(4) Collect supported employment outcome information on a monthly basis from
certified Supported Employment Program providers. Core outcome data to be collected
includes:

e number of consumers referred and source of referral; number of consumers who
were enrolled, served, employed, inactive, referred to RSA, participating in
education programs, and receiving employer benefits (health, dental, and
retirement);

s average number of hours that consumers worked and average hourly wage paid
to consumers;

» locations of employers who have hired consumers;

¢ number of full—time Employment Specialists; and

[ ]

other information that DMH may require.

(5) Utilize quality improvement information from a variety of sources, including but not
limited to, consumer satisfaction surveys, community services review results, and routine
oversight and monitoring activities, in order to monitor consumer satisfaction with
supported employment services.

10. Mandatory Monthly Meetings. Managers of certified Supported Employment Programs
and Employment Specialists must attend monthly mandatory meetings to be held by the DMH
supported employment program staff.

11. Records and Documentation. Each certified Supported Employment Program
provider shall establish and adhere to an Employment Record Policy for employment record
documentation, security and confidentiality of consumer information in accordance with Title 22
DCMR Chapter A37, Section 3707.

12. Inquiries. Questions related to this policy should be addressed to the DMH, Office of
Programs, Supported Employment Program Manager at (202) 673-7597.

Approved By:

Stephen T. Baron

s

v (Date)




HTVOS ALTTAAI INFWNAOTINAG A41Ld0ddNS

A2 10J JUSUINOOP JO PUS 89844
9[e0g AMISPL [SPOJN SdI PaI[e0 ALIoULO

(2)o6 - 1 uquxg

V17808 Adljod HNG

*9WI) Stf) JO SIOWT 10 %94
sao1Ates Jusrfodure spraoxd sysiperoads juswdofdwyg  =¢

"SI 91 JO %56 - 06
sao1Ates juowkojdure opraoid sisyeroads justwkoidury =¢

"otun 311 JO %68 - SL
$201A108 Juetuordure epraoid systreroads juemhopdwy =¢

own oM 30 %L - 09
8001A308 Juowmfofdurs apiaoid sistyeroeds juswkorduy =g

“SUIT} ST JO %09 UL} §S9f
soorates JustrAordure apraoxd systeroeds Juowdorduryg =[]
‘1817R100ds Juomordume 1od SjuLI[o Tamay 10 (07 Jo oney =¢
“1si1e1osds JuomAodws tod sjusyd ¢z-1Z Jo oney =
siyeroads juombordwe rod sjusnd (¢-97 Jo oney =¢
“1s17er00ds JuoniAofdure Jod syuslo Op-1¢€ Jo onry =g

“1817e100ds JuemAoydure Jad sjuarpo 10U IO T4 JO ONEY =]

oy

:19109G |e}0]. :93e(

80/4/1

*SOOIAISS
INI muswfoydurs A[uo apraoid sistjeroads
D0 ‘SIN JuowAodwy :JJeIS SeOTAISS JUoWAO[dW S 7
‘SJUSI]O Joma] I0 OZ SIIsiferoads
juswAojdurs suwi-[jny AuB JOJ PRO[OSEY WINUIIXBUI
INI “D0d aYJ, 'sproyeses JuswAo[diio [enpIAIPUL 9ARY
‘SIN sistjeroads juswkorduryg :3Z18 peorasey ‘[
Juyyesg

#x90INOY
Bleq] () RE=3T Q)

"UOLISILIO YOBS JOJ JoqUUNU IOYOUR SUO S[OII)) :SUONIAII]

:9)IS 193y

*x3TVIS ALIT3AId LNJNAOTdNT AILHOddNS



C HTVOS ALITIAL INFWAOTING J9.1904d0S

£91] 10] JUSLINIOP JO PUD 29G4
ajeog AN[apid PO SdI Pel[ed ALBULO

"pastduiod sy
peotase s Jsjeroads juemkojdurs o1 JO %007 - (6 YOTM WO ‘Swes) jusurjeal
ey [RITSUI OM] 10 QU0 0) parjoryIe oIk S)siyeroads juswiordury

‘pastaduron st projeses
s Js1eroads jusmiofdme o) JO %68 - G/ 15€9] T8 YOIy WO ‘Suies) Jusw)ess
MBS [RIUSUE 0M) IO SUO 0) Payoeye o1k sisteroads juswkojduryg

‘postrdurod s1 peojesed
s Js1jeroads jusmAordae o) JO %P/ - (S 1SES] 18 YOI THOI] ‘StIes) JUswless)
I]eSY [BIUSUI OM) IO SUO 0) payoeNe oIe sistjersads juswiojduyg

‘pasuduos st peojeses

8 Js1e100ds JustmAo[dume oy} JO 9406 URY} SSI] YOI A WO SUIRS) 0M] 10 SUO

0} payoeye aIe sisyeIoads juowrAoldwg JO 'SWBS] OJUT POZIULSIO J0U 918 OyM
s1ouonnoeld qieoy [RIUST [RUPIAIPUL AG POAISS 1B SJUSI[) JO ‘Swes) justujean
I[2Y [EIUSTU SIOW IO 991) 0} PaYoENE oI sisiferoads justkordurg

“JUOUIIEOT) TI[2ST] [eUow o) wogy A[sreredes
suopjouny jeyy weifoid jeuoneooa € Jo ued a1e spsierosds juswiojduyg

*(s110ddns Suoje-mojo] pue ‘Surgoros qof ‘yuswoseld qolausurdoress
T T10} pue “suTy qo! ¢ QoL [9ASD
qol “yuomrssosse “uatadedus ‘oeiur werSord §-90) oo1ates
juon£opdume Jo saseyd XIS [[e o soures isyeroads justAordug

"901AIS QINUD Y} 10U Ing 907AIS Juswhordms
Jo soseyd aary sapraoxd jsmeroads juswkordurg

*(sproddns Buope moro3 pue ‘Surgoroo qof ‘yuswoserd
qof “uetudoeasp qof “yusmssesse quamofedus ‘axeur *§-0) 001AI0S
yuomkojduns a1 Jo saseyd moj 03 suo sspiaoid 1sieroads Juowkofdug

"SODIAIAS [BUONRO0A 10 sterfoid 19130 01
SJUSIIO SISJAI Jnq PrO[ased surejurewt Jsieroads juswiordurg

‘stue18old 19110 pur SIOPUIA 0} 9I1AISS
[e118]a1 [euoneooa sepiaoid AJuo jsteroads juswkojduy

‘pasuidwos s1 peojaseo s Jsijeroads

yuomwfordurs 2y JO 94,06 1589 18 YOIym WO sued)

Jusuniean myesy [ejusw Z 03 dn Jo ued ore sisijerosds

SEO “LNI Justfodury JUSTIUSISSE Ures] i) Juawjesy
200 ‘SIN TI[ESY TEIUCW 3TA UONEIIGRYSI JO UONRIsalu] |

NOILVZINVOYO

(' 8901A10S,, UI [ # WaY] 998 ‘AY[opy

431y ym Surdesy] ur a1e JO[ESUNOD S)IJ2US] paule)

AyS1y © 03 S[E1I8]ey 'SIUSI[D JIBYY 0} BUI[eSUNOD S3IJaUdq

ap1aoxd i 3stjeroads JuswiAojdue yoes jey; paroadxs

j0u §1 37 :910N)) “Ieuonnoerd HA Ieypous woly poddns

juswkordwe aa1susguy ss9] 03 umop deys a103eq suoddns
Suofe-mo[o} pue ‘Suryoroo qof ‘yusureoeid qol

“uowssosse ‘quomredeSus ‘oxejur Surpnjoul ‘eo1ales

S9O “INI juawAorduws Jo seseyd Jje 1o soLLeY Isieroads
‘204 ‘SIN jusmfopdwre yory SISI[EISUSS [BUONBI0A ‘¢




£22] 10J JUSWINOOP JO PUS 990G

€ FTVOS ALI'THAI INFIWAOTINA d4LIO0dd1S 310§ AjapLy PO SdI PofTEo Apouniod,

908J-0}-908] ‘PS[Npayos ALY SIO[ASUNOD YA pue sisyeroads juewiordwsy

il
<

‘S[RLISJOI pUB .mﬁuzo pareys ssnosip o3 Aqyuour (uosied-ur ‘liew-o
‘ouoyd) $108IU00 PSIL[AI-TUSI[O ABY SIO[OSUNOD YA pue sisyeroads juswsopduy =¢

"S[BLISJI PUE SJUSI[O PaIRYS SSTOSIP 0} AjIslenb 1seoy je (wosred wI ‘frew-o
‘ouoyd) $10BIU00 PRYR]RI-IUN}O SABY[ SIO[ISTNOO WA Pue sisyeroads juowikopduy =g

“8JOIUNUITIOD JOU Op
SIOTASUNOD YA pue sisteroads juswhorduy JO ‘Sjelefel pue susio
pareys ssnosip 03 Ajerrenb weyy ssof (uosiad up ‘[rew-o ‘cuoyd)

SIOBIUOD PRIE[SI-IUAT0 SARY SIO[SINOD YA Puk sisteroeds juswihojduy =1

‘sao1AT9s Jusmiordure parroddns 01 parrsjer useq jo4 1 usary
oy ofdoad 103 JuemAorduue Jnoqe yumy) wes) oy; sdjey 1sieroads jusAordury »

*SIOQUISWI UIes} JUSUITea ) Wesy [eIUst
oy} (Qis pareys J0) o} Ajrurxoxd 95070 T ST 201JJ0 8 Is1jeroads juswAodury .

*PI0OSI JUSIBLI)
I[OY [SIUSUI §,JuSI[D OJul pajesderu s1 (sayou ssaxford ‘ueyd juswkojdurs
‘o[joxduonIssesse [EUO1B00A “*9'T) UOHRIUSWINOOP $90IAI0S JuewIAo[dwy «

*SUDJRW-UOISIOSp paleys
T sSuriest wies) JustmEal) Uy A]9aN0R soyedionred isrjeroads justidorduiy «

*$3U1)00I 129} JUSTIIEaN YI[eay [ejustl APjoom spusye jsyeroads juswiordug «

JU5551d 518 SJUSUOUI00 ASY SAT [TV

‘Jueserd ore oAl =¢

.uﬂomwua 21 INOq

I
<

‘quesard o1e 9ox ],

I
o

juosord are omy =g

Juesard ST QUOU 10 AU =] -

*sjelIo)al fenyusiod Fuiyruspt pue
sjuor[o pareys Jurssnosip Jo osodmd o1j) 10§ 19BIUOO
juonbay oABY SIO[ESUNOD YA Pue sisyeroeds jusmkofda

ds1‘sgo o1, :SI0[98UN00 UonE)Iqeqey [eU0Neo0 A pue
INI D0 SISTIE155ds JUSHAG]AUIe UeaMIaq UONEIOqe[0,) '€
‘SOOIAIOS

juswfopdure payroddns o) pasisjer ussq 194 3 Usaey

oy a1doed 103 yuewKordius Inoge ury; wes) oy djoy

sisyeroads juswdordnyg My Juslo 9[3uIs ® Wl payeISagul

a1 $901AI9s JuswAo[die pue jusuIieal y[esy [BjuswW

JO UONBIUSWINOO(] "SISqIS tIBd) JUSUnea) Yiesy

[eusur Jrou (1M pareys 10) 03 Aunrxold 9so[o ur SI

901330 8, 181EI02dS JUswAo]dwy “SURRW-UOISIONp pateys

A s[203 justdAopduwe 93 pue SIS jenplalpul

ssnostp jetp (sSunesur sanensuHupe Aq peoejdal

jou) sSUIS Wed) JUSUIIBaT) YIBY [BIUSWI AP{oom

ut sredionued £]9anoe sisjerosds juswiojdug

sS40 ‘INI :JORIUCS TqUISI tHea] Juanbe NIt Jusuless]
00d ‘SIN Y3eay [BIUSW UM UOTIRNIqetal JO UOHBISIAU] T




£93] 10§ JUBWNIOP JO PUS 39S 44

14 HIVOS ALITHAIS INFIWAOTINE d4190ddNS 5[e0g AIePLd 19POIA Sdl PRIIES APSULIOL,

‘POPOST UBYM SPROJOSED S IS0 s 10] 98810400 spracid Asuy ‘pereys

ore speoy qol pue poFIULPI 21 s9180)enS Yorym U [apour Juswkojde payroddns
ot} uo peseq uorsiazedns dnoid poseq-1uaro AR[easm Ui Jun justiorduws

R WLIOT Iopeo] Wee) e pue sisieroads juowdorduwe swn-[ng g 1589] 3y

‘suoneordde qof dn Zunyord Jo

3108 0) SUOSWIOS SUTE) SB YOns SSRIANOE [ Jsteroads ymowdojdurs ot dioy
0] 9[qeieAR oI sIouonnorid YIBOY [BJUSWI PUB 90ULISJU0D9[a] AQ 10 uostad ut
1os1arodns 1oU) | Yiuow 1od sounr) ¢-7 190w sste1oads juowiordure oy ‘oIS
Yoea Je 1s1eroads Jusmio]dme suo Yim sjeredes Ajeorder8oss are sysieroads
juemAordus arogm vore emi e ut s] weiSoxd v 3] “FO 'POPLOU USYM SPBO[OSED
$ JOTI0 Goua 10J 28210400 op1aoid Ao ], ‘ISTIO0 orS U99MISq SYUST[O SSNOSIP
PUe pareys oIe Spes] qol pur PSIJIuSp ore SS13s)ens YOIyM Ul uoisialadns
dnoi3 paseq-1uoro 10J yuow 1od sBupostu parnpayos Apreindar ¢-z Yyiums

Jrun joowAordune ue THIOJ Jopes] wies) ¢ pue sistjeroads jusurio[dus 7 1589] 1V

*90URIJU002]3} AQ Josiazadns Jro])

UM ATIUOW SO ¢-7 190w sistferoads juemAordme oy ‘ou1s yoes 18 1sijeroads
Juswfojdure suo Pim syeredss AqeomderSoss s sysiyeroads jusurojduis
aroum eore jexu ¢ ur sy werSord e 31 “YO POPISU S SPLOJasEs § IS0 Yord
107 sa01A108 dn-3oeq opraocad Ay, 'siseq API9oM B UO IS0 1YoLs UsaMmIdq
SIUSIO SSNOSIP puk Iosiatedns owres o) 9aey sisiferdads juswkordug

"pPROJSEd
§ 10T[10 OB 0] §991A108 dn-3yorq opiaoxd jou op Aoy, dnoid e se 100w jou
op nq Josiatedns swres oY) aaey sisie1oads juswkordury

“JIun jeuoneooaA e Jo 1red jou are systyeroads juswiforduyg
*S[RIIOIOL PUR SIUSI[O POTRS SSNOSIP 03 APyeam (uosied ur

‘[reur-o ‘suond) s)oRIUOD PAJRIAI-JUAL[O SARY PUR A[YIUOUI }SBI] 1 STunesur 908
-0]-008] ‘POINPIYOS 9ABY SIO[OSUNOd YA pue sisireroads jusuwrforduryg

*S[R1I0S1 PUE SJUSI[O POIRYS SSNOSIP 0) Apjeam (uosad ur’

‘“frew- ‘ouoyd) S10BIU00 PItR[RI-IUSI[o ARy YO ‘AlMenrenb iseof je surosw

*PSpasu USYm PrOjased
§ JOUI0 Yora 10] 988I0A00 op1aoid Aoy], ‘poIeys o1e

spea] qof pue polyHuapI ole SO1381L1S YOIYM Ul [OpOU

Juswisoydure papoddns ay) Surmojjoy uoisiatadns dnoid
Poseg-1uLI[o APjeam 2aBY Aot T 'jiun juewfojdwe

S€0 ot} ostxdwos Jopes] wes) v pue sisieroads
‘INI'SIN  juewAojdws swn-{[ng 7 1589[ 3y U0 [EUONBIOA '



S FIVOS ALITHAIL INFINAOTING A4190ddNS

£83] 1O} JUSUINOOP JO PUD 390G 4 4
3]20g AN[OPLT |SPOIA SdI PAJ[e0 AHSULIO

‘Ap3oyenb jseot 1e ooueunored wexSoxd saoxdur o) sjeo8
s10s pue sjsyeroads JuomAo[duo M SOWIOOINO JUST[O JUSLIND SMATASI JOSIAISdNS «

Justndorossp qof 103 s1edorduie Junosw “Fo “S[INIS U0 Jorqped] Sulald pur
‘Burjepow ‘Buraresqo £q YIRS saoxdur o) Afyjuow preyy o uy yuswrdofeasp gol yym
Aynorgzip Suraey 10 mau a18 o ‘sysyreroads juemfordue setuedwooor osiaadng «

‘s1seq AJ1openb

€ U0 WILd) JUOUNEaN) Yi[eay [Bjustr yoes 0] Suijeour B SPUS)Y ‘NI0M JO onfea o1 10J
uordureyo e 9q 0} pue (SISNIOM TIjeaY [ejusur 0) Suoe-mOf]o] JO 19jsuen 10 ‘ss2001d

[e119j91 se yons) sansst oneurwueidosd 9410s wepqoid o] ‘pereidejul o1e $991AI9S

181} 2INSUS 0} SIOPES] TXLa) JUSWILST) 3]sy [BIUSTI YA SOTBOTUNUIIO0 Josiatedng

. *SOAI]
SI0M. IIog) uY Sjusi[o diay 01 seopr pue se151ens MOU AJNUSPI puB SUCHRIS JUSI[O
31401 03 paudisep uorsiazadns jueurio)dus pajtoddns Appeem sponpuoo rosiazadng .

