I: State Information

State Information

Plan Year
Start Year:

2012
End Year:

2013

State DUNS Number
Number

J14384031

Extension

|. State Agency to be the Grantee for the Block Grant

Agency Name
Iﬁstrict of Columbia Department of Mental Health

Organizational Unit

IOffice of Strategic Planning & Policy
Mailing Address

|64 New York Avenue, NE, 4th Floor
City

IWashington, DC
Zip Code

J20002

II. Contact Person for the Grantee of the Block Grant
First Name

IJuanita Y.

Last Name

IReaves

Agency Name
Igstrict of Columbia Department of Mental Health

Mailing Address

|64 New York Avenue, NE, 5th Floor
City

IWashington
Zip Code

f20002

Telephone

J202-673-2200

Fax

|202-673-7053

Email Address

Ijuanita.reaves@dc.gov

11l. State Expenditure Period (Most recent State expenditure period that is closed out)
From

J10/1/2009
To

Jor30/2010
IV. Date Submitted
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NOTE: this field will be automatically populated when the application is submitted.

Submission Date

Revision Date

V. Contact Person Responsible for Application Submission
First Name
IJuanita Y.

Last Name
IReaves

Telephone
J202-671-4080

Fax
J202-673-7053

Email Address
Ijuanita.reaves@dc.gov

Footnotes:

The Department of Mental Health is scheduled to move to a new location in late September 2011. The new mailing address is:

609 H Street, NE
Washington, D.C. 20002
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I: State Information

Assurances - Non-Construction Programs

Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Send comments regarding the burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden, to the Office of Management and Budget, Paperwork Reduction Project (0348-0040), Washington, DC 20503.

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET. SEND IT TO THE ADDRESS PROVIDED BY
THE SPONSORING AGENCY.

Note: Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the awarding
agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is the case, you will be
notified.

As the duly authorized representative of the applicant | certify that the applicant:

1

Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project
described in this application.

Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish a
proper accounting system in accordance with generally accepted accounting standard or agency directives.

Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the appearance
of personal or organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.

10.

11.

12.

13.

Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §84728-4763) relating to prescribed standards for merit systems
for programs funded under one of the nineteen statutes or regulations specified in Appendix A of OPM's Standard for a Merit System
of Personnel Administration (5 C.F.R. 900, Subpart F).

Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of handicaps;
(d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §86101-6107), which prohibits discrimination on the basis of age; (e) the
Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis of drug abuse; (f)
the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-616), as amended,
relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health Service Act of 1912 (42
U.S.C. 88290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient records; (h) Title VIII of the
Civil Rights Act of 1968 (42 U.S.C. §83601 et seq.), as amended, relating to non-discrimination in the sale, rental or financing of
housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for Federal assistance is being
made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the application.

Will comply, or has already complied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real Property
Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or whose property is
acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real property acquired for
project purposes regardless of Federal participation in purchases.

Will comply with the provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities of employees
whose principal employment activities are funded in whole or in part with Federal funds.

Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C. §276¢
and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327-333), regarding labor standards for
federally assisted construction subagreements.

Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of 1973
(P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood insurance if
the total cost of insurable construction and acquisition is $10,000 or more.

Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental quality
control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b) notification of
violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood hazards in floodplains
in accordance with EO 11988; (e) assurance of project consistency with the approved State management program developed under the
Costal Zone Management Act of 1972 (16 U.S.C. 881451 et seq.); (f) conformity of Federal actions to State (Clear Air) Implementation
Plans under Section 176(c) of the Clear Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.); (g) protection of underground sources of
drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and (h) protection of endangered species under
the Endangered Species Act of 1973, as amended, (P.L. 93-205).

Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wild and scenic rivers system.

Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as amended
(16 U.S.C. 8470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic Preservation Act of
1974 (16 U.S.C. §8469a-1 et seq.).
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14.

15.

16.

17.
18.

Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities
supported by this award of assistance.

Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the care,
handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of
assistance.

Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based paint
in construction or rehabilitation of residence structures.

Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.

Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

Name IStephen T. Baron

Title |Director

Organization IDistrict of Columbia Department of Mental Health
Signature: Date:
Footnotes:
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I: State Information

Certifications

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief, that the
applicant, defined as the primary participant in accordance with 45 CFR Part 76, and its principals:

a. are not presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from covered transactions
by any Federal Department or agency;

b. have not within a 3-year period preceding this proposal been convicted of or had a civil judgment rendered against them for
commission of fraud or a criminal offense in connection with obtaining, attempting to obtain, or performing a public (Federal, State,
or local) transaction or contract under a public transaction; violation of Federal or State antitrust statutes or commission of
embezzlement, theft, forgery, bribery, falsification or destruction of records, making false statements, or receiving stolen property;

c. are not presently indicted or otherwise criminally or civilly charged by a governmental entity (Federal, State, or local) with commission
of any of the offenses enumerated in paragraph (b) of this certification; and

d. have not within a 3-year period preceding this application/proposal had one or more public transactions (Federal, State, or local)
terminated for cause or default.

Should the applicant not be able to provide this certification, an explanation as to why should be placed after the assurances page in the
application package.

The applicant agrees by submitting this proposal that it will include, without modification, the clause titled "Certification Regarding
Debarment, Suspension, Ineligibility, and Voluntary Exclusion--Lower Tier Covered Transactions" in all lower tier covered transactions (i.e.,
transactions with subgrantees and/or contractors) and in all solicitations for lower tier covered transactions in accordance with 45 CFR Part 76.

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a drug
-free work-place in accordance with 45 CFR Part 76 by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a controlled
substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for violation of
such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;

2. The grantee's policy of maintaining a drug-free workplace;

3. Any available drug counseling, rehabilitation, and employee assistance programs; and

4. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement required
by paragraph (a) above;

d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--

1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or otherwise
receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title, to every
grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency has
designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any employee
who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), ?, (d), ?, and

().

For purposes of paragraph ? regarding agency notification of criminal drug convictions, the DHHS has designated the following central point
for receipt of such notices:

Office of Grants and Acquisition Management
Office of Grants Management
Office of the Assistant Secretary for Management and Budget
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Department of Health and Human Services
200 Independence Avenue, S.W., Room 517-D
Washington, D.C. 20201

3. Certifications Regarding Lobbying

Title 31, United States Code, Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and
financial transactions,” generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds
for lobbying the Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement.
Section 1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying
undertaken with non-Federal (non-appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING $100,000
in total costs (45 CFR Part 93).

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that:

1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing or
attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an
employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant, the
making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or
modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall complete
and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed, Standard Form-LLL,
"Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all tiers
(including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients shall
certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any person
who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such
failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims may
subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply with the
Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. Certification Regarding Environmental Tobacco Smoke

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any indoor
facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, daycare, early childhood
development services, education or library services to children under the age of 18, if the services are funded by Federal programs either
directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also applies to children's services
that are provided in indoor facilities that are constructed, operated, or maintained with such Federal funds. The law does not apply to
children's services provided in private residence, portions of facilities used for inpatient drug or alcohol treatment, service providers whose
sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each violation
and/or the imposition of an administrative compliance order on the responsible entity.

By signing the certification, the undersigned certifies that the applicant organization will comply with the requirements of the Act and will not
allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

The applicant organization agrees that it will require that the language of this certification be included in any subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.

The Public Health Services strongly encourages all grant recipients to provide a smoke-free workplace and promote the non-use of tobacco
products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American people.

Name IStephen T. Baron

Title |Director

Organization IDistrict of Columbia Department of Mental Health
Signature: Date:
Footnotes:
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I: State Information

Chief Executive Officer's Funding
Agreements/Certifications (Form 3)

Community Mental Health Services Block Grant Funding Agreements
FISCAL YEAR 2012

| hereby certify that District of Columbia agrees to comply with the following sections of Title V of the Public Health Service Act [42 U.S.C. 300x-
1letseq.]

Section 1911:

Subject to Section 1916, the State will expend the grant only for the purpose of:

i. Carrying out the plan under Section 1912(a) [State Plan for Comprehensive Community Mental Health Services] by the State for the
fiscal year involved:

ii. Evaluating programs and services carried out under the plan; and

iii. Planning, administration, and educational activities related to providing services under the plan.

Section 1912:

(c)(1)&(2) [As a funding agreement for a grant under Section 1911 of this title] The Secretary establishes and disseminates definitions
for the terms “adults with a serious mental illness” and “children with a severe emotional disturbance” and the States will utilize such
methods [standardized methods, established by the Secretary] in making estimates [of the incidence and prevalence in the State of
serious mental illness among adults and serious emotional disturbance among children].

Section 1913:

(a)(1)(C) In the case for a grant for fiscal year 2011, the State will expend for such system [of integrated services described in section
1912(b)(3)] not less than an amount equal to the amount expended by the State for the fiscal year 1994.

[A system of integrated social services, educational services, juvenile services and substance abuse services that, together with health
and mental health services, will be provided in order for such children to receive care appropriate for their multiple needs (which
includes services provided under the Individuals with Disabilities Education Act)].

(b)(1) The State will provide services under the plan only through appropriate, qualified community programs (which may include
community mental health centers, child mental-health programs, psychosocial rehabilitation programs, mental health peer-support
programs, and mental-health primary consumer-directed programs).

(b)(2) The State agrees that services under the plan will be provided through community mental health centers only if the centers meet
the criteria specified in subsection (c).

(C)(1) With respect to mental health services, the centers provide services as follows:

(A) Services principally to individuals residing in a defined geographic area (referred to as a “service area”)

(B) Outpatient services, including specialized outpatient services for children, the elderly, individuals with a serious mental illness, and
residents of the service areas of the centers who have been discharged from inpatient treatment at a mental health facility.

(C) 24-hour-a-day emergency care services.

(D) Day treatment or other partial hospitalization services, or psychosocial rehabilitation services.

(E) Screening for patients being considered for admissions to State mental health facilities to determine the appropriateness of such
admission.

(2) The mental health services of the centers are provided, within the limits of the capacities of the centers, to any individual residing or
employed in the service area of the center regardless of ability to pay for such services.

(3) The mental health services of the centers are available and accessible promptly, as appropriate and in a manner which preserves
human dignity and assures continuity and high quality care.

Section 1914:

The State will establish and maintain a State mental health planning council in accordance with the conditions described in this
section.

(b) The duties of the Council are:

(1) to review plans provided to the Council pursuant to section 1915(a) by the State involved and to submit to the State any
recommendations of the Council for modifications to the plans;

(2) to serve as an advocate for adults with a serious mental illness, children with a severe emotional disturbance, and other individuals
with mental illness or emotional problems; and

(3) to monitor, review, and evaluate, not less than once each year, the allocation and adequacy of mental health services within the
State.
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(c)(1) A condition under subsection (a) for a Council is that the Council is to be composed of residents of the State, including
representatives of:

(A) the principle State agencies with respect to:

(i) mental health, education, vocational rehabilitation, criminal justice, housing, and social services; and

(ii) the development of the plan submitted pursuant to Title XIX of the Social Security Act;

(B) public and private entities concerned with the need, planning, operation, funding, and use of mental health services and related
support services;

(C) adults with serious mental illnesses who are receiving (or have received) mental health services; and

(D) the families of such adults or families of children with emotional disturbance.

(2) A condition under subsection (a) for a Council is that:

(A) with respect to the membership of the Council, the ratio of parents of children with a serious emotional disturbance to other
members of the Council is sufficient to provide adequate representation of such children in the deliberations of the Council; and

(B) not less than 50 percent of the members of the Council are individuals who are not State employees or providers of mental health
services.

V. Section 1915:

(a)(1) State will make available to the State mental health planning council for its review under section 1914 the State plan submitted
under section 1912(a) with respect to the grant and the report of the State under section 1942(a) concerning the preceding fiscal year.
(2) The State will submit to the Secretary any recommendations received by the State from the Council for modifications to the State
plan submitted under section 1912(a) (without regard to whether the State has made the recommended modifications) and comments
on the State plan implementation report on the preceding fiscal year under section 1942(a).

(b)(1) The State will maintain State expenditures for community mental health services at a level that is not less than the average level of
such expenditures maintained by the State for the 2-year period preceding the fiscal year for which the State is applying for the grant.

VI. Section 1916:
(a) The State agrees that it will not expend the grant:

(1) to provide inpatient services;

(2) to make cash payments to intended recipients of health services;

(3) to purchase or improve land, purchase, construct, or permanently improve (other than minor remodeling) any building or other
facility, or purchase major medical equipment;

(4) to satisfy any requirement for the expenditure of non-Federal funds as a condition of the receipt of Federal funds; or

(5) to provide financial assistance to any entity other than a public or nonprofit entity.

(b) The State agrees to expend not more than 5 percent of the grant for administrative expenses with respect to the grant.

VII. Section 1941:

The State will make the plan required in section 1912 as well as the State plan implementation report for the preceding fiscal year
required under Section 1942(a) public within the State in such manner as to facilitate comment from any person (including any Federal
or other public agency) during the development of the plan (including any revisions) and after the submission of the plan to the
Secretary.

VIIl. Section 1942:

(a) The State agrees that it will submit to the Secretary a report in such form and containing such information as the Secretary
determines (after consultation with the States) to be necessary for securing a record and description of:

(1) the purposes for which the grant received by the State for the preceding fiscal year under the program involved were expended and
a description of the activities of the State under the program; and
(2) the recipients of amounts provided in the grant.

(b) The State will, with respect to the grant, comply with Chapter 75 of Title 31, United Stated Code. [Audit Provision]

(c) The State will:

(1) make copies of the reports and audits described in this section available for public inspection within the State; and

(2) provide copies of the report under subsection (a), upon request, to any interested person (including any public agency).

IX. Section 1943:

(1)(A) for the fiscal year for which the grant involved is provided, provide for independent peer review to assess the quality,
appropriateness, and efficacy of treatment services provided in the State to individuals under the program involved; and

(B) ensure that, in the conduct of such peer review, not fewer than 5 percent of the entities providing services in the State under such
program are reviewed (which 5 percent is representative of the total population of such entities);

(2) permit and cooperate with Federal investigations undertaken in accordance with section 1945 [Failure to Comply with Agreements];
and

(3) provide to the Secretary any data required by the Secretary pursuant to section 505 and will cooperate with the Secretary in the
development of uniform criteria for the collection of data pursuant to such section

(b) The State has in effect a system to protect from inappropriate disclosure patient records maintained by the State in connection with
an activity funded under the program involved or by any entity, which is receiving amounts from the grant.
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Notice: Should the President's FY 2008 Budget be enacted, the following statement applies only to States that received the Mental Health
Transformation State Infrastructure Grants:

This Agreement certifies that States that received the Mental Health Transformation State Infrastructure Grants shall not use FY 2008 Mental
Health Block Grant transformation funding to supplant activities funded by the Mental Health Transformation Infrastructure Grants.

Name IStephen T. Baron
Title IDirector
Organization IDistrict of Columbia Department of Mental Health
Signature: Date:
Footnotes:
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I: State Information

Disclosure of Lobbying Activities (SF-LLL)

To View Standard Form LLL, Click the link below (This form is OPTIONAL)

Standard Form LLL (click here)

Footnotes:
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[I: Planning Steps

Step 1: Assess the strengths and needs of the service system to address the specific populations
Page 22 of the Application Guidance

Narrative Question:

Provide an overview of the State's behavioral health prevention, early identification, treatment, and recovery support systems. Describe how
the public behavioral health system is currently organized at the State, intermediate and local levels differentiating between child and adult
systems. This description should include a discussion of the roles of the SSA, the SMHA and other State agencies with respect to the delivery
of behavioral health services. States should also include a description of regional, county, and local entities that provide behavioral health
services or contribute resources that assist in providing the services. The description should also include how these systems address the needs
of diverse racial, ethnic and sexual gender minorities as well as youth who are often underserved.

Footnotes:
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Overview of the District of Columbia

The District of Columbia is the capital of the United States. The U.S. Constitution allows for the
creation of a special district to serve as the permanent national capital. The District is not a part
of any U.S. state and is governed by an elected Mayor and a 13-member elected Council. The
District functions as a state government and local government.

Population: According to the 2010 United States Census, the District of Columbia has a
population of 601,723 residents. The District’s land area is 61.4 square miles with 9,856.50
persons per square mile. Females comprise 52.8% of the population. The median age is 33.8.
The population age breakdown includes:

Age Percent of Population | Number of Persons
Under 5 years old 5.4% 32,613

Under 18 years old 16.8% 100,815

65 years old and over | 11.4% 68,809

The race/ethnic breakdown is as follows:

Race/Ethnicity Percent of Number of
Population Persons
African American or Black 50.7% 305,125
White 38.5% 231,471
White Not Hispanic 34.8% 209,464
Persons of Hispanic or Latino Origin 9.1% 54,479
Asian 3.5% 21,056
American Indian and Alaska Native 0.3% 2,079
Native Hawaiian and Other Pacific Islander 0.1% 302
Persons Reporting 2 or More Races 2.9% 17,316

Households: There were 296,719 housing units in 2010. The homeownership rate was 42.0% of
occupied housing units compared to 58% that were rented. There were 266,707 households in
2010, with 2.11 people per household. The 2009 data show that the median household income
was $59,290; the per capita money income was $40,797; and the percent of persons below the
poverty level was 18.4%.

Prevalence of Mental Disorders and Substance Use: The State Estimates of Substance Use
and Mental Disorders from the 2008-2009 National Surveys on Drug Use and Health show the
following results for the District of Columbia:

Mental Illness:

Serious Mental Illness- The District was one of 5 States ranked in the lowest 5™ for adults
age 18 and older with a serious mental illness (SMI) in the past year across all age groups
(18 to 25, 26 or older, and 18 or older).
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Suicidal Thoughts-The District was the only State where adults age 18 or older had
serious thoughts of suicide in the past year with a rate in the lowest 5t among 18 to 25
year olds and in the highest 5™ among persons age 26 or older.

Major Depressive Episode- For youth age 12 to 17 who experienced depression during the past
year, these rates ranged from 6.8% in the District and Pennsylvania to 10.3% in Oregon.
According to the RAND Technical Report on Behavioral Health Care in the District of Columbia
(www.rand.org/pubs/technical reports/TR914.html):

e The prevalence of mental health conditions in the District resembles patterns nationally,
among both adults and youth. One exception is that, compared to children nationally,
D.C. youth appear to have a higher percentage of parent-reported behavioral problems.

e Suicide attempts among District high school students are more common than among high
school students nationally, and prevalence appears to be rising in the District. Among
high school students who attempt suicide, District youth are twice as likely to require
medical care because of an injury.

Substance Use:

Ilicit Drug Use- The District was among the 10 states that were in the top 5™ for past
month illicit drug use among persons age 12 or older and also ranked in the top 5" for
past month marijuana use. With regard to the prevalence of past year cocaine use among
persons age 12 or older, the District was among 3 states with the lowest 5™ for ages 12 to
17 and the highest 5™ for ages 26 or older.

Alcohol Use- The District was among 11 States where the past month alcohol use rates
increased among persons age 12 or older.

Substance Dependence, Abuse, and Treatment Need- The District had the highest rate of
past year alcohol dependence or abuse among persons age 26 or older (8.1%) and the
lowest rate among persons age 12 to 17 (3.0%). The District also had the highest rate of
past year illicit drug dependence or abuse (4.4 %) among persons age 12 or older.

Of the 10 States that ranked in the highest 5 " for past year alcohol dependence or abuse,
the District was among 8 States also ranked in the top 5™ for past year dependence on or
abuse of illicit drugs or alcohol among persons age 12 or older.

Although the District ranked in the top 5" for needing but not receiving treatment for an
alcohol problem among persons age 26 or older (7.3%), it ranked in the lowest quintile
group among 12 to 17 year olds (3.3%).

Health Status: The State Health Plan (November 2007) indicates that the District has a long

history of exhibiting unacceptably high rates of prematurity and infant mortality as well as high
rates for chronic conditions such as heart disease, diabetes, asthma, cancer, and HIV/AIDS.
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Analysis of the 10 leading causes of death (heart disease, cancer, hypertension. HIV/AIDS,
accidents, cerebrovasular disease, diabetes, homicide, chronic lower respiratory disease, and
influenza/pneumonia), points to several key health concerns for District residents. Chronic non-
infectious diseases including heart disease, cancer, cerebrovascular disease, diabetes and
hypertension are the major cause of death and illness among persons over age 45. HIV is the
chronic infectious disease exhibiting the heaviest impact on younger adults. Injury, both
intentional and unintentional, has the largest impact on infants, children and youth.

According to the RAND Working Paper on Assessing Health and Health Care in the District of
Columbia Phase 2 Report, June 2008 (www.rand.org/pubs/working_papers/WR579):

e Among adult District residents, more than 1 in 4 adults reported having hypertension, making
it the most common among the chronic diseases reported.

e Following hypertension, in order of prevalence, are asthma (10%), diabetes (8%), heart
disease (%), and cerebrovascular disease (3%).

e Over half of adult District residents qualify as overweight or obese, and nearly one-quarter
qualify as obese.

e District-wide, mortality rates from heart disease and cancer were higher than those from
other causes, although cancer and HIV/AIDS contribute the most to rates of premature
mortality.

e Among District children, 36% between ages 6 and 12 were overweight, based on
reported height and weight, while 17% between ages 13 and 17 were overweight.

e 9 percent of children were reported to have a dental health problem.

e 12% were reported to have asthma.

e 11% of parents reported that their children require services for a behavioral health issue.

e 8% of District children were estimated to have a serious emotional disturbance (in 2000).

e Among adults, residents of Wards 7 and 8 had generally higher rates of chronic disease, poor
health status, and premature mortality. However, other areas of the city also have poor health
outcomes.

e Among adults, Ward 5 had rates of hypertension and overweight/obesity that exceeded the
District-wide average.

e Breast and prostate cancer incidence rates among adults were highest in Wards 4 and
8. The cervical cancer incidence rate was highest in Ward 7 and for colon cancer,

Ward 6.

e Among children, health outcomes were better among those in Ward 3 than in other wards.

e Asthma prevalence among children was highest in Ward 7, with 18% of children reported to
have asthma of any severity.

Behavioral Health Prevention, Early Identification, Treatment and Recovery Support
Systems

Overview of District of Columbia Behavioral Health Care System

In the District of Columbia three (3) agencies form the core of the public behavioral health care
system: 1) Department of Mental Health, 2) Department of Health Care Finance, and
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3) Department of Health, Addiction Prevention and Recovery Administration. These agencies
provide services, funding, and policy leadership for adults, children, and special populations that
access the behavioral care system. A more detailed description of the District’s behavioral
health system is available in RAND’s Working Paper entitled “Guide to the Behavioral Health
Care System in the District of Columbia, which is available on the RAND website
(www.rand.org/pubs/working_papers/WR777.html).

Attachment A-1, provides a detailed description of services organized by the five (5) statutory
criteria. The description of Criterion 1, Comprehensive Community-Based Mental Health
Service Systems, is based on the Substance Abuse and Mental Health Services Administration
(SAMHSA) Strategic Initiatives and includes some of the AIMs addressed in the Block Grant
Application. There are references to the Behavioral Health Assessment and Plan across the
criteria as appropriate. It concludes with the performance goals, targets and actions that are
responsive to the national outcome measures (NOMs).

The District recommends reviewing Attachment A-1 first. It places the District’s initiatives,
programs and services in a national context (SAMHSA strategic initiatives), and it supports the
system overview required in the Behavioral Health Assessment and Plan. This latter document
appears to be most closely aligned with the WebBgas format. Each document is designed to
describe in a coherent manner the two (2) components required in the FY 2012- FY 2013 Mental
Health Block Grant Application.

Department of Mental Health

This cabinet-level agency is responsible for the delivery and financing of public mental health
services and operates separately from the Department of Health Care Finance, and the
Department of Health.

The Department of Mental Health (DMH) supports prevention, resiliency and recovery for
District residents in need of public mental health services. It is responsible for developing,
supporting and overseeing a comprehensive, community-based, consumer driven, culturally
competent, quality mental health system that is responsive and accessible to children, youth,
adults, and their families.

To accomplish its mission, DMH contracts with a network of community-based, private
providers for mental health rehabilitation services (MHRS) for children, youth and adults; as
well as other services. DMH also provides some direct services and is structured with a
separation between its Authority role and its provider components.

The DMH Authority role is that of policy maker for the mental health system. It involves:
planning, policy development, and grants management; certification of qualified service
providers, licensure of mental health facilities, and quality improvement; provider oversight and
administration of the MHRS program; care coordination; development of systems of care for
adults, children, youth and their families; integrated care; enforcement of consumer rights;
organizational development including applied research and evaluation, training, and adult and
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child community services reviews; and finance and administration including contracts and
procurement, information technology, and claims billing.

The DMH Provider role includes specialized community mental health services (Mental Health
Services Division); school mental health services (School Mental Health Program); early
childhood services (Healthy Start, P.LLE.C.E., Healthy Futures, Primary Project); psychiatric
emergency services, mobile crisis services, and homeless outreach services (Comprehensive
Psychiatric Emergency Program); and inpatient hospitalization services (Saint Elizabeths
Hospital).

Department of Health Care Finance

The Department of Health Care Finance (DHCF) is the District’s Medicaid agency and also
administers the D.C. Alliance program for uninsured individuals. DHCF delegated responsibility
for administering the mental health rehabilitation services (MHRS) program to DMH in 2001.
DMH processes claims for MHRS and transmits claims for Medicaid eligible individuals to
DHCEF for payment. DMH pays for the local match portion of the Medicaid payment (30%),
which is included in the DMH budget. Local match funds are sent to DHCF via MOU. In
addition, DHCF reimburses both the local and federal portion of costs of covered behavioral
health care services for Medicaid FFS enrollees who are not in MHRS, including the costs of
psychotropic medications. Federal dollars are also passed through DHCF to pay for the per-
member per-month fee to managed care organizations (MCOs) serving Medicaid enrollees.

DHCEF also finances services to persons enrolled in the D.C. Alliance. Though the program
currently has no mental health benefit, it does include psychotropic medications. The DHCF
current annual budget is $1,995,691.48 to purchase medications for the approximately 24,055 (as
of April 2011) Alliance beneficiaries. The Alliance has just one psychotropic medication, Zoloft,
on its formulary.

The District opted for early implementation of Medicaid expansions available under the Patient
Protection and Affordable Care Act. Effective July 1, 2010, the District offered coverage to all
adult residents with incomes under 133 percent of the Federal Poverty level (FPL) effective July
1, 2010. This coverage change resulted in the move of approximately 32,000 Alliance
beneficiaries into the Medicaid managed care program. Effective November 1, 2010, the
Department of Health and Human Services, Centers for Medicare and Medicaid Services (CMS)
approved DHCF’s 1115 waiver request. Through this waiver, DHCF expanded Medicaid
coverage to individuals with incomes between 134 and 200 percent of FPL. This resulted in the
transfer of approximately 4,000 residents into Medicaid managed care from the Alliance.

Department of Health, Addiction Prevention and Recovery Administration
As part of the District of Columbia Department of Health, the Addiction Prevention and

Recovery Administration (APRA) serves as the Single State Authority for substance abuse
services and is organizationally separate from DMH.
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APRA promotes access to substance abuse prevention, treatment and recovery support

services. Prevention services, which are primarily federally-funded, include preventing the onset
of alcohol, tobacco, and other drug use by children and youth, reducing the progression of risk
and increasing protective factors that increase the likelihood of healthy, drug-free youth and their
families. Treatment services include assessment and referrals for appropriate levels of care and
maintenance of a comprehensive continuum of substance abuse treatment services including
outpatient, intensive outpatient, residential, detoxification and stabilization, and medication
assisted therapy. Youth treatment is primarily supported by Medicaid funds and adult treatment
is supported by a combination of District and federal funds. Recovery support services wrap-
around services, such as mentoring services, education skills building and job readiness training,
as well as counseling, transportation, and environmentally stability. These services, which are
primarily funded through the federal Access to Recovery (ATR) grant, are designed to address
issues that may serve as barriers to substance abuse recovery. APRA promotes the quality of
these services through its regulation and certification authority and quality improvement
activities.

Specific Populations

This section describes the services that are intended to address the needs of the four (4)
asterisked populations for mental health: 1) children with serious emotional disturbances (SED)
and their families; 2) adults with serious mental illness (SMI); 3) women pregnant with
substance use and/or mental health disorder; and 4) parents with substance use and/or mental
health disorders who have dependent children.

It also addresses the targeted services category, individuals with mental and/or substance use
disorders who are homeless or involved in the criminal or juvenile justice systems.

(1) Children with SED and their families (Criterion 3); and (2) Adults with SMI (Criterion 1)

Mental Health Rehabilitation Services (MHRS) Program: DMH has developed and implemented
a comprehensive set of service standards through the MHRS program for children and youth
with SED and adults with SMI. This program consists of four (4) core services
(diagnostic/assessment, medication/somatic treatment, counseling, and community support) and five
(5) specialty services (crisis/emergency, rehabilitation, intensive day treatment, community-based
intervention, and assertive community treatment). A DMH-certified Core Services Agency (CSA) or
Sub-Provider provides the core services while a DMH-certified Specialty Provider offers the
specialty services. There were a total of 38 MHRS providers in June 2011, of which 22 were
child serving agencies. Four (4) are also APRA certified treatment programs.

The CSA serves as the consumers’ clinical home and is responsible for the coordination of the
consumer’s care across services and provider agencies. The Individual Recovery Plan (IRP) for
adults and the Individual Plan of Care (IPC) for children and youth, is important to the
development of mutually agreeable treatment and rehabilitative goals and objectives, and to
coordinate the care of multiple providers who often participate in the consumer’s care plan.
Representatives of each service being provided and the CSA’s clinical manager and qualified
practitioner, the consumer, and others that the consumer would like to be a part of the treatment

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 18 of 345



planning process are involved. The IRP/IPC is derived from the treatment objectives that are
completed every 180 days or whenever there is a change in the consumer’s course of care.

With regard to the child serving providers, a cohort of six (6) CSAs are designated as Choice
Providers. These CSAs have the ability to provide quality, evidence-based, innovative services
and interventions to meet the needs of children and their families.

The majority of individuals receiving MHRS are covered by Medicaid FFS, followed by persons
without insurance, and those in the D.C. HealthCare Alliance (medical assistance to needy
residents who are not eligible for federally-financed Medicaid benefits). While there are a
number of entry points for MHRS, the main portal is through the Access HelpLine. Persons can
also directly present to core service agencies (CSAs), enter the system through the D.C. Jail, or
through Pre-Trial Services.

(3) Women pregnant with substance use and/or mental health disorder (Criterion 1 and
Criterion 3); and (4) Parents with substance use and/or mental health disorders who have
dependent children (Criterion 1 and Criterion 3)

Early Identification and Intervention Services: These services fall under the administrative
purview of the DMH Child and Youth Services Division (CYSD).

Healthy Start Project (SAMHSA Strategic Goal 1.1)- This project is a collaboration with the
Department of Health (DOH), Maternal and Family Health Administration and has been
operational since FY 2005. DMH provides services to women of child bearing age who have
children between birth and age 2, identified as having experienced depression during and around
pregnancy. This includes services to enhance the emotional health of the women/mothers as
well as their interactions with their children.

Early Childhood Mental Health Consultation (Healthy Futures) (SAMHSA Strategic Goal 1.1)-
This program began in FY 2010 for children age 0-5. It is both a center based and child and
family centered model. Services are provided to the Child Development Centers in the form of
center based consultation involving training for child care staff on social/emotional issues and
development. If specific children are identified by the center staff, the program provides child
and family specific consultation and/or referral for more intensive services.

Parent Infant Early Childhood Enhancement (P.I.LE.C.E.) Program (SAMHSA Strategic Goal
1.1)- This program began in FY 2011. It provides culturally competent community-based
mental health services to infants, toddlers, pre-school, and school age children (ages 6 and
under), who have shown significant emotional/behavioral concerns and are often disruptive in
pre-school, early school, or home settings. Parent child interactions are an important part of this
program.

Primary Project(SAMHSA Strategic Goal 1.1) - This program for children in Kindergarten
through First Grade began in FY 2009 and is operated by the DMH School Mental Health
Program It screens for school adjustment issues and provides early intervention services through
child led play sessions offered by para-professionals (Child Associates) and refers children with
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more intensive needs to School Mental Health clinicians. Parent child interactions are not part of
this model. In School Year 2010-2011 it operated in 13 schools .

School Mental Health Program (SMHP) (SAMHSA Strategic Goal 1.1): The SMHP began in
Summer 2000 with a SAMHSA Safe Schools Healthy Students Grant. It follows a public health
model providing prevention, early intervention, and treatment. In School Year 2010- 2011 the
SMHP operated in 59 schools (50 D.C. Public Schools and 9 Public Charter Schools). In addition
to direct treatment, the SMHP provides consultations to teachers, parents and others. It also
provides general information/presentations to staff that are more focused on primary prevention.

(5)Individuals with mental and/or substance use disorders who are homeless (Criterion 4) or
involved in the criminal or juvenile justice systems (Criterion 1 and Criterion 3)

e DMH-sponsored Crisis Intervention Officer (CIO) Training (SAMHSA Strategic Goal 2.4) -
grew out of the Crisis Intervention Collaborative, spearheaded by DMH, Metropolitan Police
Department (MPDC), and the National Alliance on Mental Illness (NAMI) to improve the
outcomes of police interactions with people with mental illnesses. The Collaborative
addresses the diverse professional development needs of officers at various levels of their
law enforcement careers. The CIO Initiative is the newest most extensive activity within the
Collaborative, and its framework is based on a survey of crisis intervention response
initiatives from law enforcement jurisdictions across the country. Since its inception in
Spring 2009, approximately 282 MPDC officers and other District-based police officers
have participated in the 40-hour training.

e Court Urgent Care Clinic (CUCC) at the Superior Court of the District of Columbia
(SAMHSA Strategic Goals 1.1, 1.2 and 2.4)- has operated since June 2008 by the Psychiatric
Institute of Washington (PIW) under contract with DMH. It was established to provide
assessment, evaluation and short-term treatment services for individuals referred to this
clinic. Consumers receive case management assistance to obtain linkages to DMH CSAs and
referrals for medical care, benefits, soup kitchens, shelters and other emergency services.
The CUCC staff coordinate services with the DMH provider network to ensure that
consumers return to their existing provider as soon as possible. In FY 2011, through a
Memorandum of Understanding (MOU) with APRA, this contract was expanded to provide
substance use disorder assessment and referral services at the CUCC.

Services for Youth Involved with the Juvenile Justice System (SAMHSA Strategic Goal 2.4):
The Juvenile Behavioral Diversion Program (JBDP) was established as a problem-solving court
in January 2011. The program’s goals include: 1) connect the juvenile and status offender with
appropriate mental health services in the community; 2) provide support for and involve the
youth’s parents, guardian, or custodian in mental health treatment for their child; 3) provide a
period of engagement with mental health services that is monitored by the court in order to
increase treatment engagement by youth and their families; 4) increase the number of youth able
to remain in the community with the appropriate mental health services and supports and to
reduce the number of youth who otherwise without such services and support might be detained;
5) reduce the individual’s contact with the criminal justice system as a juvenile and later as an
adult; and 6) reduce crime in the community and protect public safety by reducing the number
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of times that juveniles with mental disorders re-offend. DMH and identified child-serving core
service agencies (CSAs) are actively involved in the JBDP. Youth with substance use disorder
issues participate in the JBDP.

Services for Individuals Involved with the Criminal Justice System: In the District the criminal

justice system can interface with the behavioral health care system on a number of levels. These
may include: law enforcement’s initial response to the scene; after arrest and detention; during
pre-trial services; at the D.C. Jail and later the Bureau of Prisons; at the time of re-entry; and
during the post-re-entry period. These services are provided by several agencies.

Court Services and Supervision Agency for the District of Columbia (CSOSA) (SAMHSA
Strategic Goal 2.4)- a federal executive branch agency, was created by Congress in 1997 to
perform the offender supervision function for the District, in coordination with the Superior
Court of the District of Columbia and the U.S. Parole Commission. The Pre-Trial Services
Agency (PSA), a subdivision of CSOSA, operates a number of mental health and substance
abuse services at the period between arraignment and sentencing. Many of the interventions
are designed to provide treatment for individuals to help reduce more severe criminal
sanctions. The PSA and Community Supervision Program, which provides services for
persons from arraignment through trial as well as in the post-release phase, is financed
through federal funds. There is a memorandum of understanding (MOU) between CSOSA,
PSA and DMH for the provision of mental health services to this population.

D.C. Department of Corrections (DOC) (SAMHSA Strategic Goal 2.4) - offers mental health
and substance use disorder services at the D.C. Jail. On the jail site the Residential Substance
Abuse Treatment (RSAT) program is available for persons who voluntarily wish to receive
detoxification.

DMH Post Booking Initiatives (SAMHSA Strategic Goal 2.4) - a DMH Court Liaison
position was developed in 2001 and is co-located at the Superior Court of the District of
Columbia. The Court Liaison screens individuals referred from the Pre-Trial Services
Agency (PSA), and makes referrals for mental health services to the Court Urgent Care
Clinic and the PSA Special Supervision Unit. In addition, the DMH Court Liaison contacts
DMH core service agencies (CSAs) for mental health information and screens candidates for
the Community Connections Options Program.

The DMH contract with the Community Connections operated Options Program began in
2001. This program provides mental health services to defendants who are not currently
linked to DMH and have a history of non-compliance with court dates. The services
provided to the defendants include: case management, psychiatric care, benefits application
assistance, housing referrals, and support following through on meeting court requirements.

Services Targeted to Incarcerated Offenders- include the following:

DMH Jail Liaison (SAMHSA Strategic Goal 2.4) - is co-located at the D.C. Jail and screens
and links inmates requiring mental health services and ensures continuity of care for those
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inmates already linked to DMH. This service has been provided by the DMH for over a
decade. This function is performed by one (1) individual. Inmates not linked to DMH but
require services are linked prior to release to the D.C. Linkage Plus program. Services are
coordinated in conjunction with staff from the Department of Corrections and Unity
Healthcare the existing health and mental healthcare provider serving the D.C. Jail.

D.C. Linkage Plus (DCLP) (SAMHSA Strategic Goal 2.4) - program began in 2005. It
serves inmates with misdemeanor and felony charges currently unlinked to DMH. The goal
of this program is to engage individuals involved with the criminal justice system while
incarcerated in order to reduce the likelihood of further penetration into the criminal justice
system. The link to a DMH CSA upon release from jail with specific supports ensures that
participants make court appearances and adhere to conditional release. Referrals generally
occur within 90 days of release. Inmates are seen within 48 hours of a referral.

Two (2) of the CSAs, Green Door and Volunteers of America (VOA), were the recipients of
contracts to provide this service that began in October 2009, however in FY 2011 Green
Door became the only DMH provider under the D.C. Linkage Plus Program.

Prison Re-Entry (SAMHSA Strategic Goal 2.4) - is coordinated by the DMH Re-Entry
Coordinator who is co-located with the Department of Employment Services Project
Empowerment Employment program. This service has been provided for approximately 4
years and offers screening and assessment for individuals with mental illness returning to the
District from correctional facilities across the country. Offenders are offered mental health
linkages and resources as they are returning to the District. The Re-Entry Coordinator works
closely with the Court Services and Offender Supervision Agency, U.S. Parole Commission,
the Bureau of Prisons and the DMH CSAs.

Outpatient Competency Restoration (OCRP) (SAMHSA Strategic Goal 2.4) - has operated
since 2006. It helps defendants to understand the legal process, their role in that process and
improves their ability to function as the legal process unfolds. The program staff conducts
psychoeducational groups and competency evaluations for the Court to determine whether an
individual is competent to stand trial. This program is staffed by a part-time psychiatrist,
part-time mental health specialist and part-time nurse.

Outpatient and Inpatient Commitment- consumers who have been ordered to obtain and
comply with mental health care in the District must have regular periodic examinations and
reviews of their commitment status with the Superior Court of the District of Columbia.
Consumers may be inpatients at Saint Elizabeths Hospital or reside in community settings
and linked to DMH CSAs. There have been on average 200 consumers committed at any
given time since 2009.
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Common Behavioral Health Areas
Bi-Directional Integration of Behavioral Health and Primary Care Services
Behavioral Health Services

DMH has partnered with APRA in some of the planning and implementation of behavioral
health services.

Planning Initiatives

Co-Occurring State Incentive Grant (COSIG) (SAMHSA Strategic Goal 4.1)- DMH completed
the initial four (4) active years of its SAMHSA COSIG in August 2009. The final year involved
project evaluation activities conducted by George Washington University and ended August 31,
2010. Cross-agency collaboration was established between DMH and APRA to carry out this
project. One of the most significant achievements of the grant was the development of a
manualized, sustainable competency training course for practitioners. During the course of the
grant over 150 individual practitioners were trained. The original course was 100-hours, but has
been streamlined and adjusted to a 72-hour course after the first session was taught in 2006 -
2007. Since the end of the COSIG, DMH has continued to offer the comprehensive Clinical
Competency Certificate Program and Manual awards graduates a “Certificate of Co-Occurring
Clinical Competency.”

Request for Projects for Block Grant Funding- The D.C. State Mental Health Planning (D.C.
SMHPC) initiates an annual Request for Projects process for funding consideration under the
Mental Health Block Grant. The FY 2012 project proposal requirements incorporated a
behavioral health focus and the SAMHSA Eight Strategic Initiatives.

Three (3) of the project proposals focused on substance use disorder issues. The D.C. SMHPC
asked APRA to review the proposals to determine whether: 1) the proposed services and/or
activities enhance APRA’s service strategies for persons with substance use disorder issues;
2) the projects are already being funded -Or- the proposed project introduces a new aspect of a
current service/activity; 3) APRA would be willing to fund the projects in total; and 4) APRA
would be willing to fund the projects in a partial manner. The APRA Deputy Director for
Treatment and Recovery Services reviewed the projects and provided a thoughtful and helpful
critique. There were no current funding options available through APRA or its block grant
funds.

Training Initiatives (SAMHSA Strategic Goals 4.1 and 8.4)

DMH has continued to offer the Co-Occurring Clinical Competency Curriculum Certificate
Program through its Training Institute. APRA has integrated modules from the original training
into their course offerings as well.

The Certificate Program course is taught by the DMH Co-Occurring Training Coordinator. The
training program is appropriate for both mental health and addiction clinicians who are currently
delivering services to a population that includes individuals with mental health and substance use
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disorder. In FY 2011, Twenty-six (26) individuals completed the course and were granted
Certificates of Co-Occurring Clinical Competency.

Service Initiatives (SAMHSA Strategic Goals 1.1, 1.2 and 4.1)

DMH and APRA- DMH has been operating a Court Urgent Care clinic (CUCC) at the Superior
Court of the District of Columbia under contract with the Psychiatric Institute of Washington
(PIW) since June 2008. In FY 2011, through a Memorandum of Understanding (MOU) with
APRA, this contract was expanded to provide substance use disorder assessment and referral
services at the CUCC.

DMH-The DMH substance use disorder services include both community and inpatient
programs.

DMH and Provider Programs- The Mental Health Rehabilitation Services Provider Certification
Standards require all DMH and provider programs to screen and assess for substance use
disorder, provide documentation in the treatment plan, and provide care coordination. (Criterion

1)

Four (4) DMH certified MHRS providers are also Addiction Prevention Recovery
Administration (APRA) certified Substance Abuse Treatment Programs and Facilities. These
programs are: 1) Hillcrest Children’s Center (youth and adult addiction services); 2) Latin
American Youth Center; 3) Neighbors Consejo; and 4) Life Stride.

DMH Mental Health Services Division (MHSD)- The MHSD is responsible for implementing
mental health services that include: same day service/urgent care clinic; physician’s practice
group (adult and child); psychiatric residents’ clinic; multicultural services program; deaf/hard of
hearing and intellectual disabilities program; outpatient competency restoration program; and
pharmacy.

The substance use disorder services were integrated into regular MHSD programs in FY 2010.
As an initial step in the assessment process for all individuals who present for treatment, a
comprehensive assessment is conducted that includes a protocol for substance use (C.A.G.E., a
6-item brief questionnaire). A positive answer to any of the questions automatically triggers the
Mental Illness Drug and Alcohol Screening (MIDAS). The MIDAS is a comprehensive
assessment tool used to determine substance use and/or abuse. The results of the MIDAS
determine the intervention used to address the substance use findings.