(-owan Jrey worstazedns S 03 PSOASD 9 Avwl

sisieroads juemfoyduns 4 103 ojqisuodses sosiazedns jusmAordurs ve ‘sjdwexs 10
‘siseq pajeroxd e uo seranoe Azostatedns 1omio uo sy Jo e3ejusored v pusds v
sistjeroads juotndordue uey uey) Joma} Sursiatodns siopeo] weidord) ‘saniIqsuodsal
A1os1a18dns YoU)0 9ATY Jou soop Jostaredns of], "sistjeroads yustukojduwe

_ (] Uey} 2IOT Ou IO 9]qIsuodsar st Josiatadns (F1.]) uaieambs swm-[ing suQ «

-IOSTATSUNS THSTUAO[dTIS SUJ JO S8[01 A9y 9AT]
‘quasard 918 AL =¢

‘quesaxd ore mog

1l
<

‘Juasexd o1 oomy],

Il
o

Juesard ore oM,

i
]

‘juese1d st ouoU 10 9UQ =

S90 D0d
‘INI ‘ST

quosord ore Josiatadns

juswiodws oy Jo s9]01 o3 9A [y "uoisiatedus
paseqg-eurooino y3noy; pasoidurr pue padojaasp
oIe SIBS  sisyperoads juemdodury] Iopes| ures)
juswiioydue pepoddns © £q pey s jtun JustAo]durs
popoddng :TOSTATSUNS JUSWAO[AWS JO 90y °¢




£33 10§ JUSWNOOP JO PUS 909G

9 HTIVOS ALITAAIT INFWNAOTING AA1304dNS 3[eog ANopL [PPOINl Sd1 PaI[e0 Arouriod,

‘SmaTALl ue[d JUSUIIESI] JO JUSISSIsSE (Jenuue
-uas J0) jenuue e wo juswAordns ur 1so18)u1 Jnoqe suonssnb sepnjour Aouddy o

"JuewAojdure Uy 15919301 J0qe suonsanb sepnjout ayeul Aously «
‘Jye1s pue drysiopes] AousSe

:so18o1ens opdnnu y3noxy) xy1om sannedurcs sejowoid Aoualdy UIIA UOTBULIOFUI STy} saleys pue juswiojdurs aannaduwos

Juesaid ore 9AL]

Juasard ore anog

‘quesexd ore aomy ],

Juosaid o1g oM ],

‘Jueseid SI sUoU I0 SUD

*pPIeY sqof Jo Jequunu I0 pepue qof sy} Jety) uoseol

o1 3O sso[pIeSal ‘popuo sey ouo usym qof Joyour ym djay 01 19750 sisieroads
juowdopdwry *seoinos Auem £q pajnoros are justaioydwe perroddns JoF s[esropss

pue “uomiofdins IapISu0D 0} SIS0 93rmoous seuonoed (Iesy [BIUSA]
"soo1a10s JusmAo]dne poyoddns 03 $50008 9aBY SUTHIOM T PIISISIUL SJUSI[O [[V

"PIoY sqof
Jo Jequunu 10 papus qof oY) Jer)) WOSLII 3] JO $So[pIedal ‘papus sey oU0 UM
qof 1otoue Yy djoy 01 190 sIsTeroads justukojduyg “$90IN0S JO A)SLIRA 9PIM

© £q PAHOI[OS J0U 218 S[BII]aY] ‘[RULIOJUI IO [EULIO] ‘HOISN[OXS JO 90USPIAS ON

*("03% ‘Suuonouty J0 [9A9]
0] “aousfolA Jo A10)8T ‘asiqe ooue)sqns “§-a) ssaurpeai qof 30 Jqor] paAreoiad
0} anp seotales Jusurkoydure pajroddns sso00 O] S[GRUN 2B SIUSI[D SWOS

*("019 ‘Guruonosuny Jo [9A9]
0] “20US[OIA JO AI10)STY “osnqe souelsqns “J-a) ssourpear qof Jo 3yor] pasrsotad
0} onp sootates Jusuriodwe parroddns §s900% 0 S]qRUN 918 SJUST[D ISOIN

‘szouonnoeid 10130 Jo ‘sIofeury 9sed Jye)s Juowsojdus Aq

(012 ‘Suruonouny Jo [9AS] MO ‘90US[OIA JO A103STY ‘asnqe 2ourisqns “§'9)
ssaupeal qof JO Jor[ 03 SNp SRISI[O 8pnjoxa 0} Aofjod [BULIO] B ST Aoy T,

JO 911 samseswt KouoSY ‘JJBIS PUB SJUSI[D JOYJO YA

SO1I0JS J10Mm 2IYS O} SJULY[D J0] sAem spoddns Kously

"SSOU[[ [BIUSLI DIOASS Y3IA SHNPE 0} $90IAISS opiaoid

ey sweadoxd Lousde o) Y 9¢ PINOYS SNO0Y YT

*$9014198 JuouLfo[due pepoddns pue juswAofdws jnoqe

(s10350d “spaeoq unefjng ‘seinyooiq “3-o) sfunsod

uentim sAerdsip Aouely uswfordwus ul 1s2193Ul JNOYE

suonsenb sopnjour eI Aously ‘sa1daeis

SO o[dnynw ySnonyp y1om sannedurod ssjowold Asusdy

‘INI ‘O0a JUSWA O[S SANAUI00 U0 SH00) AJUS3Y L

‘K][ULIOJUT JO A][BULIOJ 1O PIUSAIOS JOU 218 SULD
"ApogAue opnjoXe 0] WAY) 98N 10U $30p Aousde yiesy

[eruow oY) ‘eLeIL Suruealos sey YA JI P19y sqof Jo
Ioquinu 10 papus qof o) Jeyy) uoseal oY} JO sso[pledal

‘papus sey suo usym qofl soyjoue Yy diay o3

13330 systeioads juswordurg “00] §901A198 JuswAojdurs
papoddns Sunnp Ajdde esoyy -uoneiussard jeuosisd

pue ‘aousIeype-ucu jusuness) ‘syusurredw uonusdoo
‘I01ABY2q JUS]0IA JO A10181Y ‘stuordwuAs ‘osnge

QouE)SqNS ‘810308 SSAUIPLaI GOl JO $$I[pIeSal $301AL0S

S0 juswAoduwe peyioddns 03 ssaoow aaey Funjion
INI D0d Ul PoISaISIuL STUSI[O [V ‘BIISTIID UOISO]IXS 097 9



A83{ JOJ JUSUWINOOP JO PU2 39S 5

L ATVOS ALI'THAIL INFWAOTIAG d9LJ0ddNS 91e0S AMIOPLA 19POIN Sd PaI[ED A1oULIO

"SR0IAISS AI9D1] YSTy

Surureysns 1o Supdojeasp je powre suejd wonoe UMM sdOJSASD SONIUIWOY) 'WI)SAS
K10A119p 901A19S o) pur ‘wopeiusmordury werdord Aepy} Suimeraer yim padreyo
SI9pToTeNpIs 70 dnoad 9sI0AIp © se pouryep St senrwmwrod Sureslg “ANepy ysiy
PaAsmoR 194 j0u aARy YoM staeaSoxd 103 AJ1o1renb seef je pue swerSoxd Lirjepry ySig
J10J SUIUOW XIS AI9A9 15BS[ 1B 1000 Jet]) (SSupesut sopmroo SuLea)s) s3unosur wes)
drgsiopesy 4§ 1e seredronred A[oAIIOR TWES) SANOSXS SY) JO IOQUISUL SUO ISBI[ 1Y

"fIpIqeurelsns pue uonejuswaydwr S

oaoxduur 0] JuowIssosse A[OPY] o) JO SINSI oY) $asn ssa001d Q) AoueSy “1ejyearet
Ajreak 1se0] J pue ‘Ainjep1y ySiy SutAsmor (U 10 9[2og AN[op!] jusurkopdury
papoddng o3 J0 9sn oY1 YSnony) spuow 9 A10A9 1589 18 ‘wresdoid o JO
syueuodmos 1o ‘wrexgdord g§ o) Jo mataar orjdxe ue sepnjout ss0001d Y Aousdy e

yuewrfordus psyroddns peseq-oouapiae Jo seydiourad
o1} Surpedol o3 pa[MOIn] S1ENSUOUISD J0J0SII(] [ROTUI[)) PUE JOJOSII(] QANNOSXT e

‘uesard o1e 0Al] =(

‘queserd o1e MO =t

quoserd are somy], =¢

Juesord ore om], =7

‘qussaxd st ouQ =]

‘Jess pue diysropes] AousBe [iIm SSU0ooINo saleys

pue siseq AJIe1renb & 1se9] J2 1o JuowAo(dms sAannedmios Jo 1l semsestn Aousdy .
“I80A B 201/ JSEI]

18 ("019 ‘sdnoId JusTnean JUSIO 18 S19xeods PSYATT ‘So]onIR JeNe[smat AouaBe ‘sdnoig
110ddns 1oad ‘Sururen 9o1AIS-UT ‘sjueAs UoIUS000I JusmAodwe epim-Aouade “3°9)

JJeIS puR SJUSIO JOTRO YA SSLIO)S JIOM QIBYS 0] SJUSI]d J0J shem spoddns Aousdy «

"Seore Supiem IOUI0 pue £qqOf Ul ‘s901AIes jusuifojdue pautoddns pue Supjrom
moqe (smwisod ‘spreoq unefng ‘samuooiq “3-o) sSurisod wonLm sAejdsip Louady «

ussed are poddns wies) 2A1NOSXS JO sjusuodwod

Koy oAy [TV “ANMIqEUIEISTIS pue uoneIusuIsldul

juswAordws peyroddns yaim 1sisse (1019201

90IM0S3Y UeUNE ‘1010311 [ROIPSIA ‘1010211 [BOIUI[D

‘1001330 TeTOURUL] JOIYD “I0j0a1 VO ‘10010 Sunerad)

SEO  Jomy) “1010IK( 2ANNoaXg/QF)) ¢'8'9) s1equIsWl wes)
‘INI‘OOQ  2ANN0IX? Asuedy S IO MOddnS Wiesd] sANDax, '8




£33 10J JUBWINOOP JO PUS 9G4

8 ATVOS ALI'THAI INTFINAOTIANT A31¥0d4ddNS 9je0g AlJoPld [SPOIA Sdl PR}IBO A[IOULIO

‘syrgeueq s, uostod oy3 uo Surpusdep 012
‘smrerBoxd Suisnoy “ygS 01 sSurres Sunrodar jnoqe 20uEjSISSE PUE UCTRULIOIU]
papuaold are sjusiy)) ‘Aed pue smoy oM ur soFueyo INoqe SUOISIap
9Y[BUI 0) POSU SISO Uaym Suruue]d SOARUSOU] JI0M 0} $§900€ J)BIIIOL)
osje Aoy ], "qof & Sunues 0) 1ond rouweld seanuasuy dIom paurer; Ajjeroads
© Aq Suruue]d SoAIUL0UI 10/ PAZITENPIAIPUI ‘eAlsuayaIduros Surure)qo
Tl 90URISISSE SISO oo Jouonnorid HIA Jomo 10 isteroads juswhoiduyg =¢

*qol & Buyiress yuerpo 03 Joud Suruueyd SSAIIUSOUL 10/ UI PIULED)
uosied v Aq Surmued SOANTSOUL S[I0OM POZI[enpIAIpuI ‘earsuayeduios Surureiqo
Ul 90UR)SISSR SJUSL[D I8]J0 Jeuonnoeld HIA ISYIO0 Jo sieroads juowkojdwryg =p

‘STJels oM
TO Paseq $)Jeusq Ul soFUBYO JUSL[O Yoes (PIM SeSSnosIp isyeroads jswiiodng  =¢

*Burnred SOAIUOUT JI0M. INOGE UOTIEULIONUL SS90 0} SISUM
IMOQE UOLRULIOJU] J0RIU0D JUSID $2AIT IsHe1dads Juswihojdwrg =7

‘AousBe o) £q POAISS STUSIO
1SOT 0} 9]qISSa00. ATISES IO 9[qe[IeA® A[Ipeal jou St Furnueyd SaAUSOUL IOM =]

*SIslifeq 0] suounjos jusws[dun pue AJnuept Jopes] weidold oy sdrey
UILd) QANNOIXS Y], “IeoA Yors 901M] 1sea] 18 (QFD) 23 Surpnjour) wes] SANN0aXs
3431 Yim SIOJRI[IOR] PUR SIOLLR] JgH INOJe UOHRULIONUI sareys Iopes] weidord 4S e

*JOJRISTUILIPR ISYIOUR 0} pa1eSaiap 10U St
way SHyY, (*010 ‘sIopesmou Aouofe ‘sBunesun AoueSe-fre ‘oo 4§ “o'1) A[[enuur

1889} 18 PUR SYIUOUI XIS JSI1J o) Sunnp Jye1s LoueSe e o1 juewAordws sannedwos

Jogpue g§ 10 sjeod on1oeds pue Jeso seje[nonIe pue £ousde oif) JO UOISSIUI
oy poddns se01ALeS S MOT] S2JRONIMUILIOD J0J0RII(T SANNOSXF/OFD AousSe L o

‘sjjeusq

s uosad a3 uo Surpuodop 019 ‘swerdord v A ‘suresfoid

Buisnoy ‘v 03 s3urres Sunzodal Inoqe 9ouRISISSE pue

UONBULIOJUI PSpIAOId oIk SJUSI[)) 'SUIOOUL JO SOINOS ISYI0

Aue pue sygeusq juswanal qof 1sed ‘sjyoausq usapiyo Juspuadep

pue asnods ‘sdureis pooy ‘seIprsqns Jursnoy ‘sorpIsqns uopeoIpsw
‘s)Ijeusq [eoIpatl ‘s)1jeteq YSS sopnpout Suruueld saAnuooul

oM ‘Aed pue smoy sj1om ul soSuryo Jnoqe SUOISIOAP

Sunjewr usym Jo)jeaIey) Suruueld ssanueoul y1om Juissoooe

souejsisse pue qol mau & Sunlrels a1079q Summwe(d ssAnusour

dSI1°‘sg0 JI0M PazZI[enpIAIpUL ‘oarsueyaiduroo Suureiqo ul
INI ‘DO 9ouB)SISSE PRI9]J0 ST SJULl|o [[V BUTHUL[d SSATUSOUT SIIOM * [

STIIAYGIS



6 HIVOS ALI'TAAId INFNAOTANA dALY0ddNS

A2 10] JUSWINOOP JO PUD 309G, 4
3]eog A1aPLd 19PON Sdi PRIIED AlOULIO ],

‘stpBuons ‘soousniedxe ‘sjserojur SUIMSIASI AJ[EOTIRIISISAS JNOYIIM
Apos1ip sqof aanpedmos Surpuly ur sJusT]o IsIsse sisieroads juowkopduwsy =¢

*(S29AR[OUS ‘$9SSOUISTIq 9ANRULIIIE ‘SqOf dOYSIIOM PAISIALS ‘SIsSoUISNg

unI-AousBe sqof HSIN “8'2) sqof apise 308 Jo ‘sqof 1eejunioa ‘(wergoid
Aep 8 uT syTun Mzom “3'0) seousriedye d1om JruOnRoOASId SOPROUI
jeq yorordde ssimdors e ySnoy) mooo ABUr JUSWISSISSE [BUOLIBOOA =T

‘sopduues oM “sjs9)
20ua3IoIUL “$189) PAZIPILPUE]S ‘SIUSWISSOSSE PAsLq-o01fJo uo siseydus
HICH PazIprep Ppaseq-aoy 1sey

I Juowmesed qof 03 z011d Pajonpuoo S1 UOTIBN[BAS [BUONBIOA =]

('qof o3 wo
SONTNOYIIP 110daI SJUSIO JI IO SYIUOW 0M] JoYje Juewniodura punoj 10U sALY SIUSID
J1 “8'9) U0ISES00 SUO UL} SIOT UO INSOOSIP SSNOSIP sIsTeIoads justulofdursy »

‘s1okojdmus 0} pres oq pjnoo

1eym. JO so[durexs s1o]jo pue (‘019 ‘oum Jo porrad e 10 pekordiaun 10 ‘AjeIXUe YA
Amoyggp 1o ‘Arqesip omenodsd g Jo ooussaxd 10 Guetniea; Yijesy [elusw urareool
3S0[osIp “3'5) PISOIOSIP 9q 0} WOIBWLIOIUT 01J109ds ssnosIp sisyferoads juswiordwy .

‘1oKordws

oU) MIm SuneoTINUITIOD 9101 8 Jsjervads JnemiAo[due oY) pue SUOTEPOWTION0E
Sunssnbai 01 saje1oI SMSO[ISIP MOY 2qLIoSep SisTeIoads Justkorduyg 0)s oM

97} J& SUISOJOSIP SIUSI[D JO SOUBAPE UI 9JIS JI0M O} J& 2INSO[oSIp JO (Suoo pue so1d)
S}1JoUSq pue $3509 djqIssod o1 SIUSO YIIM SSNOSIP 03 J3fJ0 sisyeroads juswhorduryg o

*SOOIAIOS DAIQ09I 0 JOPIO UY S)IS JI0Mm 9T} 18 AI[Iqesip
oreryoAsd It 950]0sIp 03 Sjusyod [je axnber jou op sisyeads juswisordury .

Juasard a1 In0g

il
o)

Juasard are sam],

]
<

‘Juesard are omJ,

I
3]

-quesaxd st suQ

{4

puesard spouoN =]

Y18 PUR ‘SPIOOAI [ROIUI[D ‘LIBS) JUSUIRAI) “JUSL[O O}

Spnyoul UONBULIOIUI JO $30IN0S *SUOHEBPOWIO0JR
9]qRUOSES] JO UONRISPISUOD PUR S}USUSSISSE [RJUOUIUOIIALS
Suisn Zutajos urejqord Je swiry “soustradxe qof mau yoes
i parepdn st ‘030 ‘s1oe3u00 feuosiad ‘syySusns ‘usunsnipe
JuaLIng ‘SYIDS ‘seoustadxs ‘seouaiolerd noqe
UONBULIOTUI $9PNOUI JeY} WLIO] 9[1j01d [BUOTIEOOA
v 'sqof aanneduros ur seousLradxs sjrom wroly
UONBULIOJUT PIM Pajepdn ST pue SUOIssas

€~T JOA0 SINO0 JUSUISSISSE [RUOHBOOA [B1IU]
:JUSTISSSSSE [EUCIIE00A PIsSeq-3110M SUlosu() '€

dsI‘sdo
‘INI D0d

‘Anpiqesip e Suiaey Jnoqe

rAopdws ot 01 pa[eaAal ST JeUm SulpieSar UoIsIoap

POULIOIUT Ue S3BUI 0} S3010Y0 ot Sunjenieas

(e} )M 1SISSE PUR UOHBULIOJUI 9)RINO0R IIM SJUSI[O

INI D0d opiaoxd sysiferosds juswAojdwyg :SINSOJISIT g



01

HIVIS ALI'THAId INFIWNAOCTING GA1Y0ddNS

£2)] 10J JUSWINOOP JO PUS 390G 4 4
a1eog AI4aPL [SPOIN Sl PAfe0 Ajssuuto,

"Anus wreiSosd 1ejye (Yiuow Suo) sABp (¢ unpim sderear uo
st qof eanneduros e noqge is1je1dads JuswAoldis ot Jo JuLI[0 oy} Aq Jefojdws
U 1A JOBITOD S08J-0)-098] 1811 oY) pue s1981u00 1okodme sxyoeny wierSord oYy,

‘Anjue werdoxd 1eyye (‘sow z-1)
skep (9 pue ¢ usemiaq o3eroar uo sI qof sannedwos e jnoqe JsisIoads
JusAo[dws a1 J0 Jusyd oY) Aq 10K0]dWIo Ue IIM JOBIUOD 90BJ-0)-908 ISII]

‘Anus wesdoxd 1sye (‘sow
$-7) sAep (ST pue 19 usomioq sereae uo st qof sannedwos € jnoqe isyeroads
JustAordurs o1 10 Jua1[0 94} Aq 19A0TdHIS TR YIIM JOBIUOD 0B)-0}-308] ISIL]

*Anus weidoxd eye ("sowr
6-6) sAep (L7 pue 151 Usamiaq o3eIaae uo s qol aannedwos e jnoqe jsyeoads
1uswdordure o1} 10 1ULIS oY) Aq reAo[dwe U T 10BIUOD 908]-0)-208] 1811,]

"Anus werdoxd 1eyye
(‘sowr g <) 210w JO SAep 1.7 98rioar wo st qof aannedwios © noqe istjerosds
JuotAo|duwre St IO JUSI[o o Aq IoAo[duIs Ue IIM J0BIUOD 80B]-01-308] 18I

*s958900ns qof pue swejqoxd qof ‘ssof qol szAeuE 0) WILS) JUSWIEIL

91} i1 104 Os]e pue soustedxs qof yoee woxy wres] sjuaro dioy sisyeroads
jusmAojdury 'srekordma snomeid pue srequiew Afrwe; wox ‘uorssiuod s Juero
Y} YIIA PUB "SPI0OAT [BOTUI[O “UIes) JUSUIIBaL} JUSI[O SY) SpN[OUl UOHBULIOJUL

JO $20M0¢ *SUOTJEPOTIUIONOE S[GRUOSEI JO UOTIRIOPISHOD PUE SJUSTISSOSSE
[ermemuonans Supsn Suiafos wepqoxd 1e sy -eouenedxe qof mou [§oes yIm
parepdn ST *SIUSUWIUOIIAUS NIom pue sadA) qof Aynuepr 03 pesn st wxoy ofyord
1BUONBI0A YT, 010 ‘s10v)u0d [euosiod ‘stpdusns “yuatmsn{ps JULLIND ‘S[[DS
‘soousLIadxs ‘saouorsyerd sepnyour jery) w0y o11301d [RUONES0A B O PIJUSWNIOP
SI UOTJRULIOJU PUB SUOISSAS €-7 JOAO SINOO0 JUSTUSSISSE [EUOIEO0A [BIIIUT

‘siseq se[nda1 e wo payepdn jou st of1joxd [euONEI0A 3Y T, JO ‘eriyord yeuonesos
O} UT POUIBO] SUOSSI] 9591} JUSNOOP 10U 0p £y ], ‘sesseoons qof pue sursjqoid
qof ‘ssof qof ezA eue 0} UIRS} JUSWIRAT U} Yl JIOM OS[e pue ooustradxs qof
yove woy wres] syusro djoy sisieresds jusmAojdury parojdxe are sgydusns pue
S}SOISIUT YOTYM TT STHOISSOS €-7 JSAO SINOD0 JUSTUSSISSE [BUOTBOOA [BIIUT

“pouIes]
suossa] x03 (sue[qoid qof 10) ss0 qof 9zA[eue AJoUNNOI J0U Op pue 019

=
=P
=

=7 ‘Anus weidoxd 1eyye (Yiuow ouo) sAep (O

urngiim sinooo qof sanneduwos e mnoqe siyeroads

JustAordure sy3 10 JusLo 8y} Aq J083u00 1kojdure

dSI ‘sg0 908]-01-00¥] 1811 pUL JUSWISSISSE JustiAordus

=1 ‘INI D0d [enmy :qol 8ANNLSALI0D I0f Yoless qol pidey b
=¢
=y

‘s1oho]dwe snoiaaid
pue srequistu A[Ture] woy ‘uorssiuad s, Jusijo a3



11 HIVOS ALITHAIA INFIWAOTING A4190ddNS

K93 10§ JUBLINOOP JO PUB 990G 4
3[29S A11{OpL] [9POIN SdI PR[EO ARSULIO]

's1seq AP[eom ® U0 Josiazadns S oy £q pameIast
SI o)) UL10] SUDjoRI) © S9SN puUE “01J100ds-JUsIo oI Jey) Yeom 1od
$1081009 I19Ao[dme 908]-01-008] ¢ sexjewr Istyerdads Juowiordwyg

*$158q ATJIUOUI B UO JOsiATedns HS oy) AQ Pamarasl
ST jet) W07 SuUpjoRy] B sosn pue ‘orjroads-jusipo aIe e oom ad
§3081000 1oK07durs 808]-0)-008]  soxeur syreroads juswiorduy

‘Sunyoen 1oy sses01d © aawy jou seo O ‘oroads-juat]o o1e jey; joom Jod
1001000 JoAo7dmIo 908]-0)-008] 7 Soxeul Iseroads juswiordug

oo 19d ofroeds-juarpd oIe Jey)
$1023U00 3040]dma 908]-0)-008] ¢ Uey] SSO] Savew Jsieroads juswiordurg

"Aunumios oy; ut suondo

qof Jo a3uer B inoqe uoneunoyur apraoid systeroads Juswiordus ‘esusuradxs
SJI0M PSYIUII] 9ARY STUSL0 uay A ‘ued yoress qolausmdordurs jusund oty

A JUSISISTOD I8 Pue JO3IB qof oY) ULl ISIJe SWi 913 JO 9%001-06 “019 sqofl
snotasxd wog poures suossa] ‘swodwiss ‘syfuons ‘soousisyord s IusIlo 1097391
oty 8301013 qof 1o paseq sjoejuos refopduwe soxewr isteroads juswfojdurg

‘ueyd justiordwo JUSLING ST YU JUSSISHOD o1 pue JexTew qof a1 uet
Joyer 019 ‘smoydwmis ‘syiSuans ‘seousiojord s JUSIO 199]J0I YOIYM SIOIOYD
qol uo peseq are jsye109ds JuswAo;dure oyy £q s)oejucH J0A0TdWIS JO 9468-G/

“JodJews qof sy} uey)
Joyger “o3e ‘suroydmks ‘sy1Susns ‘seousrsjeld s JUSIO J09[JOI YOIYMm SIOIOYD
qof uo paseq axe isireroads jusmsordus o) £q s1ov100 JeK01dWd JO %4/ -0S

‘Jenyaew qof oy uetp
Jouges “o1e ‘strojdmAs ‘syiSuons ‘seouarsjerd s JUSTO 10S[JI YOIM SIJIOYD
qof wo paseq a1e istperoads JuemAorduwe oty £q sjoeIuod I8K0TdWIR JO % 6H-S7

"JexTew qof o) uey) JoyIer

‘019 ‘swroydwAs ‘sypusns ‘saoucisjerd s JUSIO 109]J8I YoM SI010Y0 qof

"o paseq 2w sieroads juemAordurs o £q 51081000 IoLorduIs Jo 9,67 Uey) $S9]

*$1081U09 IoKojdws Jusnoop 0] ULI0] Sunjorn AP[eam
© 98N s151]e109ds JustAo[dwrg ‘PepNoul aIe S}oBJU0D
oueusd pue o11deds-justy) ‘juesaid jou 1o jusssid st

JUSI[O Y} USYM PUB N[09M B UI O} SUO UBY]) 2IOWT

IoAordurs swres oY) sjesw isyjeroads jusmiojdurs

UR USYM USAS PIUNOD ST 108109 Iekojdue uy (urod

31208 1595010 oY) 9sn pue oFRISAR JB[NO[RO USY)

[oes 10J 91ey) “SIom 10] Sunjoo[ sjusi[o Jo Jjeysq

U0 yoam Iod sjoe1u0o Jekojdwe 208]-0) 908 9

183] e soveul js1jeroads juswmikordwe yoeg

INID0a 19BIU00 ToAOTATIS TUeNbaI - JUsWdO[eASD go] ‘9

‘soousiradxe

Jeuoneonps;qof msu pue uioy a[ijord jusssesse

[BUOTIROOA 9Tf) WIOJ] UONBULIOJU] Yilm pojepdn

pue pedoeasp s1 ued yo1ess qol pazijenplarpur Uy

‘(s1qE[IRA® AJIpRal IR YRy} Sqof 9sotp “9°1) 19viel qof

a3 uep Joyiel (*019 ‘Yieoy ‘AZojorewoiduwiss

‘Aipiqe ‘eoustredxe Surpnjour) spssu pue

(s1eo8 reuosxod 1oy pue sAofus uosiad yoes Jeuym

0y Sumerar) seousiojoxd sjusid uo peseq yoreur qof

dSI ‘sg0 poo3 e Sunjewt 2 pawle s}orIU0D J9K0[dws axew
INI ‘D0 sisieroads juswAoldwy :T0IEas qOl poZI[enpIAIpY] ‘¢




Zl1 HIVOS ALITAAId INFIWAOTINYG A4LI0ddNS

A3 10§ JUSLUNIOP JO PUS 309Gy
2[e0g ANISPL [3POIN Sdl PAI[ED ALBULIO L,

S 91 3O %48-0L890f 30
sod£] TusISINIp UTRIQO SIUAI]D ISISse S)siferoads juswkordwg

*9WE) 9T JO %69-09 sqof Jo
sodA} JoeISIJIp UrR1qO SIUSIO 1SISSE sistfeIoads Juswkojdmg

"W S JO %6S-05 $90f JO
sadA) JueIopIIp WIR)QO SIUSIO 1SISSE S)sijeIoads Juswkordug

"uwn 94 JO %06 Uy} SS9
sqof 70 sodA) JusISIp Ure}qo sjustyo ISIsse systjeroads justwiordury

-10Ao1dwrs oY J0J yojyew pood © aIe Jey)

s8uens Jusld 9qLIosep ‘rekordme oty 03 s1op30 weiford gg ot 1eym AoAuoo
‘roAordurs o1} JO spaou ot ures] 03 pauured are jey; uosiad ur susiA opdnnw
y3nox) s1okordime im sdrysuorzerar sprng jstyeroads juswkorduwg

“SJUSI[O MBTAINUT
01 s1kojdmso sys8 pue sy)Suons SuIquosap Aq SIusIo 10] so1esoape ‘Guruado qof
2 ST 9107]) 10U 10 IoY1ouM uostod ur s1okojdurs ynm sjesur isyjeroads juswiopdusg

“JUAI[0 MOTAINUT 0]
1Aordure Supyse pue ‘arerSoid Surqrosep Jres Suronponut £q
sSuruado qof pssiaape o dn smofo} 1stjeroads jusurdorduyg

*SIUSI[D M  SPEI],, 959} SaIRYS Uy} pue sSuruedo
gof noqe yse 01 sxekoldurs s3oLiU0s Is1yeIoads Juewukoduyg

*$108IU00 IoAorduio
soxeu Ajarel istreroads juswiordws YO ‘suoneordde gof ur wm
01 yuar]o 3urdiey uoym Iskojdurs sysour isijeroads jusufordurg

's1seq Ap[eam 8 U 10sIAIadns g o) £ PIMAIASI St ey} uLIo} Sunoen

® sosn 3s1e102ds JuewmAojdms ‘uonippe uy “(wrerSoxd mou “3-9) proreses aoyy
1o 1o 10§ Sumjoo] ofdoad ¢ uerp ssa] oIe oo} WAYM JIom 103 Supjoo] ojdoad
JO Joquunu 31} SaUy) $)o'ju00 1ehodue 7 10 oyroads jusyd are 1Y) Noom Iod
$3021U09 JoLo1dts 908]-0})-00B] 2I0W 10 g saxBW 1s1e1oads juswiordwy

=]

=

'sqof 30 sadA) Juersyyip SuruIelqoO Ul SIUSIO ISISSE
sisiyeroeds juswAolduwry :55dAT Ol JO AIBIRAIQ °8

ds1‘sdo
‘INI ‘D0d

('7urod speos 1898010 o) osn pue oFelsAe

sjenores Uty “stjeroads juswAo(dwe yors 10J 91ey)
“rokordws oY1 107 yolew pood e a1e JeY) syiduans juald
aquiossp ‘rekojduus o1 03 s13j30 weidoid TS oY) 1eyMm
Koauod ‘yohordwre atp Jo spasu oy} wies] o) pauue[d

o1e Jetp) wosiad ur susiA sjdunw ydnoxy siofopdurs

S90 yum sdrgsuonyerer pling sisyerdads justiordwsy
< JUSTIAOTeASD qof *L




€l HIVOS ALITAAId INIWAOTINAG A41d0d4dNS

£33} 10§ JUSWINOOP JO PU2 309G,

‘TasueuLtad axe s1uaIo 49 Prey sqof sannaduros 210w I0 %66

own 2y JO %Pp6-$8 noqe
sqof sanmedmos jusueurred 103 suondo opiacxd sistjeroads juomiordug

SWn 2 IO %%P8-GL moqe
sqol sannedwos jusuewrred 1of suondo spiaoid sisiferoads justiordurg

w3y JO %pL -9 noqe
sqof sannsduros ueneurred 10y suondo opiaoid sisneroeds justiordurg

'$qo[ JueImd ()] TRy} JOMS] oIe AISY ], WO ‘ew) o& J0 %9 uey sseof sqol
sannadmos ‘usueurred xoy suondo spiaoid sysieroads jusmiordury

‘SWI} 97 JO %001-68 s1okordure
JUSISTIIP giMm sqof ureiqo symerpo 1sisse sjsyeroads juswkordurg

“9UIN Y} JO %pg-0/ Stefojdure
JOSISIJIP Yiis sqof uTeiqo sjualo 3sisse sysyeroads jusmdordurg

aw) 91 JO %69-09 sxehojdurs
JU2ISIIP Yoism sqof ureyqo syualyod sisse sysijeroads juswAorduyg

*9UIN) 9 JO %66-06 S1ekordure
owes oy yiim sqof urejqo syuerjo Jsisse systjeroeds yuowikordwyg

"SI 91} JO 9,06 eyl $89 sroAo[dure
JUSISIIIP oY) Gl sqof ure1qo sjuepo isisse systeroads juowdordug

"9uI 94 JO %001-$8 $qof Jo
sad£) JuaIaIyIp UTRIGO STUSYD 18ISSE S)sIfeIoads Justioduyg

dSI ‘sdo
‘INI 00d

dsI ‘sg0
‘INI D0d

3120§ A11fP1d [OPOIAl Sdl PaJIE0 AIounog,

('sqofl sannadwod

Se Pojunos 318 98N SISQUIOTE AUNUIUIOD

19110 11 setousge Lrerodws) woy sqof pue
sqof [euosesg) 'seniIqesp i oydoad 10)
apIse 10 J0u 216 pue I0] A[dde ues suokue jey)
sqof are ‘o8em wnWIUIW IS8 18

Aed sqof eannedwoy *(suonisod juswiordua
reuonisues) g1 89 ‘snyels paypw[-oury) 1o Areroduia)
uey) Jorer smeys JusuruLied oAy Jeyy)

suondo qof sannedwos spracid sisieroads
juewAordury :5qOT SARNRAW0,) ‘01

‘s1ohordus
JUSISJIIP Yum sqof Sururelqo Ul SJUaI]o IsIsse
sisiferoads juowfojdws SISAOTATD JO ANSISAL( 6




14! HTVOS ALTTHAIL INFWAOTING A4L90ddNS

£2{ 10} JUSWINIOP JO PUS 39S 45
9[e0g Aol [19PO SdI PR{[E0 A[OULIO,

‘JustnAordure Apesjs Supmof[o] IexIom yIesy [ejuewr e wog sproddns qof umop
dojs 03 pauonIsuRy o€ SJUSL) ‘SISO JmsmAo[due Apesls SUIMO[[O] JONIOM
ieay [ejuew e wox ‘spoddns qol umop dejs 0} psuOnISURI) aIe SJUSID) *SJUSI[D
Aq paxmssp pue Afipeols Supjiom Joye ‘93eIoar uo ‘arour Jo 1eak e 10y Afyjuow
1SB9[ 18 PUR “YIUOW ISXIJ Y} I0] AP[oom ‘qol e Surre)s 1ayye sdep ¢ unpim ‘qofl

© Surure)s 910Joq YoM T ULHIM JOBIIOD 208)-01-80%] sey Isteroads juswiojdurg

*SJUSI[D AQ parsep pue ‘Anipes)s Sunjiom 1oyJe ‘ofeioar
UO ‘3I0W 10 1894 B 10] AJUIUOTH 15£9] T pue ‘qof e Sunie)s I8)ye IUOwW ISIy oy}
10J Ap{oom syuot]d SUDJIoM Tim 10BIU0D 208)-03-008) sey isieroads juswiorduyg

*qof & Surie)s I10)J6 SYIUOUI § 1SES] J& JOJ SJUSI[O SuDLIoMm
A1) JO J1eY 1589 12 A J10LIU0D 908)-03-008] Sey Isiferdads juswkordury