Many of the MHSD consumers are already enrolled in the substance use disorder treatment
programs of the agency that referred them. Some of the consumers who are not determined to
have a life altering substance use problem, are often treated on site by the clinicians, which
includes clinicians from the Psychiatric Residents’ Clinic. For other consumers who are
determined to have a severe substance use problem, a referral to APRA, is initiated. Consumers
are also referred to Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) for support. The
substance use/abuse issues become part of the treatment plan.
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DMH Comprehensive Psychiatric Emergency Program (CPEP)- The CPEP operates four (4)
programs: 1) psychiatric emergency services; 2) extended observation beds; 3) mobile crisis
services; and 4) homeless outreach services. The staff within each of these programs attempt to
assess, counsel, and treat consumers for substance use issues. There are three (3) Addiction
Treatment Specialists working at CPEP. One works for the psychiatric emergency services
program and two (2) work in mobile crisis services.

Psychiatric Emergency Services (PES) and Extended Observation Beds (EOB):-Consumers
admitted on the PES unit are routinely screened and assessed for substance use, and ultimately
staff try to provide comprehensive services that include drug/alcohol treatment.

Screening- Upon admission, consumers are asked to submit to a urine toxicology test and/or
breathalyzer. As part of the initial assessment, clinical staff conduct a MIDAS to assess history
of drug and alcohol use.

Assessment- Based on the results of the tests and consumer’s presentation psychiatrists try to:

1) determine if the substance use has aggravated or caused the current behavior; 2) address these
issues during the psychiatric assessment; and 3) try to stabilize the consumer. As necessary,
psychiatrists also try to deal with the consumer’s withdrawal symptoms (alcohol or narcotics) by
providing medications. Consumers that are highly intoxicated or experiencing delirium are sent
out for medical clearance first, as there may be underlying medical issues that could be
exacerbated with psychotropic medication. As appropriate, psychiatrists will also transfer a
dually diagnosed consumer to the Psychiatric Institute of Washington (PIW) for treatment.

CPEP also works cooperatively with inpatient drug treatment centers (e.g., Community Action
Group (CAG) Men's Residential Treatment Program) to have their consumers assessed if the
consumer is experiencing mental health issues while in treatment. CPEP provides assessments
and prescriptions for these consumers, so that they may be returned to the treatment facility as
seamlessly as possible.

Support Services- While the consumer is stabilized, CPEP’s Addiction Treatment Specialist or
Social Workers will work with the consumer to assess, counsel, and (as appropriate) provide
referrals for treatment services through APRA’s intake unit. Consumers admitted to the EOB

unit are also provided with group education and therapy that addresses substance use and mental
health.

If the consumer expresses an immediate desire to be linked to treatment services, staff will
coordinate with the Mobile Crisis Services team to transport the consumer to APRA’s intake
unit. If applicable, CPEP will communicate with the consumer’s family and/or core service
agency (CSA) to make them aware of the issues, and to get support for the consumer’s continued
treatment.

Mobile Crisis Services (MCS)- Staff assess each consumer for drug use history. If the consumer
is found to be intoxicated and needing medical attention, staff will transport the consumer to a
hospital or to APRA for detox services. For consumers who do not require hospitalization
(medically or psychiatrically), an MCS Addiction Treatment Specialist will work with them to
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provide education, counseling, and treatment resources. MCS routinely provides family members
with information on treatment resources, as well as resources for their own care (e.g., Al-Anon).

Homeless Outreach Program (HOP)- As part of their outreach efforts HOP staff routinely
assess/screen consumers for substance issues, and conduct street “well-care” checks for
consumers known to be dually diagnosed. During winter, HOP coordinates with the
Hypothermia Van to go out and check on consumers who are dually diagnosed and therefore at-
risk for hypothermia.

Staff also will accompany consumers to APRA’s intake unit or PIW for detox services; and on
occasion will arrange for a consumer to be admitted to a community treatment facility. Where
applicable, staff also communicate with family and/or case workers to inform them of the
consumer’s substance issues and needs.

Saint Elizabeths Hospital (SEH)- Co-occurring groups have been conducted at SEH since June
2007. The groups provide a way to address the emotional, behavioral, social, health, and
preventive factors associated with mental health and substance use disorder. The also provide
information based on the individual’s cognitive level, irrespective of whether or not they are
ready to participate in the therapeutic learning centers (TLCs). The co-occurring groups are
conducted primarily at SEH in TLCs; aside from the NA and AA meetings there are no outside
staff.

SEH conducts a number of groups focusing on co-occurring disorders that are provided in the
TLCs and include: 1) anger management; 2) stress reduction; 3) learning about healthy living
(focus on nicotine use); 4) quit smoking; 5) Alcoholics Anonymous; 6) Double Trouble and
Recovery; 7) Sexual safety and sobriety; and 8) art therapy relapse prevention.

Additionally, the following co-occurring groups are stratified by cognitive level for high and
medium functioning individuals in care: 1) stages of change; 2) substance abuse education;
3) self management and recovery training (SMART recovery); 4) relapse prevention; and

5) illness management and recovery.

The hospital’s admission unit conducts stages of change, trauma informed care and substance
abuse education groups on the unit for those individuals who are not yet ready to attend the TLC.
Specific groups are assigned to individuals based on their strengths, desires, cognitive ability and
clinical needs. The individual, clinical administrator and TLC administrator develop their TLC
schedule together.

Ida Mae Campbell Wellness and Resource Center- a consumer-run organization offers Double
Trouble Groups (mental illness and addiction).

Behavioral Health and Primary Care Services (SAMHSA Strategic Goals 4.1 and 5.5)

Medical and Dental Services: DMH currently provides free medical as well as psychiatric
medications to those individuals who do not have Medicaid or other means to purchase them.
Due to the change in the Medicaid program eligibility (now 200% of poverty), the number and
variety of medications provided by the MHSD pharmacy is down. The goal is to increase the
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number of consumers enrolled in the D.C. Health Care Program and other medical resources. A
resource guide was developed and disseminated that includes information on how to assist those
consumers who do not have Medicaid in accessing health insurance through the D.C. Health
Care Program. The focus has been on coordinating services through other health care providers
while concentrating on providing care to consumers difficult to connect to other medical services
(i.e., geriatric and undocumented consumers).

The DMH Mental Health Services Division provides pharmacy services. This involves
dispensing medication, medication counseling, and drug interaction counseling. For the period
October 2010 through May 2011, pharmacy services were provided to 2,451 unduplicated
consumers and 16,091 prescriptions were filled.

Saint Elizabeths Hospital provides health services through medical and dental services clinics.
The District’s community health system also provides medical services.

The MHRS providers collaborate with the District’s Medicaid D.C. Healthy Families program to
assure delivery of comprehensive medical and dental services and early periodic screening,
diagnosis and treatment (EPSDT) benefits to eligible District children. District children are also
eligible to receive Medicaid benefit-level services through the District’s Health Program.

The MHRS standards require both health screening and annual physical examinations for mental
health consumers. The health status of the consumers of DMH services are to be screened at least
every 180 days as part of the assessment process related to the Individual Recovery Plan (IRP).
It is the responsibility of the assigned core service agency (CSA) clinical manager to assure that
the health issues are followed up. There must also be documentation of annual physicals.

DMH Office of Accountability Reviews: These reviews include: 1) a Saint Elizabeths Hospital
co-morbidity study of consumers with medical and psychiatric diagnoses; and 2) a DMH
provider network quality improvement initiative to increase the number of consumers linked to
primary care providers. The details about these reviews are included in the discussion about the
CQI Plan in Section F of this Application.

Integration of Mental Health and Primary Health (SAMHSA Strategic Goal 5.5): DMH has been
actively involved in the District’s efforts to integrate mental health and primary health.

Chronic Care Initiative in Mental Health- The D.C. Chronic Care Initiative (CCI) in Mental
Health is a partnership of the George Washington University Medical Faculty Associates and
Department of Health Policy, Department of Mental Health, Anchor Mental Health, Green Door,
Community Connections, Washington Hospital Center, the Medstar Diabetes Program at the
Washington Hospital Center, and Howard University Hospital. The primary goal is to improve
the health status of adults with serious mental illness in the District who have chronic disease or
who are at high risk for developing chronic illness due to modifiable risk factors. A Nurse
Practitioner is located on site at the mental health facility to conduct health screenings (i.e.,
diabetes) and provide health education.

Integration of Mental Health Services into Primary Care Settings- DMH worked with
Georgetown University Department of Psychiatry and the District of Columbia Primary Care
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Association (DCPCA), on identifying different strategies to link primary and behavioral health
care. A report was issued in December 2010, containing recommendations for developing a
sustainable, District-wide partnership between DMH and the District’s safety-net primary care
clinics to provide needed mental health services to low-income residents and to help mental
health providers link up with primary health care settings.

Health Reform (SAMHSA Strategic Goal 5.5): These initiatives include the following:

Health Reform Implementation Committee (HRIC). Initially established in 2010 and
reconstituted in 2011, the HRIC was established to oversee the implementation of health reform
in the District of Columbia. The HRIC is chaired by the Director of the Department of Health
Care Finance (DHCF) and includes the Commissioner of the Department of Insurance, Securities
and Banking and the Directors of the Departments of Health, Human Services Mental Health and
Disabilities Services. Further details about the collaboration between the various District
agencies involved in the HRIC and health reform are set forth in Section N of this Application.

Provision of Recovery Support Service for Individuals with Mental or Substance Use
Disorders (SAMHSA Strategic Goals 4.1, 4.2, 4.3 and 4.4)

The recovery support services provided through the DMH Office of Consumer and Family
Affairs are described in Section D of the Application. This description includes peer related
services provided by consumer-run organizations; consumer employment opportunities; peer
specialists certification training; the annual Olmstead Conference; and family and consumer
education.

Permanent Housing and Supportive Services (SAMHSA Strategic Goal 4.2): DMH
participates in District permanent supportive housing initiatives, as well as operates a Supported
Housing Division.

DMH Housing Division: This Division coordinates housing services for children and youth,
adults and families. The identified client might be a child or youth, or an adult family member.
The Division is responsible for preserving and increasing the supply of affordable permanent
supportive housing (PSH) available to mental health consumers in the District. To this end, the
Housing Division is allocated District resources for bridge rental housing subsidies and capital
fund dollars for housing development. In addition, it obtains resources through local and federal
grants and partners with District and other agencies.

Most participants in the DMH Supportive Housing Program are formerly homeless, or in
institutions such as Saint Elizabeths Hospital, jail, or living in substandard housing; at the time of
referral for DMH housing resources. DMH consumers have extremely low income. The majority
receive Supplemental Security Income (SSI) in the amount of $674 per month and without the
availability of DMH supportive housing subsidies, consumers are likely to remain homeless
longer.

Housing Subsidies/Vouchers for Affordability- DMH Bridge housing subsidies provide
“temporary” subsidies until Federal vouchers become available to consumers. Housing is
affordable to consumers who pay 30% of their income for rent. DMH has several Memoranda of
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Understanding (MOU) with the D.C. Housing Authority (DCHA) for Federal voucher programs
that provide additional housing for consumers.

Housing Liaison Provider Network- Twenty-three (23) CSAs have designated Housing Liaisons
who serve as the central point of contact for accessing DMH housing resources and monitoring
consumer stability and tenure in housing. Group and individual meetings are held to review
monitoring reports, plan and problem solve.

Supported Housing Programs-DMH supported housing programs include: supported independent
living (433); The Community Partnership for the Prevention of Homelessness Shelter + Care
(144); DMH Shelter + Care Grant (15); Home First (625); DCHA vouchers (2,562), for a total of
3,779 DMH consumers receiving subsidized supported housing.

Residential Programs-A number of consumers reside in community residential facility (CRF)
group homes that are supervised 24-hours a day. DMH contracts for 60 transitional living slots
and 225 CREF slots. There are also 114 independent CRF operators. All of the CRFs are licensed
by DMH.

Capital Funds Used to Leverage Other Public Sources of Housing Funds- The 2007 DMH MOU
with Department of Housing and Community Development (DHCD) transferred $14M in capital
funds to develop 300 housing units. There are 125 units on-line with 73 occupied as of June 30,
2011.

D.C. FUSE Project: The project’s official start date was November 2010 and the project review
is scheduled for 2012. The Corporation for Supportive Housing (CSH) Mid-Atlantic Program is
working with partners in the District of Columbia to end homelessness and incarceration for
frequent users of jail and shelter. The proposed solution is to offer permanent supportive housing
to the most frequent users of jail and shelter systems to keep these men and women off the streets
and prevent future criminal justice involvement. The work in the District is based on a model that
CSH created in New York City called the Frequent User Service Enhancement (FUSE) Initiative.
The participant criteria include: 1) three (3) shelter stays within the last 3 years or shelter stays
greater than 180 days; 2) three (3) jail visits within the last 3 years; and 3) diagnosed as seriously
and persistently mentally ill (SPMI).

The key partners that include: 1) University Legal Services (ULS) for program administration
and legal advocacy services; 2) Department of Corrections (DOC) for data-sharing and providing
access to ULS and partners; 3) Department of Mental Health (DMH) for services and needs
identification of target population; 4) Department of Human Services (DHS) for coordination of
services; 5) D.C. Housing Authority (DCHA) for operating subsidies and shelters and potential
housing providers; and 6) Housing and service providers, and shelters that will ultimately serve
these users. Other partners include: The Community Partnership for the Prevention of
Homelessness, D.C. Public Defender Services and CJA Attorneys, Urban Institute (evaluation
including process and outcome), Pathways to Housing-DC and Community Connections both
assertive community treatment (ACT) providers and assist with housing.

This project provides enhanced pre-release transition planning and re-entry coordination and
identifies housing. The ULS FUSE Housing Coordinator utilizes the GAINS APIC evidence-
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based discharge planning model, which develops an individualized transition plan for each
participant. The Urban Institute is gathering data on process and outcomes evaluation.

The client profile as of July 18, 2011 includes the following: 17 program participants (16 males
and I1female); all 17 have a co-occurring substance use disorder (some are already in recovery); 9
have trauma history; 15 housing subsidies were awarded with an additional 5 granted in July
2011; and 13 participants are currently housed. The goal is to house 20 individuals by
September 30, 2011.

Supported Employment Program (SAMHSA Strategic Goal 4.3): In 2003, DMH began
providing an evidence-based supported employment program designed for consumers with
significant mental health diagnoses for whom competitive employment has not traditionally been
available or for whom competitive employment has been interrupted or intermittent.

DMH continues to fund six (6) core service agencies (CSAs) to provide specialized supported
employment (SE) services: 1) Anchor Mental Health; 2) Community Connections, Inc.; 3) Deaf
Reach, Inc.; 4) Green Door, Inc.; 5) Pathways To Housing, Inc.; and 6) Psychiatric Center
Chartered, Inc. With the additional funding from the Department on Disability Services
(DDS/RSA), each SE provider added one (1) new staff per program and increased its capacity by
20 consumers. This increased the overall capacity of the SE program to 595. Although the
capacity is 595, the number of consumers who received a SE service was 650 as of July 2011.
DMH expects to serve 700 consumers by the end of FY 2011. The RSA monies fund the initial
costs of intake, assessment, job development and placement, job coaching and the first 90 days
of employment. This has allowed DMH resources to go towards the longer-term costs of helping
people maintain either full or part time jobs.

Youth Vocational Rehabilitation: The Department on Disability Services, Rehabilitation
Services Administration (DDS/RSA) works closely with the D.C. Public Schools system to
provide vocational rehabilitation transition services for in-school youth with disabilities and
those transitioning from school to other activities including employment training and
employment. With respect to the latter category, services include career/vocational guidance and
counseling and further assessments (as deemed appropriate and based on school findings)
including vocational, medical, psychological, and assistive technology. DDS/RSA works with
the school system to identify youth, some of whom are referred to the DMH Supported
Employment provider network.
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Step 1: Assess the strengths and needs of the service system to address the specific
populations

Block Grant Program AIM: To promote recovery, resiliency and community integration for
adults with serious mental illness (SMI) and children with serious emotional disturbances (SED)
and their families

1. Specific Population: Adults with SMI and Children with SED

Program: Mental Health Rehabilitation Services Program

Rationale: DMH is statutorily required to serve adults with SMI and children with SED pursuant
to the Department of Mental Health Establishment Amendment Act of 2001 and the Mental
Health Rehabilitation Services (MHRS) Provider Certification Standards.

Strengths: DMH certifies a network of providers through the MHRS program to address the
mental health needs of children and youth with SED and their families, and adults with SMI. The
MHRS program consists of nine (9) service domains, four (4) are core services and five (5) are
specialty services. There were 38 MHRS providers in June 2011. The majority (22 or 58%) are
child and youth serving agencies. The MHRS providers served approximately 19,829 unduplicated
consumers based on a July 11,2011 data run.

The MHRS program consists of a diverse group of providers who serve populations that
include: children, youth and families; adults; persons of various ethnic, cultural and linguistic
backgrounds; substance use disorder; homelessness; HIV/AIDS; deaf /hard of hearing;
developmental disabilities; and involvement with and/or diversion from the criminal or juvenile
justice systems. Five (5) of the MHRS providers are also certified as substance use disorder
treatment programs and facilities.

The DMH Office of Accountability conducts Quality Reviews with the MHRS provider
programs. These audits consist of site visits and chart abstractions made at each CSA. The
samples for these audits are randomly chosen, and based on the size of the client population at a
CSA. There are three sample sizes based on the size of the population seen by a CSA. For 0-
300 clients 15 charts are reviewed, for 300-1,000 clients 20 charts are reviewed, and for CSAs
with over 1,000 clients 25 charts are reviewed. The number of sampled charts is selected based
on the population size for a given population (adult or child) at a given CSA, and may be
different for adults and children at the same CSA. The Quality Review sample includes records
for consumers who had consecutive authorizations for all four (4) quarters of the review period.
Fifteen (15) charts is the minimum number of charts examined at each CSA, and if 15 consumers
do not meet the above criteria, the rest of the sample is randomly filled with consumers active at
the CSA during the review period.

Needs: One of the concerns that has been expressed about the MHRS program is related to the
range of services. DMH program staff and providers have found that the current services array is
limited in being able to provide flexible services that meet the unique needs of a given consumer.
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Also, the results of the Annual Community Services Reviews have shown that services are
equally provided to persons with the least and the greatest need.

The RAND Corporation study of the District’s behavior health care system (2010) used claims
data to describe utilization by MHRS enrollees. These findings are presented under Step 2 of the
planning process (identification of the unmet service needs and critical gaps within the current
system). The data highlight issues related to the adult and child MHRS provider visits and
contacts per year, receipt of intensive services, and gaps in care over a 12-month period. The
RAND study also found, based on focus group and stakeholder interviews, concerns about:

1) access to services for those who do not qualify for the MHRS program, and 2) services for
targeted populations (geriatric, transition age youth, foreign language speakers, and LGBTQ
clients). The RAND Technical Report on Behavioral Health Care in the District of Columbia is
available at www.rand.org/pubs/technical reports/TR914.html.

2. Specific Population: Individuals with Mental and/or Substance Use Disorders Who Are
Homeless Or Involved in the Criminal Or Juvenile Justice Systems

Program: Juvenile Behavioral Diversion Program

Rationale: Superior Court of the District of Columbia Administrative Order 10-17 established
the Juvenile Behavioral Diversion Program as a problem solving court indicating that: 1) a
significant number of juveniles who have a serious mental illness appear before judicial officers in
the Superior Court’s Family Court; 2) juveniles with mental health illness are at higher risk of re-
offending; 3) the Superior Court recognizes the importance of reducing juvenile’s behavioral
symptoms that result in contact with the court and improving the juvenile’s functioning in the
home, school, and community; 4) the Superior Court decided with the support of the District of
Columbia Department of Mental Health, Court Social Services, the Office of the Attorney
General, and the Public Defender Service to develop a juvenile behavioral diversion program that
will connect eligible and suitable juveniles and his or her parent, guardian, or custodian to, and
intensely monitor engagement with, mental health services and supports in the community; and
5) the Juvenile Behavioral Diversion Program would begin on January 3, 2011.

Strengths: The Juvenile Behavioral Diversion Program (JBDP) is designed to link juveniles
and status offenders to, and engage them in, appropriate mental health services and supports in
the community in order to reduce behavioral symptoms that result in contact with the court
and to improve the juvenile’s functioning in the home, school, and community. This pilot
program is intended for children and youth under the age of 18 with high-end needs (often
multi-system involved) who are at risk of re-offending without the benefit of close monitoring
by mental health professionals and court officials to ensure sustained linkage to community
mental health services and other important supports such as: family, peers, schools, and
educational/vocational programs.

At papering the Office of the Attorney General (OAG) screens case eligibility and identifies
the appropriate track (I, II, or II) based on the youth’s charge and prior court involvement if
any. Meanwhile, during the intake process the Court Social Services Child Guidance Clinic
administers the Conners Behavior Rating Scale (CBRS), which provides a comprehensive
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overview of child and adolescent disorders and concerns. This process began in March 2011.
Since then, there have been approximately 675 screenings using this tool, with 1,500 or so
expected by the end of the year.

If the youth is eligible based on charge and is screened to have a high probability of an Axis I
diagnosis by the CBRS, the youth is referred to DMH. The DMH JBDP Coordinator
researches the youth’s prior history in the mental health system. If there is no prior mental
health involvement or involvement older than 2 years, he/she is referred to the DMH
Physician’s Practice Group (PPG) for a brief psychiatric evaluation to determine whether the
youth possesses an Axis I diagnosis.

A youth in JBDP will be offered an array of services, including evidence-based treatment in an
expedited manner. Two (2) child-serving CSAs, First Home Care and Hillcrest Children’s
Center, and Youth Villages a third party provider for Multi-Systemic Therapy (MST)
participate in the program. The treatment modalities include: Community-Based Intervention
(CBI Levels II and III), Functional Family Therapy (FFT), and MST. All youth are assigned a
CBI home-based worker. JBDP youth may also access additional services that include:
diagnostic/assessment; medication/somatic treatment; counseling and psychotherapy;
community support; crisis/emergency; and substance use disorder services.

The juvenile appears before the court for frequent reviews so the court may stay abreast with
the progress to commend the juvenile on his/her progress or to admonish the juvenile on
his/her lack of compliance. Routine and frequent contact allows the court to address challenges
or problems as they arise and for community mental health and treatment partners to provide
input on a regular basis. Each juvenile is assigned a probation officer for coordinating case
management, community supervision and monitoring to guide and support the youth through
this process.

The Court Social Services Child Guidance Clinic is responsible for the research component of
the JBDP. A number of variables will be monitored and reported that will include: diagnostic
issues, treatment, recidivism and police service areas (PSAs) for neighborhood tracking and
associated mental health problems.

Year 1, is the implementation phase and adjustments will be made throughout this period that
concludes in January 2012. Also, the frequent reviews before the court create an ongoing
monitoring mechanism. Plans are to issue an interim report after the first year of operation and an
evaluation report after 2 years of operation.

Needs: The JBDP was created in January 2011 as problem-solving court to meet the mental
health needs of juveniles who have a serious mental illness that appear before the court and are at
a higher risk of re-offending. The primary need is to determine the extent to which the proposed
strategy is effective.

Block Grant Program AIM: To coordinate behavioral health prevention, early identification,
treatment and recovery support services with other health and social services.

1. Specific Population: Women Who are Pregnant and Have a Substance Use and/or Mental
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Disorder

Program: Healthy Start Project

Rationale: This project is a collaboration between the Department of Health, Maternal and
Family Health Administration Healthy Start Program and the DMH Child and Youth Services
Division. The Healthy Start Project began in October 2004. The purpose of this program is to:
1) provide needed health and mental health services to pregnant women; 2) reduce infant
mortality; and 3) remove barriers to accessing quality health and mental health services for
District high risk populations in Wards 5, 6, 7, and 8.

Strengths: The women who participate in this program are of child-bearing age and have
children between birth and age 2. They have been assessed for health needs by the Nurses
from the D.C. Healthy Start Program, which includes an initial depression screening. The
women/mothers identified as having experienced depression during and around pregnancy are
candidates for the Healthy Start Project, as this may inhibit their ability to provide critical
nurturance and parenting needed to give their infant and toddler a safe and healthy
environment.

The staff in the DMH Healthy Start Project perform a diagnostic assessment with the
women/mothers. The needs of the children are assessed on an ongoing basis through:
observation, assessment and evaluation of the mother-child dyad, and bonding and
attachment.

The DMH staff provide the following services: 1) an extensive home visit component to work
with parents in their natural environment; 2) individual and family therapy; 3) parenting
psychoeducational groups; 4) referral and linkage to community-based programs for services
as needed; 5) initial assessment and ongoing review of infant’s developmental progress; and
6) psychiatric services including medication management and monitoring.

The program accomplishments include: 1) training in Parents as Teachers (PAT), an
evidence-based parenting program and starting a PAT group in April 2011; 2) expanding
services to include teen mothers and fathers; and 3) including a significant number of
biological fathers in the therapeutic process.

Needs: The program provides monthly statistics to the Department of Health, Maternal and
Family Health Administration on variables such as number of referrals and intakes, and the
District ward of residence. DMH staff are interested in developing other data that include:
the turnaround time between referral and intake; hospitalizations to community hospitals; and
the number of children with mothers who have depressive disorder that do not require mental
health services. They would also like to conduct a depression screening after 6 months in the
program.

The primary need is to develop a data base that will capture process and outcome variables.

The outcomes might also include housing and employment. The development of the
performance measures and data base will begin in FY 2012.
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2. Specific Population: Parents with Substance Use and/or Mental Disorders Who Have
Dependent Children

Program: Parent Infant Early Childhood Enhancement Program

Rationale: The 2007 District of Columbia Mayor’s Advisory Committee on Early Childhood
Development, Health Promotions Subcommittee’s Early Childhood Mental Health Task Force
call to action was to design and implement a mental health system of care to sustain school
readiness by concentrating on the mental health needs of children from birth through age 5.
The Parent Infant Early Childhood Enhancement Program was founded in the District in 2010
by a diverse group of mental health clinicians in response to this call. These clinicians were
brought together by their shared belief that: 1) many children ages 0-5 in the community
lacked comprehensive mental health treatment, and 2) their experience providing mental
health services to school-age children in the context of the natural environment (family,
social, peer group) and the larger physical and cultural setting.

Strengths: The DMH Child and Youth Services Division launched the Parent Infant Early
Childhood Enhancement Program on October 1, 2010, which became fully operational in
February 2011. This program provides culturally competent community-based mental health
services to infants, toddlers, preschool, and school age children (ages 6 and under), that are
responsive to individual family needs. The target group are children with significant
emotional/behavioral concerns who are often disruptive in pre-school, early school or home
settings. The program provides comprehensive assessments and relies heavily on parental
involvement in understanding and learning to manage disruptive child behaviors. The goal is
to encourage optimal health and wellness by intervening early with comprehensive services
designed to prevent emotional problems and/or reduce stressors within the parent(s) and
family from adversely affecting the developing child.

The program capacity is 120. The clinical services provided include: assessment/diagnosis;
individual psychotherapy; group-parent psychoeducational and child behavior management
groups; family therapy; art/play therapy; developmental/social emotional screenings; crisis
intervention; psychological evaluations (only after admission and indicated need); and
medication management (through the DMH Physicians’ Practice Group). The assessment tools
include: Children’s Behavior Checklist, and Ages and Stages Questionnaire 3 (cognitive), and
SE (social/emotional). The evidence-based practices include: 1) Parent Child Interaction
Therapy (PCIT), 12 weeks- parent child observational training, and 2) Incredible Years, 22-
weeks and will involve one parent group.

Needs: The program needs to develop key performance measures for: 1) monitoring and

tracking program variables; 2) parent child interactions; and 3) child outcomes. This process
will begin in FY 2012.
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Detailed Description of Services
Organized by Statutory Criteria and SAMHSA Strategic Initiatives

Summary of Department of Mental Health Services

The District of Columbia Department of Mental Health (DMH) is responsible for developing,
supporting and overseeing a comprehensive, community-based, consumer driven, culturally
competent, quality mental health system that is responsive and accessible to children, youth,
adults, and their families. DMH contracts with a network of community-based, private providers
and also provides direct specialized community services through the: 1) Mental Health Services
Division; 2) School Mental Health Program; and 3) Comprehensive Psychiatric Emergency
Program. The Department also provides inpatient services at Saint Elizabeths Hospital.

Mental Health Block Grant Statutory Criteria

Criterion 1: Comprehensive Community-Based Mental Health Service Systems

The DMH programs, services and initiatives described under this criterion are organized by
relevant Block Grant Aims and the Substance Abuse Mental Health Services Administration
(SAMHSA) Eight Strategic Initiatives.

Block Grant AIM: To promeote recovery, resiliency and community integration for adults
with serious mental illness and children with serious emotional disturbances and their
families.

SAMHSA Strategic Initiative #1: Prevention of Substance Abuse and Mental Illness

Goal 1.1: With primary prevention as the focus, build emotional health, prevent or delay onset
of, and mitigate symptoms and complications from substance abuse and mental illness.

Early Identification and Intervention Services: A number of services are being implemented
under the DMH Child and Youth Services Division (CYSD) system of care (SOC). They include
services for: 1) women/mothers identified as depressed with children age birth to 2 (Healthy
Start Project); 2) children 0-5 in child development centers with a focus on child and family-
centered, and program consultation (Healthy Futures); 3) parents and children age 6 and under
who have shown emotional and disruptive behavior across various social settings (Parent Infant
Early Childhood Enhancement Program); 4) children in grades Kindergarten through First to
enhance school related competencies and reduce social, emotional and school adjustment
difficulties (Primary Project); and 5) prevention, early intervention, treatment services provided
by the School Mental Health Program.

Block Grant AIM: To ensure access to effective culturally and linguistically competent
services for underserved populations including Tribes, racial and ethnic minorities, and
LGBTO individuals.
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Mental Health Services Division (MHSD): This Division provides specialized mental health
services that are not otherwise readily available within the DMH service system or the private
sector. The service components include a same day urgent care clinic and pharmacy. The
specialty teams are described below.

The specialty teams are Multicultural, Intellectual/Developmental Disabilities, and Deaf/Hard of
Hearing. The majority of intake consumers seen are assigned to the private clinics in the DMH
provider network for ongoing care, since except for the specialty teams, long-term community
support is not provided.

Multicultural Services- This team serves ethnic and regional groups from Asian/Pacific Islands
who speak Vietnamese, Chinese and Thai languages. This group makes up 6% of the population
served. Ethiopians of different ethnic backgrounds make up 18-20% of the consumer base. The
three (3) major Ethiopian languages spoken by consumes are Amharic, Oromo and Tigrinya.
Approximately 60% of the multicultural consumers are Spanish speaking from Central and South
American countries. The remaining are consumers from other African, American, Middle
Eastern and European countries who are English or French bi-lingual.

Some of the DMH certified mental health rehabilitation services (MHRS) providers that serve
multicultural and multilingual populations are also Addiction Prevention Recovery
Administration (APRA) certified substance abuse treatment programs and facilities. They
include:

Latin American Youth Center (LAYC)- serves immigrant Latin youth by operating a regional
network of youth centers and public charter schools. LAYC offers multilingual, culturally
sensitive programs in five (5) areas: 1) educational enhancement; 2) workforce investment;

3) social services; 4) art and media; and 5) advocacy.

Neighbors’ Consejo- serves the Latino community by focusing on chronic homelessness, mental
health, terminal disease, domestic violence, and low income individuals. The programs and/or
services include: residential; transitional; computer/ESL literacy; employment; civic
engagement; life skills; outpatient; case management; environmental stabilization-housing;
access to recovery after care; and mental health services.

One DMH MHRS provider that serves individuals from diverse ethnic communities is also a
Federally Qualified Community Health Center (FQCHC).

Mary’s Center- is an FQCHC serving primarily low-income, immigrant families. It provides
comprehensive and integrated health care, education, and social services. A large portion of the
services are devoted to pregnant women and their infants in predominantly Latino areas in Ward
1.

Intellectual/Developmental Disability Services (IDD)-This team responds to the psychiatric,
rehabilitation, and support service needs of individuals with IDD and mental illness diagnoses.
The IDD team focuses on the provision of mental health services and psychiatric treatment to the
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adult mentally ill and intellectual/developmentally disabled population in a community-based
treatment and supportive care environment as an alternative to institution-based psychiatric care.

This team works closely with the Department on Disability Services (DDS) on joint service
planning and currently has a total of 129 consumers being served, 105 of whom are also enrolled
in DDS. Altogether, DMH is currently serving 232 individuals in its community system who
meet the definition of co-occurring MI/MR, with 187 of those also enrolled in DDS.

Deaf /Hard of Hearing Services- This team ensures that consumers receive the full array of
MHRS based on individual need that includes but is not limited to counseling, psychotherapy,
community support, medication, etc. They also receive supports such as outreach, home visits,
referral to employment, and other services. MHSD staff provides assistance during the
diagnostic/crisis screening of children if requested, and provide clinical consultation and
education regarding the psychosocial aspects of deafness and the specialized communication
needs of deaf/hard of hearing clients/consumers to all components of DMH.

One DMH MHRS provider services individuals who are deaf and hard of hearing.

Deaf-REACH- is committed to maximizing the self-sufficiency of deaf and hard-of-hearing
people who need special services. It is the only agency in the District whose mission is
specifically to serve deaf individuals facing serious mental illness, developmental disabilities, or
other challenges. Programs and services include: community residence facilities, supported
independent living, community support, supported employment, HIV prevention, day
habilitation, and pre-vocational services.

Sexual Minority Youth Assistance League (SMYAL): Founded in 1984, SMYAL is the only
Washington, D.C. metro area service organization solely dedicated to supporting lesbian, gay,
bisexual, transgender, and questioning (LGBTQ) youth. Its mission is to promote and support
self-confident, healthy, productive lives for LGBTQ youth ages 13-21 as they journey from
adolescence into adulthood. To fulfill this mission, SMYAL addresses five (5) focus areas:

1) life skills and leadership development; 2) counseling and support; 3) health and wellness
education; 4) safe social activities; and 5) community outreach and education.

During FY 2011 SMYAL provided training on engagement of LGBTQ youth to two (2) DMH
child providers (Hillcrest Children’s Center and First Home Care Corporation).

Emergency Services: These DMH operated services include same day urgent care, psychiatric
emergency services, and adult mobile crisis services.

Same Day Urgent Care Services- This service, operated by the DMH Mental Health Services
Division, is intended to intervene to prevent relapse or full-blown crisis by alleviating presenting
problems. Promotion of emotional health is enhanced beyond the services typically provided by
a community clinic that serves individuals with major mental illnesses. This is achieved as
follows: 1) adult and child consumers for intake may walk-in unscheduled and be evaluated the
same day; 2) there is same day access to a psychiatrist; 3) psychotherapy services are available
on a scheduled basis through the Residents’ Clinic; and 4) there is also an on-site pharmacy that
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serves individuals without insurance, all walk-in consumers who see a psychiatrist can also have
their prescriptions filled that day.

As of June 30, 2011, the Same Day Urgent Care Clinic served 1,107 consumers. This includes
987 adults and 120 children

Comprehensive Psychiatric Emergency Program (CPEP)- provides emergency psychiatric
services for persons 18 years and older. This 24-hour program includes: crisis assessment and
stabilization; acute psychiatric and medical screening and assessment; observation and intensive
psycho-pharmacological and psychotherapeutic services. There are four (4) components:

1) psychiatric emergency services (PES); 2) extended observation beds_(EOB); 3) adult mobile
crisis services (MCS); and 4) homeless outreach services (see Criterion 4).

e Psychiatric Emergency Services (PES) and Extended Observation Beds (EOB)- includes
two (2) observation beds (used for consumers who may need additional time to stabilize
before discharge to the community) and two (2) restraining beds (reserved for persons
who present a danger to self or others). These individuals are usually escorted by police
and admitted involuntarily. Restrained consumers require one-on-one observation and
monitoring and in some instances, require staff to handle their violent or combative
behavior. As of June 30, 2011, there were 2,946 individuals who received psychiatric
emergency services.

e Adult Mobile Crisis Services (MCS)- is staffed by a multidisciplinary team and offers
crisis intervention and medical support to adults who are mentally ill in their homes,
community facilities, and in the street . The daily hours of operation are 9:00 a.m. - 1:00
a.m. MCS works closely with the police. The primary activities include: 1) respond to
adults throughout the District who are experiencing a psychiatric crisis and are unable or
unwilling to travel to receive mental health services; 2) spend as much time as needed
with consumers to ensure crisis stabilization, make an appropriate disposition, and
provide necessary follow-up services; 3) be available to address the concerns of the
individual in crisis, family members, concerned citizens, mental health providers, and
other referring agencies; and 4) offer a range of services including but not limited to on-
site crisis intervention and stabilization, assessment for voluntary and involuntary
hospitalization, and linkage to other services such as ongoing mental health care, crisis
beds, substance abuse detoxification and treatment, and medical care. As of June 30,
2011, there were 1,585 service responses, of which 1,450 were face-to-face.

In addition to the Same Day Urgent Care Clinic, CPEP adult MCS, the DMH CYSD contracts
for child and youth mobile crisis services. DMH also contracts with Children’s National
Medical Center for child emergency services.

Other Activities Leading to Reduction of Hospitalization: The DMH has a number of
programs and initiatives in place that lead to a reduction in hospitalization.
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Crisis Stabilization- Each Core Service Agency (CSA) must have an on-call system for crises
and provide a crisis plan for each consumer in their Individual Recovery Plan (IRP). The Access
HelpLine also receives referrals for crisis services.

Crisis Beds- The DMH currently funds two (2) providers for a total of 15 crisis beds. These
include eight (8) at Jordan House and seven (7) at Crossing Place. At the end of June 2011, total
utilization rate was 88.21%.

Local Hospitals for Acute Care- DMH continues to use local hospitals to provide acute care for
involuntary patients, as well as voluntary admissions.

Peer Transition Specialists- During FY 2010, the Office of Consumer and Family Affairs, Saint
Elizabeths Hospital, and the Integrated Care Division collaborated on the implementation of this
initiative aimed at helping consumers leave the Hospital. The role of the Peer Transition
Specialists (PTS) is to assist individuals in the care of the Hospital, who have been determined
ready for discharge, make a smooth transition to community living. In FY 2010, ten (10) PTS
were hired and trained and 8 were working in FY 2011. The PTS are able to draw upon lived
experiences as well as their training to provide encouragement and support to those who are
returning to the community. This initiative is supported with Olmstead funding.

Assertive Community Treatment (ACT)- This evidence-based practice provides intensive,
integrated, rehabilitative, community-based services for adults with SMI. ACT consumers
typically have experienced multiple psychiatric crises, housing and employment instability, and
have been unable to maintain linkages to traditional clinic-based mental health services. ACT
services are provided to consumers in accordance with an IRP developed in collaboration with
the consumer, ACT team, and other involved service providers, family members or community
support systems. As of June 30, 2011, there were 13 provider ACT teams serving
1,091 consumers.

DMH conducts its own fidelity assessments on an annual basis utilizing the Dartmouth Assertive
Community Treatment Scale (DACTS); results are tabulated and provided to ACT providers.
Each team must provide an improvement plan for low Fidelity scores and any system related
issues identified through the Fidelity process will be addressed in an overall ACT work plan and
carried out through the course of the fiscal year.

Integrated Care Division (ICD)- is dedicated to reducing the inpatient census/reducing
admissions at Saint Elizabeths Hospital (SEH) by identifying consumers who need a
comprehensive array of services that include mental health, non-mental health, and informal
supports to integrate to their fullest ability in their communities and families. ICD coordinates,
manages, and evaluates the care for these consumers to improve their quality of life and tenure in
a community setting. The target population includes: 1) consumers who are discharge ready but
who are reluctant to leave and/or have complex needs; 2) consumers who are discharge ready
and have been at SEH for 6 months or more; and 3) consumers who have been admitted to an
inpatient setting three (3) or more times in the 12-month period immediately prior to the current
hospitalization. The overall goal is to reduce the census at SEH by avoiding admissions through
more intensive community supports and facilitating discharge for the targeted populations. The
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ICD is actively involved in the assessment of SEH consumers who should be referred to
community-based ACT teams.

The ICD also oversees the Integrated Community Care Project (ICCP), operated under contract
by New Directions at Washington Hospital Center. Intensive discharge planning and
coordination is required to develop the most person-centered, comprehensive plan for successful
community living. This planning takes 1-4 months including the consumer and the consumer’s
family/guardian, SEH staff, New Directions, and any community vendors who will also deliver
services, with support from the ICD.

Federal and District Performance Indicators- Complying with federal and the Dixon Exit Criteria
challenged DMH to establish baseline measures to effect adult and child System of Care
improvements to meet the following performance targets: 1) decrease the number of
children/youth and adults re-admitted to inpatient care within 30 days of discharge; 2) decrease
the number of children/youth and adults re-admitted to inpatient care within 180 days of
discharge; and 3) eighty (80%) of children/youth and adults discharged from inpatient care must
be seen within seven (7) days in non-emergency outpatient setting.

Community Support vs. Case Management Services: Under the MHRS program DMH and its
providers bill for Community Support and not Case Management. DMH strives to create an
effective, welcoming, community support system that is based on the consumer’s strengths and
choices, promotes recovery through the attainment of individualized goals to help the consumer
develop the skills to live the best possible quality of life, and provides aggressive outreach to
maintain consumers in the community. The DMH provides community support to consumers in
a number of ways by both DMH practitioners and private providers and is based on the
individual consumer's (child/youth or adult) treatment needs as determined through the
individualized recovery planning process where attainable and mutually agreeable goals and
objectives are developed. Each consumer is assigned a clinical manager and qualified
practitioner to coordinate consumer care, often across multiple provider agencies and to provide
rehabilitation services, treatment and supports. The consumer’s clinical manager is responsible
for assessing with the consumer each of the consumer’s major life domains and the areas of need
that will be addressed.

Goal 1.2: Prevent or reduce consequences of underage drinking and adult problem drinking.

Four (4) DMH certified MHRS providers (2 child and youth serving CSAs and 2 adult CSAs) are
also Addiction Prevention Recovery Administration (APRA) certified Substance Abuse
Treatment Programs and Facilities.

Goal 1.3: Prevent suicides and attempted suicides among populations at high risk, especially
military families, LGBTQ youth, and American Indians and Alaska Natives.

During FY 2011, a course was offered through the DMH Training Institute by The Trevor
Project on “Reducing Suicide among LGBTQ Youth: Research, Public Policy and Educational
Programming. There were 23 attendees. Also, the Sexual Minority Youth Assistance League
(SMYAL) has received a mini-grant under the DMH SAMHSA State/Tribal Youth Suicide
Prevention Grant.
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The District’s Behavioral Health Assessment and Plan describes suicide prevention initiatives

in section J. This description includes the: 1) 2009 Suicide Prevention Plan (Attachment J-1); 2)
SAMHSA State/Tribal Youth Suicide Prevention Grant awarded in FY 2010 (Capital CARES);
3) DMH Access HelpLine Suicide Lifeline Network; and 4) collaboration with the Washington
Metropolitan Transit Authority (WMATA) to address suicide prevention within the public
transportation system.

Goal 1.4: Reduce prescription drug misuse and abuse.

Saint Elizabeths Hospital monitors the use of benzodiazepine prescription use for more than 90
days.

SAMHSA Strategic Initiative #2: Trauma and Justice

Goal 2.1: Develop a comprehensive public health approach to trauma

During FY 2011, five (5) courses were offered through the DMH Training Institute on trauma
related issues. They included: 1) creating cultures of trauma informed care; 2) trauma recovery
and empowerment profile (TREP); 3) working with adult survivors of trauma; 4) staff support
training in trauma informed care; and 5) updates on diagnosis and treatment of psychological
trauma. The attendance across the 5 courses ranged from 21-50, for an average of 34 attendees.

Goal 2.2: Make screening for trauma and early intervention and treatment common practice.

In April 2007, Saint Elizabeths Hospital (SEH) launched a Trauma-Informed Care (TIC)
Training Initiative with support from Joan Gillece, Ph.D., National Technical Assistance Center
National Association of State Mental Health Program Directors (NASMHPD). This initiative
involved five (5) mandatory all staff trainings. The events through FY 2011 include the
following:

1) TIC training for all clinical staff as part of new employee orientation, required annually for all
clinical staff, and added as part of non-clinical staff employee orientation; 2) all nursing shifts
trained, Comfort Plan introduced, sensory items provided and consultations with staff and
patients provided; 3) Comfort Plan becomes an official Hospital chart document and is
completed and updated as needed by nursing staff; 4) all Hospital units have private rooms for
patients and a Comfort Room; and 5) NASMHPD conducted training on Trauma, Addiction,
Mental Health and Recovery (TAMAR); a 15-session, manualized, supportive and
psychoeducational group therapy for trauma survivors focused on affect modulation.

Goal 2.3: Reduce the impact of trauma and violence on children, youth, and families.

Trauma-Focused Cognitive Behavioral (TF-CBT): This psychotherapeutic intervention is
designed to help children, youth, and their parents overcome the negative effects of traumatic
life events such as child sexual or physical abuse; traumatic loss of a loved one; domestic,
school, or community violence; or exposure to disasters, terrorist attacks, or war trauma. The
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program can be provided to children 3 to 18 and their parents by trained mental health
professionals in individual, family, and group sessions in outpatient settings.

The DMH Child and Youth Services Division (CYSD) launched a TF-CBT initiative in FY 2009
by training 10 providers in this evidence-based model. Many of the providers lost the capacity
due to staff turnover. Currently, three (3) core service agencies (CSAs) provide TF-CBT
(Community Connections, Latin American Youth Center, and Family Matters). In FY 2011, a
new Trauma Learning Collaborative (TLC) project called TLC DC II began for the child and
youth Choice Providers. The training timeline includes the: 1) pre-work phase (July-December
2011); 2) learning sessions and action periods (January-September 2012); and 3) evaluation
(October-December 2012).

Homicide Survivor Response Project: Mobile Crisis Services (MCS) is partnering with the
Executive Office of the Mayor (EOM) Office of Victim Services and the Metropolitan Police
Department (MPD) to provide 24-hour response to homicide survivors following homicides in
the District. MCS provides homicide survivors with initial non-medical stabilization and mental
health assistance, including linkage to ongoing grief and loss counseling and/or other mental
health care. If a homicide survivor is experiencing a psychiatric crisis, MCS can assess the
individual and link them to the appropriate level of psychiatric care. MCS is able to provide
follow-up services including: completing linkages to ongoing grief and loss and/or other mental
health care (when appropriate), providing transportation to initial appointments, accompanying
family members to the medical examiner’s office (when asked), and attending vigils and funerals
(when asked).

Goal 2.5: Reduce the impact of disasters on the behavioral health of individuals, families, and
communities.

Disaster Mental Health: While DMH responded to local emergencies, disasters or participated
in full scale exercises, it did not establish a Director for Disaster Mental Health until 2007. This
role ensures DMH’s capacity to support 10 of the 16 Emergency Support Functions (ESF)
identified in the District of Columbia Response Plan (DRP) and National Response Framework
(NPF) in the event of a public emergency or disaster in the District. In addition, the Director
oversees DMH safety and continuity of operations.

District agency partners include the Homeland Security and Emergency Management Agency
(HSEMA), Department of Health’s Health Emergency Preparedness Response Agency
(HEPRA), and the Department of Human Services (DHS). In FY 2011 a new partnership was
formed with the D.C. State Mental Health Planning Council. This partnership began with the
kick-off session that launched the D.C. Mental Health First Aid Program and will continue with
funding in FY 2012.

The primary activities include: 1) provide Disaster training for DMH’s Emergency Response
Teams, and volunteers; 2) develop a Training Plan for DMH Disaster Response and update
DMH’s All Hazards Response Plan and Continuity Plan; 3) build capacity for a Mental Health
response within the FEMA Region III states; and 4) fund Disaster Mental Health training
opportunities. Also, a Disaster Mental Health training series was launched in FY 2010 and
continued in FY 2011that included: Advanced Psychological First Aid (PFA) with Special
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Populations; Substance Abuse and Suicide Prevention; Intervention and Postvention in Disasters;
Stress Management and Self Care; Critical Incident Stress Management (CISM) and Nature and
Recognition of Post Traumatic Syndromes; Disaster Mental Health Screening and Assessment;
and Core Principles of Crisis Counseling Program.

SAMHSA Strategic Initiative #3: Military Families

Goal 3.3: Promote the behavioral health of military families with programs and evidence-
based practices that support their resilience and emotional health and prevent suicide.

Housing and Urban Development (HUD) and Department of Veterans Affairs Supportive
Housing (VASH) Program: In 2008, HUD-VASH began a cooperative partnership that provides
long-term case management, supportive services and permanent housing to vulnerable veterans
who are homeless. The District’s effort is led by Department of Human Services (DHS). The
2011 Point in Time Survey identified 515 veterans living in the District. Of that number, 42%
report experiencing a mental health issue, 1 in 3 report living with a physical health disability,
and 2 in 5 report living with a chronic health condition. In 2010, 105 of the most vulnerable,
veterans who were chronically homeless living with serious medical conditions were housed.
The VASH-Plus approach customized the process to reduce the wait times for being housed,
bringing it in line with the housing first model. Currently, there are approximately 150 units of
transitional housing and more than 200 units of permanent supportive housing (PSH) for
veterans who are formerly homeless.

The DMH Homeless Outreach Program (HOP) has partnered with DHS to identify eligible
veterans who are homeless for the VASH voucher program. DHS received these vouchers
through an agreement with the Veterans Administration. HOP’s role is to provide outreach,
engagement, and referral services.

Veterans Family Reunification Project: This project was implemented by Positive Kinship
Bonding (PKB), supported by FY 2010 Mental Health Block Grant funds and implemented in
FY 2011. The purpose of the project is to enhance the family reunification process for formerly
homeless veterans enrolled at the Southeast Veterans Service Center (SEVSC) through
counseling and referral services.

The target population includes both male and female veterans enrolled at the SEVSC and
Chesapeake Veterans House. The participants range in age from 25-50.

PKB provides 1:1 counseling, group counseling/therapy and information/educational sessions to
discuss various issues facing veterans during the reunification process. Planning meetings are
held with veterans to discuss ways to engage family members and friends toward building a
strong social network that would provide ongoing support. Events are also planned to bring the
veterans together with each other and their significant others. These events include a “dinner for
two”, sporting events, local recreational activities, movie night and health and fitness activities.
The case management staff at SEVSC (where appropriate) will be invited to attend and
participate. All events are processed during group therapy/counseling sessions held weekly by
the PKB licensed professional staff.
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Block Grant Program AIM: To ensure access to a comprehensive system of care, including
education, employment, housing, case management, rehabilitation, dental services, and
health services., as well as behavioral health services and supports.

SAMHSA Strategic Initiative #4: Recovery Support

Goal 4.1: (Health) Promote health and recovery-oriented service systems for individuals with
or in recovery from mental and substance use disorders.

Medical and Dental Services: These services are provided through the DMH provider network,
the DMH Mental Health Services Division, Saint Elizabeths Hospital , and the District’s
community health system. Also, see Strategic Initiative #5 Health Reform, Goal 5.5 that
provides information about the integration of primary and behavioral health care.

Goal 4.2: (Home) Ensure that permanent housing and supportive services are available for
individuals with or in recovery from mental and substance use disorders.

DMH Housing Division: This Division oversees a range of programs and services to help
people with mental illness either obtain affordable housing and/or avoid losing their home. These
programs include: 1) development of affordable housing units; 2) supported independent living;
3) transitional living; and 4) community residence facilities. In FY 2011, over 3,700 DMH
consumers receive subsidized supported housing through either federal vouchers or District-
funded programs.

D.C. FUSE Project: This District initiative offers permanent supportive housing to the most
frequent users of jail and shelter systems to keep these men and women off the streets and
prevent future criminal justice involvement.

Goal 4.3: (Purpose) Increase gainful employment and educational opportunities for
individuals with or in recovery from mental and substance use disorders.

General Educational Services: The educational services for children and youth coordinated
through the Office of the State Superintendent of Education, the D.C. Public Schools and the
Public Charter Schools. These services for adults are available in the Washington, D.C.
community to address individual needs and various disabilities. There is a full range of
educational opportunities, from basic literacy through the general equivalency degree (GED) and
college. Recently, the University of the District of Columbia has opened a community college,
which provides more educational opportunities for District residents.

DMH Training Institute: Provides education and training services on a variety of issues related
to the adult and child systems of care. It also offers recurring introductory and overview
trainings for, consumers, providers , and DMH staff. These trainings occur on a quarterly to bi-
annual basis. The Training Institute is described in Criterion 5. The table below highlights the
Consumer Recovery course offerings.
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DMH Training Institute Consumer Recovery Courses

Course Times Number of Average
Offered | Attendees Number of
Attendees
History of the Consumer Movement, 1 14 14

Peer Recovery Concepts and Peer
Specialist Concepts

Self-Advocacy 101 3 28 9.3
Negotiation Skills for Consumers

3 46 15.3

Introduction to Self Determination
1 8 8

Whole Health Training for Peer
Specialist 2 53 26.5
Introduction to Intentional Peer Support

2 19 9.5
How to Get and Keep a Job through a No record (2 courses)
Program called Supported Employment

4 13 (2 courses only) 11.5

Supported Employment for Mental
Health Providers 3 31 10.3
Self Employment 1 22 22

Introduction to Supported Employment

1 7 7

Youth Vocational Rehabilitation: The Department on Disability Services, Rehabilitation
Services Administration (DDS/RSA) works closely with the school system to identify youth,
some of whom are referred to the DMH Supported Employment provider network.

DMH Supported Employment Program: DMH continues to contract with six (6) core service
agencies (CSAs) to provide specialized supported employment services. As of July 2011, the
number of consumers who received a supported employment service was 650.

Goal 4.4: (Community) Promote peer support and the social inclusion of individuals with or in
recovery from mental and substance use disorders in the community.

As part of its advocacy role on behalf of consumers and families, the Office of Consumer and
Family Affairs (OCFA) has continued to: 1) support consumer-run organizations, 2) consumer
employment opportunities, 3) the certified peer specialist certification program,

4) the annual Olmstead Conference; and 5) family and consumer education. Peer specialist
programs are further discussed in sections D and L of this Application.
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SAMHSA Strategic Initiative #5: Health Reform

Goal 5.1: Ensure that behavioral health is included in all aspects of health reform
implementation.

Health Reform Implementation Committee (HRIC): The HRIC was established to ensure the
smooth implementation of health reform in the District. The planning efforts related to
implementation of the Affordable Care Act will be coordinated and planned through the HRIC
and its subcommittees. The HRIC is further discussed in Section N of this Application.

Health Home Planning Initiative: This initiative began in FY 2011 and is a partnership
between the Department of Health Care Finance (DHCF), the Department of Health (DOH), and
the Department of Mental Health (DMH). The objective is to obtain a planning grant from the
Centers for Medicare and Medicaid Services (CMS) to determine the feasibility of implementing
a health home in the District. The HRIC and this planning initiative is further discussed in
Section N of this Application.

Goal 5.5: Foster the integration of primary and behavioral health care.

Office _of Accountability Quality Improvement Initiatives: The DMH Office of
Accountability (OA) is implementing two (2) initiatives related to the integration of primary and
behavioral health care:

e« Co-morbidity Reviews- The purpose is to ensure that medical/physical as well as,
psychiatric patient care needs are fully integrated and documented in the record of Saint
Elizabeths Hospital patients.

e Quality Improvement Initiative — Medical Co-Morbidity- The purpose is to increase the
number of community consumers linked to primary care providers.

Chronic Care Initiative in Mental Health: The D.C. Chronic Care Initiative (CCI) primary
goal is to improve the health status of adults with SMI in the District who have chronic disease
or who are at high risk for developing chronic illness due to modifiable risk factors. This project
is discussed in more detail in the step 1 of the Plan.

Integration_of Mental Health Services into Primary Care Settings: DMH worked with
Georgetown University Department of Psychiatry and the District of Columbia Primary Care
Association (DCPCA) to identify different strategies to link primary and behavioral health care.
This project is discussed in more detail in the step 1 of the Plan.

Mental Health Block Funded Health Related Projects: FY 2010 and FY 2011 funded projects
that address mental health and primary health issues include: 1) a health promotion campaign
specifically for homeless men and women, 2) mental health services for low income seniors to
improve their mental and physical health; 3) trainings on HIV/AIDS/STI and pregnancy
prevention for transition age youth and the professionals who work with them; 4) support
services for children/youth with SED and co-morbid health issues; 5) combining resiliency
principles with culinary arts and dance to promote wellness for youth; and 6) support services
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including nutrition and fitness for families with children diagnosed with ADHD who are also
obese or at-risk of becoming obese.

Strategic Initiative #6: Health Information Technology

Goal 6.1: Develop the infrastructure for interoperable EHRs, including privacy,
confidentiality, and data standards.

The District’s strategy for interoperable EHR, including health information exchange and health
insurance exchange will be developed under the auspices of the HRIC, which is further described
in Section N of this Application. The DMH plans for a new practice management system, which
would include an EHR, are described in Section E of this Application.

Goal 6.2: Provide incentives and create tools to facilitate the adoption of HIT and EHRs with
behavioral health functionality in general and specialty health care settings.

In 2007, the District of Columbia Regional Health Information Organization (DC RHIO)
initiative was launched to create a regional health information exchange (HIE) framework,
infrastructure, and system. The core objective of the initiative was to enable multiple hospitals,
clinics, and other health care institutions to rapidly and securely access medical history
information about patients, so as to yield improvements in the health of the population, enhance
the patient experience of care (including quality, access, and reliability); and reduce, or at least
control, the per capita cost of care. The DC RHIO was funded via a 3-year grant award from the
District and managed by the District of Columbia Primary Care Association (DCPCA).

The Center for Health Information and Decision Systems (CHIDS) at the Robert H. Smith
School of Business, University of Maryland College Park developed a multi-dimensional
assessment model for the DC RHIO, evaluated its performance along multiple areas and offered
a set of recommendations to guide DC RHIOs future evolution. The research and associated
recommendations are based on the information and documents provided by key stakeholders of
the DC RHIO, an environmental scan of HIE efforts across the nation, best practices published in
the literature, and benchmarking with three (3) leading HIE efforts. These activities are described
in the September 2010 report, “The District of Columbia Regional Health Information
Organization (DC RHIO) Current Progress and the Road Ahead.”

The District’s work on HIT and EHR, will be coordinated through the HRIC as further discussed
in section N of this Application. DMH’s plans for a practice management system that would
include an EHR are described in Section E of this Application. There is legislation pending
before the District Council that would amend the District’s Mental Health Information Act to
facilitate sharing of mental health information with primary and specialty health providers. Once
enacted, this will remove a barrier to full participation in the RHIO and other health information
exchanges as well as facilitate integration of primary and behavioral healthcare.
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Block Grant AIM: To increase accountability for behavioral health services through
uniform reporting on access, quality, and outcomes of services.

SAMHSA Strategic Initiative #7: Data, Outcomes, and Quality

Goal 7.1: Implement an integrated approach for SAMHSA’s collection, analysis, and use of
data.

During FY 2011, DMH continued to engage in data development, integration and tracking
activities. One example is the development of the Child and Youth Dashboard. This initiative
grew out of the DMH Child and Youth Services Division (CYSD) need to engage in better
monitoring of access to services, as well as better monitoring of service delivery.

Also, during FY 2011, the District’s Medicaid, health and mental health agencies began a Health
Home Planning Initiative. The data development issues involved: 1) identifying the mental
health consumers who were frequent users of primary health services (inpatient care facilities
except Saint Elizabeths Hospital); 2) their service utilization patterns regarding health problems
and medications; 3) service utilization regarding mental health problems including whether they
were connected to the DMH Integrated Care Division; and 4) costs associated with mental health
and primary health. This is further described in Section N of this Application.

The description of projects that follows is related to SAMHSA collection, analysis and use of
data.

Data Infrastructure Grant (DIG): The DIG helps DMH develop the infrastructure needed to
support uniform data reporting along other State Mental Health Agencies (SMHAs) and across
local agencies for quality improvement. The primary DIG goals are to: 1) ensure data integrity
and create an information system storage and retrieval capacity; 2) develop infrastructure to
support quantitative planning and service quality improvement; 3) develop a management
information system that is compliant with the SAMHSA National Outcome Measures (NOMs)
and Uniform Reporting System (URS) requirements; 4) administer an annual Mental Health
Statistics Improvement Program (MHSIP) Consumer Perception of Care Survey. This survey is
conducted with both adults served by the District’s mental health system and parents and
guardians of children and adolescents who receive services. Two of the NOMs are derived from
the MHSIP, the assessment of Functioning and Social Connectedness.

DMH has made significant progress in increasing the capacity to collect data that has not been
collected in the past from independent mental health programs that are not linked to the main
information system claims database. Enhancements have been made to capture supported
employment, supported housing, employment status, living arrangement, medication status, and
evidenced-based practices.

Details about the Mental Health Statistics Improvement (MHSIP) surveys and the CSR surveys
are included in Section F of this Application.
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Goal 7.2: Create common standards for quality of care, outcomes measurement, and data
collection to better meet stakeholder needs.

Community Services Review (CSR): DMH established a Community Services Review Unit
within the Organizational Development Division, Office Programs and Policy in FY 2009. This
Unit performs a major role in the formal Dixon CSR reviews by providing logistical support for
DMH reviewers and helping to provide reviewer training. It has also provided focused reviews
and created targeted technical assistance interventions to assist the provider network with clinical
practice issues. Details about the FY 2011 reviews are included in Section F of this Application.

Provider Scorecard: In FY 2010, the Office of Accountability (OA) implemented the Provider
Scorecard that was piloted in FY 2009. Further details about the Provider Scorecard are found in
Section F of this Application.

Applied Research and Evaluation (ARE) Unit: The DMH ARE Unit within Organizational
Development has been providing data since October 2009. This Unit implements both
measurement and capacity-building activities that enhance the use and application of data to
improve system functioning and quality of care. Further details about ARE and its activities are
included in Section F of this Application.

Saint Elizabeths Hospital Data Analysis and Reporting: Provides ongoing quantitative data to
the hospital, DMH, and other stakeholders in order to enhance the quality of clinical practice and
performance. Further details about the Saint Elizabeths Hospital data reporting activities is
included in Section F of this Application.

Strategic Initiative #8: Public Awareness and Support

Goal 8.1: Increase public understanding of mental and substance use disorders and how to
access treatment and recovery supports for behavioral health conditions.

D.C. Mental Health First Aid Program: During FY 2011, the D.C. State Mental Health
Planning Council (D.C. SMHPC) used Mental Health First Aid, a public education program that
introduces participants to risk factors and warning signs of mental health problems, their impact,
and common treatments; to launch the Judge Aubrey E. Robinson, Jr. Memorial Mental Health
Lecture Series. The D.C. SMHPC developed the District of Columbia Mental Health First Aid (D.C.
MHFA) Program and partnered with the Department of Mental Health (DMH) on its
implementation. The components of the program include: 1) a 4-hour Kick-Off to introduce the
concept to up to 100 participants (May 2011); 2) four (4) community orientation sessions
throughout the District for up to 50 participants each (June-August 2011); and 3) a 12-hour
Certificate Course for up to 30 participants (September 2011). DMH will add a second 12-hour
Certificate Course also in September. The National Council for Community Behavioral
Healthcare conducts all program components.

The D.C. MHFA Program has been extremely well received. The participants have included:
mental health consumers, family members, advocates, faith-based organizations, mental health
providers, substance use disorder providers, hospital and other health providers, District agencies
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(mental health, human services, aging, child welfare, developmental disabilities, human
resources, schools, police, libraries, students, academia, businesses, emergency management,
etc.). The District Department of Human Services and the D.C. Public Libraries requested to host
target audience sessions.

Department of Human Services (DHS): The DHS/Division of Program Development and
Training/Income Maintenance Administration is hosting a Conference for grantees and vendors
who serve the Temporary Assistance for Needy Families (TANF) population. This capacity
building conference brings the providers together to network, discuss best practices, and expose
them to information about services and needs among the target population. The grant programs
represented are teen pregnancy prevention, family mentoring home visits for sanctioned
customers, employment training, summer health and wellness for youth, and employment
programs for job search and development. The D.C. Mental Health First Aid Program will
conduct a presentation at this Conference on August 5, 2011.

D.C. Public Libraries: The D.C. Mental Health First Aid Program will conduct a presentation for
library services employees at all levels. Most of the District libraries serve many diverse
customers because they are a public facility. Individuals who are homeless and/or who have
mental health issues constitute a large portion of the library customers. The District Public
Libraries want to be able to understand how to interact with these customers, maintain a safe
workplace, and provide them with available resources. This presentation will be conducted on
August 11, 2011.

D.C. Mental Health First Aid Expansion Program: The D.C. Mental Health First Aid
Expansion Program will receive Homeland Security funding in FY 2012. It will include twelve
(12), 12-hour courses and one (1) Instructor’s Course.

Criterion 2: Mental Health System Data Epidemiology

DMH has reported in the Block Grant the estimates of the need for mental health services based
on the original 1999 and 2003 edition of the Study of Mental Health Need and Services in the
District of Columbia, conducted by the University of Texas. These estimates are based on the
National Co-morbidity Survey (NCS) and related surveys and are projected to the District based
on data from the U. S. Census. This data is presented under Planning Step 2 in the Application to
reference the historical estimation of prevalence.

The study Behavioral Health in the District of Columbia: Assessing Need and Evaluating the
Public System of Care (RAND 2010) also provides prevalence estimates of mental health. The
data sources included national survey data (BRFSS, NSDUH, NSCH, and YRBS), administrative
data, claims data, and data from focus groups and stakeholder interviews. The findings are also
presented under Planning Step 2 in the Application.

Criterion 3: Children’s Services

Children’s System of Care Plan: During FY 2011, the DMH Child and Youth Services
Division (CYSD) continued its efforts to develop and finalize a 3-5 year plan for children’s
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mental health services in the District. The broad goal of the planning has been to look not only at
traditional mental health service interventions but also at the public health aspects of early
detection, health promotion, and prevention. Some of the specific objectives include: 1) reduce
the number of youth in out-of-home residential settings and re-invest saved dollars to expand
intensive outpatient services; 2) increase services to the 0-5 age group; 3) improve the level of
family involvement at all levels of the system; and 4) implement a wider array of evidence-based
practices (EBPs). The final draft of this 3-5 year plan has been circulated for comment to
stakeholders within the District’s child and youth system. The intent is to finalize the plan upon
receipt, review, and revision of the feedback provided.

Early Childhood Prevention and Intervention Projects: These projects are presented below.

Early Childhood Mental Health Consultation Project (Healthy Futures)- This project involves
child and family-centered, and program consultation for children age 0-5. It is currently serving
24 child development centers throughout the District. One (1) early childhood mental health
specialist is placed in each center one (1) day per week to help identify children who need mental
health interventions. As of June 30, 2011, the project had achieved the following: 1) 359 Early
Childhood Teacher/Staff Consultations ; 2) 71 Early Childhood Parent Consultations ; and 3) 34
Early Childhood Presentations/Trainings. The program outcomes from the inception of this
project (May 2010) have been positive. Georgetown University is providing project evaluation
services.

Parent Infant Early Childhood Enhancement (P.I.LE.C.E.)- This program targets children ages 6
and under with significant emotional/behavioral concerns who are often disruptive in pre-
school, early school or home settings. It provides comprehensive assessments, relies heavily on
parental involvement, . and normally lasts 12-16 weeks for a given child/family. The staff have
been trained on two (2) evidence-based practices: Incredible Years and Parent Child Interaction
Therapy (PCIT). Social marketing for the program has begun for pre-schools, child care centers,
physicians, etc.

Primary Project- This program is targeted to students with mild school adjustment problems and
operates in 13 schools. Utilizing a standardized screening assessment, identified students are
then connected with trained Child Associates, who work in child led play interventions for 30
minutes per week over 12-15 weeks. The findings for first and second years show significant
improvement as measured by the Teacher Child Rating Scale or TCRS (Pre to Post) on all four
(4) domains including: Task Orientation, Behavior Control, Assertiveness, and Peer Sociability.
The program had to be reduced in scope in School Year 2010/2011 due to funding issues. DMH
has continued to fund the overall supervision of the program and expects to restore funding in
School Year 2011/2012.

Services provided by local school systems under the Individuals with Disabilities Education Act
(IDEA): The former D.C. Community Services Agency (DC CSA) operated two (2)
psychoeducational programs with support from the D.C. Public Schools. They included: 1) the
Therapeutic Nursery served children ages 3-5, and 2) the Psychoeducation Program served
children ages 6-12. These programs were transferred to the Child and Youth Services Division
in FY 2010; however they ended by June 2010.
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School Mental Health Program (SMHP): The SMHP began with a SAMHSA Safe Schools
Healthy Students Grant that provided school mental health services to 17 Public Charter Schools.
In 2002 when the federal funding ended, DMH funded 10 of the Charter schools and expanded
into 16 D.C. Public Schools (DCPS/Spingarn Cluster) with appropriated local dollars. The
SMHP continued to expand and during School Year 2010-2011 it operated in 59 schools (50
DCPS and 9 Public Charter).

It operates a 2-tiered staffing model for the 59 schools. The SMHP provides full-time clinician
services in the 45 Tier 1 schools and part-time services in the 14 Tier 2 schools. Of the 59
schools, 50 are in D.C. Public Schools (DCPS) and 9 in Public Charter Schools. Decisions about
which schools participate in the SMHP program have been made jointly by DMH and staff
within the Chancellor’s office for the DCPS. These decisions are based largely on school
readiness and the availability of other resources (e.g., school counselors and social workers).

The SMHP continues its model of providing not only direct treatment but also intervening via
consultations with teachers, parents and others. It also provides general information/presentations
to staff that are more focused on primary prevention. For School Year 2010/2011, the total
number of referrals seen fell somewhat (6%) but there was a significant jump in some key
service areas (e.g., family therapy up 24% and home visits up 79%. There was also a sharp 50%
drop in the number of students referred for outside services. This is likely reflective of the
degree of professional skill that SMHP staff are providing in a wide array of interventions. Also,
being able to bill directly also provides an incentive.

The SMHP began using the Ohio Scales in School Year 2007/2008 to measure changes in
problem severity as viewed by the student, the parents and by staff. The data over the past 3
years have consistently shown a significant reduction of behavioral and emotional symptoms
after treatment as perceived by these groups.

Wraparound Initiative: This 1s a family-driven, team-based process for planning and
implementing services and supports. Through the Wraparound process, Child and Family Teams
create plans that are geared toward meeting the unique and holistic needs of children and youth
with complex needs and their families. It is an effort to address the overreliance on the use of
psychiatric residential treatment facilities (PRTFs) and non-public school placements for
treatment and/or education of youth with intense mental, emotional, or behavioral health needs.

This initiative is a collaboration between DMH and District child-serving agencies that began
with the care management contract to DC Choices in June 2008. The purpose of the contract is to
implement community-based alternative services for District youth at risk for or returning from
an out-of-home (PRTF) placement and for youth who have experienced multiple placements
and/or hospitalizations. The D.C. Wraparound program served a total of 228 children/youth for
the period of April 1, 2010 — March 31, 2011. Of this total, 177 were part of the DCPS School
Woraparound project and the remaining 51 were from the Community Wrap program, which is
directly tied to children/youth who can be diverted from PRTFs.

Establishing a Primary Family-Run Organization- DMH has established a partnership
with one (1) Family-Run Organization, Total Family Care Coalition, to ensure that there
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is a family member as co-trainer in trainings delivered within the DMH System of Care. The
Family-Run Organization provides peer-delivered family support to families enrolled in the
Wraparound and Child and Family Team process services. The Family-Run Organization will:
1) develop an orientation manual that clearly defines what family voice and choice really mean,
and how to maximize the benefits of the Wraparound services for their child; 2) play a key role
in the ongoing development of the District Children’s System of Care; 3) expand to support and
train family advocates for families of children with SED; 4) provide advocates who reflect the
cultural and geographic profile of the populations of focus; and 5) serve as a centralized hub for
information and referral assistance to families. During FY 2010, Total Family Care Coalition,
through a contract with the Children and Youth Investment Corporation Trust, provided peer-
delivered family support and 1:1 supervision and coaching for children with SED and their
families. The CYSD will continue to offer peer-delivered family support services through Total
Family Care Coalition for families enrolled in the Wraparound Child and Family Team process
and to support the DMH core service agencies (CSAs) in engaging families.

Residential Treatment Center Reinvestment Program (RTCRP): The RTCRP conducts
clinical monitoring for District children and youth placed in PRTFs, which includes DMH, Child
and Family Services Agency (CFSA) or any other fee-for-service Medicaid placement. For the
past year, DMH has also been monitoring all MCO children and youth after 30 days of
placement. The primary activities include: conducting site visits, participating in treatment team
meetings, facilitating and supporting discharge planning, and monitoring youth for six (6)
months post discharge in the community.

Choice Providers: DMH continues to support the concept of a limited number of Choice
Providers. The basic concept is to have more comprehensive and accessible services. The six
(6) Choice Providers get some additional contracted dollars (ranging from $15,000 - $125,000)
that can be used primarily for non-traditional services that are not otherwise covered by
Medicaid (flex funds). CFSA has continued to provide funding to support the Choice Provider
program in FY 2011.

Child and Youth Mobile Crisis Services: DMH continues to contract with Catholic Charities to
provide Children and Adolescent Mobile Psychiatric Services (ChAMPS) for children and youth
ages 16-21 and their families living in the District including children and youth in foster care
placed in homes in Maryland and Virginia. ChAMPS provides on-site crisis stabilization via
rapid response (within 1 hour of a call), and whatever follow-up visits needed to stabilize the
family situation and/or connect the family to needed support services. The overall goal of the
program is to maintain youth in the community and avert inpatient hospitalization, inappropriate
use of emergency room services, and avoid placement—disruptions. As of June 30, 2011,
ChAMPS received a total of 751 calls, of which 547 were deployable, and a response was made
to 376 calls with an intervention provided.

Juvenile Behavioral Diversion Program (JBDP): The new Juvenile Mental Health Court
began in January 2011. JBDP is a mental health based solution or specialty court that provides
intensive case management to youth in the juvenile justice system with serious mental health
concerns. The juvenile appears before the court for frequent reviews so the court may stay
abreast of the progress. Routine and frequent contact allows the court to address challenges or
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problems as they arise and for community mental health and treatment partners to provide input
on a regular basis. Each juvenile is assigned a probation officer for coordinating case
management, community supervision and monitoring to guide and support the youth through this
process. DMH will provide mental health services.

Criterion 4: Targeted Services to Rural and Homeless Populations and to Older Adults

Rural: The District of Columbia is urban and does not include any rural areas. Therefore, there
are no services targeted to rural populations.

District of Columbia Homeless Services Initiatives: The Department of Human Services
(DHS) is the lead agency responsible for the coordination of homeless services in the District,
and its policy is informed by the Interagency Council on Homelessness. DHS contracts with The
Community Partnership for the Prevention of Homelessness, an independent non-profit
corporation to administer the District’s Continuum of Care services funded through the U.S.
Department of Housing and Urban Development (HUD) on behalf of the city.

Permanent Supportive Housing Plan (Housing First): The District of Columbia embraced the
Permanent Supportive Housing (PSH) initiative to end chronic homelessness, and toward this
end, DHS was charged with implementing a person-centric approach to implement this policy.
Permanent supportive housing is a “housing first” approach and is defined as long-term,
community-based housing that has supportive services for homeless persons with disabilities.
The District’s mental health consumers were also beneficiaries of this PSH initiative.

Housing and Urban Development (HUD) and Department of Veterans Affairs Supportive
Housing (VASH) Program: This initiative is described under SAMHSA Strategic Initiative #3,
Military Families. The District’s Department of Human Services is the lead agency. The DMH
Homeless Outreach Program provides outreach, engagement, and referral services for eligible
veterans who are homeless that participate in this supportive housing initiative.

Homeless Prevention and Rapid Re-Housing Program: DHS and the Department of Housing and
Community Development (DHCD) administer the Homeless Prevention and Rapid Re-Housing
Program (HPRP). DHS contracted with four (4) eligibility providers that screen applications for
this funding in addition to agencies that will provide case management, housing inspection, and
legal assistance. DMH has a Memorandum of Understanding (MOU) with DHS that allows the
DMH Homeless Outreach Program (HOP) to do case finding and screening. The individuals are
then processed through one of the eligibility centers that provide intake and assistance in
obtaining the services for which they qualify. The HPRP funding for DMH/HOP staff is still
available and will likely be exhausted by the end of FY 2011. The DMH/HOP will continue to
respond to DHS for continuing HPRP needs in particular and for homeless service assessments
in general.

DMH Homeless Services: The DMH Homeless Outreach Team works closely with The
Community Partnership for the Prevention of Homelessness (TCP). The data from the TCP
January 2011 Point in Time Survey indicates that:

* 6,546 homeless singles and individuals in families were counted in the District of
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Columbia;

* 2,509 individuals and families were chronically homeless according to the HUD
definition;

* 305 were unsheltered on the night of the survey;

* Virtually the same number of persons are homeless who were homeless during the 2010
Point in Time Survey (6,539); and

* 1,274 were identified as having a serious and persistent mental illness.

Homeless Services Activities Programs and Activities: During FY 2011, DMH Homeless
Services included the following programs: 1) Homeless Outreach Program (HOP), 2) Psychiatric
Residency Program, and 3) Hermano Pedro Drop-In Center.

Homeless Outreach Program-The DMH HOP provides outreach, engagement, linkage,
psychiatric treatment and follow-up services to individuals who are homeless. HOP consumers
live on the streets, in abandoned vehicles and buildings, in temporary residences as well as low-
barrier shelters and transitional programs. Reunification assistance is provided for individuals
stranded in the District who are homeless and mentally ill through a collaborative relationship
between HOP, Greyhound, and Travelers’ Aid.

The HOP data for adults and children engaged for the period October 1, 2010 through June 30,
2011 is presented in the table that follows.

Adults (unduplicated count) 866
Children (unduplicated count) 95
Adults, Children & Families (face-to-face) 2,344

Psychiatry Residency Training- During FY 2011, the Community Psychiatry/Homeless Outreach
Rotation was temporarily suspended, though Psychiatric Residents continued to engage homeless
residents at the Court Urgent Care Clinic and at CPEP. Planning for resuming the Homeless
Outreach Rotation occurred during FY 2011, and fourth year Residents will be placed in
community-based settings (homeless shelters programs, drop-in programs, and street outreach
programs). They will also participate concurrently in an academic course on Homeless Outreach
and Community Psychiatry conducted jointly by Homeless Services and CPEP. Plans for

FY 2012 are slated to have two (2) residents work with homeless consumers once a week for 4
hours; each resident would be at this rotation for 3 months and would serve with either
DMH/HOP or a fixed-based homeless service site identified by HOP.

Hermano Pedro Day Socialization Program -This program provides a drop in center service for
individuals who are homeless to attend during the day when many night shelters are closed. It
was designed to offer hospitality services such as laundry facilities, lockers, showers, clothing,
breakfast, lunch, service referrals and socialization activities. The referrals include: food stamps,
Medicaid, disability benefits, housing referrals, employment and GED, and linking individuals to
mental health, health, and substance abuse services. In addition, the program provides
counseling, transportation assistance, and socialization groups (anger management, addictions),
and social activities (movies, etc.).
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Children, Youth and Families-The DMH HOP has hired staff to work with children/youth and
their families who are homeless. The activities include but are not limited to the following:

« Regular visits to programs for families and children who are homeless;

» Make referrals and connect parents and children who are homeless to other DMH programs
and services, including as appropriate school mental health, Multi-Systemic Therapy
(MST), Community-Based Intervention (CBI), etc.;

« Provide training as necessary to family providers and the D.C. Metropolitan Police
Department (in collaboration with the DMH Training Institute and The Community
Partnership for the Prevention of Homelessness as appropriate);

» Arrange emergency or crisis services as needed,;

« Assist with housing resources as appropriate;

» Develop Family Emergency Rounds case coordination activity to meet monthly with all
providers of family services working with families who are at risk of losing their children,
their housing or in psychiatric or substance abuse crisis;

« Regular participation in monthly meetings (Family Focus Group, DMH Children’s
Provider meeting); and

« Coordinate care with School Mental Health Program staff, Access HelpLine, Mental Health
Rehabilitation Services (MHRS) providers, Children’s National Medical Center, etc.

The anticipated result of this work is that DMH will engage 100 or more children/youth who are
homeless each year, which is consistent with target for Dixon Exit Criterion #16 — Engagement
of Homeless Children and Youth. The Dixon Court Monitor approved this Exit Criterion in the
January 2010 Report to the Court; it is now in inactive monitoring status.
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Criterion 5: Management Systems

Financial Resources: The District of Columbia’s approved fiscal year 2012 Program budget for
the Department of Mental Health is $176,110 million dollars. The breakdown of the FY2012
Budget by program category for DMH is as follows:

Mental Health Authority $21,634 (12%)
Mental Health Financing/Fee for Services $16,554 (9%)
Mental Health Services & Supports $57,182 (33%)

Saint Elizabeth’s Hospital $80,740 (46%)

Total Fiscal Year 2012 DMH Program Budget $176,110

(Dollars in millions)

DMH FY 2012 Budget Allocation $176,110 Million

1%
5% 5%

® |ocal
B Federal Grants

Intra-District
89% m Other

Revenue to support the budget comes from four major revenue sources. DMH’s Local funds are
the largest funding source, and accounts for $156,089 million or 89% of the FY2012 Budget.
DMH’s fiscal year 2012 budget also has $9,129 or 5% in Intra-Districts. The Federal funds

cover $1,890 or 1% of the budget and Special Purpose Revenue funds/other total $9,002 or 5%
of the FY 2012 budget.
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Budget Comparison
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Information Technology Resources: DMH continues to invest in systems that facilitate its role

as manager of the public mental health service delivery network, which includes being both a
provider and purchaser of services. The DMH Information Technology (IT) includes community
systems and inpatient systems. A description of information technology resources is presented in
Sections E (Data Information Technology) and M (Use of Technology) of this Application.

Staffing Resources: The total number of DMH staff as of June 30, 2011 is 1,122. This includes:

1) Mental Health Authority = 379, and 2) Saint Elizabeth’s Hospital = 743.

Filling Vacancies in FY 2011: Critical vacancies/positions filled in FY 2011 (October 1, 2010

through June 30, 2011) include the following:

Psychiatric Nurse (21)
Supervisory Psychiatric Nurse (4)

Creative Arts Therapist (2)

Behavioral Support Technician (1)

Director of Facilities and Security (1)
Supervisory Quality Improvement Coordinator (1)
Quality Improvement Coordinator (1)

Electrician (1)

Director of Revenue Management (1)
Addiction Treatment Specialist (1)

Social Worker (3)

Program Manager (1)
Early Childhood Clinical Specialist (1)
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Supervisory Information Technology Specialist (1)
Medical Officer (Psychiatry) (1)
Psychiatric Residential Treatment Facility (PRTF) Coordinator (1)

During the fourth quarter of FY 2011, it is expected that additional key/critical positions will be

filled

. This will include the following positions:

Social Worker (5)

Nurse Practitioner (3)

Nurse Consultant (1)

Medical Officer (Psychiatry) (1)

Senior Recovery Assistant (1)

Psychiatric Nurse (50)

Supervisory Psychiatric Nurse (3)

Clinical Psychologist (4)

Avatar Positions (10)

Director of Business Operations (1)

Supervisory Medical Officer (Psychiatry) (1)
Supervisory Social Worker (1)

Medical Officer (Psychiatry) (1)

Information Technology Specialist (Project Manager) (1)
Home and Community Based Services Coordinator (1)
Practice Manager (1)

PRFT Diversion & Technical Assistance Coordinator (1)

Human Resources Activities in FY 2011: A number of significant human resource development

activities were undertaken during FY 2011. These include:

Completion of the second cycle of the new e-Performance System for all DMH
employees

Management of District initiated Furlough Program for DMH employees
Management of Reductions-in-Force (RIF’s) for DMH employees

Managed of regulatory ARPP/DEP activities for RIFFED employees
Management of Early Out Program for DMH Civil Service eligible employees
Attended Career Fairs for Nursing

Planned and conducted On-Site Nursing Job Fair

Conducted RIF counseling sessions for all affected employees

Planned and coordinated a 6-week Mayor’s Summer Youth Employment Program for 90
Summer Youth Participants

Conducted Benefits Entitlement and Information Sessions for DMH employees

In conjunction with the D.C. Office of Labor Relations, engaged in bargaining with four
(4) DMH unions for re-openers of contracts
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Management of the Mandatory Drug and Alcohol Testing Program for DMH employees
serving children and youth

Actively participated in the District’s Classification and Compensation Reform Project as
subject matter and human resources experts

Management of retroactive payment for Recovery Assistant Positions

Management of the Criminal Background and Traffic Records Check Program for DMH
employees

Planned Activities for the Fourth Quarter FY 2011: Some of the activities planned by the end of
FY 2010 include:

Complete Reduction-in-Force activity work

Conduct ARPP/DEP regulatory activities

Continue recruitment for identified key/critical positions including 50 direct-care nursing
positions

Manage the completion of the second e-Performance cycle for DMH

Continue Random and Periodic Drug and Alcohol Testing

Continue to actively participate in the District’s Classification and Compensation Reform
Project

Manage the last phase of the FY 11 Furloughs

Manage Mayor’s Summer Youth Program for DMH

Continue Criminal Background and Traffic Records Checks for DMH employees

Training Mental Health Service Providers:

DMH Training Institute: This Institute has evolved into a primary mental health workforce

development training and community education medium for District agencies, human services
providers, consumers, family members, and community residents. The Institute’s training series
provides a wealth of information on a range of topics. Over the years, partnerships have been
established with consumer, family member, community, academic, professional, and federal and
local government agencies. An important feature of the DMH Training Institute is the award of
continuing education credit for several disciplines. A list of some of the course offerings for the
past several years follows.

Service Providers of Emergency Health Services:

1.

Disaster Training

Understanding and Enhancing Cultural Competence in Disaster Mental Health Response
(recurring training, offered two times)

Essentials of Disaster Mental Health

Stress Management and Self-Care in Disaster Response
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e Critical Incident Stress Management (CISM): An Update; Nature and Recognition of
Posttraumatic Syndromes

Disaster Mental Health Screening and Assessment

Psychological First Aid

Grief, Loss, Suicide in the Wake of Disasters

Ethical and Legal Issues in Disaster Mental Health

Advanced Psychological First Aid

Advanced Psychological First Aid (PFA) with Special Populations

Crisis Counseling Program: Core Content Training

Substance Abuse in Disasters; Suicide Prevention, Intervention and Postvention in
Disasters

« National Incident Management System (NIMS) Training

2. Cirisis Intervention Officer (CIO) Training

At the heart of the CIO initiative is the identification and development of experienced patrol
officers to develop their skills to effectively and appropriately interact with persons who
experience mental illness; as well as to work with other mental health and community support
services to facilitate appropriate interactions and referrals with this population. A key
component of the CIO Initiative is the 40-hour training program for law enforcement officers.
This training includes: 1) basic information about mental ilinesses and how to recognize them;
2) the local mental health system and local laws; 3) learning first-hand from consumers and
family members about their experiences; and 4) verbal de-escalation training, and role-plays.

3. Mental Health and Substance Use Disorder: (Co-Occurring Disorders)

¢ Co-Occurring Disorders: Basic Principles & Clinical Competencies of Integrated
Treatment (recurring training, offered two times)

Co-Occurring Disorders: Stages of Change (recurring training, offered 3 times)
Introduction to Co-Occurring Disorders

Is your Program Co-Occurring Competent?

Motivational Enhancement and Interviewing (recurring training, offered 2 times)

4. Health:
The NTU Approach to Health and Healing

5. Cultural Issues:

Culturally and Linguistically Responsive Practice Training

Diversity Training: Valuing Difference in a Changing Workforce

Deaf Culture Sensitivity Training

Cultural Competence in Mental Health Practice: Demystifying the Concept and
Committing to the Journey
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10.

11.