*qof © Sumre)s o)y SYIUOW § ISBI] 18 J0J SIUSIO Fuppom
oY} JO J[ey werj) SS9] YiIa J0BJUOD 908]-03-998] Sey Is1[e1oads justuiordurg

"qo[ & Sur)re)s Jo yauow JSIjJ o7} Jo)JR
JUSIO S1) YIIM 20B]-0}-20%] 189U J0U $90D Jstieroads juswAodury

*SIOQUISTI Wes) Jusunesn £q spoddns

paoueyuo Surpnyout xoddns Jo sod4y Juerdapip yo sejdwexe sopiaoid ays oy,
‘styerSoxd Sururen parjnes 1o Jooyos W ojdosd sdjoy ose pue sqof sjqersjerd
a10ow ojuo aaow ofdoad sdjey isiyeroads juomAoldms oy, “3senbar s jusyo I8
(suonepounmosoe qof ‘worjeuriojur feuoreonps “3-0) poddns xekordwe sepracid
osye 1s1eroads ymomAofdmy 030 ‘spaou ‘Aoismy yroMm ‘seouaiayed jusyyo ‘qof
1]} no paseq a1e je1y qof v Sunyrom 107 oddns Jo sod41 JUAISIIIP SAIS0RI SIUSID

sonbai s Jusro o) je sproddns refojdure spraoid sisijeroads
Juswdordugy 010 ‘spasu ‘A1o1sny Jjrom ‘sesusrsyerd just)o ‘qof o) uo
paseq ore 1ey qof & Sunjiom 10] 1oddns Jo sadA) JUAIOIIIP QAIS09I SJUSI))

‘jstreroeds juswfordure o3 Aq Ajurewrid
popiaoid axe ey sproddns 30 aBues MOLIEU B 9AT909I SJULI[O SUDMOM JSOA]

1s17e100ds JuswAordme oy Aq Aqrrewrtid papiaoid
sproddns J0 98Ul MOLIRU B SATR021 SISO Suppiom 1) JO J[BY IN0qY

‘qof e Sun.e)s 1oye spoddns 9AT9001 JOU Op SIUSI]D ISOIN

*ss0] qof a13 Inoqe Surues] Jo SAep ¢ UMM SJULI[O

108)U09 S)sijetoads juswiojduyg uowAojduo

Apea)s BulMO[]0] 19XI0M [3[BSY [BIUSUI B TIOI]

suoddns qof umop dois 0} pauonisuen a1e Sjudt[D)

'sjusi[o Aq paxssp pue ‘AJ1pes)s Sunpiom Joye

‘o8eIoAB UO ‘910U JO JBaK © I0J AJYIUOW ISE9] 8

pue ‘qauow 1811J sy 10} Apjesm ‘qof e Sunels 1oye

sAep ¢ ungum ‘qol e Suntels 210J2q Nesm | UIYIIM

dsI‘sdo 10BJU0D 908]-0)-008] 2ARY s)sijeIoads juswAordwy
‘INI ©20Q ‘S10ddNs SUOTR-MO[[0] PINWIUN-SUL], "]

‘sonup qof pairsyerd s1ow Jo

‘qol 2[qeIISOp QIOW B ‘HONEBONPS [IIM 20URISISSE o'

“uowrdojaasp 109180 UM d[oy SI18330 IstjeIoads

juowAoldury -3senbal s,JusI[O I8 (SUONEPOUILION0E

‘gof ‘uonjeurioyu; jeuoneonps “3-9) yoddns

1ohordurs sepiacid osye 3sijeroads JuswAojdwy

“js11eroads Juowkordwe pue ‘(spoddns [eageu ©o°1)

SIONIOM-0D ‘SpusL ‘Anue] ‘(JueuwreSeinosus ‘Jurures; s[IR[s
Te100s ‘seueyo uonjesIpew “39) SI0qLUS WES) -

juewyesn) Surpnjour ‘ojdosd J0 A1oLrea v Aq pepraoxd

a1e spoddng "030 ‘spesu ‘A103S1Y d1om ‘saoualajeld

uaro ‘qof a1 uo paseq a1e e qof & Junyrom

dSI ‘sg0 Joy Hoddns Jo $5dA) JUSISIJIP SAIS0SI SIISI[D)

‘LNI ‘D0d :51ioddns SUO[E-AmO[0] PaZI[enpiAlpy] ‘1 |




ST FIVOS ALITAAI] INTFNAOTIANE ALLY0ddNS

£2{ 10} JUSUINOOP JO PUS 93G5
o1e0S ANopLd 1SPOIA Sdl PaIIeD AlouuC .

-orqeorjdde moym “ATroue] yim j0suuo)) (1A "IOqUISUE e} pajeIdaur s
1syreroads Justufo[dms £q SISIA PJEUIPI00D) (A *SIISIA AJNUNUITIOO/SUIOY

ordninin (a1 srequuaur ures) pejerdeur £q opeu sydurs)je yoranno
pue juomoeFeSuyg (i1 ‘sidmene Yoronno Jo UOHRUSINIOD onjewalsAg (11

"SITWI] oW} Pax1y 10 sjusunurodde pessIur uo paseq J0U ST UONEUTULIS)
9o1AI0g (T :pesn e OBAINO pUB JusIage3us J0] $2130181IS g [[B 18y} 20USpIAg

“pasn aIe Yoromno pue juswefedus 107 sa13)ens § JeM) SOUSPIAT

‘pasn a1e yoranno pue JudwaSedus JoJ so1301ens § Jeyl 90USPIAT

“pastt o1e Yoeenno pue justweSedus 107 soiSerens ¢ Jey) souspIayg

‘pasn axe oranno pue justsFedus 10y sor8oB1S $SO] IO 7 Bl SOUSPIAT
*AunuIod oY)

I SINOY JIOM PS[NPSIDS [830] JO SI0UI IO %,69 spuads jsieroads juswmiopduy

*AJUNUITIOD
T} UI SINOY JI0M PIRPAYIS 18101 JO % b9 - 06 spuads is1jeroads juswAordury

“Ayrununuod
USY} Of} UI SANOT JI0M Pa[Npatos [8101 JO %61~ Of spueds 1sieroads jusuiorduyg

*AJunuIuod oy ur
SINOY HI10M PO[NPSYOS 18101 JO UM %6 - O spuads 1sieroads juswiorduyg

*ANUNUIOD Q) UT SINOY Iom

PIIMPATDS ST} UI SSI] IO SWIN 9,0 ¢ Spuads 1s11ero0ds Juswsordurg

*$80[
qof o1 noqe SuLrest] Jo sAep ¢ UIILM SJUSI[O §10BIU09 Istjeroads juswAordug

“goeanno sdojs wes) oy} “S901AIeS H§ SNUNUOD 10

10/ 0} Sjues I9TUO] OU JUSI[D ST} TR} Jes[0 SI 11 90U
‘ajqed1jdde usym ‘AJIue] Yiim 109UUOD) ISqUISUL WEd)
pajeISoqun i Js1jeroads juowkordurs AqQ S)ISIA

PSIBUIPIOO)) "SUSIA Ajrununuos/ouroy ofdunyA ‘srequistu wes;
pajerBojur £q opewr sidurajie yoranno pue juswsdeduy
‘s1das)e YyoraNNO JO UOTIBIUSTUINIOP OIIRUISISAS 'SIIWI]

swy pexy Jo sjusuruiodde passIit wo paseq jou si

SO “INI UOLRUTULID) 90IAI0S (TIES) JUSWIIEa]] PAIeIsojul

20d ‘SIN

(3urod 21808 18950[0 91} 9N puE 9FBIVAR ST} B[NO[BD

‘oot SINOY I0M PS[NpPaYos Apjesm JBI0T aoy) uodn

paseq 1s11e102ds juswAordurs yoes o1ey) sisyeroads

Jjuowrfordurs [ £q sSUINSS ANUNUIIOS [RInjRU Ul

papraoid are sproddns Suofe-moj[o] pue

Sg0 Surpuny qol qusuragelus se yons so0IAIeS

. INID0Ad juowAojdwy §30TAISS PISEq-ATIURIRIO)) "¢ |



91

£3){ 10§ JUSUINOOP JO PUS DG yxe

JTVOS ALITAAIA INFNAOTINA d9.1304dNS 30§ AUIPL 19PON SdI P11 ALIoULIOd

PasIASY ‘80/L/1
parepdq) 10/07/9
96/v1/T

UB]{ SOIAISS PZI[BIPIAIDU] dSsI
(s1s11E190ds 1usuiAojdws Suimopeys ‘Suneswr wes} “8'9) uonearesqy SO
sIoAo[durs ‘SoITUR] ‘SIO[OSUNOd YA
‘TIe1s yireay [ejusw ‘sisieroads juswdojduwa ‘SIusI(o YIrm SMOTAIS)U] INI
sampao01d pue Lo1jod AouaSe ‘SPI0daI [BOTUI[O (MITASI JUSWINOOT  DOJ
w)sA§ uoneuuoyu] Juswadeuely  SIA
:S20IN0S BJR(J,



A] 10} JUSUINOOP JO PUS 09G4

L1 HIVOS ALI'THAIT INFWAOTINA A4L30ddNS 91808 AN[OPL [9POIN Sdll P3I[EO APOULIOA,
el
21098 Wes] JUsUIIea]) PoIRISaul Aq oeaIIno UL JUoWaFe3us SAIIASSY | bl
81008 SOOIAIOS Paseq-Aimunuo) [ ‘g1
2100§ syoddns Suoe-moq[o] paymuIun-awiry, | ‘7]
21008 syroddns 3uofe-MO[[Of PRZI[eNpIAIPU] | [
21009 sqol aannedwon | 01
01009 s1oAodue JO AJISIOAI(] 6
21008 53dA) qof Jo ANSIoAI( '8
21008 1083100 JoA0TdwR JO AJIfend)—Iuauwdol2Asp qof ‘L
121008 10809 19401dwe jusnbasJ—juswdo[easp qor "9
121008 yoIeas qol pazifenpiArpu] S
121008 gol aaneduros 10y yoJess piaey b
12100§ JUSTISSISSE [BUOTIBO0A Paseq-Iom ‘FuroduQ €
01008 2IMSOOSI(] Z
191008 uruued s3ANULOUT HIOM ‘1
SIDATD
yuswiforduy 121009 7S 10] woddns wea) sAINd9Xy 9
paytoddng JON = #0[oq pue ¢/, 10100 JuewAo]dus 9ARNAdWO0 U0 SN00Y AOUSTY L
191008 BLISILID UOISN[OXS 0197 9
Aepry Jrey = 66— VYL 101008 10s1A1adns JuswAo[dwa Jo 9[0y S
121008 N [RUOTIBOO A b
Areprd poop = ¥11-001 121008 SIO[9SUNOD UOTIBI[IqeySY
JeUOT)B00 A PuE sisyjeroads juswiojde usemisq UOLRIOGRI[0D €
Anyapig Arejduexy = SZI —SI11 121008 10BIUOD I9qUUST
ures) Juonbal] NIy} YI[est] [RIUSW YIIn UOTIRH[IqRYR] JO UorjeIgou] ‘T
91008 JUSUIUSISSE WIeD) Y} U3[esy [BIUSW Y3IM UOIIRNI[IqRUSI JO UOITRISSIU] 1
uonezIuesiQ
21008 SISI[RIOUDT [BUOINEO0 A €
121008 JJe1S $901AI0S Juswikojdurg 'z
121008 9718 peo[ase)) 1
suyjels

1994 921008 918oS ANPPL Juowiordurg papoddng |




Department of Mental Health
TRANSMITTAL LETTER

SUBJECT Continuity of Care Practice Guidelines for Adult Mental Health
Providers

POLICY NUMBER DATE JAN 1 7 2012 TL#159
DMH Policy 200.2A

Purpose. To update the guidelines for the continuity of care between providers of mental
health services and supports to Department of Mental Health (DMH) adult consumers.

Applicability. Applies to Core Services Agencies (CSAs), Assertive Community Treatment
(ACT) providers, Saint Elizabeths Hospital, community hospitals, Crisis Emergency Providers,
the Mental Health Authority; and all other providers who have an agreement or contract with
DMH or with certified providers regarding provision of services for DMH adult consumers.

Policy Clearance. Reviewed by affected responsible staff and cleared through appropriate
MHA offices.

Implementation Plans. A plan of action to implement or adhere to this policy must be
developed by designated responsible staff. If materials and/or training are required to
implement this policy, these requirements must be part of the action plan. Specific staff
should be designated to carry out the implementation and program managers are
responsible for following through to ensure compliance. Action plans and completion
dates should be sent to the appropriate authority. Contracting Officer Technical
Representatives (COTRs) must also ensure that contractors are informed of this policy if
it is applicable or pertinent to their scope of work. Implementation of all DMH policies
shall begin as soon as possible. Full inplementation of this policy shall be completed
within sixty (60) days after the date of this policy.

Policy Dissemination and Filing Instructions. Managers/supervisors of DMH and DMH
contractors must ensure that staff are informed of this policy. Each staff person who maintains
policy manuals must ensure that this policy is filed in the DMH Policy and Procedures Manual,
and contractors must ensure that this policy is maintained in accordance with their internal
procedures.

ACTION
REMOVE AND DESTROY INSERT

DMH Policy 200.2 DMH Policy 200.2A

tepheh T. Baron
Director, DMH

Government of the District of Columbia

Exnioir B
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Policy No.
200.2A

GOVERNMENT OF THE DISTRICT OF COLUMBIA
* k&

B .
Supersedes: DMH Policy 200.2 Continuity of Care,
DEPARTMENT OF dated July 25, 2002

MENTAL HEALTH

: Contmwtyof é.gre_:_P_racfice Guidelines for Adult Mental Health

1. Purpose. To establish specific guidelines to ensure continuity of care between providers of
mental health services and supports to Department of Mental Health (DMH) adult consumers.

2. Applicabilitv. Applies to Core Services Agencies (CSAs), Assertive Community Treatment
(ACT) providers, Saint Elizabeths Hospital, community hospitals, Crisis Emergency Providers, the
Mental Health Authority; and all other providers who have an agreement or contract with DMH or
certified providers regarding provision of services for DMH adult consumers.

3. Authority. Department of Mental Health Establishment Amendment Act of 2001.

4. Definitions/Abbreviations. For purposes of this policy:

4a. DMH Continuity of Care Practice Guidelines for Adult Providers in the Mental Health
System_of Care - guidelines that describe the responsibilities and actions of providers and
DMH in response to adult consumers who seek or receive urgent or emergency mental health
treatment and supports and/or transfer, or who are discharged to different levels of care within

the mental health system.

4b. Mental Health Provider- referred to in this policy as provider, is: (a) any individual or entity,
public or private, that is licensed or certified by the District of Columbia to provide mental health
services or mental health supports; (b) any individual or entity, public or private, that has
entered into an agreement with DMH to provide mental health services or mental health

supports; or (¢) Saint Elizabeths Hospital.

4c. Community Hospitals - private hospitals in the District of Columbia that have arrangements
with the DMH for provision of services to DMH consumers.

4d. Crisis Emergency Provider — A provider certified by DMH to provide crisis emergency
services or who has contracted with DMH to provide same. This provider may be part of a
CSA or may be a separate entity. The provider is accessible twenty-four hours per day, seven
days per week (24/7) to offer crisis intervention to callers who are in crisis to dispatch mobile
crisis services, and to assist all persons in the District who may need emergency mental health

care.

5. Policy. To ensure continuity of care, all providers will follow the DMH adult continuity of care
practice guidelines in the provision of services to adult consumers of mental health treatment in

the District of Columbia.
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6. Responsibilities for DMH. DMH shall:

6a. Issue the continuity of care practice guidelines to all newly certified providers who
provide services and supports to adults;

6b. Notify providers of all changes to the continuity of care practice guidelines as soon as
the changes become effective; and

6¢. Monitor treatment and care in compliance with the adult continuity of care practice
guidelines, and take appropriate action where necessary.

7. Specific Guidance for All Adult Mental Health Providers.

7a. Utilize the DMH Continuity of Care Practice Guidelines for Adult Providers in the Mental
Health System of Care (Exhibit 1) for urgent, emergency, transfer, and admission and
discharge situations when an adult consumer:

(2) is assigned to the provider via the Access Helpline;

(3) presents for treatment at a crisis emergency provider;

(4) presents for treatment at a CSA or ACT Provider;

(5) is referred to a crisis bed;

(6) is admitted to or discharged from a community hospital;

(7) is admitted to or discharged from Saint Elizabeths Hospital;

(8) transfers to another CSA; and

(9) is incarcerated in the D.C. Jail.
7b. Link the adult consumer to resources that are most relevant to the consumer’s identified
needs. The provider shall link the consumer to these services, rather than having the

consumer locate their own services; and

7c. Be Familiar with the adult continuity of care practice guidelines to ensure continuity of
care.

Approved By:

Stephen T. Baron
Director,

(SggnatuFe)/ 7 ' (Date)
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District of Columbia Department of Mental Health ~ Exhibit1 -7a
Continuity of Care Practice Guidelines for

ADULT Providers in the Mental Health System of Care

These guidelines outline the responsibilities of the District of Columbia Department of Mental
Health (hereafter called DMH) system of care providers for adult consumers.