Transgender:

Transgendered Mental Health Training
Transgender Cultural Competency
Addressing the Needs of LGBTQ Youth

Suicide:

e Lethality and Risk Assessment Training Providers

e Suicide Prevention & QPR: Question, Persuade and Refer (recurring training, offered 4
times)

¢ Youth Suicidal Risk Management (recurring training, offered 2 times)

e Suicide Risk Assessment and Treatment Planning for At-Risk Adolescents

¢ Reducing Suicide among LGBTQ Youth: Research, Public Policy & Educational
Programming from The Trevor Project

e ASIST: Applied Suicide Intervention Skills Training (recurring training, offered 2 times)

Trauma:

e Creating Cultures of Trauma Informed Care

e The Trauma Recovery and Empowerment Profile (TREP)

¢ Working with Adult Survivors of Trauma: Key Concepts in Understanding Trauma
Dynamics

e Staff Support Training in Trauma-Informed Care

« Updates on Diagnosis and Treatment of Psychological Trauma

Criminal Justice:

Jail Diversion Models and Strategies

Child Victimization:

Helping Keep Children Safe: The Identification and Reporting of Child Victimization

Teen Dating Violence:

Domestic Violence 101: Teen Dating Violence for Teens

Teen Dating Violence Training for Providers

How to Talk the Talk: What You Need to Know about Teen Dating Violence
Dynamics of Teen Dating Violence in a Clinical Setting
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12. System of Care (Youth):

System of Care Basic Training (recurring training, offered 5 times)

Systemic Conceptualization & Treatment Planning for Youth with Serious Mental Health
Challenge

Effective Management of Severe Behaviors & Collaborating with Schools

Effective Black Parenting Program Instructor Training Workshop: from the Center for
the Improvement of Child Caring

Chicago Parent Program Group Leader Training

Child and Adolescent Mobile Psychiatric Services (ChAMPS) Utilization Data
Presentation

Meeting the Mental Health Needs of Youth Receiving Residential Treatment (recurring
training, offered 6 times)

Functional Family Therapy:

Introduction to Functional Family Therapy

Data Systems for Functional Family Therapy

Functional Family Therapy

Community-Based Intervention :

Community-Based Intervention (recurring training, offered 7 times)

CBI Booster Training I11: Intersystem Collaboration, Strengths and Culture Discovery,
and Family Systems

CBI- Intensive Home and Community Based Service Philosophy, Parent Engagement
and Respect

CBI-Intensive Home and Community Based Service Philosophy; Strength-based
Engagement, Assessment, and Treatment Planning

CBI- Strength- Based Engagement, Assessment, and Treatment Planning and Parenting
Skills

CBI- Cultural Competency and Family Systems

CBI- Differential Diagnosis and Case Conceptualization

CBI- Intersystem Collaboration, Child and Family Teaming, and Crisis Stabilization
CBI Il and 111 Model Overview

CBI Il and I11: Strength-Based Eco-Systemic Assessment, Contextual Conceptualization
and Treatment Planning

CBI 1l & I1I: Cultural Competency & Strength-Based Engagement; Parenting Youth
w/Serous Emotional Disabilities from a Resiliency Perspective

CBI 11 and I11: Intersystem Collaboration and Child and Family Teaming; Educational
and Vocational Functioning

CBI Il and I11: Risk Assessment, Safety Planning; Family-Centered Assessment and
Interventions

Community and Home Based Intervention Services (CBI) Utilization Data

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 64 of 345



Attachment A-1
Page 30 of 31

13. Community Service Review:

14.

15.

16.

17.

18.

19.

2009 Dixon Child Youth Review Data Presentation & Practice Development Workshop
Teaming Formation and Functioning Practice Guidelines Protocol (recurring training,
offered 5 times)

New Child Reviewer Training CSR

Child Reviewer Refresher Training (CSR)

New Adult Reviewer Training (CSR)

CSR Adult Refresher Training (CSR)

Overview and Child System Performance Indicator Training

Diagnostic and Assessment:

Diagnostic/Assessment Training for Child & Youth Providers

Child & Adolescent Level of Care Utilization System (CALOCUS) Train-the-Trainer
(recurring training, offered 8 times)

Level of Care Utilization System (LOCUS) Train-the-Trainer (recurring training, offered
6 times)

Overview of the LOCUS/CALOCUS & the DMH Quiality Initiative

Using the Ohio Scales to Inform Case Conceptualization and Ongoing Treatment
Planning (recurring training, offered 3 times)

Ethical Practice:

Ethical Practice in Contemporary Mental Health Practice

Maintaining Professional Ethics and Boundaries with Consumers and Colleagues
(recurring training, offered 2 times)

Contemporary Clinical Ethics and Risk Management

Conflict Management:

Conflict Management and Coaching for Mental Health Providers (recurring training,
offered 8 times)

Crisis Intervention:

Non-violent Crisis Intervention (recurring training, offered 8 times)

Crisis Counseling:

Crisis Counseling Program: Core Content Training

Supervisory Skills:

Strengthening Supervisory Skills (recurring training, offered 2 times)
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Saint Elizabeths Hospital Partnership with the D.C. Psychological Association: The course
offerings in FY 2011 include the following:

* Fthics in Professional Practice
e (Cultural Foundations in Professional Practice

Saint Elizabeths Hospital Continuing Medical Education: The Saint Elizabeths
Hospital/ DMH, CME ROUNDS is jointly sponsored by MedChi The Maryland State Medical
Society. A list of some of the course offerings for the past several years follows.

* Integrating Behavioral Health and Medical Care

* Meeting the Needs of Families: A Randomized Trial of the NAMI Family to Family
Education Program

* Psychoeducational Groups for Psychiatric Inpatients

*  Chronic Mental Illness and Metabolic Syndrome

* Suicidal Behavior In Prison

* Spring Depression and Suicide

* Suicidal Threats: Meaning and Management

* Principles of Psychodynamic Group Therapy

* The Art and Science of Dialectical Behavior Therapy

* The Therapeutic Use of Canines in Medicine and Psychiatry
* Diagnosis and Treatment of Drug Induced Movement Disorder in Psychiatric Patients
* Schizophrenia: Treatment Resistance

* Psychiatric Disorders in the HIV Clinic

* The Enduring Value of Psychoanalytic Psychotherapy: Survival and Healing in a Quick-
Fix Culture

* Recognizing and Exploring Dissociative Processes — Dr. Richard A. Chefetz Learning to
Engage a Mind Intent on Not Existing

* Treatment and Management of Sex Offenders

* Medical Treatment of Adult Sex Offenders

* Paranoia and Violence

* Recovery and Rehabilitation in Serious Mental Illness
* Recovering Psychiatry: Toward a New Way to Work

* Reducing Barriers to Treatment for Hepatitis C Infection In Patients with Substance
Abuse and Mental Illness

* Respecting Psychiatric Patients’ Autonomy

* Improving Treatment for Persons with Schizophrenia: Evidence-Based Practices and
Recovery
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[I: Planning Steps

Step 2: Identify the unmet service needs and critical gaps within the current system
Page 22 of the Application Guidance

Narrative Question:

This step should identify the data sources used to identify the needs and gaps of the populations relevant to each Block Grant within the
State's behavioral health care system, especially for those required populations described in this document and other populations identified
by the State as a priority.

The State's priorities and goals must be supported by a data driven process. This could include data and information that are available
through the State's unique data system (including community level data) as well as SAMHSA's data set including, but not limited to, the
National Survey on Drug Use and Health, the Treatment Episode Data Set, and the National Facilities Surveys on Drug Abuse and Mental
Health Services. Those States that have a State Epidemiological Outcomes Workgroup (SEOW) must describe its composition and contribution
to the process for primary prevention and treatment planning. States should also continue to use the prevalence formulas for adults with
serious mental iliness and children with serious emotional disturbances that have been historically reported. States should use the prevalence
estimates, epidemiological analyses and profiles to establish substance abuse prevention, mental health promotion, and substance abuse
treatment goals at the State level. In addition, States should obtain and include in their data sources information from other State agencies
that provide or purchase behavioral health services. This will allow States to have a more comprehensive approach to identifying the number
of individuals that are receiving behavioral health services and the services they are receiving.

In addition to in-state data, SAMHSA has identified several other data sets that are available by State through various Federal agencies such as
the Center for Medicaid and Medicare Services or the Agency for Health Research and Quality. States should use these data when developing
their needs assessment. If the State needs assistance with data sources or other planning information, please contact
planningdata@samhsa.hhs.gov.

Footnotes:
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Historically, as required by Statutory Criterion 2, DMH has reported the estimates of the need for
mental health services based on the original 1999 and 2003 edition of the Study of Mental Health
Need and Services in the District of Columbia; conducted by the University of Texas. These
estimates are based on the National Co-morbidity Survey (NCS) and related surveys and are
projected to the District based on data from the U. S. Census.

Description _of Historical Estimation Methodology: In 1999, the University of Texas
conducted a study of mental health need and services in the District of Columbia. The 2003
edition of the project provides a set of estimates of the need for mental health services for the
District’s population for 1990 and 1999 through 2000. These estimates are based on the National
Co-morbidity Survey (NCS) and related surveys and are projected to the District based on data
from the U. S. Census.

The estimates for Severe Emotional Disturbance (SED) for all youth, including those in
institutions, are:

7.67% (8070 cases) for 1990,
7.46% (9230 cases) for 1999 (projected), and
7.79% (8961 cases) for 2000 (from 2000 Census).

For the household population only, the estimates are:

7.41% (7644 cases) for 1990,
7.33% (8876 cases) for 1999 (projected), and
7.73% (8770 cases) for 2000 (from 2000 Census).

The estimates of Serious Mental Illness (SMI) are:

6.43% (32267 cases) for 1990,
5.81% (23020 cases) for 1999 (projected),
6.10% (27889 cases) for 2000 (from the Decennial Census).

For the household population, excluding those in institutions in group quarters, the estimates are:

5.20% for 1990,
5.04 for 1999 (projected), and
5.68 for 2000 (based on the decennial census).
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The estimates for Severe and Persistent Mental Illness (SPMI) for the total adult population
including those institutionalized or in group quarters are:

2.81% (14104 cases) for 1990,
2.60% (10308 cases) for 1999, and
2.73% (12472 cases) for 2000.

For the household population only, the estimates are:

2.27% (10489 cases) for 1990,
2.26% (8304 cases) for 1999, and
2.53% (10772 cases) for 2000 based on the new census.

RAND Study: As a result of the tobacco litigation settlement, the District retained the RAND
Corporation (RAND) to conduct an assessment of the District’s healthcare delivery system
mandated by The Community Access to Health Care Amendment Act of 2006. The purpose of
the assessment was to: 1) study the health of District residents and the health care delivery
system in the District; and 2) provide an informed assessment of policy options for improvement,
including through the investment of the tobacco settlement funds. The assessment was
originally planned to occur in two phases. RAND issued a Phase 1 report in January 2008 (WR-
534) and a Phase 2 report on June 26, 2008 (WR-579). The Phase 2 report, titled “Assessing
Health and Health Care in the District of Columbia” provided comprehensive data and
recommendations regarding health conditions, needs and health care service delivery throughout
the District. It also identified gaps in the knowledge base including inadequate data on mental
health status and mental health and substance abuse service needs in the District, as well as, the
serious difficulties faced by parents in getting behavioral health care for their children. RAND
recommended a phase 3study focusing solely on the behavioral health system (mental health and
substance abuse treatment).

The phase 3 study began in May 2009. It focused on the behavioral health service delivery
system including populations served, as well as the financing structure. The purpose of the
RAND study is to make recommendations about the investment of the Community Health Care
Financing Fund into the improvement of the District’s behavioral health system. RAND issued
a Guide to the District’s Behavioral Health System (“Guide”) and its report on Behavioral Health
in the District of Columbia: Assessing Need and Evaluating the Public System of Care (“RAND
Report™) in October 2010. The Guide and the RAND Report are available on RAND’s website at
www.rand.org. The link to the Guide is (http://www.rand.org/pubs/working_papers/WR777/).
The link to the RAND Report is http://www.rand.org/pubs/technical_reports/TR914/. RAND
identified a number of key findings and made recommendations in five (5) priority areas, which
are discussed below. Several key findings related to unmet need and gaps in care for adults and
children.

RAND conducted a subsequent study for Children’s National Medical Center, which focused on
health and health care delivery among District youth. This study also found unmet need and
gaps in care for children with behavioral health needs.
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Study Process and Methods: The evaluation of the behavioral health care system builds on
RAND’s Phase 1 and Phase 2 reports. The approach also blends qualitative and quantitative
methods and utilizes data from a wide range of sources, including survey data, administrative
data, claims data, and data from focus groups and stakeholder interviews.

To estimate the prevalence of mental health disorders and substance use, RAND primarily used
data from four surveys: the Behavioral Risk Factor Surveillance System (BRFSS); the National
Survey of Drug Use and Health (NSDUH); the National Survey of Children’s Health (NSCH);
and the Youth Risk Behavior Survey (YRBS). To evaluate the utilization of behavioral health
care services among District residents, administrative data from three (3) sources was used:

1) e-Cura (DMH electronic patient management and billing system); 2) Medicaid managed care
claims data from managed care organizations operating in the District; and 3) District of
Columbia Hospital Association data. For information about the functioning of the behavioral
health care system, stakeholder interviews and focus groups were conducted.

Study Key Findings: The summary of the findings is based on analyses of: 1) the prevalence of
mental health disorders, substance use, and substance use disorders among District residents;
2) utilization of public behavioral health services among District residents; and 3) stakeholder
interviews and focus groups.

Prevalence of Behavioral Health Disorders: The prevalence of mental health disorders and
estimated potential levels of unmet need for specific types of mental health care in the District,
was described by using the best data available from a combination of the surveys cited above.

e The prevalence of mental health conditions in the District resembles patterns nationally,
among both adults and youth. One exception is that, compared to children nationally,
D.C. youth appear to have a higher percentage of parent-reported behavioral problems.

e Suicide attempts among District high school students are more common than among high
school students nationally, and prevalence appears to be rising in the District. Among
high school students who attempt suicide, District youth are twice as likely to require
medical care because of an injury.

Potential unmet need for behavioral health care services:

e The analyses suggest that potentially several thousand District residents have unmet need
for mental health care services for severe mental illness, and potentially 60% of
adults and 72% of adolescents enrolled in Medicaid managed care who have
depression have unmet need for depression services.

e Gaps in surveillance surveys made it impossible to estimate levels of potential unmet
need among children with severe mental health conditions.

e Enrollees in the D.C. Healthcare Alliance (Alliance, a public program that provides access
to health care to eligible District residents) and uninsured residents have significant
mental health needs, with at least 12,000 adults and adolescents potentially having
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depression alone. Utilization among these individuals is not captured systematically, and,
therefore, the level of unmet need cannot be readily estimated.

Utilization of Public Behavioral Health Care Services: To the extent possible with available data,
RAND analyzed the levels and types of service use among District residents served by the public
behavioral health care system. Key findings were summarized related to use of services by
enrollees in the District’s Mental Health Rehabilitation Services (MHRS) programs; by adults
and children enrolled in Medicaid managed care; by children with disabling mental health
conditions enrolled in the Health Services for Children with Special Needs (HSCSN) program, a
specialized managed care plan; and the use of emergency department (ED) services for mental
health conditions among all District residents. Key findings relevant to this behavioral health
needs assessment include:

e 60% of children and 54% of adults enrolled in MHRS have over 10 visits per
year to a core service agency (CSA) treatment facility (a provider that contracts
with DMH to provide mental health rehabilitation services).

e Approximately 16% of children and 15% of adults enrolled in MHRS have
contact with the MHRS system only one (1) or two (2) times per year. For individuals
undergoing active treatment for severe mental illness, such utilization rates are likely to
be inadequate.

e 45% of children and 41% of adults enrolled in MHRS have gaps in care that
exceed 6 months during a 12-month period, and 19% of children and 18%
of adults have gaps of 10 months or longer.

e 11% ofchildren and 17% of adult Medicaid managed care enrollees with mental health
disorders who had at least some mental health services use had no outpatient visits over
the course of 1 year but had one (1) or more inpatient admissions or visits to an emergency
department (ED) during the same period.

e 30-day readmission rates for Medicaid managed care enrollees after a mental health
hospitalization were 20% for children and 16% for adults.

e A substantial fraction of children with disabling mental health disorders receiving services
through HSCSN had no mental health specialty visits, including nearly three-fourths of
children with an emotional disturbance, two-thirds of children with adjustment disorders,
more than half of children with a depressive disorder, and one-third of children with an
episodic mood disorder.

e Approximately 10% of children with episodic mood disorders and 9% of children with
emotional disturbance received care exclusively through the ED. Children with episodic
mood disorders were far more likely to have multiple inpatient stays and repeated ED use
compared to other HSCSN enrollees.
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e The rate of ED use associated with schizophrenia is considerably higher in Wards 7 and 8
compared with all other parts of the District; rates are as much as twice the District-wide
rate for most age groups.

e The rate of ED use associated with all mental health conditions among residents of Wards 7
and 8 is much higher than the District average.

Focus Groups and Stakeholder Interviews: Interviews were conducted with a wide range of
individuals and organizations to provide insight into the behavioral health safety net system in
the District of Columbia. The interviewees included: government employees from behavioral
health agencies, providers of mental health and substance abuse services, primary care providers,
insurance company executives, representatives of hospitals, local non-profit organizations, and
researchers and experts on the delivery of behavioral health care.

Participants highlighted several major challenges to the optimal provision of behavioral health
services in the District. Two (2) recurring themes were gaps in care and difficulties in
coordination of care for particular populations and particular services. Other themes revolved
around challenges related to housing, financing, information technology, and quality
measurement.

Priority Areas

The RAND study identifies five (5) high-level priorities for the District and recommendations
for addressing each priority. Four are specific to mental health. The five (5) priorities are:

e Work to reduce unmet need for public mental health care.

e Track and coordinate care for individuals in the public system with mental health
diagnoses.

e Improve the availability and accessibility of substance abuse treatment services.

e Increase the coordination of care for individuals with co-morbid mental health and
substance abuse conditions.

e Fundamentally upgrade the data infrastructure of the public behavioral health care system
to allow for improved monitoring of service utilization, quality of care, and patient
outcomes.

RAND Recommendations by Priority:
Priority Area 1: Work to reduce unmet need for public mental health care.

e Determine whether the existing patchwork system of care for individuals with mild to
moderate mental health disorders who are uninsured or in the Alliance is sufficient for
meeting their behavioral health needs.
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e Consider investment in:
o expanded mental health benefits for Alliance enrollees and or
o free or discounted mental health treatment capacity, including through local
clinics or free-standing mental health centers (FSMHCs).
e Establish formal systems to partner with local EDs and other organizations to identify
individuals with SMI who are not linked to the MHRS system, to facilitate outreach,
follow-up and linkage.

Priority Area 2: Track and coordinate care for individuals in the public system with mental
health diagnoses.

e Develop systems to:
¢ identify individuals with significant behavioral health problems who are already
enrolled
in the system via Medicaid, MHRS, or HSCSN;
e set standards for minimally indicated care based on diagnoses; and
e track progress toward ensuring that enrollees receive minimally indicated services.

Improvements in this area are likely to require significant care coordination and outreach to
enrolled individuals.

Priority Area 3: Improve the availability and accessibility of substance abuse treatment
services.

Strategies to address this priority area, include:

e cxpanding the referral and intake process for substance abuse treatment to additional
locations;

e increasing marketing and outreach efforts;

e increasing capacity for providing buprenorphine as a treatment option; and

e leveraging Medicaid funding.

Priority Area 4: Increase the coordination of care for individuals with co-morbid mental
health and substance abuse conditions.

Strategies to improve coordination include:

e establishing a unified credentialing system to allow providers with capabilities to serve
mental health and substance abuse services to be dually credentialed by APRA and DMH
in a streamlined process;

e cross-training providers in both substance abuse and mental health assessment and
treatment to increase the number of providers who can treat individuals with co-occurring

disorders so that persons with dual diagnoses can obtain quality care in one locale;

e developing a unified billing system in which providers can be reimbursed for mental
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health and substance abuse services through a central mechanism, a step which may also
encourage providers to become dually certified; and

developing a uniform consent form that consumers would sign at the time of initial
presentation for behavioral services in order to allow information to be shared between
substance abuse and mental health providers and help overcome the ambiguities
associated with the privacy provisions of the Health Insurance Portability and
Accountability Act (HIPAA).

Priority Area 5: Fundamentally upgrade the data infrastructure of the public behavioral

health care system to allow for improved monitoring of service utilization, quality of care, and
patient outcomes.

The District’s data infrastructure is not sufficient for tracking services, monitoring quality,
and following health outcomes. Data are vital to the District’s ability to promote provider

efficiency, improve care coordination within and across agencies, and ensure high-quality
service. Key issues include the following:

Develop ways of identifying and tracking individuals with significant mental health
disorders in Medicaid and establish consistent and timely analysis of Medicaid data that
is received regularly and systematically from DHCF.

Regular tracking of the prevalence and incidence of behavioral health conditions through
continued analysis of population-level surveys (NSDUH, NSCH, and BRFSS) is needed.
Consider the permanent addition of mental health screening questions to BRFSS.
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[l: Planning Steps

Table 2 Step 3: Prioritize State Planning Activities
Page 23 of the Application Guidance

Start Year:

|2012
End Year:

|2013

State Priority Title

State Priority Detailed Description

Continue and complete the work of the DMH Service Utilization Task Force begun in FY

1 Service Utilization Analysis 2011 in response to the RAND Report finding of large gaps in services for high
percentages of DMH child and adult consumers in the MHRS program.
. Continue and complete the work of the DMH APRA Co-occurring Certification Project in
APRA Co-Occurring L S . .
2 Certification Project response to the RAND Report finding that the care for individuals with co-occurring
mental health and substance abuse disorders is not well coordinated.
3 gtigg;rggze AEPEng] Integrate key performance and outcome measures into standard reporting processes.
Juvenile Behavioral Health Evaluate the Behavioral Health Diversion Program (JBDP), a problem solving court
4 - . estalished in FY 2011, to address the mental health service needs of youth with severe
Diversion Program ; . . :
mental illness who are at higher risk of re-offending.
5 Healthy Start Develop performance indicators and database for the Healthy Start Project.
6 Parent Early Childhood Develop performance indicators and database for the Parent Early Childhood Enhancement

Enhancement Program

Program.

Footnotes:
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lI: Planning Steps

Table 3 Step 4: Develop Objectives, Strategies and Performance Indicators
Page 23 of the Application Guidance

Start Year:
|2012

End Year:
|2013

Description of Collecting and Measuring

Priority Strategy Performance Indicator Changes in Performance Indicator

Develop metrics
(age, gender,
race/ethnicity,
diagnostic
category, service
category, provider,
visits prior to
service gap, time
between visits) for
regular reporting
and montioring of
service utilization
patterns and gaps
by September 30,
2012,

Data will be analyzed to evaluate average
duration of service gaps, demographic
differences, gaps by provider agency and service

Service gaps (time type. The report will help to investigate the

between visits) impact of specific phases in care, such as risk
factors for gaps in service delivery, including the
initial enrollment period and transfers between
provider agencies.

Develop regular

Service Utilization reports on MHRS
Analysis service utilization
patterns and gaps.

1. Establish a
regular meeting
schedule during FY
2012. 2. Review
legislation
regarding staffing
requirements for
certification;
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Develop and
implement a joint
DMH APRA Co-
occurring
Certification
Process.

APRA Co-Occurring
Certification Project

agency certification
regulations; claims
payment and
utilization issues;
co-occurring
certifications in
other jurisdictions;
and other issues
during FY 2012 -
2013. 3. Pilot the
DMH APRA Co-
Occurring
Certification by
September 30,
2013.

DMH APRA Co-Occurring

Certification implemented.

The number of providers certified as "co-
occurring enhanced.”

Centralize the
collection and
reporting of
program and
system-level
measures for
availability and
dissemination to
key stakeholders
and to inform
quality
improvement
activities.

Standardize
Reporting
Processes

1. Develop child
services data
dashboards,
containing metrics
on service
utilization, key
program measures,
and consumer
outcomes for MHRS
and other services
within the public
mental health
system by April
2012. 2. Develop
process for
reporting and
tracking data from
aforementioned
reports and other
committee-level
data to the Internal
Quality Committee
(IQC) by January
2012. 3. Develop
SharePoint site and
begin posting
reports by
December 2011.

Child service metrics and

dashboards are finalized

and reports disseminated
monthly.

General report metrics to include, but not
limited to the following: 1. service utilization
year to date 2. number of consumer served by
quarter and year to date 3. total annual
expenditures for MHRS and locally funded
services (jail diversion, integrated care, team
meetings) 4. continuity of care 5.
LOCUS/CALOCUS compliance 6. Demographic
data (race, gender, age) 7. Consumer-level
outcomes (e.g. employment, hospitalizations,
living situation, change in LOCUS/CALOCUS
scores).

1. Develop both
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Centralize the
collection and
reporting of
program and
system-level
measures for
availability and
dissemination to
key stakeholders
and to inform
quality
improvement
activities.

Standardize
Reporting
Processes

adult and child
services data
dashboards,
containing metrics
on service
utilization, key
program measures,
and consumer
outcomes for MHRS
and other services
within the public
mental health
system by April
2012. 2. Develop
quarterly reports
on. 3. Develop
process for
reporting and
tracking data from
aforementioned
reports and other
committee-level
data to the Internal
Quality Committee
(IQC) by January
2012. 4. Develop
SharePoint site and
begin posting
reports by
December 2011.

System Performance and
URS table metric and
report formats are
finalized and distributed
quarterly.

General report metrics include, but not limited
to the following: 1. service utilization yeart to
date 2. number of consumers served by quarter
and year to date 3. total annual expenditures
for MHRS and locally funded services(jail
diversion, integrated care, team meetings) 4.
continuity of care (Dixon measure) 5.
LOCUS/CALOCUS compliance 6. Demographic
data (race, gender, age) 7 Consumer level
outcomes (e.g. employment, hospitalizations,
living situation, change in LOCUS/CALOCUS
scores)

1. Develop both
adult services data
dashboards,
containing metrics
on service



SP€ Jo 08 abed $T02/TE/L0 :seudx3 TTOZ/6T/L0 :panrociddy 89T0-0£60 'ON GINO

Standardize
Reporting
Processes

Centralize the
collection and
reporting of system
-level measures for
availability and
dissemination to
key stakeholders
and to inform
quality
improvement
activities.

utilization, key
program measures,
and consumer
outcomes for MHRS
and other services
within the public
mental health
system by April
2012. 2. Develop
process for
reporting and
tracking data from
aforementioned
reports and other
committee-level
data to the Internal
Quality Committee
(IQC) by January
2012. 3. Develop
SharePoint site and
begin posting
reports by
December 2011.

Adult service metrics and
dashboard formats are
finalized and reports
disseminated monthly.

Integration of measures into centralized report
that can be used by DMH leadership and other
stakeholders; integration of reports into a
common platform (SharePoint); and data driven
decision making by the IQC and DMH programs.
General report metrics to include, but not
limited to the following: 1. service utilization
year to date 2. number of consumer served by
quarter and year to date 3. total annual
expenditures for MHRS and locally funded
services (jail diversion, integrated care, team
meetings) 4. continuity of care 5.
LOCUS/CALOCUS compliance 6. Demographic
data (race, gender, age) 7. Consumer-level
outcomes (e.g. employment, hospitalizations,
living situation, change in LOCUS/CALOCUS
scores).

Juvenile Behavioral
Health Diversion
Program

Develop reports to

capture the first 2

years of data from

the operation of
the JBDP

1. The Court Social
Services Child
Guidance Clinic
(CSS-CGC) will
develop an interim
report on the first
year of operation
(January 3, 2011 -
December 31, 2011)
by February 2012. 2.
The CSS-CGC will
develop an
evaluation of the
first two years of
operation (January
3, 2011 - December
31, 2012) by
February 2013.

First year interim report
and evaluation of first 2
years

Primary factors include issues related to
diagnosis, treatment, and recidivism. Data
sources include the screening assessments and
other information (gender, age, race/ethnicity,
grade, instant offense, violence exposure, Police
Service Area for neighborhood tracking and
associated mental health problems).

1. Develop
additional
performance
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Healthy Start

Develop
performance
indicators and data
base for the
Healthy Start
Project.

measures and data
base to be able to
report program and
outcome measures
for the Healthy
Start Project by
September 30,
2012. 2. Implement
data reporting and
monitoring the
performance
measures in FY
2013.

To Be Determined

To Be Determined

Parent Early
Childhood
Enhancement
Program

Increase the
monitoring and
reporting for the

Parent Infant Early
Childhood
Enhancement
(P.LLE.C.E.) Program.

1. Develop
additional
performance
measures and data
base to be able to
report program and
outcome measures
for the P.I1.E.C.E.
Program by
September 30,
2012. 2. Implement
data reporting and
monitoring the
performance
measures in FY
2013.

To Be Determined

To Be Determined

Footnotes:



I11: Use of Block Grant Dollars for Block Grant Activities

Table 4 Services Purchased Using Reimbursement Strategy
Page 29 of the Application Guidance

Start Year:
J2012

End Year:
2013

Reimbursement Strategy Services Purchased Using the Strategy

The District elected to continue with its past practice in distributing block grant funds, based
upon an allocation made by the State Mental Health Planning Council. The Council solicits project
proposals from DMH organizational components and community-based organizations. The
Council selects projects for funding. The funds for the community-based organizations is issued

Grant/contract reimbursement through a sub-grant and payments are made in two (2) installments. Funding for the DMH
programs is transferred in full to the organizational unit and spent down over the course of the
project. A list of the funding projects that identifies the amount of the project and the SAMHSA
strategic initiative associated with the project is included in the response to section H - Service
Management Strategies.

Footnotes:

The awards to the 13 community providers are limited to under $20,000 each and are intended to provide seed funds to fund new or
promising practices, serve identified target populations and address SAMHSA identified priority goals. The bulk of the funding is allocated
to DMH-operated programs: expansion of an early intervention program and housing subsidies for adults. $24,691.00 was reserved for the
State Mental Health Planning Council to fund meeting costs and any public education initiatives that are identified by the Council. Details
about the projects that were selected is found in the response to section H regarding service management strategies.
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I1l: Use of Block Grant Dollars for Block Grant Activities

Table 5 Projected Expenditures for Treatment and Recovery Supports
Page 30 of the Application Guidance

Start Year: [2012

End Year: |2013

Estimated Percent of
Funds Distributed

Category Service/Activity Example

* General and specialized outpatient medical services
¢ Acute Primary Care
¢ General Health Screens, Tests and Immunization
* Comprehensive Care Management
Healthcare Home/Physical Health - Care coordination and health promotion |<10% El
¢ Comprehensive transitional care
¢ Individual and Family Support
« Referral to Community Services

* Assessment
¢ Specialized Evaluation (Psychological and neurological)

Engagement Services « Services planning (includes crisis planning) |<10% 6|
* Consumer/Family Education
¢ Outreach

¢ Individual evidence-based therapies
¢ Group therapy
Outpatient Services * Family therapy |<10% él
¢ Multi-family therapy
¢ Consultation to Caregivers

¢ Medication management
* Pharmacotherapy (including MAT)
« Laboratory services

Medication Services N/A S

« Parent/Caregiver Support
« Skill building (social, daily living, cognitive)
» Case management
¢ Behavior management
Community Support (Rehabilitative) sisuppomediemployment lm
¢ Permanent supported housing
* Recovery housing
¢ Therapeutic mentoring
¢ Traditional healing services

e Peer Support
* Recovery Support Coaching

Recovery Supports « Recovery Support Center Services I <10% EI
¢ Supports for Self Directed Care

* Personal care
¢ Homemaker

* Respite
¢ Supported Education
Other Supports (Habilitative) L B |<10% él

* Assisted living services
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* Recreational services
¢ Interactive Communication Technology Devices
« Trained behavioral health interpreters

« Substance abuse intensive outpatient services
« Partial hospitalization
¢ Assertive community treatment
Intensive Support Services « Intensive home based treatment N/A
¢ Multi-systemic therapy
 Intensive case management

« Crisis residential/stabilization
¢ Clinically Managed 24-Hour Care
¢ Clinically Managed Medium Intensity Care
¢ Adult Mental Health Residential
Out-of-Home Residential Services « Adult Substance Abuse Residential N/A
¢ Children's Mental Health Residential Services
¢ Youth Substance Abuse Residential Services
¢ Therapeutic Foster Care

* Mobile crisis services
¢ Medically Monitored Intensive Inpatient
* Peer based crisis services
Acute Intensive Services « Urgent care services N/A
* 23 hour crisis stabilization services
e 24/7 crisis hotline services

« Screening, Brief Intervention and Referral to Treatment
« Brief Motivational Interviews
¢ Screening and Brief Intervention for Tobacco Cessation
Prevention (Including Promotion) 7 Pele et Im
« Facilitated Referrals
* Relapse Prevention /Wellness Recovery Support
¢ Warm line

System improvement activities |<10% 6|

Other N/A S

Footnotes:
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I11: Use of Block Grant Dollars for Block Grant Activities

Table 6 Primary Prevention Planned Expenditures Checklist
Page 36 of the Application Guidance

Start Year: [2012

End Year: |2013

Block Grant FY

Strategy IOM Target oo Other Federal
omaton unhera . g 4 : g
pomaton - seave . g . : g
momaton | iaaes . . . g d
gomaton  unpesies g 4 : g
pomaten o ; $ ; $ ;
Education Universal 3| 3| 3| 3| 3|
Education Selective 3| 3| 3| 3| 3|
Education Indicated 3| 3| 3| 3| 3|
Education Unspecified 3| 3) 3| $) |
Education Total $ $ $ $ $
Alternatives Universal 3| 3| 3| 3| 3|
Alternatives Selective 3| 3| | 3| 3|
Alternatives Indicated 3| 3| $) 3| 3|
Alternatives Unspecified 3| 3| 3| 3| 3|
Alternatives Total $ $ $ $ $
o G0N . g . : d
oo e . g 4 : d
Problem Identification ndicated 3| 3| 3| 3| 3|
TN yroetes . . . .
Problem Identification . . . . .

and Referral

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 85 of 345



SO HERRS: Universal 3| 3| E 3| 3|
community-Based Selective 3| 3| | 3| 3|
SO ERRS Indicated 3| 3| 3| 3| 3|
community-Based Unspecified 3| 3| 3| 3| 3|
Col Total $ $ $ $ $
Environmental Universal 3| 3| 3] 3| 3|
Environmental Selective 3| 3| 3| 3| 3|
Environmental Indicated 3] 3| 3| 3| 3|
Environmental Unspecified 3| 3| E 3| 3|
Environmental Total $ $ $ $ $
Section 1926 Tobacco  Universal 3| 3| 3| 3| 3|
Section 1926 Tobacco  Selective 3| 3| $) 3| 3|
Section 1926 Tobacco  Indicated 3| 3| $) 3| 3|
Section 1926 Tobacco  Unspecified 3| 3| 3| 3| 3|
Section 1926 Tobacco  Total $ $ $ $ $
Other Universal 3] 3| 3| 3| 3|
Other Selective 3] | 3| 3| 3|
Other Indicated 3| 3| 3| 3| 3|
Other Unspecified 3] 3| 3| 3| 3|
Other Total $ $ $ $ $
Footnotes:
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I1: Use of Block Grant Dollars for Block Grant Activities

Table 7 Projected State Agency Expenditure Report
Page 38 of the Application Guidance

Start Year: [2012

End Year: |2013

Date of State Expenditure Period From: |10/01/2011 Date of State Expenditure Period To: |09/30/2013

C. Other
Federal Funds

B. Medicaid (e.g., ACF E. Local Funds

(excluding
[olor:1|
Medicaid)

F. Other

Activity A.Block Grant  (Federal, State, (TANF), CDC, D. State Funds
and Local) CMS
(Medicare)
SAMHSA, etc.)

1. Substance Abuse Prevention

d ! g ! d d
2. Primary Prevention 3| c| 3| 9] 3| 3|
3. Tuberculosis Services 3| 3| 3| 3| 3| 3|
o L el ity N g g g g s
5. State Hospital 3| 3| 3| 3| |
6. Other 24 Hour Care 3| 3| 3| 3| 9| 3|
el d 4 d : .
s ok $| ; ; ; ;
gj Subtotal (Rows 1, 2,3, 4,and ¢ . . $ . $
é;)' Subtotal (Rows 5,6, 7,and ¢ . . . . .
11. Total $ $ $ $ $ $
Footnotes:
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I1: Use of Block Grant Dollars for Block Grant Activities

Table 8 Resource Development Planned Expenditures Checklist
Page 40 of the Application Guidance

Start Year: [2012

End Year: |2013

A. Prevention- B. Prevention- C. Treatment- D. Treatment-
MH SA MH SA

1. Planning, Coordination and $|— $ I— $
Needs Assessment

2. Quality Assurance $ I— $ I— $
3. Training (Post-Employment)  $ I— $ I— $
4. Education (Pre-Employment)  $ I— $ I— $
5. Program Development $ I— $ I— $
6. Research and Evaluation $ I— $ I— $
7. Information Systems $ I— $ I— $

8. Total $ $ $ $ $ $

E. Combined F. Total

Activity

Footnotes:
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IV: Narrative Plan

D. Activities that Support Individuals in Directing the Services
Page 41 of the Application Guidance

Narrative Question:

SAMHSA firmly believes in the importance of individuals with mental and substance use disorders participating in choosing the services and
supports they receive. To achieve this goal, individuals and their support systems must be able to access and direct their services and
supports. Participant direction, often referred to as consumer direction or self direction, is a delivery mode through which a range of services
and supports are planned, budgeted and directly controlled by an individual (with the help of representatives, if desired) based on the
individual's needs and preferences that maximize independence and the ability to live in the setting of his/her choice. Participant-directed
services should include a wide range of high-quality, culturally competent services based on acuity, disability, engagement levels and
individual preferences. The range of services must be designed to incorporate the concepts of community integration and social inclusion.
People with mental and substance use disorders should have ready access to information regarding available services, including the quality of
the programs that offer these services. An individual and their supports must be afforded the choice to receive services and should have
sufficient opportunities to select the individuals and agencies from which they receive these services. Person centered planning is the
foundation of self-direction and must be made available to everyone. The principles of person centered planning are included at
www.samhsa.gov/blockgrantapplication. Individuals must have opportunities for control over a flexible individual budget and authority to
directly employ support workers, or to direct the worker through a shared employment model through an agency. People must have the
supports necessary to be successful in self direction including financial management services and supports brokerage. In addition, individuals
and families must have a primary decision-making role in planning and service delivery decisions. Caregivers can play an important role in the
planning, monitoring and delivery of services and should be supported in these roles. In the section below, please address the following:

e Either summarize your State's policies on participant-directed services or attach a copy to the Block Grant application(s).
* What services for individuals and their support systems are self-directed?

* What participant-directed options do you have in your State?

» What percentage of individuals funded through the SMHA or SSA self direct their care?

What supports does your State offer to assist individuals to self direct their care?

Footnotes:
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DMH does not currently offer any services that meet SAMHSA’s definition of participant-
directed or self-directed services.

DMH affords consumers “choice” with regard to the selection of community-based providers
and individual practitioners. Consumers are encouraged to actively participate in the
development of treatment plans. DMH rules and policies relating to consumer choice and
participation in treatment planning are attached and marked as Attachments D-1 through D-6.

Consumers are also encouraged to exercise their rights as further described below. However, the
DMH system does not currently afford individuals with opportunities for control over a flexible
individual budget and authority to directly employ support workers, or to direct the worker
through a shared employment model through an agency.

There is a robust consumer grievance system, known as FAIR (Finding Answers, Improving
Relationships). FAIR is managed by the Office of Consumer and Family Affairs (OCFA).

DMH funds two (2) consumer-run organizations: 1) the Consumer Action Network (CAN); and
2) the Ida Mae Campbell Wellness and Resource Center. Both CAN and the Ida Mae Campbell
Center provide training and advocacy support to consumers. CAN and University Legal
Services, the District’s PAIMI provide support to consumers in filing and pursuing grievances.
DMH also funds the Total Family Care Coalition, which is the family support organization. The
roles of CAN, the Ida Mae Campbell Center and the Total Family Care Coalition and their roles
within the public mental health system are further described in the response to Section L,
Involvement of Individuals and Families.

DMH also contracts with the local chapter of the National Alliance for Mental Illness (NAMI-
DC) to provide a range of family and consumer education and training activities as well as
family-to-family support and community outreach.

In December 2010, DMH OCFA sponsored its third Annual Olmstead Conference in
collaboration with the D.C. Office of Disability Rights. The theme was “Community Inclusion-
Building Resources and Safety Nets.” Approximately 250 consumers and staff attended. OCFA
will work with the D.C. Office of Disability Rights to plan and sponsor another Olmstead
Conference in FY 2012.

In 2011, DMH’s Training Institute collaborated with the Ida Mae Campbell Foundation to
provide additional consumer-focused training. Training topics produced through this
collaboration included: Introduction to Intentional Peer Support, Self Employment, Self
Advocacy 101, Introduction to Self-Determination, and Introduction to Supported Employment.
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Attachment D-1

Excerpts from 22-A DCMR, Chapter 34
MHRS Certification Standards: Consumer Choice and Treatment Planning

3406. CONSUMER CHOICE

3406.1 Each MHRS provider shall establish and adhere to policies and procedures governing the
means by which consumers shall be informed of the full choices of MHRS providers,
qualified practitioners and other mental health service providers available, including
information about peer support and family support services and groups and how to
access these services (MH Consumer Choice Policy).

3406.2 DMH shall review and approve each MHRS provider's MH Consumer Choice Policy
during the certification process.

3406.3 The MH Consumer Choice Policy shall comply with applicable federal and District laws
and regulations.

3406.4 Each MHRS provider shall:
(a) Make its MH Consumer Choice Policy available to consumers and their families;
and
(b) Establish and adhere to a system for documenting that consumers and families

receive the MH Consumer Choice Policy.
3406.5 Each CSA's MH Consumer Choice Policy shall ensure that each enrolled consumer:

(a) Requesting MHRS directly from the CSA is informed that the consumer may
choose to have MHRS provided by any of the other DMH-certified CSAs;

(b) Enrolled in the CSA is informed that the consumer may choose to have MHRS
provided by any of the DMH-certified sub-providers that have entered into
affiliation agreements with that CSA;

(c) Enrolled in the CSA is informed that the consumer may choose to have MHRS
provided by any of the qualified practitioners employed by or contracted by the
CSA to provide MHRS, including qualified practitioners providing MHRS through
one of the CSA's subcontractors; and

(d) Enrolled in the CSA is informed that the consumer may choose to have MHRS
provided by any of the DMH-certified specialty providers that have entered into
affiliation agreements with that CSA.

Page 1of 6
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Attachment D-1

3406.6 Each sub-provider's MH Consumer Choice Policy shall ensure that each consumer:

(a) Enrolled in a CSA requesting MHRS directly from the sub-provider is directed to
that CSA for Diagnostic/Assessment and IRP/IPC development and approval;

(b) Not enrolled in a CSA and requesting MHRS directly from the sub-provider is
directed to DMH's Consumer Enrollment and Referral System; and

(c) Enrolled in a CSA and referred by that CSA to the sub-provider for MHRS is
informed that the consumer may choose to have MHRS provided by any of the
qualified practitioners employed by or contracted by the sub-provider to
provide MHRS, including the sub-provider's subcontractors.

3406.7 Each specialty provider's MH Consumer Choice Policy shall ensure that each consumer:

(a) Enrolled in a CSA requesting MHRS directly from the specialty provider is
directed to that CSA for Diagnos-tic/Assessment and IRP/IPC development and
approval;

(b) Not enrolled in a CSA and requesting MHRS directly from the specialty provider
is directed to DMH's Consumer Enrollment and Referral System; and

(c) Enrolled in a CSA and referred by that CSA to the specialty provider for MHRS is
informed that the consumer may choose to have MHRS provided by any of the
qualified practitioners employed by or contracted by the specialty provider to
provide MHRS, including the specialty provider's subcontractors.

3407. TREATMENT PLANNING PROCESS

3407.1 Each CSA shall coordinate the treatment planning process for its enrolled consumers,
except that the treatment planning process for consumers authorized to receive:

(a) CBI shall be coordinated by the consumer's CBI provider; and
(b) ACT services shall be coordinated by the consumer's ACT provider.
3407.2 The treatment planning process for consumers shall, at a minimum, include:
(a) The completion of a Diagnostic/Assessment service and required components as

described in section 3415;
(b) Development of an IRP/IPC as described in section 3408; and

(c) Consideration of the consumer's beliefs, values, and cultural norms in how,
what, and by whom MHRS are to be provided.

Page 2 of 6
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Attachment D-1

3407.3

3408.

3408.1

3408.2

3408.3

3408.4

3408.5

Court-appointed guardians for adults, children and youth and the parents or family
members of children and youth shall be involved in the treatment planning process. The
families and significant others of adult consumers may participate in the treatment
planning process to the extent that the adult consumer consents to the involvement of
family and significant others.

IRP/IPC DEVELOPMENT AND IMPLEMENTATION

The IRP/IPC shall serve as authorization for the provision of MHRS. Certain services
require pre-authorization or authorization by DMH, prior to commencement of the
treatment planning process. All services, including those that require pre-authorization
or authorization by DMH shall be addressed in the IRP/IPC.

The IRP/IPC shall serve as certification that the MHRS are medically necessary as
indicated by the approving practitioner's signature on the initial and subsequent
IRP/IPC. The approving practitioner's approval of an IRP/IPC shall occur by the fourth
visit or within thirty (30) calendar days after the consumer enrolls with the CSA,
whichever occurs first.

Each CSA shall develop and maintain a complete and current IRP/IPC for each enrolled
consumer. The CSA is responsible for coordinating the development of the IRP/IPC with
any sub-provider or specialty provider involved in the provision of services.

Development of the IRP/IPC shall commence after the first clinical contact with the
consumer, so that payment may be made for MHRS delivered consistent with the initial
IRP/IPC. Consumers in a crisis situation who are eligible for ACT, CBI or Crisis/Emergency
shall receive such services while the IRP/IPC is being developed.

The IRP/IPC shall include the following elements:

(a) A description of the consumer's strengths or assets and challenges and how the
consumer's strengths and assets will be utilized in achieving treatment goals.

(b) A statement of the mutually desired overall long-term results of each
intervention, intermediate steps to be taken to achieve those long-term results
and the overall treatment being provided for the consumer (Treatment Goals).
Treatment Goals shall be based on the consumer's expressed needs and needs
identified through Diagnostic/Assessment services, and referral information.

(c) A statement of the specific consumer or family skills that need to be developed
or improved. This statement shall identify services and resources that need to
be changed or modified to achieve each Treatment Goal (Objectives). Objectives
shall be stated in terms of attainable and measurable results.

Page 3 of 6
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Attachment D-1

3408.6

3408.7

3408.8

3408.9

3408.10

(d) A description of the interventions to be used to achieve each Objective and
Treatment Goal including, but not limited to:

(1) A staff position or service component responsible for the intervention;

(2) The names of other agencies (and other human services systems if
applicable) providing services for the consumer, a description of the
service being provided, identification by name and title of the staff
persons of those agencies or systems of care responsible for providing
such services, and evidence of interagency service coordination;

(3) The intervention by service type, with the IRP/IPC identifying all services
related to the provision of mental health services, regardless of the
payment source for the service;

(4) The frequency and duration of the interventions;
(5) For each service, the MHRS provider chosen by the consumer; and
(6) A plan for addressing any medical problems that significantly impact or

could be expected to affect the consumer's functioning which is to be
carried out by either the CSA or another health-providing organization
or practitioner.

(e) Development of psychiatric advance instructions, advance directives, crisis
prevention plan, and relapse prevention plan.

The clinical manager shall discuss the IRP/IPC with the consumer on an ongoing basis.

Specific information describing the consumer's response to, participation in and
agreement to the IRP/IPC shall be recorded in the consumer's clinical record.

The clinical manager shall document the consumer's participation in the development of
the IRP/IPC by obtaining the consumer's signature on the IRP/IPC, and documenting the
consumer's own words used to communicate with the Diagnostic/Assessment Team. A
court-appointed guardian for adults, children and youth and the parent or family
member of children and youth consumers may sign the IRP/IPC, if required by District
laws and regulations.

In situations where the consumer does not demonstrate the capacity to sign or does not
sign the IRP/IPC, the reasons the consumer does not sign shall be recorded in the
consumer's clinical record, including each date where signature was attempted

The approving practitioner and the clinical manager shall sign the IRP/IPC.

Page 4 of 6
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Attachment D-1

3408.11

3408.12

3408.13

3408.14

3408.15

3408.16

3408.17

3408.18

3408.19

The clinical manager has an affirmative obligation to ask the consumer to document
participation and agreement with the IRP/IPC at each subsequent encounter if the
consumer did not sign the IRP/IPC.

Documentation of participation of the consumer's court-appointed guardian, family and
significant others in the development of the IRP/IPC shall also be included in the
consumer's clinical record, as appropriate.

Each MHRS provider shall develop policies and procedures for IRP/IPC review (IRP/IPC
Review Policy). The IRP/IPC Review Policy shall be part of the MHRS provider's
Treatment Planning Policy as required by § 3410.12.

The IRP/IPC Review Policy shall require that the IRP/IPC be reviewed and updated every
one hundred eighty (180) days and at any time there is a significant change in the
consumer's condition or situation to reflect progress toward or the lack of progress
toward the Treatment Goals. The IRP/IPC may be reviewed more frequently, as
necessary, based on the consumer's progress or circumstances.

Each IRP/IPC review shall include a review of each of the items stated in § 3408.5
including progress on Treatment Goals, re-identification of strengths and progress on
Objectives.

The consumer, the consumer's clinical manager, approving practitioner and other
qualified practitioners as necessary or appropriate shall establish new Objectives and
modify, add or delete Treatment Goals based on the results of the IRP/IPC review, the
consumer's assessment of progress toward meeting Treatment Goals and any new
needs, and any other assessments provided by significant others, family or other
professionals.

At least the approving practitioner and the consumer shall participate in the IRP/IPC
review.

At the IRP/IPC review, the approving practitioner shall identify all required MHRS re-
authorizations and establish a target date for requesting the re-authorizations well in
advance of their expiration dates.

The approving practitioner shall document the consumer's participation in the IRP/IPC
review by obtaining the consumer's signature on the revised IRP/IPC. A court-appointed
guardian for adults, children and youth and the parent or family member of children and
youth consumers may be required to sign the revised IRP/IPC, if required by District laws
and regulations.
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3408.20 Documentation of participation of the consumer's court-appointed guardian, family and
significant others in the review of the IRP/IPC shall also be included in the consumer's
clinical record, as appropriate.

3409. IRP/IPC GUIDING PRINCIPLES AND ADDITIONAL REQUIREMENTS

3409.1 Each IRP/IPC shall:
(a) Be person-centered;
(b) Include the consumer's self-identified recovery goals; and
(c) Provide for the delivery of services in the most normative, least restrictive

environment that is appropriate for the consumer.
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DISTRICT OF COLUMBIA
DEPARTMENT OF MENTAL HEALTH

NOTICE OF FINAL RULEMAKING

The Director of the Department of Mental Health, pursuani to the authonity set forth in
section 114 of the District of Cohmnbia Department of Mental Health Service Delivery
Reform Act of 2001, effective December 18, 2001 (D.C. Law 14-56; D.C. Official Code
§§ 7-1131.01 ef seq.) {Act), bereby adopis the following new Chapter 3, of Title 22A of
the D.C. Code of Municipal Regulations, entitled “*Consumer Gricvance Procedures ™
Chapter 3, Title 22A, DCMR sets forth the rules regarding the resolution of complaints
and grievances regarding violations of the rights or protections guaranteed to consumers
of mental health services and supports.

Earlier versions of Lhese rules were published as proposed rules on February 22, 2002 at
49 D.C. Reg. 1681, on July 26, 2002 at 49 D.C. Reg. 7205, and on January 31, 2003 at 50
D.C. Reg 1008. Clarifying revisions have been made to the rules since their last
publication ag proposed rulemaking These final rules will be ellective upon publication
in the D.C. Register. '

Title 22A DCMR is amended by adding the following new Chapler 3;

CHAPTER 3

DEPARTMENT OF MENTAL HEALTH
CONSUMER GRIEVANCE PROCEDURES

30 PURPOSE AND APPLICATION

300.1 The purpose of Lhese rules is to prolect and enhance the rights and
protections of consumers by establishing the specific procedure for
response (o and impariial resolution of grievances.

300,2 The rules in this Chapter are appiicable lo each memtal healih provider
(MH provider) and the Department of Mental Health (DMH). References
to DMH may refer to DMH when it is acting in its capacity as the Mental
Health Authority far the District of Columbia.

an CONSUMER RIGHTS AND PROTECTIONS PROCEDURE

301.1 Each MH provider shall establish and sdhere to a Consumer Rights Policy.
The MH provider’s Consumer Righls Folicy musi be approved by the MH
provider’s povemning authority and DMH, and contain, at a minimum, the
following:

8480 t FageloHs
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(a) A Consumer Rights Statement published by DMH; - “} {

(®) A copyofthe MH provider’s Grievance Procedure established ip
accordance with § 306; '

{c) The telephone number for any independent peer advocacy
programs established in accordance wilh § 302.1; and

(d}  The following statement; “You may also have the option to initiate
a grievance with any or all of several outside entities, including but
not imited to the Office of Administrative Review and Appeals at
the Department of Human Services, the U.S. Department of Healih
and Human Services, and the District of Columbia’s program for
the protection and advocacy for persons with mental liness. For
further information, contact the Department of Menlal Health’s
Access Hotline or its web site.”

a0t 2 Within one hundred eighty (180) days of the effective date of Lhese rules,
cach MH provider shall submit to DMH its wriiten Consumer Rights
Policy, including the MH Provider Grievance Procedure, for approvat.
DMH must approve the Consumer Rights Policy of each MH provider in
order for the MH provider io be certified and lcensed by DMH,

(a) A MH provider shall submit subsequent substantive changes to ils {
Consumer Rights Polity or MH Provider Grievance Procedure to
DMH for approval before implementation of the ¢hanges by [he
. MH provider.

(t) A MH provider may coatinue to utilize eXisfing consumer
erievance policies approved by DMH in the certification process
for MH providers, until the MH provider adopls a new procedure
consistent with §§ 304 through 306 and approved by DMH as
required by this section 301.2,

013 Each MH provider shall disseminate jts Consumer Rights Policy in ways
designed 1o fosier consimer understanding, including, a1 a minimum:

(8) A MH provider shall provide a copy of ils Consumer Rights Policy
to each consumer at his or her initia] appomtment with the provider
or at the next appointment. At the same time the MH provider shal]
also offer a verbal explanation of the Policy to the consemer and
provide such explanation upon request, '

()  The consumer, and his or her lega] guardian if present, shal] sign a
DMH-approved form acknowledging receipt of the Policy and any

Page 2of 15
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verbal explanatian. The receipt form shall be Placed in the
consumer's clinical record.

{c)  Ifthe consurer elects not {o sign the receipt form, the reasons
given for not signing shall be recorded on the form,

(d} Inthe event of a crisis or other emergency at the hutial or next
appointrent thal prevents a written and verbal explanation of the
Consumer Rights Policy, the consurner sha]? be yerbally advised
of, at a minimum, the consumer’s immediately pertinemt rights and
protections, such as the right to consent to or fo refuse the ofTered
treatment and the consequences of that consent or refusal. In such
cases, distribution and explanation of the Consumer Rights Policy
shali be accomplished at the consumer’s next appointment and the
reason for the delay shall be documented on (he receipt form,

(e} Each MH provider shall post a copy of the Consumer Rights
Policy in stralegic and conspicuous locations in each building
operaled by the provider, and shall make additiona] copies of the
Consumer Rights Policy available 1o CONSUMETS, parents,
guardians, family, designated personal represematives and siafT
Upon request.

() Each MH provider shall ensure that every current staff member,
inchuding administrative, clerical, and support staff, is
kantowledgeable about ils Consumer Rights Policy when its
grievance procedure goes inlo effect, Each MH provider shali also
mahﬁshamemsnfﬂnsuringthalaﬂnewstaﬂ'mnmhm“rhum
hired in the firture are knowledgeable about its Consumer Righis
Policy.

INDEFENDENT PEER ADVOCACY PROGRAMS

DMH shall facililate and provide fimding to establish one or more peer
advocacy programs independent of all MH providers o assist consumess
throughout the grievance process, inchading filing a grievance,
SCCOMPANYIing CONSWMETS Lo meetings, belping consumers gather refevant
information, and presenting the information in any subsequent
jproceedings. A peer advocacy program may provide services Ip consumers
i addition to assistence wilh grievances.

The responsibilities of a peer advocacy program established under § 302.1
shall include;

(8)  Recruit and collaborate with DMH 1o trajn mdependent peer
advocates;

8452 3
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302.3

302.4

303

303.1

3.2

303.3

3024

303.5

{b)  Ensure lha?t independent peer advoﬁates abide by ail federal and
local requirements for the confidentiality of consumer information;

{©)  Ensurethat each independent peer advocate continues to provide
services Ln a satisfactory manner;

(d)  Provide an intake function hat permits consumets 1o submjt
requesls for assistance twenty-four (24) hours per day, seven (7)
days per week; and -

(3] ?Ens'u{e that an independent peer advocate is availabie for
individual consultation po later than twenty-four (24) hours after 5
consumer has suhmitied a request for assistance pursuant to §
302.2 (d) ebove,

An independent peer advocate shall not assist a consumer with a gri

- + - mevmcc
against a MH provider from which the peer advocate is currently receiving
me_n_tnl health services or supporis, unless the consumer CONSENts in
wnbng to such assistance.

The nxistem_:e of an independent peer advocacy program is not intended to
replace or discourage the use of any consumer advocacy programs a MU
provider may olfer.

CORE SERVICES AGENCY TRANSITIONAL PEER ADY
PROGRAM oAy

‘a"n"ii]:lin thirty {30) days from the effective date of these rules and imiil such
time ag DMH notifies MH Providers that an Independent Peer Advocacy
ngrm has been established in accordance with § 302, each Core
Services Agency (CSA) shall maintain an internal peer advocacy program.

Each C:SA shal.l appoint one or more peer advocates who shall be available
lo provide information and advice to consumers and 1o act ag
representatives of consmers whe have filed or contemplate fling 2
ETievance.

Each CSA shall make consumers aware of the availability of peer
advocates and shall ensure that consumers have reasonable zecess fo peer
advocacy services,

Each CSA peer advocate shall complete a training course provided by

A CSA may elect 1o establish a permanent peer advoc
o Pe acy program af any
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M GRIEYANCE PROCEDURE - CENERAL PROYISIONS
304.1 A grievance is the expression by any individua) of his or ber

dissatisfaction with either DMH or a MH provider, incheding the denial or
abuse of any consumer right or proteclion provided by applicable federal
and District laws and regulatioms. A grievance will pod be entertained if #
complains of a specific action Lhat cconred more than six (6) moaths prier
to ihe filing of the grievance, absent extenuating circamstances.

3042 DMH shall establish a grievance procedure (Grievance Procedure) that
complies with applicable federal and Districl laws and regulations and Lhat
is available tp all consumers and other inieresied parties. As part of the
Grievance Procedure, each MH provider shall establish and adhere to an
internal grievance procedure for its consumers {MH Provider Grievance
Procedure) Lhat has been approved by DMH aceording to § 301.2.

304.3 Consumers are not required to ulilize the Grievance Procedure. Consumers
may pursue other legal, administralive, or informal reliefin lieu of or
concurrently with fling 3 grievance.

M4 Any consumer who belicves he or zhe has been demied a service for which
the consumer is eligible under Medicaid may file a pnevance with the
Office of Fair Hearings at the Departnaent of Hurnan Sevvices, pursuant to
D.C. and federal Jaw. A Medicaid consumer who has a grievance
regarding Lhe receipd, termination, amount, kind, or conditions of
Medicaid services is pot requined to go through DMH or MH Provider
Grevance Procedures before filing a grievance with the Office of
Administrative Review and Appeals, which is part of the Department of
Human Services.

ind.5 A MH provider’s continning obligations o saleguard the welfare of
consumens, including Lhe filing of Unusual Incident reports and other
reports of allegations of abuse or neglecl, are not affecied by ihe
Grievance Procedure.

304.6 Menital health services and menlal healih supports shall coptinue without
limitalion, reduction, or fermination pending resohution of gricvances
regarding such menlal beahh services and mental health sopporis.

3.7 Neither DMH nor a MH provider shall retaliate agains the consiiner or
his or her representative in any way because the comsumer fled a
grnevance. An allegation of retaliation shall be treaied and fled as a new
grievance againsi the MH provider or DMH.

348 DMH may instifute proceedings lo revoke or suspend a MH Provider’s
cerlification anidlfor licensure of 10 impose other sanctions if

5
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(3}  DMH substantiates an allegalion (hat the MH provider relaliated ) ‘
againsl a consumer, or his or her representative, for filing a
grievance;

(b}  The MH provider fails to obtain approval of either jts MH
Provider Grievance Procedure or changes to ils MH Provider
Grievance Procedure as required by § 301.2;

{£)  The MH provider fails 1o abide by or implement a final dé&iéi{:’-ﬁ by
DMH in response to a grievance;

(d)  The MH provider fails to take actiong identilied to rectify
situations that have lead to abuse or neglect of consumers; or

(&)  The MH provider evidences 2 paitern of untimely or incomplete
TESPONSEs 10 consumer prievances, or [ails to complete action
promised by the MH provider in Tesponse to & prievance.

349 The written explanation of the DMH Grievance Procedure and of each
MH Provider Grievance Procedure shal] include the language in § 304.7 i
a {ype size and style that stands out from 1he surrounding fext,

305 FILING A GRIEVANCE

305.1 All consumers shal] have the right to file a grievance with DM Ifa
COnSUMET’s grievance involves a specific M provider, DMH shall ensure
that (he: MH provider has responded to the Erievance in a limely roanner,
before initiating its prompt and impartial review of the grievance. Al
gnevances involving a spexific mental health professional shall be reated
as involving the MH provider that employs or contracts with 1he mental
heallh professional,

305.2 Grievances may be expressed orally or in wriling. Ora} grievances shall be
reduced lo writing. Each MH provider sha)l ensure consumers have access
to all assistance they need or request in filling out any forms necessary for
filing prievances, T

{(a) A grievance may be filed by the consumer or the consumer's
personal representative, Jegal guardian, or other parly acting on
behalf of the consumer, when the Connumer is an aduit.

(b} A grievance may be filed by (he consumer or (he consumer’s

family member or legal Buardian on behalf of the €onsumer, when
the consumer is a child
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(¢)  Theconsumer, or the consumer’s family member or legal
guardian, when the consumer is a child, must consent to the filing
of a gnevance by anolher person in bis or ber behalf unless the
grievance involves an allegation that Lhe consumer is being abused
or neglected.

305.3 Each consumer may be assisted thronghout the grievance process, by any
person chosen by Lhe consumer., IF Lhe constrmer chooses to be assisted by
a peer advocale or personal represemiative, the camsumer must designate
the advocale or represenlative in writing and specify what protected
mental health information, if any, may be released to the peer advocate or

M
1

personal represenlative.

3054 Peer advocates and personal represemtatives are subject to the
requirements of federal and District laws regarding the confidentiality of
protected mental health information,

305.5 A MH provider shall release information regarding a grievance 1o any

organizalion or individual upon receipt of a valid authorization for
disclosure Gom [he consumer.

306 MH PROYIDER GRIEVANCE PROCEDURE

\ 306.1 Censumers with grievances concemning a MH provider from whom they
Are recerving serviees shall file Lhe prievances wilh their provider.
Consumers with grievances concening rules, policies, or actions of
employees that are Lhe sole respansibility of DMH may file them with
their MH provider but are nod required io do so.

306.2 Each MH Provider Grievance Procedure shal] incorporate, at a minimum,
the following elements:

(@)  Consumers shall have the opportunity to file 2 prievance at any
time during the MH provider’s normal hours of operation;

{(b)  Consumers shal be protecied against having to file ar present a
gnievance to Lhe peyson complained about in ihe grievance;

{c)  Consumers shall bave access to peer advocates amd shall have the
night to representation during cach stage of the grievance
procedure by a peer advocate or personal representative:

{d}  The consumer or his or her desipnee shall recejve written
acknowiedgment of a filed grievance;

{¢}  Time [imits shall be set the completion of each step of the
‘ Procedure, consistent with § 306.5;
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306.3

3064

306.5

,
-
_.-"'
{f) Prompt steps shall be specified to insure the immediate physical 1
safety of 2 consumer if the circumstances surrounding a grievance
raise a reasonable belief that the consumer’s safety is Ureatened;

{(g) U informa] attempls to resolve a grievance are unsuceessful, ihe
chicf executive officer of the MH provider shall review the
grievance and write a decision in response. The written decision
shall be ransmitted, with oral explanation, to the consumer-or his
or her designee along with a reminder of the consmmer’s right to
appeal the grievance o DMH for external review.

Each MH provider shall establish a permanent group composed of equal
munbers of consumers and staff members whe shall be responsible for
responding to inquiries regarding the grievance process, for artempting to
resolve grievances consensvally, and for assisting the chief exccutive
officer of the MH provider in providing a response 10 prievances.

{a)  The group or individval group members may look into individual
grievances and work with the consumer filing the grievance and
other parties lo resolve Lhe grievance consensually, using
mediation or olher dispute resolution techniques.

(t)  If ihe grievance cammot be resolved informally, the group or
individual gronp members may fact-find or make advisory
recommendations to the chief executive officer of the MH
pravider.

(¢}  Unevances containing allegations of physical or sexual abuse rnay
be forwarded direcily to the chief executive officer of the MH
provider without actian by the group,

Each MH Provider shall demonstrate Lthat consumers have played a
weapingful role in (he final design of the Grievance Procedure, and that
consumers will be meaningfuily consulled in future efforts 1o momnitor and
evaluale its eflectiveness and decide upon needed modifications. The
consumer/siaff group required by § 306.3 may be vtilized forthese -
functions, or the MH Provider may use other means,

The chiel executive officer of each MH provider shall review, invesiigate,
and provide a substantive response to grievances within the following time
frames:

{a)  Wilhin five (5) business days of (he date the grievance is filed if it
alleges abuse or veglect of a consumer or 2 denial of service 1o a
COMSUMET; of '
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306.6

306.7

306.8

306.5

k11

3071

(b}  Within ten (10) business days of the date the prievance is filed for
all other prievances.

The chief exerutive officer of a MH provider may request an extension of
the time set by paragraph (b) above for a specific number of days. The
connner filing the grievance shall have the oplion o grend or deny such a
requesL ’

Lf a consumer is dissatisfied with the response to a grievance by the chief
execative officer of the MH provider or his or her designee, Lhe consumer
shall have ten {10) business days from the date of verbal noti fication and
explanation of lhe respanse within which o appeal the grievance to DMH
for external review in accordance with §§ 308 and 309.

Each MH provider shall submiit a copy of each grievance to DMH on the
day it is filed and shall submit a copy of any subsequent action concerning
the grievance within 24 hours of the sction’s occurrence. Providers shall
sabinit the informaltien in a manaer to be specified by DMH.

Each MH provider shall ensure that every staff person, including
administrative, clerical, and support staff, has a clearly understood
respomsibility to immediately advise any consumer or other person who is
arliculating a grievance on behalf of a consumer, of the right 1o file a
grievance and of the means of contacting the peer advocate program.

Each MH provider may accomplish its responsibilities with regard to
implementng the MH Provider Grievance Procedure through utifization of
its own stall or board members, as appropriake, or through agreement with
outside stall, agencies, or organizations. The utilization of oulside persons
in the MH Provider Grievance Procedure shall be clearly explained to

each consumer filing a grievance and to other parties fiting a prievance on
behalf of a consumes.

DMH REVIEW OF GRIEVANCES

The Mental Health Aulhority of DMH shall review grievences thai
CONCEmM:

(a)  The actions of emnployees of DMH in its capacity a3 Menta) Healih
Authority for the District of Columbia; or

(b}  Rules or policies that are the sole responsibility of DMH: or

(c}  Gnevances involving a MH provider not resolved to the
consumer’s satisfaction.

B4%B ’ Page 9 of 15

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 105 of 345



Attachment D - 2

'_G-——ﬁ.!nevance ue'sl.unnnlrlrilrlu.-_ .o ...|1rJ|l|rIfIFJIrIHIf“

DISTRICT OF COLUMBIA REGISTER 0CT 1 2003
1
307.2 Consumers may first file grievances conceming rules or policies that are
the sole responsibility of DMH with their MH provider but are not
required to do so.
3073 All consumers shall have the right to file a grievance with DM, If a

consumer’y grievance involves a specific MH provider, DMH shall ensure
that the MH provider has responded to the grievance in a timely manmer
before initiating ils prompt and impartial review of the grievance.

3074 DMH shall refer appeals of consumers’ grievances agatnst MH providers
to external review as described in § 308 within five {5) business days of
receipt of the grievance by DMH.

307.5 The Director of DMH or the Director’s designee shall respond orally and

in wriling to the cansumer or the consumer"s desipnee within ten {10)
business days of receipt of the grievance by DMH, in grievances not
imvalving the appeal of a consumer’s grievance against a MH provider. If
a comsumer is dissatished with the DMH response to a grievance, the
consumer shall have ten {10) business days from 1he date of verhal
notification and explanation of Lhe response within which to exercise the
right to extemnal review of 1he grievance according to § 308.

L

308 EXTERNAL REVIEW OF GRIEVANCES

308.1 DMH shall contract with one or more external reviewes(s) to provide
timely, neutral, and fmpartial review of grievances thal have not been
resolved to Lthe consumer’s satisfacton. The Director or his or her
desipnee shall select (he external reviewer. Exiernal reviewers shall serve
al the pleasure of the Director of DMH. DMH shall provide consumers
with wrillen notice of the meibhod, dale, and time of external review, a list
of participants, and contact information for 1he independent peer advocacy

PIOgTam.

{a) A consumer has the right to represenlation by a peer advocate, an
attorney or a person of the consumer’s choice throughout (he
external review process but DMH shall not appoint, assign or
compensate a consumer’s represenialive.

(b) A consumer, employees or represcnlatives of providers, wimesses,
or other participants i a grievance proceeding shall pot be
compensated by DMH for their time.

J08.2 All external reviewers shall have experience or appropriate training in
mediation, arbitration, and/or altemnalive dispute resolution. ) ;
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308.3

3084

308.5

The extemnal reviewer may manage an assigned grievance in one of the
following ways:

(a)  The external reviewer may attempt to mediate a consensual
resofulion to the grievance. Mediation may be conducted via
individual telephone calls or meetings with interested parties or via
a joint meeling. The consumer has the right 1o representation
during mediation. Necessary represeniatives from the MH
provider, as determined by 1he external reviewer, shall be required
to attend the mediation. The consumer inay terminate the
mediation al any time. If mediation is uneuccessful at resolving the
grievance to the consumer’s satisfaction, an external reviewer shall
prepare a wrnitten advisory opinion st the request of any parly to the
medialion. The external reviewer who prepares a written advisory
opinion pursuant to this subsection may or may not be the
mediator.

()  The cxlernal reviewer may conduct 2 fact-Ainding bearing and
issue a writien advisory opinion. Necessary representatives fom
the MH provider, as determined by the external reviewer, shall be
required to atlend the hearing. The consumer has the right to
represenlation during the hearing, and may call witnesses. The MH
provider akso hag the right to representation during Lhe hearing at
ils expense, and may call withesses. In some instances, and wilh
the consent of the parties, the exlemal reviewer may aficnopt to
mediale 2 consensual resolution io a grievance prior to issuing an
advisory opinion.

{c}  The external reviewer may conduct a fact-finding process and
issue a written advisory opinion without & hearing, if the consumer
elects not to have one. In this case the external reviewer may
request wrilten information from the consumer or the M provider
to supplement the record. The external reviewer shall PIEpTe a
witten advisory epimion based upan the mformation submitted and
any informal conversations held with partics to the grievance,

Within five (5) business days of receipt of 2 consumer’s reques? for
extemal review, DMH shall assign an external reviewer and secure the
carliest practicable dale for 2 mediation or hearing. If 3 heanng is beld, the
extemal reviewer shall submt a written advisory opirion wiihin five (5)
business days of the completion of the bearing. An extemal TEVIEWET may
exfend Lhe time period for submission of an epinion with the €XPIESS
consent of all partics lo the hearing,

Any written advisery opinion prepared by an external reviewer shall
include:
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(a) A summaery of Lhe evidence gathered during the hearing or
document review;

(b)  Applicsble federal or District laws and regulations;
()  Findings of Faci; and
{d}  Conclusions and recommendations.

308.6 A writlen advisory opinion prepared by Lhe external reviewer shall be
forwarded to the Director of DMH, the chief executive officer of the MH
provider {if the grievence originated at or involved the MH provider), and
the consumer. A copy of the writlen advisory opinion shail be provided to
the cansumer’s representative, if authorized pursuant to the Mental Health
Information Act of 1978, D.C. Official Code §§ 7-1201.01 ef seq. Any
party to the external review, including the chief executive officer of the
MH provider, inay, within five (5) business days of receipt of the writlen
advisory opinion, communicate their reaction to the opinion to the
Director, The Director shall, in wniting, accept in full, accept in part, or
reject the recommmendations of the external reviewer and set fime limits
and responsible parties for carying out any accepted recommendations,
wilhin ten {10} business days of receipt of the advisory opinion.

308.7 Any agreement reached in mediation shall be forwarded o the Director of
DMH and/or the chief execative officer of the MH provider where the
grievance onginated, acceording ko which entity has authority over the
ections speci fed in the agreement. The Direcwor or chief executive officer
shall set any necessary time limits and responsible parties for carrying out
the aclions specified by Lthe agreement, within ten {10) business days of
receipt of the agreement.

308.8 The eaternal reviewer shall repori such information on each grievance as
DMH may require and shall provide such information within the tiine
limits and in the manner thal DMH requires, except that siatemenis made
by parties {0 mediation shall not be reported.

3089 Any party lo a grievance dissatisfied with the grievance’s final
determinatian hy DMH may request a fair heaning, pursnant (o the D.C.
Administrative Procedure Act and federal regulations.

M9 DMH MONITORING AND REPORTING

309.1 DMH shall peniodically review the implemenlation of the Conrsumer
Rights Policy, including each MH Provider Grievance Procedure.

3491 Page 12(*215
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l ’ 3092 DMH shall ensure that grievances are tracked and that responsible parties
carry o actions mandated or agreed 1o be performed in response to
grievances within prescribed time Kimits.

309.3 DMH shall make publicly available a semi-annual report summarnzing the
types and dispositions of all gricvances filed during (he reporting period,
inchuding noteworthy trends and patiems and any other slatistical
informaticn it believes workd be belpful in evaluahing (he operation of the
Grievance Procesdure.

199 DEFINITIONS

“Abuse” - any knowing, reckless, or intentionat act or omission bya
provider that causes or is Iikely lo cause or contribute to, or which caused
or is likely to have caused or contributed to, physical or emotional mjury,
death, or financial exploitation of a consumer.

“Consumer” ~ & aduli, child or youth who seeks or receives memat
healih services or mental health supports funded or regulaied by DMH.
For purposes of Lhis chapter, references to 3 child or youlh consumer
melude the child’s or youth’s family or legal guardian.

“Consumer Rights Statersent™ - a document prepared and distribuled by
) ’ DMH io all MH providers which describes all the consumer rights and
protections available under federal and District laws and regulations.

“Core Services Agency” - a commumity-hased provider of menta] healib
services and menlal heallh supparts Lthat is certified by DMH
accordance with rules published o the D.C. Register, and acts as the

i chinical home for consumers of menlal health services by providing a
single point of eccess and accountabilily for mental heallh rehabilitation
SeTvices.

“CSA peer advocate™ - a person appoirried by a core services agency to
assist consumers and others in filing 2 prievance and lhrocghouot the

grievance process, who
(@}  isacwrent or former consumer of mental health services or
supporls; and

(b)  has been irained by DMH.

“DMH” - (he Department of Mental Health, the successar in inlercst o [he
IDnstrict of Columbia Commission on Menla] health Services.

“Ihrector” - ihe Dircetor of DMH.

. “Extemal reviewer” — a person or organization with extensive cXpenence
|_ ’ in mediation, arbitretion and/or alternative dispute resolution, selected by

84 G2 [Bage 13 of 15

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 109 of 345



Attachment D - 2 . .
A —

Grievance Rules

DISTRICT OF COLUMBIA REGISTER 0CT 1 0 20m;

the Directar, that contrects with DM 1o provide neutral and mmpartjai
revisw and resolution of grisvances

“Governing Authority” - the designated individuals or goverling body
legally respanaible for conducting the affairs of the MY Provider.

“Grievance” - a description by any mdividual of his or her dissatisfaction
with either DMH or 2 MH provider, including the deniai or abuse of eny
consumer right or protection provided by applicable federal and Distriet
laws and regulations.

“Independent Peer advocate™ - 2 person designated by an independent

peer advocacy office established by or with the assi stance of DMH to

asgist consumers and others in filing a grievance and thronghout (he

Erievance piocess, who

{(a} s a cument or former consumer of mertg] health services in the
District of Columbia or elsewhere or, in the case of children and
youth consumers, a guardian or family member of a cwrrent or
former chiM or youth CORSumer;

(b}  meels minimum qualifcations established by DMH: and

(v}  demonstrates knowledge about [he Grievance Procedure and
relevant MH Provider Grievance Procedures, and District laws and
regulations regarding consrmer rights and prolections,

“Mental Health Authority” - the divistons, offices and employees of
DMH wvolved in the regulatory, administrative, policy, planning and
fiscal responsibilities for the Departrment, and the Access Helpline or
central intake fimctions of he Department. The Mental Health Anthority
is not directly involved in providing mezal health BETVICES Or supports and
is separate from St. Elizabeths Hospital and the public core services
agency. Mental Health Authority offices and divisions include the
Director and Director’s office, Chief Compliance Officer and Regulatory
Counsel, General Counsel, Chief Financial Officer, Public Affairs,
Consumer and Family Affairs, Chief Clinical Officer, Organizational
Development, Office of Fiscal and Administrative Services, Office of
Accountability, and Office of Delivery Systems Management. . ... .

“Mental health services™ - the services funded of regulated by DMH for
Lhe purpase of addressing mental illness of menta] health problems.

“Mental health supports” - the supporis funded or regulated by DMH for
the purpese of addressing mental ifiness or mental health problems.

“Mental liness™ - a substantial disorder of thought, mood, perception,

onentation, or memory that grossly impairs judgmen, behavior, capacity
to recognize reality, or ability to meet the ordinary demands of life.

8493 B
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“MH provider” — (a) any entily, public or private, that is licensed or
certified by the District of Columbia ko provide menlal heahh services or
menlal health supports, (b) any entity, public or private, that has entered
into an agreement with DMH to provide menial bealth services ar mental
health supports, or (¢} St. Elizabeths Hospilal o7 the public core services
agency.

“Neglect™ - amy act or omission by a MH provider thal causes or is Jikely
10 cause or contribute to, or which caused or is likely to have caused or
contributed to, mjury or death of a consumer.

Peer advocate” — sce “Independent peer advocale” and “CSA peer
advocate.”

“Personal representative” — a person designated by a consurner as the
consumer’s persanal representative. A personal representative may be a
farnily member, significant other, guardian or atiomey.

“Policy” — 2 wriflen stateroent developed by a MH Provider that gives
specific direction regarding how the MH provider shall operale
administratively and programmatically.

’ “Procedure” — a written set of instructions describing the stcp-hy-stap
actions 1o be taken by MH providey staff in implementing a policy of the
MH provider.
“Protected memal health information”™ - means mformalion regulated by

the District of Columbia Menlal Health Information Act of 1978 effective
March 3, 1979 (D.C. Law 2-136, D.C. Oificial Code §7-1201.1 ef 5eq.)-

“Service plan” - either Lhe ndividual recovery plan (IRF) for adults or the
individual service plan for chikdren and youth (IFC).

“g Elizabeths Hospilal” - the inpatient peychiatric hospital operated by
DMH.

15
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Department of Mental Health

TRANSMITTAL LETTER

SUBJECT
Maintaining Children and Youth in Their Homes

POLICY NUMBER DATE TL#
DNMH Policy 340.5A AUG O 1 2011 151

Purpose. This policy was generally updated to reflect current terminclogy and utilization of
child and family teaming to assist children and youth as much as possible to remain in their
own home (or surrogate home) and to prevent the need for out of home placement for mental
health services.

Applicability. Applies to all DMH-certified Mental Health Rehabilitation Services (MHRS}
providers and contracted providers who provide mental health services to children and youth;
and the Mental Health Authority (MHA).

Pollcy 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 ali DMH policies
shall begin as soon as possible. Full implementation of this policy shall be completed
within sixty {60) days affer 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 Pdlicy 340.5 DMH Policy 340.5A
Stepheh T. Baron o
Director, DMH
overnnient of the District of Columbia
Page 1 of 4
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Policy No.

GOYERMMENT OF THE HSTRICT 0F £0LLMBLA,

R R 340.5A

DEPARTMENT OF Supersedes: ‘
' ficy 340.5, _ . 2005
| MENTAL HEALTH DMH Policy same subject, dated April 22

‘Bubject: Maintaining Children and Youth in Their Homes

1. Purpose. To require that children and youth are assisted as much as possible to remain in
their own homea {or surrogate home) and to prevent the nead for out of home placement for
mental health services.

2. Applicability. Applies to all DMH-certified Mental Health Rehabilitation Services {MHRS)
providers and contracted praviders who provide mental health services to children and youth; and
the Mental Health Authority (MHA).

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

4. Definitions. For purposes of this policy:

4a. Own _home. Residing independently or with biological parent(s), stepparent, or legal
quardian.

4b. Surrogate home. A home other than with one's own natural or adopted parents (i.e.,
foster home, therapeutic foster home, or home of a family member other than the parents), or
ather family based home setting.

4c. ChildYouth Consumer. A persaon under 22 years of age, who:

{1} Has or is at risk of having, a diagnosable mental, behavioral, or emotional disorder
(including those of biological eticlogy) 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-8-CM equivalent {and subsegquent revisions), with the exception of substance
abuse disorders, mental retardation, and other developmental disorders, or seizure
disorders, unless those exceptions ¢o-occur with another diagnosable serious emotional
disturbance:; and

{2} Demonstrates gither functional impairments or symptarns that significantly disrupt their
academic or developmental progress or family and interpersonal relationships; or

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

4d. Out of Home Placement. Any living situation other than a child or youth's own home or
surrogate home.

4e. Psychiatric Residential Treatment Facility (FRTF}). A psychiatric facility that is not a
hospital and is accredited by the Joint Commission aon Accreditation of Healthcare
Organizations, the Carmmissicn on Accreditation of Rehabilitation Facilities, the Council on
Accreditation of Services for Families and Children, or by any other accraditing organization
with comparable standards that is recognized by the state in which it is located and provides
inpatient psychiatric services for individuals under the age of twenty-two and mests the
requirements set forth in §§ 441.151 through 441.182 of Title 42 of the Code of Federal
Regulations, and is certified by the District of Columbia to participate in the Medicaid Program.

Page 2 of 4
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5. Background. Historically, the children/youth of the District of Calumbia had severely limited
acesss o in-home and community based mental health senices, and were more oftan sent to out
of state residential treatment facilities rather than supported and served in their own homes and
communities. DMH has established a community-based system of care, with a sufficient array,
quantity and quality of community based services to reduce the need for out of home placements
for DC children and youth.

5. Policy.

6a. All childrenfyouth enrolled with a DMH-certified provider and engaged in active treatment
shall be assisted to the fullest extent possible to remain in their own {or surrogate) home.

6b. Children and families who are at risk for out of home placement will have the cpportunity
to engage in a child and family teaming process that results in an individualized in-home and
community-based plan of care to match the level of the child/fyouth's clinical need with the
level of teaming intensity.

6c. Community-based altermatives to out of home placement must be explored through a
family-driven team based process to determine what community supports and services would
meet the needs of the child/youth, and to ensure that alf diversion opportunities oceur prier to
referring a child or youth for out of home placement.  Also see DMH Policy 340.11,
ChildfYouth and Family Teaming and DMH Policy 340.10, High Fidelity Wraparound Care
Flanning Process.

7. Responsibilities,

fa. All DMH certified MHRS providers and contracted providers who provide mental health
services to children and vouth shall:

(1) Be sufficiently knowledgeable of the array of services and supports available to
children and youth in the community.

{2} Be sufficiently knowledgeable about how to access all available services.

{3) Participate in & child and family teaming process for service and support planning for
children and youth at risk of cut of home placement by engaging family members and
natural supports to provide a variety of strategies and interventions that could help
maintain the child/youth in the home.

{4) Adhere to the principle of least restrictive environment while considering the risks and
benefits of staying in the heme versus being removed from home.

{2) Participate in discharge planning meetings from acute, sub-acute, and psychiatric
residential care in order to facilitate the return of a childfyouth to their home.

7b. Core Services Agencies (CSAsY¥Community Based Intervention (Bl Providers shall:;

(1} Goordinate and facilitate a child and family teaming process for service and support
planning for children and youth at risk of out of home placemant by engaging family
members and natural supports to provide a variety of strategies and interventions that
could help maintain the child/fyouth in the home.

Page 3 of 4
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{2) Assess each child/youth’s status in accordance with DMH Policy on Level of Care
Utilization System (LOCUS/CALOCUS) Evaluations, for the need for increasing or
decreasing levels of service(s).

{3} Make timely referrals to any needed services that could prevent the need for out of
homa placement for mental health treatment,

{4) Request technical assistancefcoaching from the DMH Child and Youth Services
Livision {CY3SD} in the event that an out of home placement is being considered.

7b. The MHA, Office of Programs and Policy shall:

(1) Provide all needed supports for the child and family treatment team to perform its
responsibilities.

{2} Provide all timely authorizations to referrals for children and youth at risk for out of
home placement to community based services.

(3) Ensure all fee for service admissions, continuing stays, and discharges from
Psychiatric Residential Treatment Facilities {PRTFs) and acute hospitalizations are
monitored (e.g., to ensure proper utilization of services).

(4) Provide ongoing information to all providers on all the in-home and community-based
services available 1o childrenfyouth,

8. Inguiries. Any questions regarding this policy may be addressed to the Director, Child and
Youth Services Division in the MHA Office of Programs and Policy at (202) 671-2200.

9. Related References.

DMH Policy 300.1C, Level of Care Ulilization System (LOCUS/CALOCUS) Evaluations
DMH Policy 340.4, Services to Children and Youth in Matural Settings

DMH Policy 340.10, High Fidelity Wraparound Care Planning Process

DMH Palicy 340.11, ChildfYouth and Family Teaming

Approved By:

Stephen T. Baron
Director, DMH

] a —_— rf'" ~f=-
/Wﬁf/ /ég&i’t//% a

{Signature) Z{Date)
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Department of Mental Health

TRANSMITTAL LETTER
SUBJECT
Community Based Intervention (CBI) Services for Children and Youth
POLICY NUMBER DATE TL# 1 a5
DMH Policy 340.9 JAN T 0201

Purpose. Toprovide the policies, procedures, and practice guidelines for the implamentation of CBL

Applicability. Applies to Depariment of Mental Health {DMH), certified mental haalth providers who
serve chiidren or youth, and CBI Providers. The pelicy also provides guidance on how other referring
agencies (e.q., Child angd Family Services Agency [CFSA], Department of Youth Rehabilitation Services
[CYRS], Court Social Services [CS5], and Managed Care Organizations [MCQs]) access CBIl services
in Section 6 of the policy.

Policy Clearance. Reviewed by affecied responsible staff and cleared through appropriate Mental
Health Authority offices.

Implementation Plans. A plan of action to implement or adhere to this policy must be
developed by designated responsible staff.  If materials andfor 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 caompliance. Action plans and completion dates should be sent to
the appropriate autherity. 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 policias shall begin as soon as possible.  Full
implementation of this policy shall be completed within sixty (60} days after the date of this
poficy,

Pelicy Dissemination and Filing Instructions. Managers/supervisors of DMH 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.

ACTION

REMOVE AND DESTROY INSERT

None DMH Policy 340.2

Government of 1he Bistrict of Columbia

Page 1 of 26
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—
DEPARTMENT OF | Sipersedes:
MENTAL HEALTH

Subject: 'Commu.riit:-,f Based Intervention {CBI} Services for Children and Youth

1. Purpose. To provide the policies, procedures, and practice guidelines for the implementation of
CBl.

2. Appticability. Applies to Departmenl af Menial Health (DMH), certified mental health providers who
serve children ar youth, and CBI Providers. The policy also pravides quidance on how other referring
agencies (2.g., Child and Family Services Agency [CFSA], Department of Youth Rehabilitation Services
{DYRS], Court Social Services {CS8], and Managed Care Qrganizations [MCQs]) access CBl services
in Section & of the policy.

2. Autharity. Department of Mental Health Establishment Amendment Act of 2001 and Title 22-A,
DCMR, Chapter 34, Mental Health Rehabilitation Services (MHRS) Provider Certification Standards, as
amended,

4, Definitions.

4a. Community-Based Intervention or “CB1". Time-limited, intensive, mental health intervention
services delivered to children, youth, and their family and intended to prevent utifization of an out-of-
home therapeutic resource by the consumer, CBI is primarily focused on the development of
consumer and family skilts and is delivered in the family setting in order for the consumer to function
in & family environment.

4b. CBl Providers. Agencies certified by DMK to pravide CBI services, consistent with the MHRS
Standards and the Departmeant of Mental Health Establishment Amendmeant Act of 2001,

4c. CBl Team. The community-based intervention team involved in providing CBI services to
childfyouth consumers. CBI Team requirements vary according fo level of CBl services {Levels |-1V)
as outlined in the MHRS Standards.