The following sections describe the responsibilities and actions of providers and the DMH
Division of Care Coordination Access Helpline in response to adult consumers who seek or
receive urgent or emergency mental health treatment and supports and/or transfer to
different levels of care within the mental health system of care. The outline below describes
the structure of these guidelines:

1. Crisis Response, Urgent and Emergency Care
1A. Contacting the DMH Access Helpline (AHL)
1B. Presentation to Providers who are a CEP
1C. Presentation at Providers who are a CSA or ACT Provider

2. Continuity of Care Upon Involuntary Admission to a Community Acute Care Facility
2A. If the Consumer has a CSA/ACT Provider
2B. If the Consumer has no CSA and is Eligible for CSA Enrollment
2C. Responsibilities of the Community Acute Care Facility
2D. Transfer from a Community Acute Care Facility to Saint Elizabeths Hospital

3. Continuity of Care for Forensic and Criminal Justice involved Consumers (including those
who are pre-trial, serving a sentence either in a correctional institution or psychiatric facility).
3A. Inmates who are Enrolled in a CSA/ACT Provider
3B. Inmates who are not Enrolled in a CSA

4. Continuity of Care Upon Admission to Saint Elizabeths Hospital
4A. If the Consumer is not Enrolled in a CSA
4B. If the Consumer has a CSA/ACT Provider
4C. Responsibilities of Saint Elizabeths Hospital

5. Continuity of Care Upon Admission to a Crisis Bed
5A. Referral to a Crisis Bed
5B. If the Crisis is not Resolved within 48 Hours
5C. If Medical Necessity is Met
5D. If Medical Necessity is not Met or Resolved
SE. Notice of Unplanned Discharge

6. Continuity of Care for any CSA Transfer/Change

6A. Right to Change a CSA
6B. Responsibilities upon Knowledge of Consumer’s Intent to Transfer or Change CSA.

7. Monitoring

8. Definitions

JAN } 7 2012
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District of Columbia Department of Mental Health
Continuity of Care Practice Guidelines for
ADULT Providers in the Mental Health System of Care

The provider shall adhere to DMH clinical policies, including DMH Policy 311.1, D.C.
Medication Access Project (DCMAP); DMH Policy 300.1C, Level of Care Utilization System
(LOCUS/CALOCUS) Evaluations; and DMH Policy 645.1, DMH Privacy Policies and
Procedures. All consumer information is subject to the Health Insurance Portability and

Accountability Act (HIPAA) and the Mental Health Information Act (MHIA) protections.
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Continuity of Care Practice Guidelines for
ADULT Providers in the Mental Health System of Care

1. Crisis Response, Urgent and Emergency Care.

Consumers in crisis may seek or be presented for treatment at several different locations. The
provider’s crisis response shall be consistent with the provider’s role for that consumer, based on
that consumer’s need at that time, as described below:

1A. Contacting the DMH Access HelpLine (AHL):

When a consumer, family member, or other individual or entity contacts the AHL for a
person in crisis, the AHL staff will complete a telephonic risk assessment.

1. When the consumer’s needs are identified as urgent or emergency, AHL will respond as
follows:

a. If consumer has a CSA/ACT Provider, AHL staff will contact the CSA/ACT Provider,
unless immediately calling 911 or crisis emergency provider is indicated upon
determination that the consumer is likely to injure self or others due to his/her mental
illness.

i. If no response from CSA/ACT Provider within thirty (30) minutes, contact
CSA/ACT Provider again.

ii. If no response from CSA/ACT Provider within two (2) hours from first contact
(or sooner based on assessed need), contact the CSA/ACT Provider senior
administrator or designee or on call staff.

iii. In the absence of a CSA/ACT Provider response, AHL staff may deploy a Crisis
Emergency Provider.

b. If consumer does not have a CSA/ACT Provider, AHL will contact a Crisis Emergency
Provider, unless immediately calling 911 is indicated upon determination that the
consumer is likely to injure self or others.

2. AHL staff will document the planned action in the electronic management system.
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District of Columbia Department of Mental Health
Continuity of Care Practice Guidelines for
ADULT Providers in the Mental Health System of Care

1B. Presentation to Providers who are a Crisis Emergency Provider:
(See Section 8 for definition of Crisis Emergency Provider)

A consumer may present directly to a Crisis Emergency Provider or may be linked by Access
Helpline (AHL). If the consumer presents directly to a Crisis Emergency Provider, the Crisis
Emergency Provider MUST contact AHL.

1. Whenever a consumer is treated at any Crisis Emergency Provider, the consumer will
receive the following services before any disposition or outcome:

a. If consumer has a CSA/ACT Provider, the Crisis Emergency Provider will contact the
CSA/ACT Provider to notify them that one of their consumers is presenting for services,
obtain previous treatment history, and notify AHL. The AHL or Crisis Emergency
Provider will request CSA/ACT Provider face to face response, unless immediately
calling 911 is indicated upon determination that the consumer is likely to injure self or
others. '

i. If no response within thirty (30) minutes, contact the CSA/ACT Provider again.
ii. If no response within two (2) hours (or sooner based on assessed need), the Crisis
Emergency Provider should notify the AHL for follow-up with CSA/ACT

Provider.

iil. Crisis Emergency Provider should provide services in accordance with
subsections 2 and 3 below, as applicable.

b. If consumer has no CSA/ACT Provider:

e Crisis Emergency Provider should provide services in accordance with
subsections 2 and 3 below, as applicable.

e The Crisis Emergency Provider will also offer the consumer linkage to a CSA
through the consumer choice process and if agreeable, assist the eligible consumer
with calling AHL to enroll in a CSA. The Crisis Emergency Provider will also
assist with arranging a CSA emergency or urgent need intake appointment as part
of the Crisis Emergency Provider treatment discharge planning.

2. Consumers who meet criteria for emergency need or who have an FD-12. Application for
Emergency Hospitalization, for involuntary treatment assessment must be seen by the Crisis
Emergency Provider within one (1) hour. An assessment must be conducted and include a
mental status examination, screening for suicide or homicidal ideations, and assessment of
inpatient treatment need. This contact will be required for admission to a facility.
Admission to an acute care facility may proceed if a Crisis Emergency Provider physician or
qualified psychologist recommends admission based on medical necessity.
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ADULT Providers in the Mental Health System of Care

3. Consumers who meet criteria for urgent need for mental health services will have an
assessment including mental status examination, and screening for suicide or homicidal
ideation. The Crisis Emergency Provider will complete a crisis plan to address the current
situation and provide it to the consumer and assigned CSA/ACT provider. If the consumer is
not linked to a CSA/ACT Provider and is eligible for MHRS, the Crisis Emergency Provider
will contact AHL to assist the consumer with enrollment to a CSA for ongoing services and
supports.

If the consumer is a resident of the District of Columbia, the consumer shall be referred
to a private mental health provider or enrolled in a CSA of their choice, as applicable. If
the consumer is not a resident of the District of Columbia, contact must be made (or
attempted) with the mental health authority representatives in the consumer’s home
jurisdiction and/or the consumer’s designated family/friend.

1C. Presentation at Providers who are Core Services Agency (CSA)/Assertive Community
Treatment (ACT) Provider:

When a consumer presents in crisis at a CSA/ACT Provider, that provider will:

1. Provide any needed emergency care to stabilize immediate life threatening situations,
which may include but is not limited to calling 911, and then refer consumer for further
treatment based on their knowledge of that consumer’s status.

2. Use these practice guidelines and/or LOCUS screening to indicate level of acuity and
service needs.

3. If the consumer is enrolled with the CSA/ACT Provider and the consumer meets the
guidelines for urgent or emergency need, initiate appropriate clinical intervention based on
the assessed needs of the consumer.

4. If the consumer is not in active treatment with that CSA/ACT Provider, the CSA/ACT
Provider may call AHL to request crisis emergency services.

2. Continuity of Care Upon Involuntary Admission to a Community Acute
Care Facility.

AHL will authorize involuntary admission, inform the acute care facility of the consumer’s
assigned CSA/ACT Provider, and immediately notify the assigned CSA/ACT Provider of the
admission. Upon admission to an acute care facility (referred to as facility) the protocol below
will be followed.

A DMH Care Manager will be assigned to coordinate the continuity of care between the
CSA/ACT Provider and the acute care facility.
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Continuity of Care Practice Guidelines for

ADULT Providers in the Mental Health System of Care

2A. If the Consumer has a Core Services Agency (CSA)/Assertive Community Treatment
(ACT) Provider:

1. The acute care facility will communicate with the consumer’s CSA/ACT Provider within
one (1) day of admission. Communication will include discussion of the consumer’s
psychosocial history, IRP, treatment course history, and medication history.

2. The CSA/ACT Provider will have face to face contact with the consumer and designated
acute care facility staff within two (2) days of notification of admission. That contact will
include the initial treatment team meeting to establish discharge planning with the consumer
and the facility treatment team.

3. During the time of treatment in the acute care facility, the CSA/ACT Provider shall:

a. Ensure LOCUS screenings are performed at appropriate intervals to indicate level of
acuity and appropriate service needs;

b. Have face to face contact with consumer and facility treatment team at least once a
week during the entire length of stay at the facility; and

c. Notify significant others as noted on the IRP and in the advanced instructions the
same day of notification of admission if possible, but no later than the following day or
as directed in the consumer’s IRP/advanced instructions.

4. CSA/ACT Provider will maintain progress notes in the consumer’s clinical record,
reflecting all meetings and communications with facility staff, the consumer, and all
significant others. If appropriate the CSA/ACT Provider treating psychiatrist will consult
telephonically or in person with the acute care facility treating psychiatrist.

5. The CSA/ACT Provider will participate in the development of an appropriate discharge
plan with the consumer and acute care facility staff. Discharge planning must be
documented in the consumer’s clinical record and include:

a. A face to face appointment between the CSA/ACT Provider and the consumer, within
seven (7) days of the consumer’s discharge from facility to the community;

b. A scheduled medication somatic appointment for all consumers on psychotropic
medications with the CSA/ACT Provider within ten (10) days of discharge; and

¢. Evidence of an attempt to address the consumer’s individual needs including benefits
acquisition, and housing, as applicable.
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2B. If Consumer has no Core Services Agency (CSA) and is Eligible for CSA Enrollment:

1. If the consumer is not a resident of the District of Columbia, contact must be made (or
attempted) with the mental health authority representatives in the consumer’s home
jurisdiction and/or the consumer’s designated family/friend to gain collateral information
including psychosocial history, treatment course history, and medication history.

2. If eligible for CSA enrollment, the AHL staff will enroll the consumer with a CSA if the
consumer is able and willing to have a telephone conversation. This will be done through the
consumer choice process. If the consumer is unable or unwilling to have this telephone
contact, a CSA will be randomly assigned.

» Ifrandom CSA assignment occurs, the CSA will be responsible for ensuring that the
choice menu form is completed when the consumer is more stable, and filed in the
consumer’s clinical record.

3. The AHL will notify the assigned CSA of admission of the consumer and their enrollment
to the CSA.

4. The CSA will have face-to-face contact at the acute care facility with the consumer within
two (2) days of the consumer being assigned to that CSA to work with the acute care facility
to develop an appropriate discharge plan.

5. Discharge planning/documentation must include:

a. A face to face appointment between the CSA and the consumer, within seven (7) days
of the consumer’s discharge from facility to the community;

b. A scheduled medication somatic appointment for all consumers on psychotropic
medications with the CSA within ten (10) days of discharge;

¢. LOCUS screening to indicate level of acuity and appropriate service needs; and

d. Evidence of an attempt to address the consumer’s individual needs including benefits
acquisition, and housing, as applicable.

2C. Responsibilities of the Community Acute Care Facility:

Upon admission, the acute care facility will communicate with the consumer’s CSA/ACT
Provider within one (1) day of admission and will perform the following responsibilities for
the consumer’s continuity of care. Acute care facilities have additional responsibilities, such
as those imposed by District and federal laws including the Ervin Act, to include
coordination with the Office of the Attorney General (OAG) Mental Health Section, and
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completion of necessary legal forms (such as Form 522, 541, and 5-day letter for the return
of committed patients).

1. The acute care facility will schedule an initial treatment team meeting to be held within
two (2) days of admission to the facility, and document invitation of a CSA/ACT Provider
representative. '

2. The acute care facility staff will ensure the consumer is invited to all treatment team
meetings, and every discharge planning meeting. The acute care facility staff must document
in the consumer’s clinical record each time an attempt was made to include the consumer for
every date where a consumer did not attend.

3. The acute care facility shall notify the CSA/ACT Provider, the assigned DMH Care
Manager, and the OAG Mental Health Section immediately of any transfer, request for
discharge against medical advice, or unplanned discharge.

4. Prior to converting an involuntary consumer to a voluntary status, the acute care facility
must ensure they are in compliance with DMH Policy 303.3, Converting Civilly Committed
Consumers to Voluntary.

5. At discharge, the acute care facility will provide a prescription or enough medication for
the consumer until the next scheduled medication somatic appointment scheduled at their
CSA/ACT Provider, or as determined in the discharge planning process.

6. The acute care facility will provide the CSA/ACT provider a discharge summary upon
discharge.

2D. Transfer from a Community Acute Care Facility to Saint Elizabeths Hospital:

1. If an involuntary adult consumer needs to be transferred to Saint Elizabeths Hospital, the
assigned DMH Care Manager will authorize the transfer.

2. If the consumer is authorized to be transferred from a community acute care facility to
Saint Elizabeths Hospital, the CSA/ACT Provider will communicate with the Saint
Elizabeths Hospital staff within one (1) day after transfer.

3. Once transferred, the CSA/ACT Provider will have face to face contact with the consumer
and the Saint Elizabeths Hospital staff within two (2) days after transfer.

e Communication with the Saint Elizabeths Hospital staff will include discussion of the
consumer’s psychosocial history, IRP, treatment course history, medication history,
and scheduling of initial treatment team meeting with staff to include appropriate
discharge planning.
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3. Continuity of Care for Forensic and Criminal Justice Involved Consumers.

Consumers on Pre-Trial Status. CSA/ACT Providers with consumers on pre-trial status will be
expected to communicate with the DMH Court Liaison or the appropriate supervision agency.

CSA/ACT Providers with Consumers Ordered to Competency Restoration (on an in or outpatient
basis) will be required to provide information and coordinate care with the competency
restoration staff either at the DMH Mental Health Services Division (MHSD) or at Saint
Elizabeths Hospital.

Consumers who are not linked to CSA/ACT Providers may request to be enrolled with a CSA
through AHL with support from a variety of court personnel or supervision staff.

Consumers Incarcerated in Jail or Prison. The DMH Jail Liaison shall be responsible for linking
all referred mental health or mentally ill adult jail inmates to a CSA. There are no restrictions for
referrals to the DMH Jail Liaison. The DMH Jail Liaison shall be responsible for facilitating the
continuity of care process with the CSA.

3A. Inmates who are Enrolled in a Core Services Agency (CSA)/ACT Provider:

1. The DMH Forensic Services staff shall notify the CSA/ACT Provider of the consumer’s
incarceration.

2. The CSA/ACT Provider shall schedule a tentative appointment with the DMH Jail
Liaison to see the consumer and shall provide information to the mental health staff of the
Department of Corrections (DOC) related to the inmate’s diagnosis, medication and
treatment.

3. The DMH Jail Liaison prepares a list on a regular basis of staff from DMH CSAs and
ACT teams for the DOC who are approved to enter the D.C. Jail. For those CSA/ACT
Provider staff not already on the list, the DMH Jail Liaison shall prepare a written request
to the Jail Deputy Warden for Programs for the CSA/ACT Provider staff to visit the
inmate.

a. The CSA/ACT Provider staff shall report to the D.C. Jail main entrance for an escort.
b. All visitors shall be required to go through the D.C. Jail security check.

4. The CSA/ACT Provider, with input from the D.C. Jail mental health staff, shall
complete a LOCUS evaluation upon initial assessment of the inmate and prior to release if
notified. The CSA/ACT Provider shall conduct an assessment of the inmate’s needs to
determine the status of support and services required or in place for the consumer when
they are released from jail.
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5. The CSA/ACT Provider shall develop a discharge plan to meet the psychosocial needs
upon release to the community that will address housing, benefits, and other follow-up
requirements, and as necessary, complete applications for benefits and housing.

e The discharge plan shall include criminal justice staff and family members (as
applicable and available) involved in the consumer’s care, treatment, and
services.

6. The DMH Jail Liaison shall notify the CSA/ACT Provider of the court hearing date as
soon as possible. The CSA/ACT Provider shall participate in the court hearing process.

7. The DMH Jail Liaison shall notify the CSA/ACT Provider of the consumer’s release
date and obtain an appointment date for the inmate to see the CSA/ACT Provider within
seven (7) days of release from jail.

8. The Department of Corrections shall at the time of release provide written discharge
instructions in a form that the consumer can understand. Information shall include the
name of the CSA/ACT contact, telephone number, address of the CSA/ACT Provider, and
appointment date.

3B. Inmates who are not Enrolled in a Core Services Agency (CSA):

The DMH Jail Liaison shall facilitate the referral of mentally ill inmates who are not
enrolled in a CSA who are in need of and/or request services.

1. The DMH Jail Liaison shall screen and provide information regarding the various
CSAs.

a. The DMH Jail Liaison shall contact the DMH Access Helpline (AHL) and the CSA
to enroll the inmate in a CSA. For situations where the inmate has had multiple jail
admissions without connection to a CSA, the DMH Jail Liaison may refer to the D.C.
Linkage program.

b. In all situations, a CSA contact person shall be assigned to the inmate.

c. The CSA contact person shall schedule a tentative appointment with the DMH Jail
Liaison to see the consumer at the D.C. Jail.

2. The DMH Jail Liaison shall prepare a written request to the Jail Deputy Warden for
Programs for the CSA contact person to visit the inmate.

3. After the tentative appointment has been scheduled, the DMH Jail liaison and CSA
contact person should follow the same procedures outlined in Section 3A2 —3A7.

10
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4. Continuity of Care Upon Admission to Saint Elizabeths Hospital.

All individuals admitted to Saint Elizabeths Hospital under a civil admission will be assigned to
a CSA if not already enrolled. Saint Elizabeths Hospital will be responsible for finding out if the
individual is currently assigned to a CSA/ACT Provider.

4A. If the consumer is not already enrolled, the AHL staff will enroll a consumer with a CSA.
 Ifthe consumer is able and willing to have a telephone conversation, this will be done
through the consumer choice process.

o If the consumer is unable or unwilling to have this telephone contact, a CSA will be
assigned randomly to the consumer, first by home location, then by location of
consumer at time of crisis (e.g., shelter, street).

* Ifrandom CSA assignment occurs, the CSA will be responsible for ensuring that the
choice menu form is completed when consumer is more stable, and filed in the
consumer’s clinical record.

e The AHL will notify the assigned CSA of admission of consumer and their
enrollment to CSA.