4d. CALOCUS. "Child and Adolescent Lewvel of Care Utilization System” evaluation tool used o
measure and track dimensions of functioning of child/youth consumers and provide a level of cars
recommendation.

4e. Functiopal Family Therapy or “FFT?. Research-based prevention and intervention program
for at-risk adolescents and their families provided by a team of trained therapists of a DMH certified
CBI Level IV providar with FFT site certification.

Af, Multi-Systemic Therapy or “MST”. An intensive mode! of treatment based on empincal data
and evidence-based interventions that target specific behaviors with individualized behavioral
interventions that is used to deliver CBI Level | services by a DMH certified CBI Level { provider.

4g. Intensive Home and Community-Based Services or “IHCBS". An intensive home-based
moadel of treatment adopted by DMH as CBI Leval il and Il| to prevent the utilization of restrictive
levels of out-of-home treatment for emotionally disturbed children and youth by a DMH certified CBI
Level [l or [l provider.

Page 2 of 26
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dh, IPC. "Individualized Plan of Care” for children and youth, as defined by the MHRS Standards.

5. Policy.

5a. Tha requirements ocutiined in the CBI Practice Guidelines {Exhibit 1} shall be followed to qualify
for CBIl services.

Sh. DMH will utilize tha four {4) levels of CBI services to support child and youth consumers wha
meet the CBI eligibility criteria in the practice guidelines adopted by DMH and the MHRS
certification standards. A provider may be certified to offer one {1) or more levels of CBI services.

5c. All levels of CBI shall consist of services described in 22 DCMR § A2422.7 as medically
necessary and clinically appropriate. CBl services shail be individually designed for each child or
youth and family to minimize intrusion and maximize independence and primarily provided in
natural settings {inciuding the home, school, or other community setting).

5d. DMH will adhere to the following models in the delivery of CBI in order to ensure consistency of
CBi services by providers throughout DMH.  Refar fo Exfibit 2 - Comparison of CBI Models.

+ CB| Level t - sorvices shall be delivered in accordance with the Muolti-systemic Treatment
{MST) Model.

v CBI Level Hl - services shall be delivered in accordance with the Intensive Home and
Community-Based Senvices (IMCBS) model.

» CBI Level i - services shall be delivered in accordance with the IHCBS modei for short-term
crisis stabilization.

v CBIl Level IV - services shall be delivered in accordance with the Functional Family Therapy
{FFT} madel.

Additional information regarding the CBI service delivery models adopted by DMH may be found on
the following wabsites:

» MST http: v . mstservices.com/

» [HCBS hilp:/fwww-dev. rags kent.edu/CIP_webf

» FFT httpefivewewe fliinc.comd

Sa, CBI fidelity review tools will be used to assess the adequacy of CBl services and adherence to
the identified models. The results of the fidelity assessments will be used for quality improvement.
For more information on fidelity review tools refer to the praclice guidelines or contact the DWMH
Child and Youth Services Division {CYSD).

Sf. If 2 consumer is assessed to need CBI, but the parentfegal guardian refuses, the childfyouth will
be assessed for aitemative services,

6. Responsibilities. In order to obtain CBI services for children and youth;

6a. Core Services Agencies (CSAs) must:
« Complete Bl Authorization Ewvent Screen in Provider Connect along  with
corresponding authorization plan for review by Access Helpline {AHL).
+ If CBl is authorized by AHL, the CS5A must also complete the DMH electronic CBYf
Refarral Form (Exhibif 3) and provide a copy to the CBi Provider whao was authorized by
AHL falso see CBI practice guidelines regarding auihorization of CBi for more
infermation).
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=  Work collaboratively with the consumer and the CBl Team to ensure continuity of care
for the child upon admission, reauthorization, and discharge from CEI services.

6b. Child and Family Services Agency (CFSA) shall do the following:

o |[f the child or youth is not linked. to a CSA, the CFSA social worker must complete the
CFSA referral form and submit the form to the CFSA Office of Clinical Practics {OCP) to
seek enrollment to a CSA for mental health treatment.

» CFSA OCP and DMH AHL review refarral and coordinate initial authorization.

s {f the child or youth is linked to a CSA, CFSA must contact the CSA fo request CBI
services, (See Ba above for CSA responsibilities).

= A CFS5A social worker cannot refer children and youth directly to the AHL.

Bc. The Pepanment of Youth Rehabilitation Services (DYRS), Court Social Services, and other
referring agencies {e.q., MCOs such as Health Senvices for Children with Special Meeds [HSCSN])
must;
= Complete the DMH electronic CBl Referral Form and submit to AHL/designee for
reviewfauthorization if the consumer is not linked to a CSA,
+ If the consumer is in active {reatment with a CSA the case manager/probation officer must
contact the CSA to request CB! services. [(See Ba above for CSA responsibilities).

6d. The DMH Access Helpline must review the referral, including the cdlinical presentalion and
CALOCUS score; and if appropriate, provide authorization for CEl services and assign the
consumer to a CBl Team.

Ee. Al “CBI Providers" must:

(1} Comply with and implement the required activities in the DMH Provider Authorization and
Billing Manual, and the MHRS Provider Certification Standards including all MHRS Bulletins and
any updatesfamendments that may be issuad by BMH relating to the provision of CBI setrvices.

(2} Accept and engage all cansumers autharized by DMH for CBI services within forty-sight
{48} hours of referral.

(3) Provide services fwenty-four hours, seven days a week (24/7), including after hours, on
weekends and holidays {alse ses CBI Practice Guidelines for CBI Level V).

(4) Coordinate the full aray of services and supperts required by enrclled consumers o
support mantal health rehabilitation and stabilization.

(5) Attand monthly DMH CBI Provider meetings.

(6) Submit manthly service progress reports to clinical home, and other programmatic reports
as deemed necessary by DMH.

{7) Engage with the ¢hild or youth to identify suitable and meaningful daily activities and
facilitate the consumer's participation in those activities.

(8) Utllize the team approach and coordlnate the treatment planning process for all
childrenfyouth autharized by DMH to receive CB! and follow the GMH CBl Practice Guidelines,
and appropriate treatment mode! for the level of CBl services rendered {also see Section Sd
above).

(¥) Provide AHL with monthly vacancy list and complete CBI discharge event in Ecura.
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7. Authorization for CBl Services.

7a. Priar autharization from DMH is required for enrcllment in CBl and re-authorization is required
far continued treatment.

7h. The DMH AHL Clinician must review and approve as appropriate, initial and reauthorization
requests. Questions regarding authonzation of CBI should be directed to the DMH Division of Care
Coordinabion Director,

8. Continuity of Care for CBl Consumers.

8a. CBI Froviders must engage consumers within 48 hours of authorization of referral and facilitate
team meeting to develop treatment plan within fourfeen (14) days. Exception: If a child is
authorized for CB| upon discharge from an acute care facility or Psychiatric Residential Treatment
Facility (PRTF), the team mesting must be facilitated within seven {7} days of dischargs.

8h. CBIl Providers shall conduct continuity of care planning with consumers and families prior to
discharge from any level of CBl services, including facilitating follow-up mental health
appointments.

9. Training OMH will provide CBI training on a quarterly basis.

10. Sanction for Nan-Compliance. Mon-compliance with the requirements of this policy will result in
serious and appropriate action in accordance with DMH policies, applicable rulss and any Human Care
Agreement or contract between DMH and the provider. See Title 22-A DCMR Chapter 34, Menial
Health Rehabilitation Services Provider Certification Standards.

11. Inguiries. Questions related o this policy should be addressed to the DMH Child and Youth
Services Division.

1Z. Reiated References.

DiiH Manual 1000.2, MHRS Provider Authorization and Billing Manual

DMH Policy 300.1C, Level of Care Utilizaticn System (LOCUS/CALOCUS) Evaluations
DMH Policy 200.5, Continuity of Care Praclice Guidelines for Children and Youth

13. Exhibits.

Exhibit 1 — CBl Practice Guidelines
Exhibit 2 — Comparison of CBl Models
Exhibit 3 — CBl Referral Form

Approved By:

Stephen T. Baron
Director, DMH
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Exhibit 1 -5
CEBI Practice Guidelines ibit 1 -5a

Definition/Background

- Comimunity Based Intervention (CBE} services are time limidted, intensive, mental health services
i delivered to children and youth ages six (6) to twenty-one (21).  CBI services are meant to help
prevent acule cars hospilalization, out of home placement or placement in a residential ireatrent conler

ot a detention of a consumer. UBI services are 1o be provided in the consumer’s natural enviranment,
including school, home, and community settings,

Many of the children/youth referred to this level of care are struggling with emotional and or
behavioral issues that have not heen addressed via individual therapy, medication or other lower levels
of care. The provision of CBI services shall occur in collaboration with pre-existing lower levels of
care, inchiding individual counseling, medication management and commmunity support services. The
CBI providers” primary responsibility is to provide crsis intervention, care coordination, therapeutic
interventions based on treatment goals, and transition consurmers to appropriate level of care.

Children/youth referred for CBI services shall have a mental health Axis 1 or IT diagnosis. (Reference
MHRE 34037} There are four {4) levels of CBI service. These levels do not denote a hierarchy of
intensity but more a differing modality of intervention,

CBI Level I is delivered through the Multi-Systemic Therapy (MST) model. MET is an evidence |
based best practice for children ages ten (10) to seventecn {17) vears old that are Living with, ot a
returning to, their biclogical family or other long-term caregivers within 30 days of referral. CBI !
Level I services are intcnded for children and youth who are experiencing serious emotional

disturbance with either of the following:

A documented behavioral concern with externalizing (aggressive or violent) behaviors
{e.g., runaway, verbal and physical aggression, substance usc, truancy, illegal activity,
oppositional behavior, ete.); or a history of chrome juvenile offenses that has or may
result 1n involvement with the juvenile justice system.

A permanent carepiver must be willing to participate with service providers for the duration of
treatrment.

CBI Level 1Lis delivered through the In-Home and Community Based Services JHCES) model.
This level of CBI serves ages six (6) to twenty-one (21) years old. Consumers that are referred to
THCBS have one or a combination of the following:

= 3 history of invelvernent with Child and Family Services Agency (CFEA), Court Social

Serviees (C88), or the Department of Youth Rehabilitation Services (DYRS),

Page 1 — 12-2i-10
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+ g hestory of negative mvolvement with schools for behavioral-related issues; or
« ahistory of cither chronic or recwrent episodes of negative hehavior that have or may
result in out-of-home placement.

CBI Level 111 is utilized for short term Crisis Stabilization and is also delivered through the
THCBS model. This level of CBI serves ages six (6) to twenty-one {2]) years old. Consumers that arg
referred to CBEIL Level 111 shall have one or a combination of the following:

= Has situational behavioral problems that require short-term, intensive treatment;

= s currently dealing with stressor situations such as trauma or violence and requires
development of coping and management skills;

s Recently experienced out of home placement and requires develgpment of communication and
coping skills to manage the placement change;

¢ Is undergoing ransition from adolescence to adulihond and requires skills and supports o
successfully manage the transition;

= Has been recently discharged from an inpatient setting; 1.¢. acute hospitalization or psychiatric
residential treatment facility; or

+ Is an adult parent or carepiver with a clinically significant mental health concern and the parent
or caregiver will be parenting a child or youth returning from a residential (rcatment center
withut the next ninety (90) davs.

CBI Level IV is delivered through the Functional Family Therapy (FET) model. This level of
CBI serves ages ten (10) — eighteen (18) vears old. Consumers that are referred to CBI Level IV shall:
« Have s documented history of moderate to serious behavioral problems which impair
functioning in at least one area {such as school or home);
= Exhibit significant externalizing behavior which impairs functioning in at least one area (such
as school or home); or :
= Be at nisk of a disruption in placement; and
» Be: (1) willing to participate with service providers for the duration of CBI Level IV treatment
services; and/or (2) involved with a caregiver who is willing to participate with service
providers for the duration of CBI Level IV treatment services.

Practice Standards and Benchmarks

Practice standards and benehmarks for Conununity Based Intervention (CBI) are measured via CBI
fidelity review tools. The Therapist Adherence Measures-Revised (TAM) and Supervisor Adherence
Measure (SAM) are used to measure adherence to the MST moedel (Level Iy, a DMH fidelity review

Page 2 ~ 122110
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for CBI Level TV,

tool is used to assess CBI levels 11 and IIi; and a FFT Adherence Tracking System and three specific
FFT instruments (00Q-452, Y-002.01, and YOQ SR) are used to measure adherence to the FFT model

Staffing Levels Required — All levels of CBI services must adhere to DMH defined requirements for direct care and supervisory
Experience & Training staff. These requirements are as follows:

CBI Level 1

Please Nate: Per MHRS regulations, CB1 qualified practitioners are: psychiatrists, psychologists,
LICSW's, APRN’s, RN's, LPC*s, LISW's, and Addiction Counsclors. All credentialed staff, including
recovery specialists may provide CBI under the supervision of a qualified practitioner.

The team shall consist of a full time clinical supervisor, a full time tearm leader and four to six
clinicians.

The team clinical supervisor shall be a Master's level qualificd practitioner experienced in
providing individual, group, marital or family counseling or psychotherapy in accordance with
applicable District laws and regulations, with a minimum of two years of post graduate
experience working with behaviorally challenged youth and their families in cormunity-hased
settings.

The team leader shall be a Master’s level clinician with a minimum of one year of post
graduate experiencs working with behaviorally challenged youth and their families in
community-based settings.

The team clinicians shall be cuher Master’s level clinicians or Bachelor’s level clinicians with
a minimum of one vear of experience working with behaviorally challenged youth and their
families in comenunity-based scitings.

CRBI Level 11:

The teatn shall melude a full tine ¢linical supervisor and four to six clinicians.

The team clinical supervisor shall be a Master’s level qualified practitioncr expernienced in
previding individual, group, marital or family counseling or psychotherapy in accordance with
applicable District laws and repulations, with 2 minimum of two years of post graduate

expenience working with behaviorally challenged youth and their families in community-based

seftings.

Pagc 3 — 122110
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The team clinicians shall be either Master's level clinicians or Bachelor's level clinicians with
a minimum of one year of experience working with behaviorally challenged youth and their
families in cormmunity-based setlings.

CBI Eevel III:

The team shall include a full time clinical supervisor and four 1o six clinicians.

The team chintcal supervisor shall be 4 Master's level qualified practitioner experienced in
providing individual, group, marital or family counseling or psychotherapy in accordance with
applicable District laws and regulations, with a minimum of two years of post graduale
expenencs working with behaviorally challenged youth and their families in community-based
settings.

The team clinicians shall be either Master’s level qualified practitioners or Bachelor®s level
clircians with a minimum of two years of experience working with behaviorally challenged
yeuth and therr families m community-based settings.

CBI Level 1V:

The team shall include & Rall-time clinical supervisor and 3 to 8 full time equivalent clinicians
wha have completed FFT elindeal training, supervisor ttamung i applicable, and on-going
clinical and technical assistance.

The team clinical supervisor shall be a Master’s level qualified practitioner experienced in
providing individual, group, marital or family counseling or psychotherapy in accordance with
applicable District laws and regulations, with a minimum of 2 vears of post-graduate
expenence working with behaviorally challenged youth and their families in community-based
setting who has satisfied the FI'T requirements for a clinical supervisor.

The weam clinieians shall be either Master’s level clinicians or Bachelor®s level clinicians with
a minitmum of one (1) vear of experience working with behaviorally challenged youth and their
famnilies in community-based settings, and shall have satisficd the FFT requirements for EFT
therapists.

For further information on the FFT madelrequirements adopted by DMH, refer to
httpeffwww Tfing.com/

Process Implementation

CBI services are available to any child ages six to twenty one, who are District of Columbia residents
and are Medicaid eligible or are comumitted wards (DYRS/CFSA) of the Disirict.

Page 4 — 1222110
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ENROLLMENT IN DMH SYSTEM OF CARE

Enrollment in the DMH System of Care roust be initiated by the parent/legal guardian, a
Department of Youth Rehabilitation Services (DYRS) case manager, or a Court Social Services
{C8S5] probation offizer, throngh the Access Help Line (AHL.), When DYRS or 58 calls AHL to
enrol] a child/youth consumer, the parent/guardian must be present, If the parent/guardian is not
avalable, but agrees to enmollment, DYRS or CS5 may submit the MHRS referral to AHL.

For youth that are in the community and are being referred to the DMH System of Care via a parent or
Tegal guardian, C58, or DYRS, the following must take place:

» Call the Access Help Line and request mental health services for the child, at which time the
consumer is enrolled and an intake appointment is made with the chosen Core Services Agency
{CSA)

The consumer and caregiver attend the intake appointiment and the Dhagnostic Assessment is
completed. Based on the Diagnostic Assessment, the consumer is referred to mental health
services.

See Page 6 and 7 of these guidelines for enrollment procedures when a child/youth is a committed
ward of CFSA, or with an MCGO such as HSCSN.

AUTHORIZATION OF CBI

If a parent/lcgal guardian calls AHL requesting CBI for a child/youth that is not enroiled with
a (CSA, the AHL will assess and offer enroliment with a CSA of cheice,

(1) For children/youth enrolled with a C5A - if CBI is identified as a need and the
carcgiver is in agreement, the CSA will complete the “Community Based Intervention

Authorization Event” in Provider Connect within 24 hours. This event should be accompanied
by an authorzation plan.

v  The evenl must mclude 3 detailed clindcal presentation that discusses the consumer's noed For
CBI services hased on the current level of functioning in the home, school and community as

Page 5— 12221-10
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well a5 any relative background information. Please Nore: 1T CBI services are court ordered, it
15 the responsibility of the C5A to provide sufficient clinical justification to meet medical
necessity (¢ obtain authorization. The event must alzo include the CALOCUS score of at least
17 {additionat justification required if CALOCUS score is less than 17).

Onee the “Community Based Imervention Authonzation Event™ is complete and entered into
Provider Connect along with the authorzation plan, the request will be reviewed within 24 1o
48 hours of submission.

Upon appraval, the CSA is responsible for forwarding clinical information to the requested
CBI provider within 24 hours. This clinical information should inglude the electronic CBI
referral torm, most recent Diagnostic Assessment, IPC, and any other pettinent evaluations,
assessment and background information,

The CBI provider has 48 hours from the time of notification to iritiate CBI services with the
CONSUITIET.

{2) For consumers that are under the care of Child and Family Services Agency {CFS5A),

the following steps should be taken fo request CBI services:

If the consumer is not alrcady eorolled and in active weatment with a C5 A, the assigned soctal
worleer must subimit the Behavioral Services Unit (BSL0) referral form to the CFSA Office of
Clinical Practice (OCP}. Upon receipt in OCP, the referral is reviewed by a DMH co-located
clinician to determine that all pertinent information is present and that medical necessity 13
present. Information that is required lor CBI requests include a current placement for the
consumer, name address and phone number for foster parent, name and phone number of
assigned social worker, mental health Axis I or IT diagnosis, medications and any current
behaviors ot symptoms of concen.

Once the referral has been reviewed, the request is forwarded to the Access Help Line (AHL)
degignated staff for authorization. The AHL will idenify an available C5A and CBI Provider,
The consumer will then be enrolled with the chosen C8A and CBI services will be authorized
with the identified provider.

The CSA and the CBI provider will be provided with written notification of the enrcllment and

Page 6 — 12-21-10
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authonzaton. This notification will include the authonization dates, authonzation number, and
a brief clinical presentation discussing the referral behaviors/symptoms, diagnosis, medications
and contact informalion,

I the child is linked to a C8A  CFSA must contact the CSA 1o r:::_quest_CBI,

The CBI provider has 48 hours from the ime of the notification of authorization to initiate CEI
services with the consumer,

{3} Other Referral Sources:

Consumer ¢an also be referred to CBI services from a MCO such as Health Services for Children

with Special Needs (HSCSN), Department of ¥outh Rehabilitation Services (DYRS), Court

Social Services (CS8), and upon recommendation from inpatient acute care. Case

managers/probation officers can make referrals to CBI by wtilizing the following process:

Referring party must first confer with the legal guardian to gain permission to request the
services and to explain the referral process;

If the consumer is in active treatment with a DMH Core Service Agency (CSA), contact the
agency to request CTBI serwices.

If the consumer is not part of a DMII CSA, submit the DMH CBI Referral form to the
designated Access Help Line stail person.

The referral must include as much ¢linical information as possible and contact information for
the consurer, caregiver, and referring worker, Additionally, if the consumer is part of the
CFSA, or Court Social Services, or IF'YRS system, the assigned worker's contact information
must also be a part of the referral.

Upon review and authorization the referring party will receive a written confirmation from
AHL for the consumer’s record along with contact information for the authorized CBI

provider,

Inpatient acute care recommendations for CBI must be processed through the assipned active

Page ¥ — 12.21.10
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CS5A. If the consumer is not linked to a ©8A and is not a ward of CFSA, the hospital must
assist the caregiver to call the AHL. 1o request enrollment with a CSA. Clinical doeumentation
should then be forwarded by the acute care facility to the CS5A designee with a request for CBI
services,  Follow {(2) on page 6 1f the consumer is a ward of CFSA,

« [fCBIis identified as a need and the caregiver is in agreement, the C3A will complete the CRI
authorization event in provider Connect wilthin 24 hours,

= CBI Providers must engage consumers within 48 hours of notification of authorization of
referral.

{4} Reauthorization of CBI Services:

CBI is a prior anthorized service, Afier the first 90 days of service, the CBI provider can request an
additional 80 days of service via the C8A. The C5A will enter the reauthorization request into
Provider Connect for clinieal review and avthorization using the following process:

» Bl provider must submit a written clinical justification 10 the CSA withun 2 weeks of the end
of the authorization period.

»  The presentation will be reviewed by the CSA clinician to ensure that the C5A 1s ¢lear on
consumner’s progress, goals, areas of concemn and continued need for CBI services.

s« Ifthe C5A is in agreement with continucd CBI services, the CSA will enter the provided
presentation along with a autherization plan to be reviewed by AHL.

s The CBI provider must ensure that the CSA has a copy of the initial TIPC.
{5} Referral to a different level of CBI is considered as an “initial authorization™.

Drischarge Criferia}

A consumer may be discharged from CBI services for the following reasons:
»  Consumer and family have met the identified goals of CBI;
« {Consumer has been placed in a restrictive envirgnment — i.e. PRTE;

Page § — 12-2t-1¢
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* Consumer has moved out of state and is not under CFSA or DYRS pliysical or legal custody;
Consumer and/or caregiver refuses service — Refusal must be documented in writing.

{ Policy Statements
References to any applicable palicies, including
cifafions,

CBI Bulletim

MST Bulletin

DMH Policy 200.5, Continuity of Care Policy

DMH Policy 300.1C, Level of Care Utilization System (LOCUS/CALOCUS) Evaluations
DMH 1000.2 MHRS Provider Authonzation and Billing Manual

DMH Policy 340.%, CBI Services Tor Children and Youth

Resources and Citations References
Information about who to contact for frther
information/clarification.

Ques?it-::'ns regarding authorization for CBI should be directed to the DMH Diviston of Care
 Coordination Director. All other questions regarding CBI should be directed to the Child and
i Youth Services Division.

Page 8 ~ 12.21-10

Page 14 of 26

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 129 of 345




Attachment D - 4

DX¥H Policy 340.9
Exhibkit2 - 54

Comparison: MST, IHCBS, and FFT Models Adopted by DMH

Multi-SvstEﬁ'lic Treatment {MST}

Eor CBI Level |

| intensive Home and Commuﬂitx—

Based Services {IHCBS)
For CBI Level Ilf {short-term}

Mudel Descrlptlnn

Intensive home-based treatment for
cfyouth with complex issues who are at
risk for out of hame placement due to
their behavier.

Evidence based practice
recognized by SAMSA

Intenﬂwe hcrme based treatment
for ¢fyouth due to risk of
placement because of some crisis
or safety issue.

1 nt:tmnal Famllv Theragg

Q{}ﬁ%,;w 1

Intensive home-based treatment
for ¢fyouth due to risk of
placement because of some crisis
ot safety issue.

intensive hcrme based treatment

for ¢/yvouth that consists of 5
components: Engagement in
change, motivation to change,
assessment, behavior changa, and
generalization-multi-systems
linking.

Evidence based practice

recognized by SAMSA

Goals/Primary
Responsibility

The 4 basic goals of CBI {all levels) are the same:
to provide crisis intervention, care
coordination, therapeutic interventions
based on treatrment goals, and transition
cansumers to appropriate level of care per
22 DCMR § A3422 6.

The 4 basic goals of CB (all levels) are the
same: {0 provide crisis intervantion,
care coordination, therapeutic
interventions based on treatment
goals, and transition consumers o
appropriate level of care per 22
DCME 5 A3422.6,

The 4 basic goals of CBI (all [evels) are
the same: to provide crisis
intervention, care coordination,
tharapeutic interventions based on
treatment goals, and transition
cansumers to appropriate level of
cara per 22 DCMB § A3422.6.

The 4 basic goals of C8I (all levels) are the
same: to provide crisis intervention,
care coprdination, therapeutic
interventions based on treatment
goals, and transition consumers to
appropriate level of care per 22
BCMR § A3422.6.

Age limits _

10- 17

6-21

621

i0-13

Diagnosis

Axis | ar Il mental health diagnosis

Axis | or Il mental health diagnosis

Axis | or || mental health diagnosis

Axis | or il mental health diagnosis

Population Served

Children and youth who are
experiencing serious emaotional

disturbance with either of the following:

Children who have one or a
combination of any of the
following:

Children who have ¢ne or 2
combination of any of the
following:

Children and youth with a
fdocumented history of serious
externalizing behaviars that impair
functioning and are at risk of 2

Pagel 1-07-11
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For CBl Level |

lntenﬂvﬁ Home:and: Com mumtyj-

7 Eased Serﬁic'és IH )
Fu‘r T

Intensive Home and Community-
Based Services (IHCBS}
For CBl Level Ul {short-term}

A documented behavioral concern with
externalizing {aggressive or violent)
hehaviars; or a history of chrenic

juvenile offenses that has or may result
in involvement with the juvenile justice
system,

{a) A history of involvement
with the Child and Family Services
Agency {CF5A), Court Social
Services (C55], or the Departmant
of Youth Rehabilitation Services
(DYRS}:

(k) A history of negative
involvement with schools for
behavioral-related issues: or

{c) A history of either chronic
or recurrent episodes of negative
behavior that have or may resultin
cut-of-home placement.

{a) Has situational behavioral
problems that require short-term,
intensive treatment;

{b} Is currently dealing with
stressar situations such as trauma
or violence and requires
development of coping and
management skills;

{c) Recently experienced out
of home placement and requiras
development of communication
and coping skills to manage the
placement change;

{d} is undergoing transition

: from adolescence to aduithood

and requires skills and supports to
successfully manage tha
transition;

{e) Has been recently
discharged from an inpatient
setting; i.e., acute hospitalization
or psychiatric residential
traatment facility; or

{f} Is an adult parent or
caregiver with a clinically
stgnificant mental bealth concern

* Furictiohal Fanily Therapy - -

disruption in placement.
Child fyouth must be willing to

| participate in service.

Page 2 1-07-11
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Multi-Systemic Treatment {MST}

For CBl Level |

Intensive Home and Community-

" Intensive Home and Comifiunity: *
.- Based Services {IHCBS) -
v aForCBl Level e

Based Services {IHCBS)
For CBI Level Il {short-term)

“:. pusictional Family Therapy = |

"o iForCBIevel N -

and the parent or caregiver will
be paranting a child or youth
returning from a residential
treatment center within the next
ninaty (90) days.

Family Participation

Have a ﬁérmanent caregiver willing?ﬁn
participate for duration of Lavel |
treatment.

Encouraged, but not req.ijireﬂ' for
c/youth to receive services.

Encouraged, but not required for
¢fyouth to receive services.

Involved with a permanent :
caregiver who is willing to '
participate with service providers
for the duration of Level 1V
treatment.

Treatment Duratinﬁ

up to 6 months

upto b mnﬁth§ :

Not to exceed 80 days

up to & months

intensity of Services

Muitiple sesstons/weaekly contacts that
are flexible and convenient to family.

Multiple sessions/weekly contacts
that are flexible and convenient to
family.

Multipla sessions/weekly contacts
that are flexible and convenient
to family.

Awverages one visit per week,
frequency determined by family’s
need.

Availability

2417

2417

24/7

Must ensure that there is a crisis
ptan in effact for the consumer to
ensure access to needed services
24/7, when the FFT therapist is not
available.

Location of Service

home, school, & community

home, school, & community

home, school, & community

hame, school, & community

Exclusions

Child/youth is not eligible for CBI services if

Child/ycuth is not eligible for CBi

Child/ycuth is not eligible for CEBI

Child/youth is not eligible for CB

Page3 1-07-11

Page 17 of 26

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 132 of 345



_ Attachmgr_]t D -4

Multi-Systemic Treatment {MST)

For CBI Level |

Intensive Home and Coammunity- |

3 sif_EoHBmEHﬂd Cummumw-

Based Services [IHCBS)
For CBI Level 1l (short-term)

at least one of the following applies:

»  C/fYouth! does not have a primary
Axis | or Il mental health diagnosis;

= {fvauth inlong-term residential

: treatment facility or cther inpatient
setting and not being discharged
within 30 days;

= Cfvouth in full-service group home;

&  C/Youthisin need of crisis
psychiatric hospitalization or
stabilization;

»  C/vouth has moderate/severef
profound mental retardation or any
moderate/severe/profound
disorder on the autisim spectrum;

»  CfYouth where substance abuse or
sex offending behavior is the
primary reason for referral; or

s Cfvouth is in an emergency or
respite placement/ independent
fiving or not returning to their
biplogical home or long term
placement within 30 days of
referral.

services if at Ieast one of the

following applies:

*  C/Youth does not have a
primary &xis | or || mental
health diagnosis;

= C/Youth inlong-term
residential treatment facility
ar ather inpatient setting and
not being discharged within
30 days,

s« CfYouth in full-service group
home;

*  Cfvouthis in need of crisis
psychiatric hospitalization ar
stahilization;

s CfYouth has
moderate/severe/ profound
mental retardation or any
moderate/severe/profound
disorder on the autism
spectrum;

»  Cfvouth where substance
abuse or sex offending
hehavior is the primary
reasgn for referral,

! Cf¥outh — Child/Youth

Paged 1-07-11

serviges if at least one of the
following applies:

»  Cfvouth does not have a
primary Axis | or Il mental
health diagnosis;

= {fvouth in long-term
residential treatment facility
ar cther inpatient setting
and ngt being discharged
within 30 days;

= Cfvouth in full-service group
home;

= (fvouthis in need of crisis
psychiatric hospitalization or
stahilization;

= CfYouth has moderate/
severefprofound mentsl
retardation or any
maderate/severe/profound
disorder on the autism
spectrum,

= CfYouth where substance
abuse or sex offending
hehavior is the primary
reason for referral.

services if at least one of the

foliowing applies:

* (/Youth does ngt have a
primary Axis | or | mental
health diagnasis;

»  (fYouth inlong-term
residential treatment facility
or other inpatient setting and
not being discharged within
30 days;

»  CfYouth infull-service group
home;

s  Cf¥outh is in need of crisis
psychiatric hospitalization ar
stabilization;

+  CfYouth has
moderate/severs/ profound
mental retardation or any
moderate/ severe{ profound
disarder on the autism
spectrum;

s  CfYouth where substance
ahuse or sex offending
behawvior is the primary
reason for referral; or

= CfYouthis in an emergency or
respite placement/
independent living or not
returning to their biological
home ar long term piacement
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Multi-Systemic Treatment {MST}

For CBI Lavel |

Baser.'f Serwces l' IHC&}__

Fnr CBJ LEU'EI II

Intensive Home and Camfﬁunitv—
Based Services {IHCES)
for CBI Level lIt {short-term)

¢/Youth who are actively suicidal,

tomicidal, ar psychotic w/o medication

: stahilization.

C,J“fnuth whu are actiuelyr suicidal,

homicidal, or psychotic wio
medication stabilization.

" FironalFanib TheDY
- For.GBI Level IV

C/Youth who are actively suicidal,
homicidal, or psychotic win
medication stabilization.

within 30 days of referral.

C/¥outh whao are actively suicidal,
homicidal, or psychotic w/o
medication stabilization. '

C/youth active with any other level of i
CBI or clinic based family therapy |
should not enrell in FFT unti the i
other services are complete.

Page 5 1-07-11
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Multi-Systemic Treatment {MST)

For CBi Level §

“dnténsiva Homesnd Community:
- Based-SeiviceS{IHEBS) - - -

Intensive Home and Community-
Based Services [IHCBS)
For CBI Level Il {short-term)

- - Euiietfonal Family

ForGaitevel .

Staffing

FT Clinical Supervisor - Masters level
qualified practitioner® & 2 years post-
graduate experience working with
behaviorally challenged youth and
families in community based settings.

FT Tearmn Leader - Master’s lavel with
min. of 1 year post-grad axperience
working with behaviorally challenged
youth and families in community based
settings.

4 - 6 Clinicians — either Master’s level
clinicians or Bachelor's tevel with min. of
1 year experience working with
hehaviorally challenged youth and
families in community based settings.

(AND must be ficensed MST providers)

FT Clinical Supervisor - Master's
tevel qualified practitioner

axperienced in providing
individual, group, marital or family
counseling or psychotherapy in
accordance with applicable District
laws and regulations, with a
minimum of two (2} years of post-
graduate experience warking with
hehaviorally challenged youth and
their families in community-based
sattings.

d-6 Clinicians - either Master's
leve!l clinicians or Bachelor's level
clinicians with a minimum of ane
{1} yvear of experience waorking
with behaviorally challenged youth
and their families in community-
based settings.

FT Clinical Supervisor - Master's
level qualified practitioner
experienced in providing
individual, group, marital or
family counseling or
psychotherapy in accordance with
applicable District laws and
regulations, with a minimum of
two {2) years postgraduate
experience working with
behaviorally challenged youth and
their families in community-based
settings

4-6 Clinicians - either Master's
leve! qualified practitioners or
Bachelor's level clinicians with a
minimum of two {2) vears of
experience working with
behaviorally challenged youth and
their families in community-based
settings.

. FT Clinical Supervisor — Master’s
: level qualified practitioner

experienced in providing
individual, group, marital or family
counseling or psychotherapy in
accordance with applicable District
laws and regulations, with a
minimum of 2 years of post-
graduate experience working with
behaviorally challenged youth and
their families in community-based
setting who has satisfied the FFT
training requirements for a clinical
supervisor.
3toBFT ivalent Clinici -
either Master’s level clinicians or
Bachelor’s level clinicians with a
minimurm of ane (1} year of
experience working with
behaviorally challenged youth and
their families in community-based
settings, and shall have satisfied
the FFT training requirements for
FFT therapists.

[AND must have current site
certification as FFT provider)

2 " . . .
ualified Practitioner [QF) ~ peychiatrists, psychalogists, LICSW, APRN, RN, LPC, LISW, and addiction counselar.
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Multi-Systemic Treatment (MST)

For CBl Level |

,I_ntensiue Homie and-Com mumtvw
L Base:tﬁewuces'mcﬂs &

Fnr GBI Leuel -

Intensive Home and Community- [

Based Services {IHCBS)
For CBl Level lll {short-term)

being successful.

Fu nction"‘al FBI'I'IIW i‘hgragg

Forcal“que: w:f G

4 to 6 consumers for each full-

—in context of the family,
schogl, neighborhood, and
community.

Caseload 4-6 consumers for each FT team 4 tc:- & consumers for each full-
member (per 22 DCMR § A3422.31) time team member (per 22 DCMR | time team member {per 22
& A3422.22) DCMR & A3422.33)
Primary Multi-systems including family, school, | The focus of treatment is the The focus of treatment is the
Fotus community, and peers to assist youth in | youth

youth - in context of the famiky,
school, neighborhood, and
Community.

10-12 consumers fur each full-time
therapist (per 22 DCMR &
A3422 34)

Multi-system risk and protective
factor view addressed through a
“family first” focus, eventually
integrating with influencing
systems.

Minimum Training

MST 5-day orientation training
Quarterly Booster trainings

For new IHCBS providers — IHCBS
initial training required for FT
Clinical Supetvisor, at a minimum.

Fericdic booster training
thereafter,

Weekly telephone consultations
provided for additional support

For new IHCBS providers — IHCES
initial training required for FT
Clinical Supervisor, at a minimum.

Periodic booster training
thergafter.

Weekly telephone consultations
provided for additional support

FFT Site Certification is a 3-phase
process:

Phase 1 Clinical Training for ali
clinicians, telephone consultation,
and follow-up training sessions;
Phase 2 Supervison Training, that
includes phane consultation and
follow-up training; and

Phase 3 Maintenance Phase, that
includes follow-up training ang
monthly phone consultation,

For further information on the
FFT training /model, refer to
http:/fwww.fRinc.com/

Page ¥
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]

T DMH Policy 3409
Department of Mental Health Exhibil 3 — 6a

Referral for Community Based Intervention (CBI)

P

EXCLUSIONARY CRITERIA for CBI Services

Child/Youth is not eligible for CBl services if at least one of the following applies:

s Cfvouth does nat have a primary Axis | or 1| mental health diagnosis;

=  CfYouth in long-term residential treatment facility or other inpatient facility and not being discharged
within 30 days;

»  CfYouth in full-service group home;

»  CfYouth is in need of crisis psychiatric bospitalization or stabilization;

» (/Youth has moderatefsevere/profound mentaf retardation or any moderate/severe/profound
disorder on the autism spectrum;
C/Youth where substance abuse or sex offending behavior is the primary reason for referral; or

« Cfvouth is in an emergency or respite placement/independent living or not returning to their
biclogical home or long term placement within 30 days of referral {for MST or FET anly).

ONLY complete referrals, with sufficient clinfcal dacumentation attached, wili be accepted.
sufficient clinical documentation includes:
»  Adetailed clinical presentation describing behaviors exhibited within the last 60 days,
Diagnostic/Assessment, Individualized Plan of Care, IEP if applicable,
» Hospital reports, and/or any additional psychiatric/psychological evaluations ar assessments
completed in the last 12 months.

If the youth is linked to a CSA/Clinical Home: C5A/Clinical Home should send a copy of the referral and

supporting clinical documentation directly to CEI provider within 24 hours of authorization.

If the youth is not linked to a CSAfClinical Home: The BYRS case manager, Court Social Services prabation
officer, or MCOD care manager should send the referral and supporting clinical documentation to the OMH
Access Helpline faor review/authorization.

If youth is involved with CF5A and not linked to a CSASClinical Home: DO NOT USE THIS FORM.
The CFSA Social Worker must submit CF5A Behavioral Health Services refarral form to the CFSA Behavigral
Services Unit (B5L)) in the Office of Clinical Practice.

Please submit the electronically completed referral form to AHL.auths@dc.gov.

Page 2 10.01.10
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o

DMEL Palicy 340.%
Department of Mental Health Exhikit 3 - fa

Referral for Community Based Intervention {CBI)

Client Name: Date of Birth:

S5#: Medicaid #: aCura ID# {if known):
MCO Name: Care Manager:

Gender (circle): [ | Male [ ] Female Primary Language:

Race (check}: [_] African-American [ ] Hispanic [ | Caucasian { ]Asian [ Inative American Other:
Curreat Living Environment: {bic home, faster home, groug hore, PRTF/RTE etcl:

Parent/Caretaker {and refationship):

Child/Youth Address:

Phone # {(home): Work: Cell:

Legal Guardian & Contact information (if different from shove)t

Fasnily Commitrment Yes | Na | Comments

I5 the family willing to have regular weekly HRIN T
services in their home?

Has the caretaker agreed to be an active ] ]

participant in treatment?

Is the child ar youth involved with: fcheck o thatappty) [ ] €F$A ] DYRS [ Court Social Services
Is this referral court erdered? [_]¥es [ | No
If yes, please attach a copy of the court order.

Judge: Guardian a fitem [GAL]:

Referral Source:

Referring Warker: Phone: Cell:
Title: Agency:

Supervisor: Phone: Cell:

mbars:

HENeaber Nammd L 0% SR L e Phione

RPN T

Court Social
Services/Prohation
PASS

Wraparcwnd

School-Based Mental
__I-u-lfalth
Page 3 1040110
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L
Department of Mental Health

DMH Policy 3409
Fahilit 3 - 6a

Referral for Community Based Intervention {CBl}

Is the youth currently receiving mental heglth
services? Yes D Mo D If yes, where?

Is youth linked to a Core Service Agency? Y{_IN[]
If yes, C5A Name:

ls the youth receiving substance abuse
treatmentfcounseling? Y[ N[

Mame of Agency:

Clinical :
Fhone &:
Community Support Worker:

OFfice #:

Substance Abuse Counselor:

Office #:

Agency/Program:

Primary Care Physician:

Officed:

Medications:jtise ait}

[- List all acute care inpatient hospitalizations and major psychiatric interventions within last two years, if any: l

ivionth/Year Hospital/ Program Name . Reason tength of Treatment ) :
I_Iist all arrests and detentions within last two years, if any: T R

Monthfyear Detentian Ceh“t;rfProgram Reason Cu_urt 0[‘_’*‘?[

Psychiatric Diagnosis:

Bodis |z (List off, identify Primary)

Axis 1l (List all)

Most recent CALOCLUS Score {if known ).

Page 4 10.01.10
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S BIH Folicy 3409
Department of Mental Health Exhilit 3 -- fa

Referral for Community Based Intervention {CBI)

ldentifying Problems: fCheck ofl that oppiy]

-
M
)
=
=]

Symptomologies/Behaviors

2
:
L]
:

Suspected

=]
]
2
o
LT

menths

i

Apgressive, oppositional and/or antisocial
behaviors {i.e., verbal/physical aggression, fire
setting, animal cruelty)

Emotional disorders (anxiety, depression)

i

At risk for home placement disruption

%

5chool {truancy, suspensians, expellad)

i

At risk far RTC

Returning from RTC

Substance Abuse

Abscondance/Chronic runaway

Ooauoog O

Suicidal/Hamicidal

Sexual Reactive Behavior

Sexual OHending Behavior

Gang Invalvament

Psychosis/ Hallucinations

docodooooddd d O
COdooooocod O

Self Mutilation/Harm

docoooodcdgoo g O |
Ooocdogdogdoddd o

[
qumqm
dooOoooOooooog O

OO
T

Legal Charges Pending

Reason for Referral: Concisely explain the identifving fssues selected ahove thar fustify o referral to
Communily Based Intervention {C81) services for this child/vouth.

Mame & Title of the person completing this form: (Please Print) Erate

Please submit the electronically completed referral form to AHL. auths@dc.gov.

Page 5 10.01.10
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Department of Mental Health

Referral for Community Based Intervention (CBI}

Face Sheet

DMH Folicy 340.9
Exhibit 3 — ta

Community Based Intervention (CBI} services are time-fimited, intensive, mental heafth services delivered to
children and youth ages six [6) through twenty-one {21). A child/youth is efigible for CBI services if they have g
primary Axis For Il menral health dingnosis and the following:

»  Individug! or family needs, or a combination of the twa, that are unmanageahle and reguire intensive

coordinated clinical behavioral interventions; and

« insufficient or severely fimited individual & fomily resgurces or skilfs (o cope with on immediate crisis,

Cal Levels
(You migy request a specific feve! for the child/routh but DMK Access Help Line will rneke final determination based on the information

submutted in the referrel)

Leve] §i: Multi-Systemic
Therapy {(M5T)

tevel ll: Intensive Home &
Community Based Services
{IHCBS)

Level Ill: Crisis

Stabilization {short term)
{IHCBS)

Level IV: Functional

Family Therapy {FFT)

hlj_lﬁ_-'i? jrr.*ars old

[ has a documented
behaviaral concern with
externalizing (aggressive ar
violent) behaviors: ar has a
history of chronic juvenife
offenses that has or may result
in invalvement with the juvenile
justice systerm,

|:] has a permanent caregiver
who is willing to participate with
service providers far the
duration of treatment.

[ 6-21 years old

|:| has a histary of involvement
with the Child and Family
Services Agency (CFSA], Court
Social services [C55), or the
Oepartment of Youth
Rehahilitation Services (DYRS);

[ ] has a recent history of
negative involvement with
schools for behavioral-related
issLEs, Or

] has a histary of gither chronic
or recurrent episodas of negative
behavior that have or may result
in out-of-home placement.

] 6-21 years old

[ }has situational behavioral
problems that reqguire short-
term, intensive treatment;

] is currently dealing with
stressor situations such as
traurna or vialence and
requires development of
caping and management
skills;

[] recently experienced qut
of home placement and
requires development of
COmMmunication and coping
<kills to manage the
placement change;

[ 1s undergoing transition
from adolescence to
adulthood and requires skills
and supports to sucoessfully
manage the transition; or

[] Has been recently
discharged from an inpatient
setting, i.e., acute
haspitalization or psychiatric
residential treatment facility.

] 10-18 years old

{ | has a documented
history of moderate ta
serious behavior problems
which impair functioning

in at least one area (e.g.,
school, home);

[JExhibits significant
externalizing behavior
which impairs functioning
in at least one area [o.g.,
schoal, home}; or

[ beatriskofa
disruptisn in placement;
and be: willing to
participate with service
providers for duration of
feyel 1Y treatment; and/or
involved with a caregiver
who i3 willing to
participate with service
providers for the duration
of level IV services.,

Fage 1
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Attachment D - 5
Department of Mental Health

TRANSMITTAL LETTER

SUBJECT
High Fidelity Wraparound Care Planning Process

POLICY NUMBER | DATE TL#
DMH Policy 340.10 ’ AUG 0 1 2011 133

Purpose. To outline the high fidelity wraparound process for children and youth and their
familias.

Applicability. Department of Mental Health (DMH) Mental Health Authority, DMH-certiffed
Core Services Agencies (CSAs), Community Based Intervention (CBi) providers, and DMH
contracted wraparound providers who serve children or youth and their families.

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 far following through te ensure compliance. Action plans and completion
dates should ke 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
shail begin as soon as possible. Full implementation of this policy shall be completed
within sixty {60) days after the date of this policy.

Policy Dissemination and Flling Instructions. Managers/supervisors of DMH and DMH
contractors must ensure that staff are informed of this policy. Each staff person who maintaing
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
None DMH Policy 340.10
Keplel” @/W
Stephen T. Baron
Director, DMH Y
Government of the District of Columbia
Page 1 of 19
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Policy No. Date
GOVERNMENT OF THE 340.10 Aug 01 201
DISTRICT OF COLUMBIA

LI ]
Supersedes

MNone

DEPARTMENT OF
MENTAL HEALTH

‘Subject:; High'Hidelity Wrapareund Careé Plaiwning Process:

1. Purpose. To outline the high fidelity wraparound process for children and youth and their
families.

2. Applicability. Department of Mental Health {DMH} Mental Health Authority, DMH-certified
Core Services Agencies (CSAs), Community Based Intervention (CBI} providers, and DMH
contracted wraparound providers who serve children or youth and their families.

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

4. Background. High Fidelity Wraparound is a process, not a treatment per se. (see Section
8a befow]. The wraparound process aims to achieve positive outcomes by providing a
structured, creative and individualized team planning process that results in plans that are more
holistic than traditional care plans in that they are designed to meet the identified needs of
caregivers and siblings and to address a range of life arsas. Through the team-based planning
and implementation process, wraparound also aims to develop the problem-solving skills,
coping skills, and self-efficacy of the young peaople and family members. Finally, there is an
emphasis on integrating the youth into the community and building the family’s social support
network.

5. Policy. DMH shall utllize contracted wraparound providers to provide high fidelity
wraparound care coordination services to children and youth with the most complex needs.
Wraparound providers must abide by specific requirements and timelines as outlined in their
contracts, and based on the National Wraparound Initiatives {NW|) phases and activities of the
wraparound process.

6. Definitions. For the purposes of this policy:

Ga. High Fidelity Wraparound Process (Wrap} - Afthough wrap is often referred to as a
treatment within the Disfrict of Columbia, high Tidefity wraparound is a care coordination
service, and is defined as: A collaborative team-based care planning process where the
famify and the team implement, track, and adapt an individualized Plan of Care {POC),
working toward the youth and family's long term vision for the purpose of achieving positive
outcomes in the home, school, and community. The process is coordinated and facilitated
by a team leader (Wraparound Care Coordinator) who is trained in the child and family team
{GFTY process. The COFT works to engage the youth and family in a needs-based care
planning and service delivery process, The CFT also understands the youth and family's
strengths, needs, and culture, and leverages community based and natural
supporns/resources,

6b. Wraparound Care Coordinator - The Wraparound Care Coordinator is responsible for
developing and organizing the Child and Family Team (CFT) process that focuses on the
development of an individualized POC for children/youth with complex emoticnal andfor
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behavioral health needs and their families. The Wraparound Care Ceordinator serves as
the team leader and coordinates and facilitates the wraparound CFT procass.

Be. Child and Family Tearn {CFT) - A group of individuals who the family believes can help
thern develop and implement a plan that will assist the child and family in realizing and
achieving their vision of the future. At a minimum it includes the child and his/her family, a
mental health representative, court invoived partners, and any individuals important in the
child’s life and who are identified and invited fo participate by the child and family. This may
include, for example, teachers, extended family members, friends, family support partners,
healthcare providers, relevant experts, coaches, representatives from churches,
synagogues or mosgues, and representatives from cther child-serving systems fike Child
and Family Services Agency {CFSA), Department of Youth Rehabilitation Services {DYRS),
DG Public Schools (DCPS}, and Court Social Services (CSS). The sizs, scope and intensity
of involvement of the team members is determined by level and complexity of need.

6d. Family Support Partner {FSF} — A team member who is a formal member of the CFT
whose personal experiencefjourney is critical to eamning the respect of the family and
establishing a trusting relationship that the family valugs. The FSP's role is to empower the
child and the family, help them engage and actively participate in the CFT process, and
make informed decisions that drive the process. FSPs have a strong connection to the
community and are very knowledgeable about resources, services, supports, and policies
for families.

fe. CALOCUS - Child and Adolescent Level of Care Utilization System (CALOCUS)
instrument is a method of quantifying the clinical severity and service needs of children and
adolescents with psychiatric disorders, substance use disorders, or developmental
disorders, and has the ability to integrate these as overlapping clinical issues. The averall
CALOCUS score guides the level of care assignment.

éf. Family - The primary care-giving unit, including a biolegical, adoptive or sslf-created unit
of people who may or may not be residing together and consisting of adull{s) and children,
with adull{s} performing duties of parenthoad for the children. Persons within this unit share
bonds, culture, practices, and significant relationships. Biological parents, siblings and
others with significant attachment to the individual living cutside the home are included in
the definition of family.

6g. Family Visign — The family’s vision should identify the long term family goals which can
encompass where the child and family like to reside, educational and vocational aspirations,
and the building of relaticnships.

Bh. Natural Supports - Natural supports are people wha are informal supports and know or
are related to the youth/ffamify, but do not provide a paid service {such as a grandparent or
neighbor who is connacted to the youthffamily). Natural supports can alse be found in the
youthffamily's community, such as the faith community, neighborhood, school, or community
arganizations.

Bi. Individugiized Plan of Care {IPC) - The individualized plan of care for children and youth,
which is the result of the Diagnoslic/Assessment. The IPG includes the consumer's
freatment goals, strengths, challenges, objectives, and interventions. The IPC is based on
the consumer's identified needs as reflectad by the Diagnostic/Assessment, the consumer's
expressed needs, and referral information. The IPC shall include a statement of the specific,
individualized objectives of each intervention, a description of the interventions, and specify
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the frequency, duration, and scope of each intervention activity. The IPC is the authorization
of treatment, based on certification that the MHRS are medically necessary by the approving
practitioner. The {PC /s maintained by the consumer's CSA (or CBI provider when the child or youlh
is recelving LB service), and should reffect the same overalf vision and goals as the mental heatth
soction of the Plan of Care (POC). Also see Section 6f below.

8j. Plan of Care {POC) - A written document that is developed by the child, family, and other
wraparound CFT members to meet the needs of both the child and family. Esssntial
elements include: demographic information, family vision, strengths, needs, outcomes,
action items, responsible parties, date of completion of action items, updates, and a crisis
and safety plan ({predicted behaviors, triggers, salutions, responses to the crisis,
communication tree, and hospitalization plan). The mental health section of the POC should
reflect the same goals as the IPC that fs mainiained by the consumer's CSA/CBI provider {ses
Sechion 6f above).

6k. Strengths, Needs, and Cultural Discovery (SNCDY — An interview and assessment
process where the Wraparound Care Coardinator (sometimes in partnership with the Family
Support Partner) listens to the youth and family's journey in order to identify strengths
across mulliple life domains, understand the family's culture, assist the family in articulating
the family's vision, identify areas of need, and begin the preparation of the CFT. A SNCD
document is created based on this process, sent to the team members with the family's
permission, and ulilized to drive the initial stages of the CFT process and development of
the childfyouth's PQC.

6. Mental Health Rehabilitation Services {MHRS) — mental health rehabilitative or palliative
services [rovided by a DMH-certified community mental health provider (CSAs,
subproviders and specialty providers) to consumers in accordance with the District of
Cofumbia State Medicaid Plan, the MAA/DMH Interagency Agreement, and the MHRS
Provider Cerlification Standards,

&m. Core Services Agency {(CSA) — a DMH-certified community-based MHRS provider that
has entered into a Human Care Agreemsnt with DMH to provide specified MHRS. A CSA
shall provide at least one core service directly and may provide up 1o three core services via
cantract with a sub-provider or subcontractor. A CSA may provide specialty services directly
if certified by DMH as a specialty provider.

6n. CB| Provider — Agencies cerified by DMH to provide CB services, consistent with the
MHRS Standards and the Department of Mental Health Establishment Amendment Act of
2001, CBI providers shall be responsible for the treatment planning process while the child
or youth is receiving CBI services {including the update of the |PC as necessary).

7. Access to the High Fidelity Wraparcund.

fa. Anindividuat, agency, or CSA/CBI provider can refer a child and family who have been
identified as having the most complex needs for wraparound coordination services by
contacting the DMH PRTF Diversion, Technical Assistance (TA) and Coaching for Children's
Mental Health department at PRTF.Diversion@de.gov to request a referral packet. The
packet will include an instruction sheet and contact information.

{1) Complex needs may include, but are not limited to: multiple system involvement,
multiple risk factors across many life domains, severe functional impairments, risk of or
recent return from residential placement, or hospitalization.
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{2) Trigger events that could lead to a referral to wrap may includa placement change,
tevel of care transition, excessive truancy, abscondance, release from detention, risk of
probation violation, or hospitalization.

7h. Upon receipt of a completed packet, a Child and Youth Servicas Division staff member
will review the referral packet for appropriateness for high fidelity wrap and if appropriate,
notify the referral source of the assigned wraparound provider.

7c. Assignment to a wraparound provider does not shift the overall responsibility of the CSA
{or CBI provider if applicable) for treatment planning and maintenance of the IPC when a
child or youth is receiving wraparound services. Also see sections 6i and 6j above.

8. Wraparound Provider Responsibilities.

8a. Wraparound Providers shall:

(1} Follow the National Wraparound [nitiatives {NWI) Phases and Activities of the
Wraparound Process as outlined in Exhibit 1.

« Forthe NWI 1.3.a activity, "Explore strengths, needs, culture, and vision with

the child/vouth and family", that is listed in Exhibit 1, the Wraparound Care
Coordinator will develop a SNCD and present to the Child and Family Team
(CFT) as a summarized document no later than the first CFT meeting.

i2) Ensure the Wraparound Care Coordinator completes the initial CALOCUS within
thirty (30) days of receiving a referral from DMH, and upon discharge from wraparound
services.

8b. Wraparound Providers shall adhere to the following timelines and teaming activities of
the Wraparound CFT process:

(1) Meet with the youth and family within 24-72 haurs of enrollment for the initial
engagement, orientation to the CFT process, and to begin the Strengths, Needs, and
Cultural Discovery (SNCD) assessment process.

(2) Ensure that the CFT is assembled for the first CFT meeting within two {2) weeks of
enroliment.

(3) Ensure that an initial Plan of Care {POQC) is developed and implemented by the CFT
within two (2) wesks of enrgliment.

{4) Ensure that each family has a written SNCD document within two {2) weeks of
enrgliment and that it is disseminated to the CFT members for raview.

(2) If a family is in erisis, the Wraparound Care Coordinator and/or the family support
partner shall work to de-escalate the crisis situation and assure necessary supports are
in place. Within forty-eight (48) hours, a crisis and safety plan shall be developed with
the family.

{6} Ensure the Wraparound Care Coordinator andf/or family support parther makes
face-to-face contact at least once per week, and ensure that CFT meetings are
conducied every thirty (30) days.

Page 5 of 19
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{7} Ensure that the CFT meseting is facilitated, the POC is documented and distributed
to the team members, and that the CFT members adhere to the POC, thus assuring that
all elements of the POC are delivered.

(8) Ensure that the approach to services is aligned with System of Care values (as
reflected in Exhibit 2, District of Columbia Children’s System of Care Guiding Principles:
and the ten (10) Principles of Wraparound as outlined by the National Wraparound
Initiative hitp/fwww.rtc. pdx edu/PDFTenPrincWAProcess . pdf

{9) Ensure that the POC includes a customized mix of services that is responsive to the
family’s needs using both formal and informal {natural} supperts.

{10) Submit monthly and quarterly reports to the DMH Child and Youth Services
Division as required by DMH.

9. Evaluation, Monitoring, and Training.

9a. The DMH PRTF Diversion, Technical Assistance and Coaching for Children's Mental
Health department will conduct targeted observations of the CFT process for ongoing
moritoring of fidelity to the wraparound model. An annual report on the fidelity fo the phases
and activities will be developed and provided to the Child and Youth Services Division
leadership for quality improvement.

8b. Technical assistance, consuitation, and training will be provided by DMH as needed to
support wraparound services to ensure adherence to the high fidelity wraparound modal,

10. Related References.
DMH Policy 340.54, Maintaining Children and Youth in their Homes
DMH Policy 340.11, ChildfYouth and Family Teaming

11. Exhibits.
Exhibit 1 — NWI| Phases and Activities of the Wraparound Process
Exhibit 2 — DC Chiidren's System of Care Guiding Principles

Approved By

Stephen T. Baroh
Director, DMH

Soploe Piten S
{Stgndtura} {%@P
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- _Phases_-aﬁ;i_h_ct:i;fities of the Wraparound Process

et

AUG 0 1 2011

:_':;igh_;asgsgii=.'aﬁ';dﬁ.A;tiviti'es of the Wraparound Process: Phase 1

R S PHASE 1: Engagement and team preparation
{-Diering this phase, the groundwork for trust and shared vision among the famity and wrap-
around tgam members is established, so people are prepared to come to meetings and col-
| faborate. Buring this phase, the tone is set for teamwork and teamn interactions that are con-
1 sistent with the wraparound principles, particularly through the initiaf conversations about
| strengths, needs, ond cutture. in addition, this phase provides an opportunity to begin to shift
-1 the family’s orlentation to one in which they understand they are an integral part of the pro-
: cess and-their preferences are prioritized. The activities of this phase should be completed
| relatively quickly (within 1-2 weeks if possible), so that the team can begin meeting and es-
tablish ownership of the process as quickly as possible.

LY. Orient the 1.1 a Orient the family This srientatfon to wraparaund should
farmily and youth and youth ta wraparaund be brigf and clear, and should avoid
the use of fargon, $o as nGt bo ower-
whelm family inembers. At this stage,
the fecus s on providing enaugh in-
formation so that the family and
youth can make an informed cheice
regarding participation in the wrap-
arcund process. For sgme families, |
! alternatives to wraparound may be !
very Limited and/or non-participation E
in wraparound may bring negative |
consequences (as when wraparound :

i
1

GOAL: To orient the family and { In face-to-face conversations, the
youth to the wrapargund pro- | facilitator explains the wraparound
cess. philosophy and process to family
mambers and describes who witl be
involved and the nature of family and
youth/child participation. Facilita-
tor answars questions and addresses
concerns. Facilitator describes alter-
natives to wraparound and asks fam-
ily and youth if they choose to par-
ticipate in wraparound. Facilitator
describes types of supports available
to family and youth as they partici-

is court ordered); however, this does :
not prevent familigs/youth from mak-

: ing an informed chaice to participate |
pate on teams (e.g., family/youth
may want coaching $o they can foel | b_ased on knowiedge of the alterna |
more comfortable andfar effective ! I:wes_ and/ar the consequences of non-
in partrering with other team mem. | P2rticipatian. !
bhers}. ;

i’ ;
1.7 b, Address leqm! | Ethical and legal considerations will
and ethical issues I alse need to be reviewed with the en- |

|
| tire team as described in phase 2.

— ey — et i

ilitator reviews all consent and re-
; lease forms with the family angd °
i ! yauth, answers questions, and ex- |
plains aptions and their cansequenc-
es. Facilitator discusses relevant |
leral and ethical issues (e.g., man-
datory reporting}, infarms family of .
their rights, and abtains necessary
consents and release forms before
the first team meeting,

Page 8 of 19
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_Phases"énq Activities of the Wraparound Process

' PHASE 1: Engagement and team preparation

- Deiring. this: phase, the groundwork for trust and shared vision among the family and wrap-
| -around téam members is established, so people are prepared to come to meetings and col-
laborate. During this phase, the tone is set for teamwork and team interactions that are con-
“sistent with ihe wraparound principles, particularly through the initial conversations about
strengths; needs, and culture. in addition, this phase provides an opportunity to begin to shift
‘|- the family’s orientation to one in which they understand they are an integral part of the pro-
- cess and thelr preferences are prioritized. The activities of this phase should be completed
rélatively quickly (within 1-2 weeks if possible), so that the team can begin meeting and es-
tabtish ownership of the process as quickly os possible,

f.1. Qrient the
family and yvouth

GOAL: To grient the Tamily and
youth to the wrapareund pro-
Cass.

V.1 a. Orient the family
and youth (o wraparaund

In face-to-face conversations, the

philosophy and process to family
members and describes who will be
involved and the nature of family and
yauth/child participation, Facilita-
tor answers questions and addresses
concerns. Facilitator describes alter-
natives to wragarcund and asks fam-
ily and youth if they choose to par-
ticipate in wraparound. Facilitatar
describes types of supports avaiable
to family and youth as they pastici-
pate on igams {e.g., familySyoush
may want coaching so they can fenl
more comfortable andéor effective
in partnering with atner team mem-
berst.

1.1 b, Address fegal
and efhical issues

ilitator reviews all consent and re-

Pyouth, answers questions, ang ex
plains options and Ltheir consequent.
&5 Facilitator d=cusses  relevant

~datary repoctingd, wforms family of

facilitator explains the wraparound ¢

This grientation o wraparsund steuld
Be brief and clear, and should avoid
the use of jargon, so as nat to over-
i whelm family members. At this stage,
the forus is on providing enough in-
formation #o that the family and
youth can make an informed choice
| regarding participation in the wrap-
| around process. For some families,
| alternatives to wraparound may be ;
very bimited and/for non-participation !
i wraparcund may bring negative ;
consequences (as when wraparound |
is court grdered); howewver, this does |
not prevent families/youth from mak- |
ing an informed chaice to participate |
based on knowledge of the alterra- |
| tives and/ar the consequences of non-
¢ participation.

| Ethical and lesal considerations will -
o also need to he roviewed with the en-
tire team as described in phase 2.

lease forms with the family and -

. legal and ethical issues (e.g., man.

. their rights, and obtains necessary -
: comsents antd release forms beofore .

the first Leam meesting.

Page 9 of 19

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 150 of 345




Attachment D - 5

Walker & Bruns -

AUG {} 1201

Phases and Activities of the Wraparound Process: Phase 1 {CDNTINTUED]

1.2, Stabilize crises
GOAL: To address press-
ing needs and concerns so
that the family and team
can give their attention to
the wraparound process.

T 3 f-acr!:mre
- conversations with
. farmily and youthichitd
. GOAL: To explore individ-
: ual and family sirengths,
" needs, culture, and wision
- &l to use these to devel-

1.2 a. Ask family and vouth about
immediate crisis concerns
Facilitator elicits infermation from the fam-
#y and youth abeut immediate safety issues,
current crises, or crises that they anticipate
might happen in the very near future. These
may include crises stemmine from a lack of
basic needs fe.g., food, shelter, utilities such

as heat or electricity).

The goal of this activity is td quick- -
ly address the most pressing con”
cerns. The whole team engages in
proactive and future-oriented cri- |
sisfsafety planning during phase
2. As with other activities Tn this
phase, the goal is te do no more |
than necessary priar to convening |
the team, so that the facilitator
does not come to he viewed - as
the primary service provider and
s0 that team as @ whole can fesl
gwmership for the plan and the
process.

R T R ROC

.

1.2 b, Elicit information from egency
repgresentalives and patential
team members about immediate
crises or potentiol crises

Facilitator elicits infarmation from the refer-
ring seurce and other knowledaeable people
about pressing crisis and safety concerns.

1.2 ¢. ff:mmedrme re:-punse is
necessary, formulate o response
for immediate intervention
and/ar stabitizalion

Facilitator and family reach agreement ahout |

i whether concerns require immediate atten- -
- tion and, if so, work to formulate a response
. that will provige immediate relief while also ;

al:owirrg the process of team building to mowe
ahead.

1.3 4. Explore strengths. needs, colture.
and visian with chifdryouth and fomily

o their perspective on their individual and col-

op a document that will ¢

serve a5 the start:ng point
. for planning.

wectve strengths, needs, elements of cullure,
and [oag-term goals or wsion; and learn about
natuial and formal supports. Facilitator bl pra

ffamily identify potential team members and
i aths family ta talk about needs and preferenc-
©es for meeting arrangements (location, time,
¢ supperts needed such as child care, transla-
" tion}.

Page 10 of 19

: Th.s 1-CLWIT.3' is u*.-.r-:d [14] devElup in-
; formation that will be presenied

Facilitator meets with the youth/child andg I:c;rand ;U?:mm?md oy Lhe te::m :3
family to hear about their experiences; gather - P55 amity members shou

Information about previows crises
and their resolution can be useful
in planning a response in 1.2.c.

This response  should describe
clear, specific steps to accomplish
stabilization.

be encourased to consider these
Lopicy brcadiy.
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Phases and Activities of the Wraparound Pracess: Phase

.3, Facilitate
1. coriversations with family

and ygi.l_fh.fchi{ d

-GOAL: To explore individual and

family strengths, needs, culture,
and vision and to use these to
develop a document that will
serve as the starting point for
planning. (Continued from pre-
wvigus page)

1.3 b. Facilitetor prepores
@ smmary docment

Using the informatton from the initial con-
versations with family members, the fa-
cilitator prepares a strengths-based docy-
ment that surnmarizes key information
about individual family member strengths
and strengths of the family unit, as well as
needs, culture, and vision. The family then
reviews and approves the summary.

AUG 0 1 201

T (CONTINTUED}

1.4, Engaee other
team members

GOl To gain the participa-
tion of team members who care
about and can aid the youth!
child and family, and to set the
stage for their active and collab-
orative participation on the team
in @ manner consiseent with the
wraparound principles

1.5 Maoke necessary
meeting arrongements

40al: To ensure that the neces-
sary procedurss are cndertaken
50 the team is prepared o begin
an effective wraparound pro-
CESs,

i

1.4 a. Solicit participaltion/?
arient teqm members

racititator, together with family members if
they so choose, approaches potential team
mermbers identified by the youth and fam-
ily. Facilitator describes tho wraparound
process and clarifies the potential role and
retsponsibibities of this person on the team.

Facilitator asks the potential team mern- -

bers if they will participate. If =o, facilita-
tor talks with them briefly ta learn their
perspeciives an the family's strengths and
needs, and to learn about their needs and
preferences for mesting.

1.5 g, Arrgnge meeting logistics

Facilitator integrates information gathered .
, fram all sources to arrznge mecting time

© and ltocation and to assure the availability

- of necessary supports or adaptations such as
translators or child care. Meeting time ang
location should be accessible and comfart- -
. able, especially for the family but also for
. other team members. Facilitatar prepares

materials—including the document summa-

: rizing family members indwigual and col- .
- legtive strengths, and their regds, culture,
¢ angd vision—to be distributed to team mem-
" bers.

Page 11 of 19

The youth and/or family may
choose Lo invite potentiat
team members themselves
and/or to participate in this
activity alangside the facilita-
tor 1L 05 important, howewver,
not to hurden family members
by establishing [even inadver.
tently) the expectation that
they will be primarily respon-
sible far recruiting and arient-
ing team membars,
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Phases and Activities of the Wraparound Process: Phase 2

PHASE Z: Initial plan development Do

During this phase, team trust and mutual respect are buill white the team creates.an. initia
ptan of care using a high-quality planning process that reflects the wraparound principles.
i particular, youth and family should feet, during this phase, that they are hedrd, that the
needs chosen are ones they want to work on, and that the aptions chosen have a reasonable. |~
chance of helping them meet these needs. This phase should be completed during ong or two |-
meetings that take place within 1-2 weeks, o rapid time frame intended to promote tegm|
cahiesion and shared responsibility toward achieving the team's mission or overarching goal. |

2.1. Develop an
initial plan of care

GOAL: To create an jnitial plan
of care using a high-quality team
process that elicits multiple per-
spectives and builds trust and
shared vision armong team mem-
bers, while also being consistent

: with the wraparound principles

¢ family and ali team members. Ground

2.1 g, Determine ground rufes

Facilitator guides team 1in a discus-
sion of basic ground rules, eliclks addi-
tlanal around rules impartant w team
mermbers, and facilitates discussion of
hows these will operate during team
meerings, AL a minirnem, this discus-
sion should address legal and ethical
issues—including confidentiality, man-
datary reparting, and other legal re-
quirements—and how to create a safe
and blame-free envirgameat for youwth

rules are recorded in team docymenta- [
vion and distriboted ta members.

In this activity, the team members |

define their collective cwpecta- -
tions for team interaction and col-
laboration. These expectations,
as writken into the ground rules,
should reflect the principles of
wraparound, For example, the
principles stress that interactions
should promate family and youth
voice and choice and should re-
flect a strengths orientation, The
principles also stress that impors
terit decisions are made within
the tearn.

2.1 b, Describe ang
docurment streneths

Facilitator presents strengths from the

¢ summary docurmnert prepared  during -

 phase 1, and clicits feedback and addi-
© tional strengths, including strengths of
!team members and commuoniny.

© Facilitator reviews yvouth and Farmily's

. vision and loads tearm in setiing a team | of vwhat the team is workin
. . . . . . - . . WA .
mission, introducing idea thas this js @ Mary S Ne Leami s e 5

2.1 . Create team mission

! the overarcning goal that will guide the |

team thwough phases and, ultmately,

- througiy transition from fermal wrap- .

araund.

Page 12 of 19

While strenpths are highlighted
during rthis activity, the wrap-
around processfeatures d strengths
arieptation throughout,

The team mission is the cotllabora- 1
tively set, Jang-term goai that pro- -
wides & Lre or two seatence sum- |
towzrds, i
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Fhases and Actmtles of the Wraparound Process: Phase 2 {CONTINTUED)

MA"'GR GDALS

.21, Devemp an
mmm’ plan of care

. GGAL To-create an initfal plan
of care using a high-guality
“team process that elicits mul-
‘tiple perspectives and builds
trust and shared vision amang
“team members, while also be-
ing consistent with the wrap-
araund principles (Cantinred
from previous page)

2.7 d. Describe and
prioritize needs/ goals
Facilitator guides the team in re-
viewing needs and adding to list,
The facliitator then guides the
beam in pricritizing a smafl number
of needs that the youth, family, and
team want towork on first, and that
they feel will help the team achieve

the mission.

The EL1c1tatmn am:i prioritization uf

needs s often viewed as ogne of the
most crucial and difficule  activities
of the wraparound process. The team
mist ensure that neads are considered
broadly, and that the prioritization of
needs reflects youth and family views
about what i most important. Meads
are nat services but rather broader
statements related to the wunderlying
conditicns that, if addressed, will lead
to the accomplishment of the mission.

2.1 8. Determing gaals ang
assacieted oulcomes and
fndicatars for egch gogl

Facilitator guides team i discuss-
ing a specific goal er putcome that
will represent success in meeting
each need that the team has chosen
to work on, Facilitator guides the
team n deciding how the outcome
Powill be assessed, including specific
indicators and how frequently they
will be measured,

Depending an the need being consid-
ered, multiple goals ar guicomes may
be determined. Similarly, for each goal
ur outcame determinged by the tean: for
measurement, multipte indicators may
be chosen to be tracked by the team,
Howewver, the plan should not include so
many goals, cutcomes, o indicators that
team membars become overwhelmed or
tracking of progress becomes difficult.

2.1 f. Select strategies

| Facilitatar guides the team in a pro-
i cess bo think in a creative and open:
i ended manner ahout strategies for
i meeting needs and achigving out-
" romes. The facilitator uses tech-
" nigues fgr generating multiple ap-
! tions, which are then evaluated by
© tonsidering the cxtent to wisich they
I are likely to be effective i helping
¢ reach the goal, sutcome, or indica-
i tor associated with the necd; the
extent Lo which they are communi-
‘ ty based, the extent ta which thoy

- build onfincarporate strengths; and
the extent to which they are consis.

- Whea evaluating more Formal ser-

- aids team in acquiring informatian

aboat and for considormng the ey ; - :
¢ the evidence hase, i

. dence base for relgvant aptions.

Page 13 of 19

teat with family culture and values. ; consider the evidence base for potential

| Stratemies or supports, it may be useful

vice and support options, facilitalar : for a wraparound team o program to

This actmty emphaﬂzes creative prob-
lem sobving, wsuatly through brainstorm-
ing or gther techniques, with the team
considering the full range of avaiable
reseurces as they come up with strat-
cgizs o meet needs and achigve out-
comes. lmpartantly, this includes aen-
erating strategy options that extend
beyond formal services ard reach fami-
lies through other avenues and time
frames. These are freguently orain-
starred by the team, with the youth
and family and people representing -
their interpersonal and community con-
nections being primacy nominators of
such supparts. Finally, in arder 1o best

have access ko and gain counsel fram a ¢
. - . . i
pont persoen who is wetl-informed on -
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Phases and Activities of the Wraparound Process: Phase 2 {CDNTINTUEB}

2.1, Develop an
initial plan of care
GOAL: Ta create an 1ni-
tial plan of care using a
high-quality team pra-
cess that elicits mol-
tiple perspectives and
builds trust and shared
vision among  team
members, while also
being copsistent with
the wraparound prin-
ciples (Cantinued from

previols page)

- ACTIVITIES

2 T g Assign action step5

Team assigns responsibility for undertaking
action steps associated with each strategy
to specific individuals and within a particular
tirne frame.

Actlon steps are the separate sy
activitles that are needed to.p

strategy o place, for example,’|
making a2 phone eall, transportmg .
child, working with a family member_ |
finding nut more inférmation, attepd-.’
ing a support meeting, arranging.f_ﬁ;j;
appointment. While all tearn fmem: |
bers will not necessarily participate’; |
at the same tevel, all team members |
should be responsible for carrying out -
action steps. Care should be taken:
to ensure that individual team mem-
bers, particularly the youth and fam-
ily, are not gvertaxed by the number
of action steps they are assigned,

2.2 Develop crisis/
safety plan

GOAL: To identify po-
tential problems and
crises, prioritize  ac-
curding to seripusness
and likelinood of ne-
currence, and create
an effective and wetl-
specified crisis preven-
tigr: and response olan
that fs consistent with
the wraparound prinei-
ples. A more proactive
safety plan may also be

Porreated,

2.3, Lamplete
AECESsary
docamentatian
aird fogistics

cowell ag polential responses for each type of
* crisis, Specific roles and responsihilities are
¢ created for team members, This information
15 documented in a written risis plan. Semc

potential safety isswes,

2.4 a. Determing
patentiaf serfous risks

Facilitator guides the team in & discussion
of how 10 maintain the safety of all family
members and things that could potentially go
wrong, followed by a process of pripritization
based on seriousness and |ikelihood of acour-
I'ence.

Past ¢rizes, and the outcomes of strat-
egies used to manade them, are often
an important spurce of infarmation in
current crisis/ safety ptanning.

2 2 b {reate cr:s:s!su}’efy an

In arder af pricrity, the facilitator guides team
T discussion of each serious risk ‘dentified.
The discussion inciudes safety needs or con-
cerns and potential crisis situatioms, inglud.
irg antecedonts and associated strategies for
preventing each patential type af crisis, as |

teams may aiso undertake stops to create a
separate safety otan, which spocifies all the
ways in which the wraparound plan addresses |

2.3 a. Complete documentation
end {ogistics '

. Facilitaior quides team in setting rmeeting
i sehedule and determining means of contacs- !
. ing team mrembers and distribuating docurmnen- |
N 1

© tation to team members.

Page 14 of 19

One potentizl difficulty with this ac-
ifvity is [he identification of & large
number of crises or safety issues
£an mean that the crisis/safety plan
"takes over™ [rom the wraparound
plan. The team thus needs to balance
the need to addrass all risks that are

U deemed sertous with the need to

maintain focus on the larger wrap-
around plan as well as yvouth, family,
and tcam strengthe.
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Phases and'Activities of the Wraparound Process: Phase 3

‘During this phase, the initial w

SACTIVITIES: * ~

PHASE 3! Implementation
raparound plan is implemented, progress gnd successes are

continually reviewed, and changes are made to the plan and then implemented, all while
maintaining or building team cohesiveness and mutual respect. The activities of this phase are
repeated until the team’s mission Is achieved and formal wraparound is no longer needed.

AUG 0 1 201

3.1, Impfement
the wraporound
plan

Goal:  To  imple-
ment the initial plan
of care, monitaring
completion of action
steps and strategies
and their success in
meeting need and
achigving  ocutcomes
H1 & Mmanner Consis-
teni with the wrap-

: around principles.

1.1 q. Implement action
steps for each strategy

For each strategy in the wraparound plan,
team members undertake action steps
for which they are responsible, Faciiita-
tor aids completion of action steps by
checking in and following up with team
members; educating providers and ather
system and community representatives
about wraparound as needed; and identi-
fying and obtafning necessary resources.

The level of need for educating providers
and other system and community represen-
tatives ahout wraparound varies consider-
ably from one community to ancther, Where
communities are new to the type of col-
laboration reguired by wraparound, getting
provider “buy in' can be very difficolt and
time consuming for facilitators. Agencies
implermenting wraparound should be aware
of these demnand: and be prepared to devote
sufficient time, resources, and support to
this need,

3.1 b, Track progress
orr oction steps

|
; Tzam manitors progress on the action
: steps for each strategy in the plan, track-
| ing information about the rimeliness of
cormpletian of respansibilities assigned 1o
| each 1gam member, fidelity to the plan,
I and the completion of the requirements
Paf any particular intervention.

3.1 ¢ Evaluate success
af strategies

Using the outcomes/indicators associat-
ed with cach need, the facilitator guides

youth and family's needs,

31, d. Celsbrate successes

© The facilitator encourages the team to : [ the oo o b . o
. atknowlcdge and celebrate successes, | 1 THe feam anc: ity MEMUErs. JucCesses dn

: . Whig o ; :
such as when progress has been made on - not have to be "big”, wor do they necessarily

action stent, when gutcomes or indica-
tors of success have been achieved, ar

Using the timelines asseciated with the ac-
tion steps, the team tracks progress. When
sieps do not occur, teams can profit from ex-
amining the reasons why not. For example,
teams may find that the person responsible
needs additional support or resgurces ta car-
T¥ out the action step, or, alternatively, that
different, actions are necessary.

- Evaluation should happer ab regular inter-

vals. Exactly how froquertly may be deter-
mined by program policies and/or the nature

. of the neweds goals. The process of evaluation

the team in evaluating whether selected

strategies are helping team meet the . )
ping i 50N Are these strategies, by mesting nogds,

should zlse help the team sraintain focus on
the “big picture™ defined by the team’s mis-

: hetping achieve the mission?

" ichnowledging success is ono way of main-

- when pesitive events or achievements |

©OoCL,

Page 15 of 19

taining a focus on the strengths and capacity

hieve to result directly from Lhe team alan,
iome teams make receenition of “what's
gone right" a part of each meeting.
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Walker & Bruns

MAJDR G{JALS

A 2. Revisit and
update the plan

GOAL: To use a high qual-
ity team process to en-
stre that the wraparound
plan is conkinually revis-
ited and updated Eo re-
spond to the successes of
initial strategies and the
need for new strategies,

_ACTIVITIES -

3.2, v. Consider new
strotegies g5 hecessary

When the team determines that skrate-
gies for meeting needs are not working,
or when new nesds are prioritized, the
facilitator guides the team in a process
of considering new strategies and ac-
tion steps using the process described
in activities 2.1.f and 2.1.2.

| nus 0 1201
Phases and Actmtles of the Wraparound Process: Phase 3 {CDNTINTU ED}' &

Rewsmg nf the plan take:-: place. A the i
text of the needs identified in Z, 1.d. Sinca:t:
the needs are i turn connected to the, rnTs-{jE
sion, the mission hetps ta guide E'-raluatmn .

and plan revisions. . :

3.3 Maintainfbuild
Lear cohesiveness
arnd tryse

GOAL: To maintain
awarenass of team mem-
bers' satisfaction with
and “buy-in" to the pro-
cess, and take steps to
maintain or build team
cohesiveness and trusk,

3 4. C UJ’".'DI'EE’E'
necessary
daurnentation
and lagfstics

OMB No. 0930-0168 Approved: 07/19/2011 Expires:

3.3 a. Maintain owareness
of team members’
satisfaction and “buy-in"

Facilitator makes use of available in-
farmation (e_g., informal chats, team
feedback, survoys—il availaple} to as-
sess 12am members' satisfaction with
and commitment to the ear process
and plan, and shares this information
with the team as appropriate. Facili-
rator welcomes and orients new Leam
members who may be added to the
team as the process unfolds.,

Many teams maintain formal or informal §
processes for addréssing team member en-
gagement ar “buy in", e.g. perlodic surveys
or an end.of-meeting wrap-up activity, In
addition, youth and family members should
be frequently consulted about their satis-
faction with the team's work and whethor
they believe it is achieving progress toward
their lone-term vision, especlaily after ma-
jor strategizing sessions. In general, how-
ever, this focus on assessing the process of
tearmwaork should not eclipse the overall
evaluation that s keyed to meeting identi-
fied needs and achieving the team mission.

e ———— e

i
i

L
i
!

v recard campletion of action steps, tesmn

Dservices and supports,

2.2 b, Address issues of team
cohesiveness and frist

faaking use of available information,
facilitator helps team maintain cohe-
siveness and satisfaction {e.p., by con-
tinually educating team members—in-
cluding new team  members—about
wraparound principles and activities,
andfor by guiding team in procedures
to understand and manage disagree-
ment, Canflict, or drssatisfacfion}.

3 ra‘ a. Comp!ete
docurnentation and togistics

i Facilitator maintains/updates the plan
. and maintaing and distributes meeting
i minutes. Team documentation should

attendance, use of formal and infarmal
and expendi-

tures. Facilitaror docurents  results

- af roviews of pragress, successes, and

. changes to the tean and plan. Facili-
tator guides team in revising meeting ¢

lagistics as necessary and distibutes
documentaticn Lo team members.

Page 16 of 19

Teamns will vary in the extent to which issucs
of cohesiveness and trust arise. Often, dif-
ficulties in this area arise from one or more
team members’ perceptions that the team's
work—andfeor the overall mission or needs
being curcently addressed—is not addressing
the youth and famiy's “real” necds. This
points to the importance of careful work in
geriving the needs ard mission in the Frst
place, smce shared goals are essentiak to
mairtaining team cobesiveness over time.

: Tearn documentamn shuuld bo kept cur-
; rent and updated, and should be distributed
i to and/or available to all team members in
¢ & Timely fashion.
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Attachment D - 5

“Phiases and Activities of the Wraparound Process

‘activities.

- CACTIVITIES ool |
PHASE 4: Transition

.- this.phase, plans are made for a purposefut transition out of formal wraparound to
a-mix af fermal and netural supports in the community (and, if appropriate, to services and
-suppoerts in the adult system). The focus on transition is continual during the wraparound
| process, and the preporation for transition Is apparent even during the initial engagement

':P'_ ases and.Activities of the Wraparound Process: Phase 4

AUG

012

“4.1. Plan for cessation
of formal wraparound

GUOAL: To plan a purpose-
“ful transition oot of for-
mal wraparound in a way
that is consistent with
the wraparound prin-
ciples, and that supparts
the youth and family in
maintaining the positive
oubcomes achieved in the
wrapareund process.

4.1 Create a transition plon

Facilitator guides the team in fo-
cusing on the transition from wrap-
around, reviewing strengths and
needs and identifying services and
sUpports ta meet needs that will
persist past formal wraparound.

Preparation for transition begins early in the
wraparound process, but intensifies as team
meets neads and moves towards achieving
tha mission. While format supports and ser-
vices may be needed post-transitign, the
tearn is attentive to the need for developing
a sustainable system of supports that 15 not
fdependent on formal wraparound, Toams
may decide to continue wraparound—or a
variation of wrapargund—even after it is no
langer being provided as a formal serdce.

4.1 b Create q post-transition
crists munagement plan

Facilitatar guides the ieam in cre-
ating post-wraparound crisis man-
agement plan that includes action
sleps, specific responsibilities, and
communication protecols. Planning
may include rebearsing responses o
crises and creating linkage to post-
wragarsund crisis resgurces,

4.1 ¢, Modify wraparouwad

e R refTocD Sl

Hew members may be added to the
team to reflect identified past-tran-
sition strategies, wervices, and sup-

. ports. The team discusses respanses

© teamifamily.  Farmal

to potential fukure situations, in

cluding crises, and negotiates Lhe -
nature of gach team member's post- -
wraparound participation with the ©

team meetings reduce fregquency

. and ultunatety coase,

Page 17 of 19

wraparoung

Ar thiz poimt in transition, youth and fam- :
ily membears, together with their continu.

ing supports, should have acquired skills

and knowledge fn how 10 manage orises,
Fost-transition Crisie management pianning
should acknowledge and capitalize on this
increased knowledso and strengthened sup-
part systerr, This activity will likely nclude

identification of acress points and entitle- !

rents for formal services that may be used
fellorwing formal wraparcund,

Toams may cantinue to meel using a wrap-

around process (oF other process or format)

i
I

even after formal wrapasound has ended.
Shauld zearmwork cantinue, farnily members
and youth, er other supparts, will tikely take
an some or all of the facilitation ang coordi- °
't natian aciivities,
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‘Walker & Bfuhs

Phases and Activities of the Wraparound Process: Phase 4 {C{}NTINTUED}

| MAJORGOALS |~ "

AUG ¢ 101

4.2. Cregte g
“rommencernent”

GOAL: To ensure that the
cessation of formal wrap-
around is conducted in a
way that cclebrates sue-
cesses and frames transi-
tign proactively and pasi-
tively,

4.3, Folfew-up
with the fomily
GOAL: To ensure that the
family is continuing to
experience success after

support if necessary.

i
/ 4.3 a. Check in with family

wraparound and to provide

4.2 a. Document the teom's work
Facflitator guides team In ¢reating a
document that describes the strengths
of the youth/child, family, and team
rmembers, and |essons learmed about
strategles that worked well and those
thar did not work so well, Team partici-
pates in preparing /reviewing necessary
final reporis {e.g., to courl ar partici-
pating pravidars, where necessary)

Th15 creates a patkage Qf mfurmaﬁun :

that can be useful in thi future,

4. b, Cefebrote sucoess

Facilitator encourages team to create
andfor participate in a culturably ap-
propriate “commencement” celebra-
tign that is meaningful o the youth/
child, family, and team, and that rec-
ogntzes their accomplishments.

Facilitator igads team i creating a pro-
cedure for checking in with the youth
and Ffamily periodically after com-
mencemeant, If rew needs have emerged
that require a formal respanse, facili-
tator andfor other tgam members may
afd the famity in accessing appropriate
services, possibly including a recanven-
ing of the wraparound team.

Page 18 of 19

The check-in procedure can be done im-

This activity may be considered optional
Youth{child and family should feel that
they are ready to transition from formal
wraparound, and it s impartant that
“graduation” is ngt constructad by sys-
tems primarily as a way to get families
out of services.

personally {(e.4., through questionnaires}
or through contact initisted at agreed-
upon intervals either by the youth or
family, or by another team member,
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District of Columbia Children’s System of Care
DMH Policy 340.10

Guiding Principles

Exhibit 2 - 8b{8}

1. Family Driven & Youth Guided: A holistic approach that supports and recognizes all family
members involved in a youth’s care and upbringing, with the end goal of providing services that are
successful and meaningful to the youth. Families have a primary decision-making role in the care of their
| own children as well as the policics and procedures governing care for all children. Youth and families

have the right to be empowered, educated, and given a decision-making role. Youth and families are fall
participants in service planning, service delivery as well as the program procedures and policy
development governing their care.