4B. If the Consumer has a CSA/ACT Provider:

1. Saint Elizabeths Hospital shall be responsible for communicating with the consumer’s
CSA/ACT Provider within one (1) day of admission.

2. The CSA/ACT Provider shall arrange for a face to face contact with the consumer and
designated Saint Elizabeths Hospital staff. Face to face contact should occur within two (#3)
days of admission.

* Communication with designated Saint Elizabeths Hospital staff will include
discussion of the consumer’s psychosocial history and IRP, treatment course history,
medication history, and scheduling of initial treatment team meeting with Saint
Elizabeths Hospital staff, to be held within five (5) days of admission.

3. During the time of treatment in Saint Elizabeths Hospital, the CSA/ACT Provider shall:

a. Have face to face contact with consumer and staff at a minimum of once a week for
the first thirty (30) days of stay at Saint Elizabeths Hospital.

b. Have face to face contact with the consumer and staff at least once a month for

subsequent lengths of stay at Saint Elizabeths Hospital and attend all treatment team
meetings.

11
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c. Make contact with significant others as noted on the IRP and in the advanced
instructions to notify of admission the same day of admission, if possible, and no later
than the following day or as directed in the consumer’s IRP advanced instructions.

d. The CSA/ACT Provider, in conjunction with the Saint Elizabeths Hospital treatment
team, shall also complete LOCUS evaluations at appropriate intervals.

4. The CSA/ACT Provider will develop discharge planning with consumer and staff.

5. CSA/ACT Provider will maintain progress notes in the Saint Elizabeths Hospital
clinical records and at the CSA/ACT Provider, reflecting all meetings and communications
with staff, the consumer, and all significant others. If necessary the CSA/ACT provider
treating psychiatrist will consult telephonically or in person with the Saint Elizabeths
Hospital treating psychiatrist.

6. CSA/ACT Provider will participate in the Saint Elizabeths Hospital discharge planning
process in order to affect a discharge that encourages successful community tenure. In
addition, discharge planning and documentation must include:

a. A scheduled medication somatic appointment for all consumers on psychotropic
medications with the CSA/ACT Provider within ten (10) days of discharge.

b. A face to face meeting between the CSA/ACT Provider, and the consumer, within
seven (7) days of the consumer’s discharge from Saint Elizabeths Hospital to the
community.

¢. Evidence of plans to address the consumer’s individual needs including benefits
acquisition and housing, and if applicable, discussion of legal status and hearing
schedule to determine contingency plans based on possible court decisions and plans on
coordinating care with the forensic outpatient division during community tenure, as
applicable.

d. For consumers who have a forensic legal status, the court date must be treated as a
discharge date from the hospital, and the CSA/ACT Provider is expected to attend each
scheduled court date.

e. For consumers who are Not Guilty by Reason of Insanity (NGRI), linkage to
appropriate providers will be in accordance with their court order.

12
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4C. Responsibilities of Saint Elizabeths Hospital:

1. Saint Elizabeths Hospital will schedule the initial treatment planning meeting to be held
within five (5) days of admission, and document invitation of CSA/ACT Provider
representative. The initial treatment planning meeting will also include discharge planning
as reflected in the Saint Elizabeths Hospital discharge planning process.

2. Saint Elizabeths Hospital will request the consumer’s and CSA/ACT Provider’s attendance
at all treatment planning meetings, and discharge-planning meeting, if applicable.

¢ Saint Elizabeths Hospital must document in the consumer’s clinical record each time
an attempt was made to include the consumer, for every date where a consumer did
not attend.

3. Saint Elizabeths Hospital shall notify the CSA/ACT Provider immediately of any transfer
or unplanned discharge.

4. Upon conditional release of a forensic consumer or discharge of civil consumer, Saint
Elizabeths Hospital will provide a prescription for medication for the consumer until the next
scheduled medication somatic appointment scheduled at their CSA/ACT Provider, or as
determined in the discharge planning process. In addition, the consumer will be provided
with instructions regarding follow-up monitoring procedures in the community.

5. Continuity of Care Upon Admission to a Crisis Bed.

5A. Referral to a Crisis Bed. A consumer, natural support, CSA/ACT Provider, community
acute care facility, or a crisis emergency provider may refer a consumer to a crisis bed.

1. The Crisis Bed Provider will:

* Gather information from the referring party, and admit if appropriate based on the
clinical presentation (consumer has an Axis I diagnosis that is not primary substance
abuse only or Axis II serious mental illness and a demonstrated need for 24-hour
supervision and assistance while stabilization of symptoms in the community occurs).

e If admitted, notify AHL of the admission, and obtain collateral information as
needed.

» The Crisis Bed Provider will notify the CSA/ACT Provider immediately, but no later

than within 24 hours of admission. A treatment plan meeting will be held within 72
hours of admission if the consumer remains in the crisis bed.

13



JAN 17 2012

District of Columbia Department of Mental Health
Continuity of Care Practice Guidelines for

ADULT Providers in the Mental Health System of Care

2. If the consumer does not have a CSA/ACT Provider and is eligible for CSA enrollment,
AHL will enroll the consumer with a CSA upon admission to the crisis bed.

o The AHL will document the admission to a crisis bed in the electronic management
system.

SB. If the crisis is not resolved within 48 hours,

1. The crisis bed provider staff will provide AHL a written clinical presentation for a
continued stay, LOCUS worksheet, and psychiatric evaluation.

2. AHL will review the documentation provided by the crisis bed provider and determine
medical necessity.

5C. If medical necessity is met,

1. AHL will provide continued stay authorization at the crisis bed (not to exceed 14 calendar

days).

2. If the crisis has not been resolved by Day 14, the consumer will be assessed for a more
appropriate level of care.

5D. If medical necessity is not met or resolved, the CSA/ACT Provider will ensure the
following crisis bed discharge planning is addressed/arranged:

1. face to face appointment between the clinical manager, or clinician designated in the
consumer’s IRP and the consumer, within seven (7) days of the consumer’s discharge from
the crisis bed to the community;

2. medication somatic appointment if the consumer is on psychotropic medications with the
CSA/ACT Provider within ten (10) days of discharge; and

3. attempt to address the consumer’s individual’s needs including benefits acquisition, and
housing, as applicable.

SE. Notice of Unplanned Discharge. The crisis bed provider is responsible of notifying AHL
and the CSA/ACT Provider of any unplanned discharge (e.g., elopement or request for discharge
against medical advice (AMA).

14
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6. Continuity of Care For any CSA Transfer/Change.

6A. Right to Change a CSA. Consumers have the right to change their CSA at any time for
any reason. This change can be made by telephone call only to the DMH Access HelpLine
(AHL). Three (3) changes of CSA by a consumer within a benefit year may trigger a Care
Coordination utilization review.

6B. Responsibilities upon Knowledge of Consumer’s Intent to Transfer or Change CSA:
1. When a consumer notifies the AHL of their intent to transfer, the AHL staff will:

a. Educate the consumer as to all available CSAs and their services, but may neither
recommend nor suggest a CSA.

b. If the consumer makes a choice of a new CSA he/she wants to receive services from,
AHL will:

¢ close the consumer’s enrollment with the current CSA,

¢ enroll the consumer with the new CSA,

¢ assist the consumer with arranging an intake appointment at the new CSA, and

» send an email notification to the old and new CSA.

2. If the consumer completed and signed a DMH-HIPAA Form 2 Consent for the Use and
Disclosure of Protected Health Information Among Participating Network Providers, the old
CSA will send the following documentation to the new CSA within one (1) week of the
transfer and communicate to the new CSA any additional collateral information as needed:

a. Diagnostic assessment;

b. IRP;

¢. Clinical manager/approving practitioner’s progress notes for past six (6) months;

d. Psychiatrist’s progress notes for past six (6) months; and

e. Current medication records including lab reports, and physical.
3. If the consumer refuses to sign a DMH-HIPAA Form 2, Consent for the Use and
Disclosure of Protected Health Information Among Participating Network Providers, for
sharing records, the new CSA clinical manager/approving practitioner will discuss with the
consumer the importance of the sharing of information and present options to the consumer
to sign a limited authorization of disclosure (DMH-HIPAA Form 3, Authorization to Use or

Disclose Protected Health Information). This may mean educating the consumer as to what
portions of the record would be acceptable to transfer to the new CSA.

15
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4. If the consumer transfers to a new CSA without first notifying the previous CSA, both
agencies will learn of this via the DMH electronic management system. When this occurs,
the previous CSA will:

* Ensure the consumer signed an authorization for disclosure form and then
follow the same procedures in 6B2above. If the consumer refuses to sign an
authorization for disclosure, the new CSA will follow 6B3 above.

'7. Monitoring.

DMH will monitor provider responsiveness regarding a crisis/emergency situation and will
monitor compliance with the Continuity of Care Practice Guidelines including continuity of care
responsibilities regarding consumers change in level of care. Appropriate actions will be taken
as necessary.

8. Definitions. For purposes of these adult continuity of care guidelines:

ACT — Assertive Community Treatment (ACT) is an intensive, integrated, rehabilitative, crisis,
treatment, and mental health rehabilitative community support service provided by an
interdisciplinary team to adults with serious and persistent mental illness with dedicated staff
time and specific staff to consumer ratios.

ACT Provider — Assertive Community Treatment (ACT) Provider is an agency certified by
DMH to provide ACT services, consistent with the MHRS Standards and the Department of
Mental Health Establishment Amendment Act of 2001, and the Mental Health Consumers’
Rights Protection Act.

Acute Care Facility — Private community hospitals and Saint Elizabeths Hospital at which acute
or crisis mental health services are provided, also referred to as “facility” in this document.

Advanced Instructions — A written document prepared in accordance with D.C. Official Code §
7-1231.06 and Chapter 1 of Title 22A, DCMR, that details a consumer’s mental health treatment
preferences including his/her informed choice to accept or forego particular mental health
services and mental health supports. Advance instructions become effective when the consumer
is certified as incapacitated.

Approving Qualified Practitioner — The qualified practitioner responsible for overseeing the
development and approval of the IRP. The approving qualified practitioner serves on the
diagnostic/assessment team and may also serve as the clinical manager. Only a psychiatrist,
psychologist, LICSW, APRN, or LPC may act as an AQP.

Authorization Plan — Items from the IRP that are entered into the DMH electronic management
system and result in authorization plan numbers.

16
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Clinical Manager — The qualified practitioner who coordinates service delivery. The clinical
manager shall participate in the development and review of the consumer's IRP, along with the
approving practitioner. The clinical manager may also serve as the approving practitioner. The
clinical manager shall be employed by the CSA/ACT Provider, except that a psychiatrist serving
as a clinical manager may be under contract to the CSA/ACT Provider.

Conditional Release — A person who is confined to a hospital under D.C. Official Code 24-
501(d), who is granted release to the community under conditions of the court.

Consumer — A person who seeks or receives mental health services or mental health supports
funded or regulated by DMH.

Continuity of Care (COC) - Coordination of services towards the stability of consumer-provider
relationships over time. The relationship is typically established with a team rather than a single
provider. Care provided by different professionals is coordinated through a common goal. A
unique feature is continuity of contact, where the providers maintain contact with consumers,
monitor their progress, and facilitate access to needed services.

Court Personnel - Attorneys for the prosecution or defense and staff of the Court.

Core Services Agency (CSA) — A DMH-certified community-based MHRS provider that has
entered into a Human Care Agreement with DMH to provide specified MHRS. A CSA shall
provide at least one core service directly and may provide up to three core services via contract
with a sub-provider or subcontractor. A CSA may provide specialty services directly if certified
by DMH as a specialty provider. However, a CSA shall also offer specialty services via an
affiliation agreement with all specialty providers.

Crisis Emergency Provider (CEP) - A provider certified by DMH to provide crisis emergency
services or who has contracted with DMH to provide same. This provider may be part of a CSA
or may be a separate entity. The provider is accessible twenty-four hours per day, seven days
per week (24/7) to offer crisis intervention to callers who are in crisis, to dispatch mobile crisis
services, and to assist all persons in the District who may need emergency mental health care.

D.C. Jail - Provides Central Detention Facility and Central Treatment Facility.

Department of Corrections (DOC) — Provides incarceration services at the D.C. Jail and the
halfway houses in the District.

DMH Access Helpline (AHL) — A telephone-based service center operated by DMH twenty-
four hours per day, seven days per week (24/7). The DMH Access Helpline, 888-7WE-HELP
(888-793-4357), provides crisis intervention, information and referral, service authorization and
eligibility, and enrollment in the DMH system of care.

DMH Care Manager — A clinically licensed staff member that reports to the DMH Division of
Integrated Care to provide care management and discharge support to eligible consumers.
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Eligibility — Eligibility for MHRS services requires that a person have a Axis I diagnosis that is
not primary substance abuse only, or a primary diagnosis on Axis II; and is certified as requiring
MHRS by an approving qualified practitioner; and is a resident of the District, except for
emergency psychiatric care.

Emergency Need — For consumers who are involved in active crisis where the safety of the
consumer or others is at risk within the next twenty-four (24) hours. Safety may be at risk due to
suicide, homicide, and/or severe decompensation of functioning. Face to face services must be
provided within one (1) hour of presentation at a CSA/ACT Provider. Crisis emergency services
by a CEP must be provided within one (1) hour of the request or referral.

Individualized Recovery Plan (IRP) - The individualized recovery plan for adult consumers,
which is the result of the diagnostic/assessment. The IRP is maintained by the consumer’s
CSA/ACT Provider. The IRP includes the consumer’s treatment goals, strengths, challenges,
objectives, and interventions. The IRP is the authorization of treatment, based upon certification
that MHRS are medically necessary by an approving practitioner.

LOCUS - Level of Care Utilization System for psychiatric and addiction services, adult version
assessment tool.

Mental Health Provider — (a) Any individual or entity, public or private, that is licensed or
certified by the District of Columbia to provide mental health services or mental health supports;
(b) any individual or entity, public or private, that has entered into an agreement with DMH to
provide mental health services or mental health supports; or (c) Saint Elizabeths Hospital, also
referred to in these guidelines as “provider.”

Mental Health Rehabilitation Services (MHRS) — Those mental health services performed by
DMH certified providers, according to the Mental Health Rehabilitation Services Provider
Certification Standards; Chapter 34 of Title 22A District of Columbia Municipal Regulations.

Natural Settings — The consumer’s residence, workplace, or other locations in the community the
consumer frequents, such as the consumer’s home, school, workplace, community centers,
homeless shelters, street locations, or other public facilities. Natural settings do not include
inpatient hospitals or community residential facilities.

Natural Supports ~ People who are informal supports and are acquainted or are related to the
consumer, but do not provide a paid service. Natural supports can also be found in the
consumer’s community, such as the faith community, school, or community organizations, or
workplace.

Resident of the District — A person who voluntarily lives in the District of Columbia and has no
intention of presently removing them self from the District. The term “resident of the District”
shall not include a person who lives in the District solely for a temporary purpose.
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Routine Need —~ CSAs response time of seven (7) business days for individuals seeking services
who are not in urgent or emergency need.

Supervision Agency - In the District of Columbia the agencies supervising defendants or
offenders is Pre-Trial Services or Court Supervision Offender Services Agency, or U.S. Parole
Commission.

System of Care for Adults — A community support system for persons with mental illness that is
developed through collaboration in the administration, financing, resource allocation, training,
and delivery of services across all appropriate public systems. Each person’s mental health
services and mental health supports are based on an individual recovery plan (IRP), designed to
promote recovery and develop social, community and personal living skills, and to meet essential
human needs. It includes the appropriate integrated, community-based outpatient services and
inpatient care, oufreach, emergency services, crisis intervention and stabilization, age-
appropriate educational and vocational readiness and support, housing and residential treatment
and support services, family and caregiver supports and education, and services to meet special
needs, which may be delivered by both public and private entities.

Urgent Need - Consumers experiencing distress that will develop into a crisis state without
intervention, but where there is not yet a likely risk of injury to the consumer or others. Distress
may be defined as at risk behavior such as suicide, homicide, a recent major loss, or a severe
decompensation of functioning. Services must be provided within the same day of consumer
presentation.

Approved By:

Stephen T. Baron
Director, DMH

g
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Purpose. To update specific guidelines for the continuity of care between providers of mental
- health services and supports to Department of Mental Health (DMH) child/youth consumers.

‘Applicability. Applies to Core Services Agencies (CSAs), Community Based Intervention
(CBI) Providers, acute care facilities, Psychiatric Residential Treatment Facilities, and the
Mental Health Authority; and all other providers who have an agreement or contract with DMH
or with certified providers regarding provision of services for DMH child/youth consumers.
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MHA offices.
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responsible for following through to ensure compliance. Action plans and completion
dates should be sent to the appropriate authority. Contracting Officer Technical
Representatives (COTRs) must also ensure that contractors are informed of this policy if
it is applicable or pertinent to their scope of work. Implementation of all DMH policies
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within sixty (60) days after the date of this policy.
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
——
DEPARTMENT OF Supersedes: DMH Policy 200.5, same subject

MENTAL HEALTH | ated /1107

1. Purpose. To establish specific guidelines for the continuity of care between providers of
mental health services and supports to Department of Mental Health (DMH) child/youth
consumers.

2. Applicabilitv. Applies to Core Services Agencies (CSAs), Community Based Intervention
(CBI) Providers, acute care facilities, Psychiatric Residential Treatment Facilities, and the Mental
Health Authority; and all other providers who have an agreement or contract with DMH or with
certified providers regarding provision of services for DMH child/youth consumers.

3. Authority. Department of Mental Health Establishment Amendment Act of 2001.

4. Definitions/Abbreviations. For purposes of this policy:

4a. DMH Continuity of Care Practice Guidelines for Child/Youth Providers in the
Mental Health System of Care - guidelines that describe the responsibilities and actions
of providers and DMH in response to child/youth consumers who seek or receive urgent or
emergency mental health treatment and supports; who are transferred or discharged to
different levels of care within the mental health system; or who are admitted to a
Psychiatric Residential Treatment Facility (PRTF).

4b. Mental Health Provider - referred to in this policy as provider, is: (a) any individual or
entity, public or private, that is licensed or certified by the District of Columbia to provide
mental health services or mental health supports; or (b) any individual or entity, public or
private, that has entered into an agreement with DMH to provide mental health services or
mental health supports.

4c. Acute Care Facilities - private hospitals at which acute or crisis mental health services
are provided to children and youth.

4d. Mobile Crisis Services - Mobile crisis services respond within one (1) hour of the request
or referral, and provide crisis/lemergency services as appropriate.  Crisis/emergency
services consist of immediate response to screen the presenting mental health situation, de-
escalation, and resolution of the immediate crisis situation.

5. Policy. To ensure continuity of care, all providers who serve children and youth will follow
the DMH Continuity of Care Practice Guidelines for Child/Youth Providers in the Mental Health
System of Care for the provision of urgent or emergency mental health services and/or transfer
to different levels of care within the system of care.
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6. Responsibilities for DMH. DMH shall:

6a. Issue continuity of care practice guidelines to all newly certified child/youth providers
and to other organizations who are involved in their care (e.g., Child and Family Services
Agency);

Bb. Notify providers of all changes to the continuity of care practice guidelines as soon as
the changes become effective; and

6c. Monitor treatment and care in compliance with the continuity of care practice
guidelines, and take appropriate action where necessary.

7. Specific Guidance for All Child/Youth Providers.

7a. Utilize the DMH Continuity of Care Practice Guidelines for Child/Youth Providers in the
Mental Health System of Care (Exhibit 1) for urgent, emergency, admission, discharge,
and transfer situations when a child/youth consumer:

(1) needs mobile crisis services or an assessment by an acute care facility;

(2) presents for treatment at a CSA or CBI Provider;
(3) is assigned to the provider via the Access Helpline;

(4) is admitted to or discharged from an acute care facility;
(5) transfers to another CSA; and
(6) is admitted to or discharged from a PRTF.

7b. Link the child/youth to resources that are most relevant to the consumer's identified
needs. The provider shall link the consumer to these services, rather than having the
consumer locate their own services; and

7c. Be Familiar with the continuity of care practice guidelines for children and youth and all
subsequent revisions as they become available to ensure continuity of care.

Approved By:

Stephen T. Baron
Director, DMH
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Continuity of Care Practice Guidelines
for CHILD/YOUTH Providers in the Mental Health System of Care

These guidelines outline the responsibilities of the District of Columbia Department of
Mental Health (hereafter called DMH) system of care providers for children/youth and
their families.

The following sections describe the responsibilities and actions of providers and the
DMH Division of Care Coordination Access Helpline in response to child/youth
consumers who seek or receive urgent or emergency mental health treatment and
supports and/or transfer to different levels of care within the system of care. The outline
below describes the structure of these guidelines.

1. Crisis Response, Urgent and Emergency Care
1A. Contacting the DMH Access Helpline (AHL)
1B. Presentation at a Provider who is a CSA/CBI Provider
1C. Response by Mobile Crisis Services
1D. Assessment by an Acute Care Facility

2. Continuity of Care Upon Admission to an Acute Care Facility
2A. If the Consumer has a CSA/CBI Provider
2B. If the Consumer has no CSA and is Eligible for CSA Enrollment
2C. Expectations of the Acute Care Facility

3. Continuity of Care for Admission/Treatment/Discharge from a Psychiatric
Residential Treatment Facility (PRTF)
3A. PRTF Placement
1. If the Child/Youth has a CSA/CBI Provider (and is under the custodial
care of CFSA) _
2. If the Child/Youth has no CSA (and is under the custodial care of CFSA)
3B. If the Child/Youth has no connection to CFSA
1. If the Child/Youth has a CSA/CBI Provider
2. If the Child/Youth has no CSA/CBI Provider
3C. If DMH did not Certify Medical Necessity for Placement of a Child/Youth in
a PRTF or the Child’s Placement is Court Ordered
3D. Responsibilities of the PRTF

4. Continuity of Care for any CSA Transfer/Change
4A. Right to Change a CSA
4B. Responsibilities upon Knowledge of Child/Youth’s Intent to Transfer or
Change CSA

5. Monitoring

6. Definitions
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The provider shall adhere to DMH clinical policies, including DMH Policy 300.1C,
Level of Care Utilization System (LOCUS/CALOCUS) Evaluations; and DMH Policy
645.1, DMH Privacy Policies and Procedures. All consumer information is subject to the
Health Insurance Portability and Accountability Act (HIPAA) and the Mental Health
Information Act (MHIA) protections.
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1. Crisis Response, Urgent and Emergency Care,

Consumers in crisis may seek or be presented for treatment at several different locations.
The provider’s crisis response shall be consistent with the provider’s role for that
consumer, based on that consumer’s need at that time, as described below:

1A. Contacting the DMH Access HelpLine (AHL):
When a consumer, family member, or other individual or entity contacts the AHL for
a child/youth in crisis, the AHL staff will complete a telephonic risk assessment and

determine if there is Child and Family Services Agency (CFSA) involvement.

When the consumer’s needs are identified as urgent or emergency, AHL will respond
as follows:

1. If consumer has a CSA/Community Based Intervention (CBI) Provider, AHL
staff will contact the CSA/CBI Provider unless immediately calling 911 is
indicated upon determination that the consumer is likely to injure self or others,
or a referral for mobile crisis services is more appropriate.

a. If no response from CSA/CBI Provider within thirty (30) minutes, contact
the CSA/CBI Provider again.

-~ b. If no response from CSA/CBI Provider within two (2) hours from first
contact (or sooner based on assessed need), contact the CSA/CBI Provider
senior administrator or designee or on call staff.

c. AHL staff may deploy mobile crisis services in the absence of a CSA/CBI
Provider response.

2. If consumer does not have a CSA/CBI Provider, AHL will request response
by mobile crisis services, unless immediately calling 911 is indicated upon
determination that the consumer is likely to injure self or others.

3. AHL staff will document the planned action in the electronic management
system.
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1B. Presentation at a Provider who is a Core Services Agency (CSA)/Community
Based Intervention (CBI) Provider:

When a consumer presents in crisis at a CSA/CBI Provider, that provider will:

1. Provide any needed emergency care to stabilize immediate life threatening
situations, which may include but is not limited to calling 911, and then refer
consumer for further treatment based on their knowledge of that consumer’s
status.

2. Use these practice guidelines and/or utilize the CALOCUS/LOCUS screening
to indicate level of acuity and appropriate service needs.

3. If the consumer is enrolled with the CSA/CBI Provider and the consumer
meets the guidelines for urgent or emergency need, initiate appropriate clinical
_intervention based on the assessed needs of the consumer.

4. 1If the consumer is not in active treatment with that CSA/CBI Provider, the
CSA/CBI Provider may call AHL to request emergency services.

1C. Response by Mobile Crisis Services:

1. Upon request, mobile crisis services will respond within one (1) hour of the
request or referral, and provide crisis/femergency services as appropriate.
Crisis/emergency services consist of immediate response to screen the presenting
mental health situation, de-escalation, and resolution of the immediate crisis
situation.

e The crisis response period for children and youth may extend up to 72
hours. During that time, mobile crisis services will continue to monitor
the situation to de-escalate as required.

e Mobile crisis services will determine through AHL if the consumer has a
CSA/CBI Provider and, if so, communicate with the CSA/CBI Provider
regarding history and collaborate on a crisis plan.

2. Once mobile crisis services are completed, mobile crisis will also ensure the
consumer is connected to the appropriate level of care by: (a) notifying the
consumer’s CSA/CBI Provider and ensuring follow-up services; or (b) through
AHL, assist the legal guardian with enrolling the consumer to a CSA, and
ensuring follow-up services; or (c) notifying the CSA/CBI Provider if the
consumer will be transported to a hospital.
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3. If the consumer is discharged from crisis/emergency services for follow-up
with a CSA/CBI Provider, mobile crisis services will maintain contact with the
consumer until the consumer’s CSA/CBI Provider has fully assumed
responsibility for carrying out the treatment plan for the consumer.

4. If the child/youth needs an assessment for involuntary hospitalization, a mobile
crisis services team member (who must be a physician, psychologist, or duly
accredited officer agent) will complete an FD-12, Application for Emergency
Hospitalization, and either transport, or arrange for transport of the child/youth for
an assessment by an acute care facility. '

1D. Assessment by an Acute Care Facility:

1. A consumer may present directly or be transported by mobile crisis services
for an assessment.

2. If the consumer presents directly, the acute care facility will notify DMH of
the admission of any child/youth that is enrolled/eligible for Medicaid (including -
Managed Care Organizations [MCOs}).

3. Admission to an acute care facility may proceed if the facility’s psychiatrist
authorizes admission based on medical necessity.

2. Continuity of Care Upon Admission to an Acute Care Facility (See
Section 3 below for Psychiatric Residential Treatment Facilities).

‘A DMH Care Manager will be assigned to coordinate the continuity of care between the
CSA/CBI Provider and the acute care facility.

~2A. If the Consumer has a Core Services Agency (CSA)/Community Based
Intervention (CBI) Provider:

The acute care facility will notify the DMH Division of Integrated Care of ail
Medicaid consumer admissions on a daily basis. The DMH Division of Integrated
Care designee will inform the acute care facility of the consumer’s assigned CSA/CBI
Provider, and notify the CSA/CBI Provider of hospitalization.

1. The CSA/CBI Provider will communicate with the acute care facility within
one (1) day of notification of admission. Contact will include discussion of the
consumer’s psychosocial history, Individualized Plan of Care (IPC), treatment
course history, and medication history.



JAN 2 7 2012

District of Columbia Department of Mental Health
Continuity of Care Practice Guidelines
for CHILD/YOUTH Providers in the Mental Health System of Care

2. The CSA/CBI Provider will have face to face contact with the consumer and
designated acute care facility staff within two (2) days of notification of
admission. That contact will include the initial treatment team meeting to
establish discharge planning with the consumer and the facility treatment team.

3. During the time of treatment in the acute care facility, the CSA/CBI Provider
shall:
a. Inform the Child and Family Team (CFT) leader of the admission on the
same day of notification of the admission; and

b. Have face to face contact with consumer at least twice a week for the entire
length of stay at the facility.

4. The CSA/CBI Provider will maintain progress notes in the consumer’s clinical
record reflecting all meetings and communications with facility staff, the
consumer, and CFT members. If appropriate, the community treating psychiatrist
~will consult by telephone or in person with the acute care facility treating
psychiatrist.

- 5. The CSA/CBI Provider will participate in the development of an appropriate
- discharge plan with the consumer and acute care facility staff. Discharge
planning must be documented in the consumer’s clinical record and include:

a. A face to face appointment between the CSA/CBI Provider and the
child/youth within seven (7) days of the child/youth’s discharge from the
facility to the community.

b. A scheduled medication somatic appointment for each child/youth on
psychotropic medications with the CSA within ten (10) days of discharge; and

¢. CALOCUS/LOCUS screening to indicate level of acuity and appropriate
service needs. :

d. Plans to have CBI authorized and in place within two (2) days of discharge,
if appropriate.

2B. If Consumer has no Core Services Agency (CSA) and is Eligible for CSA
Enrollment:

1. The acute care facility will notify the DMH Division of Integrated Care of all
Medicaid consumer admissions on a daily basis. The DMH Division of Integrated
Care designee will inform the acute care facility that the child/youth does not
have a CSA, and ask the acute care facility to discuss enrollment in a CSA with
the family. '
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2. If the parent/legal guardian is interested in mental health services and supports
from DMH, the AHL staff will enroll the consumer with a CSA if the
consumer/consumer’s parent/legal guardian is able and willing to have a
telephone conversation. This will be done through the consumer choice process.

e The acute care facility staff may assist the consumer/parent/legal guardian
with calling AHL to enroll the consumer.

e If the child/youth is under the custodial care of CFSA, enrollment must be
requested through the CFSA Office of Clinical Practice.

3. The CSA will become responsible for fulfilling the CSA responsibilities as
detailed in Section 2, Continuity of Care Upon Admission to Acute Care Facility,
2A, 3b-5 above, as appropriate.

2C. Expectations of the Acute Care Facility:

Upon admission, the acute care facility will communicate with the consumet’s
CSA/CBI Provider and perform the following responsibilities for the consumer’s
continuity of care. Acute care facilities have additional responsibilities, such as those
imposed by District and federal laws including the Ervin Act.

1. The acute care facility staff will invite the child/youth, CSA/CBI Provider, and
parent/legal guardian to all treatment team and discharge planning meetings.

2. The acute care facility staff must document in the clinical record each time an
attempt was made to include the child/youth whenever a child/youth does not attend
a meeting, and include the reason the child/youth did not attend.

3. The acute care facility shall notify the CSA/CBI Provider and the assigned DMH
Care Manager immediately of any transfer or unplanned discharge.

4. Prior to discharge, the acute care facility shall assist the consumer/parent/legal
guardian with scheduling a follow-up appointment with the CSA/CBI Provider to
be held within seven (7) days of discharge.

5. The acute care facility shall provide any documentation necessary, including the
acute care facility’s psychiatric evaluation, to assist the CSA/CBI Provider with
obtaining authorization for outpatient services which require prior authorization.

6. At discharge, the acute care facility will provide a prescription or enough
medication for the consumer until the next scheduled medication somatic
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appointment which must be scheduled with their CSA/CBI Provider prior to
discharge.

7. The acute care facility will provide the CSA/CBI Provider a discharge summary
upon discharge.

3. Continuity of Care for Admission/Treatment/Discharge from a
Psychiatric Residential Treatment Facility (PRTF).

3A. PRTF Placement. In order for the placement to be Medicaid eligible (if the
child/youth is not placed through a managed care organization), DMH must certify the
medical necessity of admission to a PRTF. A goal of the system of care is to ensure
that every opportunity to place a child/youth in the community is exercised before a
PRTF placement recommendation is made.
e Community-based alternatives to residential placement must be explored through
. a teaming process absent exceptional circumstances, prior to submitting a referral
- to the PRTF Review Committee for a medical necessity determination.

1. If the Child/Youth has a CSA or CBI Provider (and is under the custodial care
‘of the Child and Family Services Agency [CF SA])‘:

a. If the Child and Family Team (CFT) determines that PRTF placement would
most appropriately meet the needs of the child/youth, then CFSA will submit a
referral for review of medical necessity to the PRTF Review Committee.

b. If the PRTF Review Committee certifies medical necessity for PRTF
placement,

e The CSA/CBI Provider shall collaborate with CFSA and the DMH
Residential Treatment Center Reinvestment Program (RTCRP) to identify
the PRTF.

e The CSA/CBI Provider will communicate the following information to
RTCRP and to CFSA (who will forward to the PRTF): summary of the
child/youth’s course of treatment, medication history, and IPC.

e CFSA will notify RTCRP of the final PRTF selection upon admission.

c. The RTCRP staff will coordinate with the CSA/CBI Provider to ensure that
communication between CFSA, CSA/CBI Provider, and PRTF is complete, and
to ensure that the PRTF has all relevant information to initiate treatment planning
for the child/youth.

d. CFSA will be responsible for transportation of the child to the PRTF, including
a face to face meeting with the child/youth and their family with the PRTF staff.
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e. During the course of the placement, RTCRP will ensure that all relevant
information with respect to the treatment plan and progress of the child/youth is
communicated to the CSA at least every 180 days or as otherwise appropriate.

f. RTCRP and CFSA are responsible for monitoring the appropriateness of the
clinical program/treatment during each CFSA child/youth’s PRTF placement.
RTCRP and CFSA will participate in the initial treatment team meeting at the
PRTF within seven (7) calendar days of admission.

e RTCRP and CFSA will participate in the initial treatment team meeting
telephonically if face to face participation is not feasible. RTCRP will
invite the CSA/CBI Provider to participate telephonically in the initial
treatment team meeting for clinical information sharing.

g. RTCRP and CFSA will conduct concurrent on-site reviews whenever feasible
and share information throughout the placement, working jointly to coordinate
timely discharge planning that assures appropriate services and supports are in
place to assist the youth with reintegration into the community.

i. The initial treatment team meeting will include establishment of a
tentative discharge plan and such plan will be monitored and updated as
appropriate at subsequent treatment team meetings.

ii. RTCRP and CFSA shall participate in monthly treatment team meetings
telephonically if face to face participation is not feasible.

ili. No less than ninety (90) days prior to the child/youth’s discharge,
RTCRP and CFSA will begin planning with the PRTF and the CSA to
effect the smooth transition and coordination of care for the returning
child/youth. Such planning will include: community service and support
needs; parent/caregiver’s access to services, as appropriate; benefits
acquisition; education, placement and housing resources as appropriate;
and other mental health services and supports that are identified in the
discharge plan to include CBI services, if appropriate.

iv. RTCRP and the CSA will document all participation in treatment
planning and care coordination activities in the clinical record, and
coordinate discharge planning.

h. Discharge planning and documentation must include:

i. Plans to have CBI authorized and in place within two (2) days of
discharge, if applicable.
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it. A face to face appointment between the CSA/CBI Provider and the
child/youth within seven (7) days of the child/youth’s discharge from the
PRTF to the community. This appointment will include a Diagnostic
Assessment.

iii. A scheduled medication somatic appointment for each child/youth on
psychotropic medications with the CSA within ten (10) days of discharge.

iv. CALOCUS/LOCUS screening to indicate level of acuity and
appropriate service needs.

2. If Child/Youth has no CSA (and is under the custodial care of CFSA):

a If the Child and Family Team (CFT) demonstrates that PRTF placement would
most appropriately meet the needs of this child/youth, then CFSA must submit a
referral for review of medical necessity to DMH.

b. If the PRTF Review Committee certifies medical necessity for PRTF
placement, CFSA will collaborate with the DMH Residential Treatment Center
Reinvestment Program (RTCRP) to identify the PRTF, and CFSA will provide
‘the PRTF and RTCRP with a summary of the child/youth’s care and treatment
and medical history. :

c. The RTCRP staff will ensure that communication between CFSA and PRTF is
complete, and ensure that the PRTF has all relevant information to initiate
treatment planning for the child/youth.

d. CFSA will be responsible for transportation of the child to the PRTF, including
a face to face meeting with the child/youth and their family with the PRTF staff.

e. CFSA and RTCRP will conduct monitoring as stated in 3A1(f) and (g) above,
except that the child/youth will not be linked to a CSA until 30 days prior to
- discharge since the child/youth did not have a CSA prior to admission to a PRTF.

- f. CFSA will ensure the child/youth is linked to a CSA 30 days prior to the
child/youth’s discharge. The CFSA Behavioral Services Unit will work with the
CFSA social worker regarding choice of a CSA and work with AHL to enroll the
child or youth in a CSA.

g. Based on the consumer choice process, the AHL staff will assign a CSA and
notify the CSA of the enrollment within twenty-four (24) hours.

h. CFSA, RTCRP, and the CSA will participate in discharge
planning/coordination of care activities as stated in Section 3A1(h) above.

10
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3B. The following applies if the child/youth has no connection to CFSA:

1. If the Child/Youth has a CSA/CBI Provider:

a. The DMH Residential Treatment Center Reinivestment Program (RTCRP) will
ensure that the child/youth’s CSA/CBI Provider coordinates and facilitates a
Child and Family Team (CFT) process.

b. If the CFT determines that PRTF placement would most appropriately meet
the needs of the child/youth, then the CSA/CBI Provider must submit a referral
for review of medical necessity to the PRTF Review Committee.

c. If the PRTF Review Committee certifies medical necessity for PRTF

~ placement, the CSA/CBI provider will facilitate collaboration with RTCRP and
the consumer’s parent/caregiver to identify the PRTF. The CSA/CBI Provider
will provide the PRTF and RTCRP with a summary of the child/youth’s course of
treatment, medication history, IPC, and goals for PRTF placement.

d. The RTCRP staff will coordinate with the CSA/CBI Provider to ensure that the
"PRTF has all relevant information to initiate treatment planning for the
* child/youth.

e. The CSA/CBI Provider will help the parent/caregiver in making transportation
arrangements to the PRTF. The parent/caregiver will transport the child/youth to
the PRTF for admission.

f. During the course of the placement, RTCRP will ensure that all relevant
information with respect to the treatment plan and progress of the child/youth is
communicated to the CSA at least every 180 days or as otherwise appropriate.

g RTCRP is responsible for monitoring the appropriateness of the clinical
program/treatment during the child/youth’s PRTF placement. RTCRP will
participate in the initial treatment team meeting at the PRTF within seven (7)
calendar days of admission. RTCRP will participate telephonically if face to face
participation is not feasible. RTCRP will invite the CSA/CBI Provider to
participate telephonically in the initial treatment team meeting for clinical
information sharing.

1. The initial treatment team meeting will include establishment of a

tentative discharge plan and such plan will be monitored and updated as
appropriate at subsequent treatment team meetings.

11
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ii. RTCRP shall participate in monthly treatment team meetings
telephonically if face to face participation is not feasible.

iii. No less than ninety (90) days prior to the child/youth’s discharge,
RTCRP and the CSA will begin planning with the PRTF to effect the
smooth transition and coordination of care for the returning child/youth.
Such planning will include: community service and support needs;
parent/caregiver’s access to services, as appropriate; benefits acquisition;
education, placement and housing resources, as appropriate; and other
mental health services and supports that are identified in the discharge
plan to include CBI services, if appropriate.

iv. RTCRP and the CSA will document all participation in treatment
planning and care coordination activities in the clinical record.

h. Discharge planning and documentation must include:

i. Plans to have CBI authorized and in place within two (2) days of
discharge, if applicable.

ii. A face to face appointment between the CSA/CBI Provider and the
child/youth within seven (7) days of the child/youth’s discharge from the
PRTF to the community. This appointment will include a Diagnostic
Assessment.

iii. A scheduled medication somatic appointment for each child/youth on
psychotropic medications with the CSA within ten (10) days of discharge.

.iv. CALOCUS/LOCUS screening to indicate level of acuity and
appropriate service needs.

2. If Child/Youth has no CSA/CBI Provider (and has no connection to CFSA):

a. The referring entity must submit a PRTF Diversion package to the DMH PRTF
Diversion Technical Assistance Coordinator to initiate the Child and Family
Team (CFT) process.

b. If the CFT determines that PRTF placement would most appropriately meet the
needs of this child/youth, then the referring entity must submit a referral for
review of medical necessity to the PRTF Review Committee.

c. If the PRTF Review Committee certifies medical necessity for PRTF

placement, the CFT will facilitate collaboration with the DMH Residential
Treatment Center Reinvestment Program (RTCRP) and the child/youth’s

12
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parent/caregiver to identify the PRTF. The CFT will provide the PRTF and
RTCRP with a summary of the child/youth’s course of treatment and medication
history to initiate treatment planning for the child/youth.

d. The CFT will help the parent/caregiver in making transportation arrangements,
to the PRTF. The parent/caregiver will transport the child/youth to the PRTF for
admission.

e. RTCRP will be responsible for monitoring the appropriateness of the clinical
program/treatment during the child/youth’s PRTF placement as stated in 3Blg,
and will ensure the child/youth is linked to a CSA through AHL thirty (30) days
prior to the child/youth’s discharge.

f The CSA will participate with RTCRP and the PRTF in discharge
planning/coordination of care activities as stated in 3B1h above.

3C. I DMH did not Certify Medical Necessity for Placement of a Child/Youth in a
PRTYF or the Child’s Placement is Court Ordered, that placing agency is responsible
for placement, monitoring, and discharge planning.

¢ RTCRP may perform the clinical oversight for a District placing agency and help
support discharge planning through a memorandum of understanding (MOU).

3D. Respounsibilities of the Psychiatric Residential Treatment Facility (PRTF):

Responsibilities of the PRTF are covered in federal and District regulatory mandates and
contractual agreements.

4. Continuity of Care for any CSA Transfer/Change.

4A. Right to Change a CSA: A child or youth/parent/legal guardian has the right to
change the child/youth’s CSA at any time for any reason. This change may be made by
telephone call to the DMH Access HelpLine (AHL), or a referral to the CFSA Office of
Clinical Practice for a CFSA involved child or youth. Three (3) changes of CSA by a
consumer within a benefit year may trigger a Care Coordination utilization review.

4B. Responsibilities upon Knowledge of Child/Youth’s Intent to Transfer or
Change CSA:

1. When a child or youth/parent/legal guardian notifies AHL of their intent to
transfer, AHL will:

13



JAN 2 7 2072

District of Columbia Department of Mental Health
Continuity of Care Practice Guidelines
for CHILD/YOUTH Providers in the Mental Health System of Care

a. Educate the child or youth/parent/legal guardian as to all available CSAs and
their services, but may neither recommend nor suggest a CSA; and

b. If the child or youth/parent/legal guardian makes a choice of a new CSA, to
receive services from, AHL will:

o close enrollment with the current CSA,

o enroll the child/youth with a new CSA,

o assist the parent/legal guardian with arranging an intake appointment at
the new CSA (for CFSA children and youth, the CFSA social worker is
responsible for making the intake appointment after the child/youth is
enrolled with a CSA), and

o send an email notification to the old and new CSA.

2. 1If the child or youth/parent/legal guardian completed and signed a DMH-HIPAA
Form 2 Consent for the Use and Disclosure of Protected Health Information Among
Participating Network Providers, the old CSA will send the following documentation
to the new CSA within one (1) week of the transfer:

- a. Diagnostic assessment;
b. IPC;

c. Clinical manager/approving practitioner’s progress notes for past six (6)
months;

~d. Psychiatrist’s progress notes for past six (6) months; and
e. Current medication records including lab reports, and physical.

The old CSA will also communicate to the new CSA any additional collateral
information as needed.

3. If the child or youth/parent/legal guardian refuses to sign a DMH-HIPAA Form 2,
Consent for the Use and Disclosure of Protected Health Information Among
.~ Participating Network Providers, for sharing records, the new CSA clinical
manager/approving practitioner will discuss with the child or youth/parent/legal
guardian the importance of the sharing of information and present options to sign a
limited authorization of disclosure (DMH-HIPAA Form 3, Authorization to Use or
Disclose Protected Health Information). This may mean educating the child or
youth/parent/legal guardian as to what portions of the record would be acceptable to
transfer to the new CSA.
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4. If the child or youth transfers to a new CSA without first notifying the previous
CSA, both agencies will learn of this via the DMH electronic management system.
When this occurs, the previous CSA will:

a. Ensure the child or youth/parent/legal guardian signed an authorization for
disclosure form and then follow the same procedures in 4B 2 above.

b. If the child or youth/parent/legal guardian refuses to sign an authorization for
. disclosure, the new CSA will follow 4B 3 above.

5. Monitoring. DMH will monitor provider responsiveness regarding a
crisis/femergency situation and will monitor compliance with the continuity of care
practice guidelines including regarding consumer’s change in level of care. Appropriate
actions will be taken as necessary.

6. Definitions. For purposes of these child and youth continuity of care practice
guidelines:

Acute Care Facility — Private hospitals at which acute or crisis mental health services are
provided, also referred to as “facility” in this document.

Approving Qualified Practitioner — The qualified practitioner responsible for overseeing
the development of and approval of the IPC. The approving qualified practitioner serves
on the diagnostic/assessment team and may also serve as the clinical manager. Only a
psychiatrist, psychologist, LICSW, APRN, or LPC may act as an AQP.

Authorization Plan — Items from the IPC that are entered into the DMH electronic
management system and result in authorization plan numbers.

Child and Family Services Agency (CFSA) — The District agency responsible for the
coordination of foster care, adoption and child welfare services, and services to protect
children against abuse or neglect.

- Child and Family Team (CFT) - A group of individuals who the family believes can help
them develop and implement a plan that will assist the child and family in realizing and
achieving their vision of the future. The team should include the child and his/her family,
a mental] health representative, court involved partners, and any individuals important in
the child’s life and who are identified and invited to participate by the child and family.
This may include, for example, teachers, extended family members, friends, community
support workers, healthcare providers, relevant experts, coaches, representatives from
churches, synagogues or mosques, and representatives from other child-serving systems
like Child and Family Services Agency (CFSA), Department of Youth Rehabilitation
Services (DYRS), DC Public Schools (DCPS), and Court Social Services (CSS). The
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size, scope and intensity of involvement of the team members is determined by level and
complexity of need.

CALOCUS - Child and Adolescent Level of Care Utilization System assessment tool.
Child(ren)/Youth - Children or youth with mental health problems includes persons under

18 years of age, or persons under 22 years of age and receiving special education, youth
or child welfare services, who:

(1) Have, or are at risk of having, a diagnosable mental, behavioral, or emotional
disorder (including those of biological etiology) which substantially impairs the
mental health of the person or is of sufficient duration to meet diagnostic criteria
specified within the DSM-IV or the ICD-9-CM equivalent (and subsequent
revisions), with the exception of substance abuse disorders, mental retardation,
and other developmental disorders, or seizure disorders, unless those exceptions
co-occur with another diagnosable serious emotional disturbance; and

(2) Demonstrate either functional impairments or symptoms that significantly
disrupt their academic or developmental progress or family and interpersonal
relationships; or

(3) Have an emotional disturbance causing problems so severe as to require
significant mental health intervention.

Clinical Manager — The qualified practitioner who coordinates service delivery. The
‘clinical manager shall participate in the development and review of the consumer's IPC,
along with the approving practitioner. The clinical manager may also serve as the
approving practitioner. The clinical manager shall be employed by the CSA/CBI
Provider, except that a psychiatrist serving as a clinical manager may be under contract to
the CSA/CBI Provider.

Consumer — A person who seeks or receives mental health services or mental health
supports funded or regulated by DMH.

Continuity of Care (COC) - Coordination of services towards the stability of consumer-
provider relationships over time. The relationship is typically established with a team
rather than a single provider. Care provided by different professionals is coordinated
through a common goal. A unique feature is continuity of contact, where the providers
maintain contact with consumers, monitor their progress, and facilitate access to needed
services.

Core Services Agency (CSA) — A DMH certified community-based MHRS provider that
has entered into a Human Care Agreement with DMH to provide specified MHRS. A
CSA shall provide at least one core service directly and may provide up to three core
services via contract with a sub-provider or subcontractor. A CSA may provide specialty
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" services directly if certified by DMH as a specialty provider. However, a CSA shall also
offer specialty services via an affiliation agreement with all specialty providers.

DMH Access HelpLine (AHL) — A telephone-based service center operated by DMH
twenty-four hours per day, seven days per week (24/7). The DMH Access HelpLine,
888-7TWE-HELP (888-793-4357), provides crisis intervention, information and referral,
service authorization and eligibility, and enrollment in the DMH system of care.

DMH Care Manager — A clinically licensed staff member that reports to the DMH
Division of Integrated Care to provide care management and discharge support to eligible
consumers.

- Eligibility — Eligibility for MHRS services requires that a person have a Axis I diagnosis
that is not primary substance abuse only, or a primary diagnosis on Axis II; and is
certified as requiring MHRS by an approving qualified practitioner; and is a resident of
the District, except for emergency psychiatric care.

Emergency Need — For consumers who are involved in active crisis where the safety of
the consumer or others is at risk within the next twenty-four (24) hours. Safety may be at
risk due to suicide, homicide, and/or severe decompensation of functioning. Face to face
services must be provided within one (1) hour of presentation at a CSA/CBI Provider.
Mobile crisis services must be provided within one (1) hour of the request or referral.

Individualized Plan of Care (IPC) - The individualized plan of care for child/youth
consumers, which is the result of the diagnostic/assessment. The IPC is maintained by
the consumer’s CSA (or CBI provider when a child is receiving CBI services). The IPC
includes the consumer’s treatment goals, strengths, challenges, objectives, and
interventions. The IPC is the authorization of treatment, based on certification that the
MHRS are medically necessary by the approving practitioner.

Legal Representative - Parent or court appointed legal guardian, or District agency
(CFSA or DYRS) which has legal authority to consent to ordinary mental health
treatment.

LOCUS ~ Level of Care Utilization System for psychiatric and addiction services, adult
version assessment tool.

Managed Care Organization — referred to as MCO.

Mental Health Provider — (a) Any individual or entity, public or private, that is licensed
or certified by the District of Columbia to provide mental health services or mental health
supports; or (b) any individual or entity, public or private, that has entered into an
agreement with DMH to provide mental health services or mental health supports, also
referred to in these guidelines as “provider.”
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Mental Health Rehabilitation Services (MHRS) — Those mental health services
performed by DMH certified providers, according to the Mental Health Rehabilitation
Services Provider Certification Standards; Chapter 34 of Title 22A District of Columbia
Municipal Regulations.

Mobile Crisis Services — Mobile crisis services will respond within one (1) hour of the
request or referral, and provide crisis/emergency services as appropriate.
Crisis/emergency services consist of immediate response to screen the presenting mental
health situation, de-escalation, and resolution of the immediate crisis situation.

Natural Settings — The consumer’s residence, workplace, or other locations in the
community the consumer frequents, such as the consumer’s home, school, workplace,
community centers, homeless shelters, street locations, or other public facilities. Natural
settings do not include inpatient hospitals or community residential facilities.

Natural Supports — People who are informal supports and know or are related to the
youth/family, but do not provide a paid service (such as a grandparent or neighbor who is
connected to the youth/family). Natural supports can also be found in the youth/family’s
community, such as the faith community, neighborhood, school, or community
organizations.

- Psychiatric Residential Treatment Facility (PRTF) - A psychiatric facility that (1) isnot a
‘hospital and (2) is accredited by the Joint Commission on Accreditation of Healthcare
Organizations, the Commission on Accreditation of Rehabilitation Facilities, the Council
on Accreditation of Services for Families and Children, or by any other accrediting
organization with comparable standards that is recognized by the state in which it is
located and (3) provides inpatient psychiatric services for individuals under the age of
twenty-two (22) and meets the requirements set forth in §§ 441.151 through 441.182 of
Title 42 of the Code of Federal Regulations, and is enrolled by the District of Columbia
Department of Health Care Finance (DHCF) to participate in the Medicaid program.

PRTF Review Committee - An independent interagency team that ensures that referrals
for admission to a PRTF and continued stays meet federal guidelines in accordance with
42 CFR § 441.152 in order to issue a medical necessity determination for PRTF
placement, D.C. Municipal Regulation 29 DCMR § 948, and the requirements of the
PRTF medical necessity determination process.

DMH _Residential Treatment Center Reinvestment Program (RTCRP) - RTCRP is
organizationally located within the DMH Child and Youth Services Division (CYSD). RTCRP
collaborates with referring entities on the placement of children/youth in PRTFs;
monitors the appropriateness and effectiveness of clinical services provided, given the
child/youth’s needs; assures appropriate and adequate lengths of stay; participates in
discharge planning; and follows discharged youth for at least six (6) months after
discharge to support the child/youth’s successful reintegration into the community.
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Routine Need — CSAs response time of seven (7) business days for individuals seeking
services who are not in urgent or emergency need.

System of Care for Children, Youth, and their Families — A community support system
for children or youth with mental health problems and their families, which is developed

through collaboration in the administration, financing, resource allocation, training, and
delivery of services across all appropriate public systems. Each child’s or youth’s mental
health services and mental health supports are based on a single, child and youth-
centered, and family-focused individual plan of care (IPC), encompassing all necessary
and appropriate services and supports, which may be delivered by both public and private
entities. Prevention, early intervention, and mental health services and mental health
supports to meet individual and special needs are delivered in natural, nurturing, and
integrated environments, recognizing the importance of and support for the maintenance
of enduring family relationships, and are planned and developed within the District and
as close to the child’s or youth’s home as possible so that families need not relinquish
custody to secure treatment for their children and youth.

Urgent Need — Consumers experiencing distress that will develop into a crisis state
without intervention, but where there is not yet a likely risk of injury to the consumer or
others. Distress may be defined as at risk behavior such as suicide, homicide, a recent
major loss, or a severe decompensation of functioning. Services must be provided within
the same day of consumer presentation. '
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