2, Individualized & Needs-Based: Services and activities are custornized, tailored, and guided by an
individualized service plan that is comprehensive and based on the unique needs and strengths of the
I youth and their family. I

3. Array of Services & Supports: A comprehensive network of services and supports are rcadily
accessible to youth and families to address the physical, ¢motienal, social, developmental, and
| cducational needs of yvouth. Clinieally appropriate services exist along a continuum of care from early

identification and early intervention through transition to adulthood.

4. High Quality: Service delivery incorporates evidence-based, promising, and best practices in meeting
the complex needs of youth and families. The rights of vouth and families are protected and effective
advocacy cllorts are promoted.

5. Community-Based: Community-based service options are fully explored so that services and supports
take place in the most inclusive, normative, and least restrictive setting possible. The DC System of Care
will continuously develop the capacity of the comrmunity to care for its youth and families, maximizing
traditional and natural community resources.

6. Cwltural Competence: Felicies and service delivery will demonstrate respect for the unigue and
diverse roles, values, helicls, race, ethnicity, culture and gender of the youth, family, and their
I community.

7. Early Identification & Intervention: Early identification and intervention is promoted to identify and

address social, cmeional, physteal, and educational needs, enhance the likelihood of improved cutcomes, I
I and lessen the need tor more intensive and restrictive services as adolescents and young adults.

8. Integrated Care: Child-serving apencies will systematically coordinate efforts and blend resources to ]

¢nhance the availability of traditional services, natural supports, and community resources and to avoid
duplication of services and gaps in care. Agencies collaborate to ensure appropriate and clear transitions
between levels of care and hetween youth and adult systems of care.

9. Strengths-Based: Assessments comprehensively identify and services build on the capabilities,
I knuwledge, skiils, and assets of the youth and family, their community, and other team members.

10. Outcosres-Based: Guals and objectives identificd in the individualized service plan are clearly
wndlerstood and measurable, with supports and services helping youth to live with their famulies, achieve
success in school, and avoid delinquency. Ohtcomes are used to drive decisions to further improve
services for youth at the system and practice level.

11. Least Restrictiver Services and supports are provided in the most inclusive, normative and least
restrictive setting possible, 1o increase the likelihood of successiul integration into family, home and
corumetity life,
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Attachment D - 6
Department of Mental Health

TRANSMITTAL LETTER

SUBJECT
Child/Youth and Family Teaming

POLICY NUMBER DATE j TL#
DMH Policy 340.11 AliG § 1 201 | 152

Purpose. To establish the Core Services Agencies {CSA) and Community Based Intervention
(CBI} provider requirements for the teaming process for Department of Mental Health (DMH)
enrolled children and youth and their families.

Applicability. DMH Mental Health Authority, DMH-certified CSAs who serve children or
youth and their families and CB| providers.

Policy Clearance. Reviewed by affected responsible staff and cleared through appropriate
MH& offices,

Implementation Plans. A plan of action to implement or adhere to this policy must be
developed by designated responsible staff. If materials andfor 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 fellowing through to ensure compliance. Action plans and completion
dates should be sent te 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
shail begin as soon as possible. Fuil implementation of this policy shall be completed
within sixty {60} days after the date of this policy.

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

ACTION
REMOVE AND DESTROY INSERT
None DMH Peolicy 340.11
}\\_}52’[‘4/&? }\Q—”f /%’,E/z/ /é/
Stephen T. Barb
Director, DM
Gayernmuwenl of the District of Columbia
Page 1 of 5
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Attachment D - 6

Policy No, Date
GOVERNMENT OF THE 340.11
DISTRICT OF COLUMBIA ' AUG 0 1 2018

LI

Supersedes

DEPARTMENT OF
' MENTAL HEALTH _

1. Purpose. To establish Core Services Agencies {(CSA) and Community Based Intarvention
(GBI} provider requirements for the teaming process for Department of Mental Health (DMH)
enrolled children and youth and their farmilies.

2. Applicabillty. DMH Mental Health Authority, DMH-certified CSAs who serve children or
youth and their families, and CBI providers.

3. Authority. Department of Menta! Health Establishment Amendment Act of 2001.

4. Background. In the 1980s the System of Care concept was developed in order to address
the lack of integrated care for children with camplex emotional/behaviaral health needs and their
families. During this time it was recognized that many children and youth were receiving
fragmented services and not involved in their care planning process, resulting in poor outcomes.
This national movement was initiated to strategically support family-driven and youth-guided
service planning and delivery that was coordinated in a team-based framework.

5. Goal. To ensure that DMH C3As and CBI Providers are able to provide child/vouth and
family teaming.

6. Pelicy. CSAs/CEI Providers shall ensure that all DMH enrolled children or youth and their
families receive collaborative service planning.

7. Definitions. For the purposes of this policy;

7a. Ghid and Family Team (CFT) - A group of individuals who the family belisves 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 individuzls 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 Rehabililation Services (DYRS), DO
Public Schoots {DCPS), and Court Social Services {C3S). The size, scope and intensity of
involvement of the team members is determined by level and camplexity of need.

7b. 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.

Page 2 of 5
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7c. CB| Provider — Agencies certified by DMH to provide CBI services, consistent with the
MHRS Standards and the Depariment of Mental Health Establishment Amendment Act of
2001. CBi providers shall be responsible for the treatment planning process while the child
or youth is receiving CBI services (including the update of the IPC as necessary).

fd. CSAJCBI Teaming - A staff member shall be identified as the responsible person for
coordinating service planning and the teaming process for each child/youth and family. Also
see Section 8 for teaming elements, and guidance on who convenes the team if the child or
youth is involved with another child senvicing agency (g.g., DYRS, CFSA, or CSS).

fe. Individualized Plan of Care or "IPC" - The individualized plan of care for children and
youth, which is the result of the DiagnosticfAssessment. The IPC is maintained by the
consumer's CSA (or the 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 based on the consumer's identified needs as reflected by the
Diagnostic/Assessment, the consumer's expressed needs, and referral information. The IPC
shakl include a statement of the specific, individualized objectives of each intervention, a
description of the interventions, and specify the frequency, duration, and scope of each
mtervention activity. The IPC is the authorization of treatment, based on certification that the
MHRS are medically necessary by the approving practitioner.

7f. Family - The primary care-giving unit, including a biclogical, adoptive or self-created unit
of people who may or may not be residing together and consisting of adult{s) and children,
with adult{s) performing duties of parenthood for the children. Parsans within this unit share
bonds, culture, practices and significant relationships. Biological parents, siblings and others
with significant attachment to the individual living outside the home are included in the
definition of family.

/9. Wraparound services - senvices provided by trained contracted DMH providers that are
pravided to children and youth with the most intensive level of needs. Wraparound providers
must abide by specific reguirements and timelines as quflined in their contracts, and bassd
on the National Wraparound Initiatives (NWI) Phases and Aclivities of the Wraparound
Pracess and DC Children's System of Care Guiding Principles (see DMH Policy 340.10,
High Fidelity Wraparound Care Planning Process).

8. CSA/CBI Teaming Elements. At a minimum, CSA/CBI teaming must include the following
essentiat elements;

8a. Team Formation. Persons needed for planning are engaged and included in lhe
teaming process. Also see Section 7a above.

8b. Team Functioning. Team members must communicate with each other based on the
neads of the child and family to ensure service planning and delivery is coordinated. I there
is a significant incident or event, team members may need to meet or convens a conference
call with all essential parties.

« |f anather agency (e.g.. DYRS, CFSA, or CS5) is not involved, the CSA/CBI provider
will convaneffacilitate/coordinate and document team mestings.

» |f another agency (e.g.. DYRS, CFSA, or C5S) is involved, the CSA/CBI provider will
ask that agency to conveneffacilitatefcoordinate and document team meetings, and
the CSAMCBI provider will attend and participate.
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g¢. Family Vision — The family's vision should identify the long term family goals which can
ancompass where the child and family like to reside, educational and vocational aspirations,
and the building of relationships.

4. Responsibilities.

9a. C8As/CBI Providers shall:

(1) ensure that a staff member is identified as the mental health team leader to
coordinate mental health service planning and delivery that includes the family.

(2} ensurs that the mental health teaming process is in accordance with the level of the
childfyouth and family's need, which will guide the fraquency of contact, the sharing of
information, and most appropriate responses needed to integrate clinical intervention with
supports and resourcing,

(3} ensure that the child and family teaming pracess includes the teaming elements
oullined in Section 8 above.

{4) ensure that team members are assigned individual tasks and held accountable for
those tasks.

(5) refer children or youth with the most intensive level of needs for high-fidelity
wraparound services when indicated.  Also see DMH Policy 34010, High Fidelity
Wraparound Care Planning Process.

» A child and family may be referred for WRAP by contacting the DMH PRTF
Diversion, Technical Assistance (TA}), and Coaching for Children's Mental Health
department at PRTF Diversion{@dec.gov to request a referral packst. The packet
will include an instruction sheet, and contact numbers,

oh. The Child and Youth Services Division, PRTF Diversion, TA, and Coaching for
Children’s Mental Health department. Upon receipt of a completed referral packet, a
staff member will review the referral packet for appropriateness for wraparound services
and if appropriate, notify the refarral source of the assigned wraparound provider.

10, Evaluation and Monitoring and Training.

10a. The DMH Community Services Review {CSR) department shall menitor and evaluate
CSAJCBI provider adherence to the CSR indicators for team formation and team
functioning through periodic, targeted case reviews conducted in accordance with the DMH
CSE Pratocol,

10b. Training on the child and family teaming process will be provided as needed by the
Child and Youth Services Division.
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11. Related References.

DMH Policy 340.5A, Maintaining Children and Youth in Their Homes
DMH Policy 340,10, High Fidelity Wraparound Care Planning Process

Approved By:

Stephen T. Baron
Diractor, DMH

N ) oy sy Mool i

(Signature) ¢ / L {{Date} K-/-//
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IV: Narrative Plan

E. Data and Information Technology
Page 42 of the Application Guidance

Narrative Question:

Regardless of financing or reimbursement strategy used, unique client-level encounter data should be collected and reported for specific
services that are purchased with Block Grant funds. Such service tracking and reporting is required by SAMHSA to be reported in the
aggregate. Universal prevention and other non-service-based activities (e.g. education/training) must be able to be reported describing the
numbers and types of individuals impacted by the described activities. States should to complete the service utilization Table 5 in the
Reporting Section of the Application. States should provide information on the number of unduplicated individuals by each service purchased
with Block Grant Funds rather than to provide information on specific individuals served with Block Grant funds. In addition, States should
provide expenditures for each service identified in the matrix. If the State is currently unable to provide unique client-level data for any part of
its behavioral health system, SAMHSA is requesting the State to describe in the space below its plan, process, resources needed and timeline
for developing such capacity. States should respond to the following:

« List and briefly describe all unique IT systems maintained and/or utilized by the State agency that provide information on one or more of
the following:

o

o

o

o

o

Provider characteristics

Client enrollment, demographics, and characteristics

Admission, assessment, and discharge

Services provided, including type, amount, and individual service provider
Prescription drug utilization

» As applicable, for each of these systems, please answer the following:

o

o

For provider information, are providers required to obtain national provider identifiers, and does the system collect and record these
identifiers?

Does the system employ any other method of unique provider identification that provides the ability to aggregate service or other
information by provider?

Does the system use a unique client identifier that allows for unduplicated counts of clients and the ability to aggregate services by
client?

Are client-level data in the form of encounters or claims that include information on individual date of service, type of service, service
quantity, and identity of individual provider?

Does the system comply with Federal data standards in the following areas (use of ICD-10 or CPT/HCPCS codes)?

 As applicable, please answer the following:

o

Do provider and client identifiers in the behavioral health IT system allow for linkage with Medicaid provider identifiers that provides the
ability to aggregate Medicaid and non-Medicaid provider information?

Are Medicaid data or linked Medicaid-behavioral health data used to routinely produce reports?

Does your State's IT division participate in regular meetings with Medicaid and other agencies to address mutual issues concerning
system interoperability, electronic health records, Federal IT requirements or similar issues?

Does your State have a grant to create a statewide health information exchange and does your agency participate in the development of
the exchange and in issues concerning MH/SA data?

Is your State Medicaid agency engaging in or planning to improve its IT system? If so, is your agency included in such efforts for the
purposes of addressing issues related to data interoperability, behavioral health IT system reform, and meeting Federal IT data standards?

In addition to the questions above, please provide any information regarding your State's current efforts to assist providers with developing
and using Electronic Health Records.

Footnotes:
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The DMH IT system includes the following components:

The DMH IT topology is comprised of an integrated WAN of routers connecting multiple
locations on a single protected network within the District of Columbia’s infrastructure. Each
location can access any of the servers, printers or shared resources within that topology.

Community Systems.

The community systems include eCura, Anasazi (a Client Data System for the Mental Health
Services Division) and LOCUS/CALOCUS (a web-based application used to determine
consumer functioning levels and identify appropriate level of care). In addition, the program
staff use a number of small-specialized databases that can be accessed on the network or across
the Internet. This provides the capability to record data on defined and specified measures
included in the system. The DMH IT infrastructure utilizes state-of-the-art networking
technology, data warehousing and mining technology, relational database management systems,
all of which facilitate easy incorporation of data elements for recordation and reporting.

1. eCura

eCura is a managed care application that is used for enrollment, eligibility determinations,
service authorization and claim adjudication. It tracks the majority of the outpatient services
provided by public and private community agencies. Each provider qualified/certified to
provide mental health services to DMH has a contract that specifies an agreed upon dollar value
for Local funds, provider demographic data, and rates for services provided. All contracted
providers within the District's mental health system utilize eCura through a web-based
data portal call Provider Connect.

The system serves as the driving force for centralized claims processing, contracts
management, provider payment, Medicaid reimbursement, budget and accounts
management. eCura has been augmented with a Data Event Screen that captures mental
health statistical data including demographic and clinical information that meets the
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requirements of the URS and NOMS. The Quarterly Performance Data Event Screen
requires providers to update client/consumer data every 180 days. The provider cannot
request authorization for services until the required event data are completed. eCura
complies with HIPAA regulations and adjudicates claims based on specific data rules.
eCura uses a relational database structure. A data warehouse module has been
implemented to facilitate comprehensive ad hoc reporting on any field in the database as
well to allow data mining of all statistical data to support outcome analysis. Data
reporting is available through eCura and is used to generate reporting for URS, NOMS
and other business purposes, including compliance with the Dixon Consent decree and
the LaShawn A. Consent decree.

The eCura validates Medicaid eligibility by matching enrollment data against the DHCF data in a
bi-weekly update tape of matching data, to facilitate enrollment and serves as payer of last resort.
eCura is designed to conform to HIPAA regulations and adjudicate claims based on
certain valid data rules. Once a claim is adjudicated and approved, if the recipient is
Medicaid-eligible, the claim is submitted to the Department of Health Care Finance
(DHCF)' for payment. The system will also process claims for Medicaid non-
reimbursable services, paying providers using locally appropriated funds.

In early FY2012 e-Cura will be updated with ANSI 5010 software that will allow eCura
to continue to process claims received in the ANSI 4010 format but be capable of billing
out in the ANSI 5010 format until such time as all providers are able to bill using the
latest 5010 format. This implementation shall be phased and fully implemented by
January 1, 2012.

2. Anasazi

An application called Anasazi by Anasazi Software is used by the Mental Health Services
Division for its business processing needs and PanceaRX for ambulatory pharmacy
management. The Mental Health Services Division encompasses the various government
operated services offered by DMH, except for the crisis emergency services programs
and Saint Elizabeth’s Hospital. Anasazi is a practice management application that
includes scheduling, treatment, and billing. Anasazi generates HIPAA compliant 837
claims files that are processed for payment through eCura

3. LOCUS/CALOCUS

DMH has adopted the Level of Care Utilization System (LOCUS) and the Child and
Adolescent LOCUS (CALOCUS) to measure and track dimensions of functioning for
mental health consumers. The LOCUS/CALOCUS was developed by American
Association of Community Psychiatrists. Deerfield Behavioral Health developed a web-
based application for clinicians to use in scoring the instrument.

DMH policy requires the completion of LOCUS and CALOCUS to assess initial and
continuing authorization of certain services, and as a decision-support tool for Assertive

' The Department of Health Care Finance is the District’s single state Medicaid agency.
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Community Treatment (ACT), Community-Based Intervention (CBI) and Community
Residence Facilities (CRFs).

Standard reports are available from the web-based application for both DMH and the
providers. In addition, DMH has worked with the vendor to develop several highly
customized reports, including an agency-level utilization report and a high-end service
utilization and variance report for use by DMH staff and providers, which are discussed
below in the section describing reporting capabilities.

4. Other Databases.

There are many small databases that exist to support programs and are maintained on
individual work stations and although networked, result in a significant amount of data
that is being collected outside of the core IT systems. During FY 09, DMH completed a
resource map that identified and cataloged their data elements; however, for the most
part, data reported from these systems only serves a relatively narrow group of
stakeholders. Examples include: the housing database; the PRTF placement database;
the Office of Accountability databases that track major unusual incidents, complaints,
certification and licensure data; and the Office of Consumer and Family Affairs grievance
database.

DMH, as part of its overall system redesign planning has developed specifications for a practice
management system that would replace eCura and Anasazi, as well as incorporate some of the
data currently collected and maintained on individual programs, further described below in the
section discussing future plans.

Inpatient Systems -- AVATAR System.

AVATAR is the clinical management information system used to capture patient care services at
Saint Elizabeths Hospital (SEH). The internet-based Avatar System has three integrated
functions: (1) it serves as an electronic medical record and practice management system; (2) a
laboratory database system; and (3) a pharmacy database system for St Elizabeths Hospital. All
clinical units at the hospital report directly into the database, including adult acute care, adult
continuing care and forensic inpatient service programs. Data is mined and developed into a
report format by an Information Systems staff person.

In early 2011, the IBM FileNet document management system was implemented. The hospital
scanned the paper records of the active patients into that application to allow all clinicians
secure, online access to historical documentation. Reporting was also improved with the
addition of a Crystal Reports Server that allows secure web based access to the hospitals
frequently used reports.

Saint Elizabeths Hospital moved into a 450,000 state of the art facility in June 2010. This new
facility provided a new VOIP telephone system, a fully wireless environment and speeds of up to
1 GB to the desktop — improving the overall infrastructure for the staff. Currently the hospital is
looking to integrate automatic dispensing systems, and point-of-service scanning.
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Reporting Capabilities.

Provider and client identifiers in the DMH IT system allow for linkage with Medicaid provider
identifiers and provide the ability to aggregate Medicaid and non-Medicaid provider information.

Reports using Medicaid data or Medicaid data linked to DMH data are generated routinely Such
reports include the MHRS Service Utilization Report and the Provider Enrollment Report. DMH
also receives regular extracts of MCO encounter data, which is linked with eCura data using
Medicaid ID to develop an unduplicated count of persons receiving publicly funded mental
health services.

DMH uses eCura ID numbers to prepare reports linking eCura and LOCUS/CALOCUS data.
For example, ACT and CBI program managers are currently receiving data spreadsheets that
present both client-level eCura claims data and LOCUS data from the web-based application to
monitor overall utilization of these services, based on LOCUS/CALOCUS scores. A customized
“High-end Service Utilization Variance Report,” has been developed to identify consumers who
may be over-utilizing or under-utilizing ACT or CBI services based on variance in recommended
levels of care. The report is intended to assist the DMH to more effectively monitor access to
these high-end services.

DMH is also currently receiving a customized report that details variance in LOCUS score in
comparison to DMH housing program requirements. This report is being used by staff working
in the Division of Adult Services to help determine if consumers receiving housing in DMH
contracted CRFs are placed in the appropriate level of care.

Future Plans.

DMH plans to issue the RFP for an off the shelf practice management application by late FY 11.
This practice management system is intended to replace eCura and Anasazi, as well as the Office
of Consumer and Family Affairs grievance database and some of the Office of Accountability
databases. Personnel for the effort are presently being recruited. The new practice management
system is scheduled for modification and implementation in late FY 13. Legacy applications
will operate in parallel as the new system is prototyped, built, tested and implemented. All
providers will be required to use the new practice management system, which will include an
electronic health record.

DHCEF is also planning for implementation of an Administrative Services Organization (ASO) in
FY 12. DMH staff participate in meetings about the ASO implementation.

DHCEF received $1 million under the State Planning and Establishment Grants for the Affordable
Care Act’s (ACA’s) Exchanges. DHCEF is the lead agency developing the HIT strategy for the
District. DMH IT representatives participate in the meetings convened by DHCF regarding the
District’s health information exchange, interoperability, electronic health records and federal IT
requirements.
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In addition, the District recently received a Level 1 grant to develop a health insurance exchange.
DMH staff will participate in the workgroup that will develop the exchange. The impact of this
workgroup on existing plans is unknown at this time.

Barriers to Implementing an Encounter/Claims Based Approach to Payment.

The District already uses an encounter/claims based approach to payment for the MHRS
program (both Medicaid and locally funded services). However, some locally funded services,
such as supported employment and supported housing, are paid through an invoicing system and
are not currently part of the encounter/claims based approach to payment. Payment for
supported housing services will transition to eCura effective October 1, 2011.

Technical Assistance Needs.

DMH has a huge reporting deficit within its existing system. There are a number of stand-alone
databases which contribute to concerns about data integrity and data management. Other areas
where technical assistance is needed include:

General reporting

Refinement of performance and outcome measures

Technical training on the use of electronic health records and new systems
User documentation — implementing the “how tos” of system redesign
Computer based training videos
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IV: Narrative Plan

F. Quality Improvement Reporting
Page 43 of the Application Guidance

Narrative Question:

SAMHSA expects States to base their administrative operations and service delivery on principles of Continuous Quality Improvement/Total
Quality Management (CQI/TQM). These CQI processes should identify and track critical outcomes and performance measures that will
describe the health of the mental health and addiction systems. These measures should be based on valid and reliable data. The CQI processes
should continuously measure the effectiveness of services and supports and ensure that services, to the extent possible, reflect their evidence
of effectiveness. The State's CQI process should also track programmatic improvements; and garner and use stakeholder input, including
individuals in recovery and their families. In addition, the CQI plan should include a description of the process for responding to critical
incidents, complaints and grievances. In an attachment, please submit your State's current CQI plan.

Footnotes:
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The DMH Office of Accountability (OA) ensures that service standards are upheld according to
the DMH vision, mission, values and performance objectives and that mental health care
practices adhere with District and federal standards and national state-of- the art practices and
evidence-based practices. OA also implements the compliance plan mandated by the Deficit
Reduction Act (DRA). OA includes the Division of Quality Improvement (DQI), which is the
organizational unit responsible for organizing, directing and coordinating quality improvement
of services and supports.

DMH does not have a formally adopted CQI plan. However, there is an established quality

improvement framework that is used by OA and DQI to organize, direct and coordinate quality
improvement of services and supports. That framework is described below.

Quality Improvement Committees:

There are two standing Quality Improvement Committees at DMH. The first is the Internal
Quality Committee (IQC), which was established in 2007. This committee is chaired by the
DMH Deputy Director for Accountability and meets monthly. The 1QC is made up of
representatives from the Mental Health Services Division, the Comprehensive Psychiatric
Emergency Program, Saint Elizabeths Hospital, and the Division of Quality Improvement. The
IQC is responsible for the ongoing examination of quality improvement issues in the following
areas:

e LOCUS/CALOCUS
o Use of this tool for quality improvement in service delivery

e MHSIP
o Use of consumer satisfaction data for Quality Improvement Initiatives

¢ Critical Incident Mortality Review Committee
o Trending of mortality data with related recommendations for best practices

¢ Annual Quality Improvement Initiatives (QII): quarterly and yearly results
o Covering defined areas
o Data submitted by providers

¢« Provider Scorecard

o Reflects performance of providers in the areas of Quality, Compliance and
Financial

o Trending analysis
o Reflects various aspects of consumer utilization across the service delivery system

The second standing committee is the DMH Quality Council, which was established in 2003.

This committee is chaired by the Director of Quality Improvement and its members consist of
Quality Improvement Directors from DMH providers. The Quality Council meets quarterly and
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receives direction and information from the 1QC. The Quality Council focuses on the following
areas:

¢ Sharing of quarterly QII results

¢ Analyzes LOCUS/CALOCUS data provided by OA

e Provider reports on quality activities

¢ Quarterly provider presentations of significant quality activities and best practice

The DMH quality improvement initiatives are guided by the Institute of Medicine (I0OM) 2001
report, “Crossing the Quality Chasm: A New Health System for the 21st Century” which
examined the quality of the healthcare system in the United States. The Quality Chasm report
developed a framework and strategies for improvements in quality and identified six aims for
high quality healthcare and ten rules for the redesign of the healthcare system. The Six Aims are:

e Safe—avoiding injuries to patients from the care that is intended to help them.

e Effective—providing services based on scientific knowledge to all who could benefit and
refraining from providing services to those not likely to benefit (avoiding underuse and
overuse, respectively).

¢ Patient-centered—providing care that is respectful of and responsive to individual
patient preferences, needs, and values and ensuring that consumer values guide all
clinical decisions.

e Timely—reducing waits and sometimes harmful delays for both those who receive and
those who give care.

¢ Efficient—avoiding waste, including waste of equipment, supplies, ideas, and energy.

e Equitable—providing care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic locations, and socioeconomic status.

A copy of the letter announcing the 2011 Quality Initiatives is attached and marked as
Attachment F-1.

Recent Quality Improvement Activities

1. Health and Wellness (Integration of Physical Health and Mental Health)

Co-morbidity Reviews- In 2008, OA began a hospital co-morbidity study of consumers with
medical and psychiatric diagnoses. The Co-morbidity Reviews are part of the effort to achieve
the highest quality of care possible for patients at Saint Elizabeths Hospital by ensuring that
medical/physical, as well as, psychiatric patient care needs are fully integrated and documented
in the record. The initial audits involved chart reviews and showed some improvement in the
integration of medical and psychiatric information in documentation and treatment planning. It
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was determined that the information needed for the audits was transferred from the chart to the
AVATAR electronic medical record.

The auditors were trained on how to locate information critical to the co-morbidity review (i.e.,
progress notes, assessments, treatment plans, lab results, vital signs, nursing assessment,
psychiatric assessment, physical exam, risk assessments for falls, choking, dementia, and bowel
obstruction, and referrals for outside medical treatment). During this process it was discovered
that some of the information required for the co-morbidity review was either not present in the
electronic record or not fully recorded in the record due to the evolving functionality of this
system. The co-morbidity reviews using the AVATAR system were scheduled to resume in June
2011.

Quality Improvement Initiative — Medical Co-Morbidity- This QI Initiative to increase the
number of consumers linked to primary care providers began in 2009. In FY 2011, the QI
Initiative requires CSAs to track two (2) groups of consumers, using a sample provided by
DMH. The first group is a random sample of 15 consumers that providers monitor across all
four (4) quarters. The second group is a random sample of consumers proportional to the size of
the agency. The consumers in the second group will change each quarter. Each CSA reviews
these records on a quarterly basis to ascertain whether:

a) The CSA has any current documentation on the consumer’s general medical condition
from the primary care provider and;

b) The CSA’s IRP includes a plan for addressing medical problems identified on Axis III.
This includes the utilization of Schizophrenia Quality Improvement Plan (SQIP)
brochures, posters, and handbooks for health teaching.

For the purposes of this QI Initiative, general medical conditions should be listed on Axis III.
Examples of current documentation from the primary care provider include: a physical
examination performed within the year, laboratory results from the primary care provider within
the year, current list of medications from the primary care provider. CSAs with consumers in the
sample who have an Axis III diagnosis and do not meet criteria (a) or (b) should request the
primary care treatment records and revise the IRP to include a plan for addressing medical
problems by the following quarter.

FY 2010 data for consumers linked to a primary care physician (PCP) shows that during the first
quarter 84% were linked, and by year end 97% of consumers had been linked to a PCP. FY 2011
data for the second quarter shows that 73% of consumers had a physical examination in a year,
51% had lab results within a year, and 72% had a current list of medication from the PCP.

2. Provider Scorecard
In FY 2010, the OA implemented the Provider Scorecard that was piloted in FY 2009. This
process included revision of the tools used to collect data for the Scorecard, as well as site visits

and other data collection activities. The OA staff conducted chart reviews at 22 core service
agencies (CSAs) in order to collect data for the Quality Review section of the Scorecard. The
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Provider Scorecards assess three (3) domains for each provider: Quality, Financial, and
Compliance with regulations. The results of assessments in these areas allow DMH to give each
CSA arating on a Five Star scale.

Only providers who could be assessed across all domains were issued a Scorecard in FY 2010.
Sixteen (16) providers were assessed across all three (3) domains, and were issued an overall
Scorecard score for FY 2010. The overall Scorecard score for each CSA was published among
all providers on February 28, 2011. The FY 2011 Scorecard will incorporate revisions based on
feedback from DMH Senior Staff and community providers. It will be published to the general
public in January or February 2012.

Data Reporting Capabilities and Quality Improvement Activities

In addition to the work of OA and DQI, as well as the IQC and QC, there are other programs
within DMH generating data that is used for quality improvement purposes.

Applied Research and Evaluation (ARE) Unit: The DMH ARE Unit within Organizational
Development has been providing data since October 2009. This Unit implements both
measurement and capacity-building activities that enhance the use and application of data to
improve system functioning and quality of care. The Director is also the principal investigator
for the DIG. ARE facilitates the use of data within DMH and addresses specific questions with
research and evaluation methodology. That is, to understand the nature of the data currently
being collected, refine and enhance its quality, aggregate it into meaningful new configurations
and to design targeted, small scale studies. ARE is comprised of a multidisciplinary team of
individuals with a primary emphasis on collecting and using data from particular DMH program
areas. By looking at the data across programs, program staff will be able to identify resources
and strategies being used by other programs to enhance their data collection, utilize methods and
IT infrastructure, or collaborate with other program areas.

The primary activities include: 1) conduct data analyses and develop reports for federal, state and
local programs; 2) keep abreast of the literature and national trends; 3) provide accurate and
timely reports; and 4) support quality improvement efforts. Enhancements have been made to
capture data for the following programs and/or activities: Care Coordination; School Mental
Health Program; Child and Family Services Agency (CFSA) initiatives; Housing; Supported
Employment; Psychiatric Residential Treatment Facility; Community-Based Intervention; and
evidence-based practices.

ARE has developed a data reports and deliverable schedule to provide the following reports on a
monthly, quarterly or annual basis: LOCUS/CALOCUS; Key Performance Indicators; Client
Level Outcomes Assessment; Child and Youth Services Division Reports; CFSA Utilization;
ChAMPS Performance Statistics; Child and Youth Services Dashboard; Crisis Intervention
Officer Monitoring; Integrated Care Evaluation; Mental Health Statistics Improvement Program
(MHSIP); and URS Tables. The analysis of the MHSIP and the CSR data are included as
Attachment F-2.
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Saint Elizabeths Hospital Data Analysis and Reporting: Provides ongoing quantitative data to
the hospital, DMH, and other stakeholders in order to enhance the quality of clinical practice and
performance. The data analysis and reporting activities include: 1) risk management and unusual
incident investigations; 2) hospital wide data collection; 3) database development and
management; 4) data analysis and presentation; 4) in-depth studies; 5) performance improvement
initiatives and implementation; and 6) audit development and implementation.

Reports include:

PRISM Report- monthly data publication which documents 12-month trends in 17 key
performance indicators in the areas of: census, unusual incidents, medication, and clinical
practice.

Trend Analysis-yearly data publication that presents trends in census, admission,
discharge and transfer information, demographic characteristics of the individuals in care,
length of stay, readmissions, clinical profile captured in all five (5) axes of DSM-1V-TR,
medication related data, and unusual incidents. Analysis results are presented visually in
charts or tables, along with bullet points describing key findings and interpretations in
every section.

Clinical Audits- there are a total of 25 monthly audits, each of which has 12 to 50
indicators. In some audits, the sample size is 20 % while in others; the sample size is two
(2) per clinician. Audits include:

. IRP and multi-disciplinary practice audits- IRP observation, clinical chart audit,
discharge, and transfer;
. Disciplinary audits: initial/update assessments and progress note of each

discipline (psychiatry, psychology, medical, nursing, social work, and
rehabilitation); and

. Other treatment related audits: treatment mall facilitation, therapeutic progress
note, COD, involuntary emergency medication, tardive dyskinesia, and
restraint/seclusion.
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF MENTAL HEALTH

e e ok
R
E—

December 16, 2010

Dear MHRS Quality Improvement Director:

As we discussed at the Jast quarterly DMH Quality Councit meeting, the Department is launching new
mandatory community based quality initiatives for FY 2011, The FY 2011 Quality Improvement
Initiatives were derived from the Office of Accountabifity's analysis of rends in major reportable
incidents, morality reviews, major investigations, quality reviews, and the FY 10 Q! initiative outcomes.
The 2011 QI Initiatives afso include recommendations from the DMH Intemal Quality Committee. The
FY 2011 Quality improvement Initiatives are as follows:

(1)

(2)

Medical Co-Morbidity:

We will be continuing our medical co-morbidity Ql initiative, but we wili change the way we sample
this cohort. While in the pasl praviders have chosen their own random sample, this year DMH wil
provide the sample to providers from their consumer roster. You are required to track two groups
for this titiative in FY 2011. The first group is a random sample of fifteen {15} consumers that you
will monitor across all four quariers. The second group is a random sample of consumers
proportional ko the size of your agency. The consumers in the second group will change sach
quarter. The Office of Accountability wilf provide you with the sample for both groups.

Each core service agency will internally review these records on 2 quarterly hasis to ascertain
whether:
a. The CSA has any current documentation on the consumer's general medical condition
from the primary care provider and,
. The C5A’s IRP includes a plan far addressing medical problems identified on Axis {1,
This includes the utilization of SQIP brochures, posters, and handbooks for health
teaching.

For the purposes of this Cll Initiative, general medical condilions should be listed on Axis IIf.
Examples of currant documentation from the primary care provider include: & physical examination
performed within the year, laboratory results from the primary care provider within the year, current
list of medications from the primary care provider.

CSAs with consumers in the sample wha have an Axis || diagnosis and do not meet criteria {a) or
(b) should request the primary care treatment records and revise the IRP to include a plan for
addressing medical problems by the following guarter.

Glinical Supervision:

Thirty {30) ciinical records will be reviewed quarterly by each CSA for {a) documentation of clinical
supanvision on the consumer's medical record, and (b} documentation of clinical supervision in the
personnel file for the credentialed staff providing services to the consumer.
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(3) LOCUSICALCCUS DOMAINS AND TREATMENT PLANNING:
This Qt initiative is designed ta foster integration of level of care data with engoing freatment
planning. Thirty (30) clinical records will be reviewed twice during the year by each Core
service Agency fo ascertain whether LOCUS/CALOCUS dimansion score data (for dimension
scores of three (3) or above} are being used to inform the treatment planning process.
Demonstrated use will be evidenced by incorporation of the consumer’s dimension scores into
the treatment plan goals, objectives, and/or intervention. The Office of Accountability will
pravide you with the sample.

These indiatives will be monitored during the next welve months. Report your quarterly data findings on
these initfatives to the Office of Accountabfity {OA). The due dates for quarterly data submissions to
OA are as follows:

010 Quarter Data Ra F Uate to on o A
Q1 11110 — 123110 February 1, 2011
211111 - 331H11 May 1, 2011
Q3: 44111 - /3011 August 1, 2011
Q4: 711411 - 8430411 November 1, 2011

IFyou have any questions about these QI Initiatives, then please contact me at (202) 673-2255 or
andrew.polieck@dc.gov. The next meeting of the Quality Council will be held on March 17, 2011 at
9:30 a.m. i look forward to seeing you there to review the data submissions for the 15t quarter of FY

2010,

Sinceraly,

Andrew Pollock
Acling Director of Quality improvement
DiH Office of Accountability
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MHSIP and CSR Analysis
(SAMHSA Strategic Goals 7.1 and 7.2)

Mental Health Statistics Improvement Program (MHSIP) Surveys—Adults:

2011 MHSIP Survey- DMH is in discussion with the Consumer Action Network (CAN) to
conduct the 2011 adult MHSIP Survey and the Youth Services Survey for Families (YSS-F).

2010 MHSIP Survey- This survey was conducted between October 1, 2010 and December 30,
2010. Random sampling (probability sample) was used with adult consumers who received two
(2) or more mental health rehabilitation services (MHRS) during the period December 1, 2009
through June 30, 2010. In an attempt to mitigate low response rates and inaccurate contact data,
oversampling was used. Also, in order to encourage the best possible response rates an incentive
($10.00 gift card) was given. Translation services included bi-lingual Spanish/English surveyors
and Language Access Line services were also available.

The mixed methods design included: 1) four (4) attempts by telephone; 2) surveys mailed after
four (4) phone call attempts or for anyone with inaccurate phone information (i.e., disconnected,
wrong number); and 3) attempted outreach at point of service (but were unable to fully
implement prior to survey end date). The Adult MHSIP Survey was implemented by DMH
Contractor, RightSource LLC, who employed adult consumer surveyors from the District mental
health system.

Sample: The sample overview includes: 1) overall eligible sample 12,843; 2) over-sample
1,119; 3) optimal sample for 95% confidence level (+/-5) 373; 4) surveys completed 355; 5)
overall response rate 31% (number of surveys/over-sample); 6) telephone survey 9% success
rate per call (2,465/227); and 6) mail survey 30% success rate per mailing (395 mailed/50
returned to sender/120 surveys).

Demographics: The adult demographics include the following:1) gender (n=347) with 204
males and 143 females; 2) ethnicity (n=347) with 6 Hispanic and 341 non-Hispanic; 3) race
(n=347) with 314 African-American, 7 Caucasian, 18 Other, and 2 Asian; 4) age (n=347) with an
age range of 18-78 and the mean = 47.

Survey: The MHSIP Survey consists of 28 items, rated on a 5-point Likert scale ranging from 1
(strongly agree) to 5 (strongly disagree). The seven (7) domains include: 1) Perception of
Access; 2) Perception of Quality and Appropriateness; 3) Perception of Outcomes; 4) Perception
of Participation in Treatment Planning; 5) General Satisfaction; 6) Social Connectedness; and 7)
Functioning.
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Positive Responses: The adult consumer percentage of positive responses includes: 1) Overall =
81%; 2) Access = 80%; 3) Quality and Appropriateness = 84%; 4) Outcomes =70%; 5)
Participation in Treatment = 78%; 6) General Satisfaction = 83%; 7) Functioning =76%; and 8)
Social Connectedness =75%.

Differences by Demographics and Diagnosis: There were no significant gender differences on
the MHSIP domains. There were no significant age differences on MHSIP domains. A trend was
observed for differences in participation in treatment. Individuals in the 65-84 age group
perceived less participation in their treatment than other age groups. Consumer ratings of
satisfaction in this area tend to decline with age. There was no significant difference between
African-American and the “Other” ethnic group on MHSIP domains.

Individuals with psychotic disorders rate the “Quality and Appropriateness” of their care
significantly lower than individuals with mood disorders. They also tend to perceive lower
“Participation in Treatment.”

Differences in Perception of Care and Outcomes by Providers: A highly significant
difference between providers emerged on ratings of “General Satisfaction,” with the difference
between the largest provider (Community Connections) and other small providers accounting for
this difference. A trend emerged on “Access” to services with consumers from Life Stride and
Community Connections rating “Access” the highest, and consumers from Washington Hospital
Center (WHC) and “Other” providers the lowest. A trend was observed for overall survey
results, with Community Connections and Life Stride receiving the most positive average ratings
overall, and McClendon Center, WHC, and the “Other Provider” group receiving lower ratings.

Recommendations for Quality Improvement: The results show a differential pattern of
perceived satisfaction based on gender, race/ethnic, and service type and amount. Some of the
proposed quality improvement activities for these variables might include: 1) Gender- a.
additional item-level analyses to determine which specific aspects of access and treatment
participation might be perceived barriers for females versus males in the sample, b. training and
resource development on assisting male consumers feel comfortable asking questions about their
treatment and developing treatment goals, and c. work with core service agencies (CSAs) to
develop strategies that will improve access for women (i.e., including transportation, child care,
flexible hours; 2) Race/Ethnicity- a. for African-American consumers an area for practice
development includes the development of culturally responsive engagement strategies and
implementation guidelines and b. A specific resource for the development of a quality
improvement initiative is Cultural Competence Standards in Managed Care Mental Health
Services: Four Underserved/Underrepresented Racial/Ethnic Groups; and 3) Service Type and
Amount- a. provide results to ACT Program Manager for integration into fidelity monitoring
quality improvement efforts, specifically assertive engagement component of fidelity scale, and
b. build motivational interviewing concepts into training for ACT teams.
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Mental Health Statistics Improvement Program (MHSIP) Survey- Youth:

2010 MHSIP Survey- The Youth Services Survey for Families (YSS-F) used the same
procedures as the adult survey related to: 1) time period of survey; 2) random sampling
procedure; 3) oversampling; 4) incentive for participation; 5) translation services; 6) mixed
methods design; and 7) contractor.

Sample: The sample overview includes: 1) overall eligible sample 2,698; 2) over-sample 1,011;
3) optimal sample for 95% confidence level (+/-5) 337; 4) surveys completed 278; 5) overall
response rate 27% (number of surveys/over-sample); 6) telephone survey 12% success rate per
call (1,418/167); and 6) mail survey 29% success rate per mailing (386 mailed/34 returned to
sender/111 surveys).

Demographics: The child demographics include the following: 1) gender (n=273) with 169
males and 104 females; 2) ethnicity (n=272) with 12 Hispanic and 260 non-Hispanic; 3) race
(n=272) with 255 African-American, 3 Other, and 2 Caucasian; 3) age (n=267) with an age
range of 5-18 and the mean = 11.27.

Survey: The YSS-F Survey consists of seven (7) domains that include: 1) Perception of Access
to Services; 2) Satisfaction with Services; 3) Perception of Positive Outcomes of Services; 4)
Perception of Participation in Treatment Planning; 5) Perception of Cultural Sensitivity; 6)
Social Connectedness; and 7) Functioning.

Positive Responses: The parent/guardian percentage of positive responses includes: 1) Overall =
76%; 2) Access =76%; 3) Satisfaction with Services =75%; 4) Outcomes = 63%; 5)
Participation in Treatment = 75%; 6) Cultural Sensitivity = 90%; 7) Social Connectedness =
83%; and 8) Functioning = 64%. Overall survey scores are lower than the scores for adults, at
76%.

Differences by Demographics and Diagnosis: There were no significant gender, age and
diagnosis differences on the YSS-F domains. Ratings of “Cultural Sensitivity” varied
significantly by provider. Community Connections and First Home Care had the highest mean
ratings. Launch and Scruples had the lowest mean ratings. Ratings of “Social Connectedness”
varied significantly by provider.

Type and Amount of Service Predictors for Parental Perceptions of Care: Higher frequency
of Community-Based Intervention (CBI) contacts predicted lower ratings on: Access,
Participation in Treatment, Cultural Sensitivity, Outcomes, Functioning and Overall perception
of care and outcomes. Higher frequency of Counseling contacts predicted lower ratings on
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Participation in Treatment. Higher frequency of Community Support contacts predicted higher
ratings on General Satisfaction.

Recommendations for Quality Improvement: Rates of perceived progress in achieving
outcomes and improved functioning have increased, but continue to be the lowest rated domains
for both children and adults. Parental perceptions of involvement in treatment have decreased
from 84% in 2009 to 75% in 2010. Additional analysis is needed to determine characteristics of
consumers who perceive greater or less involvement in treatment. Also, specific providers
should be targeted to improve teaming and engagement in treatment.

Certain providers consistently received higher ratings across domains, relative to others. This
pattern was particularly pronounced within the adult sample. MHSIP results mirror the
Community Services Review (CSR) results. There is a need to: 1) identify and disseminate best
practices for high performing agencies, and 2) develop peer learning communities to support
development in key areas of practice. Higher rating of CBI significantly predicted lower ratings
on most YSS-F domains. Additional data needs to be collected to: 1) analyze provider level data;
2) conduct quality reviews of CBI services; and 3) analyze additional CSR data on CBI
consumers.

Community Services Review (CSR):

DMH established a Community Services Review Unit within the Organizational Development
Division, Office Programs and Policy in FY 2009. This Unit performs a major role in the formal
Dixon CSR reviews by providing logistical support for DMH reviewers and helping to provide
reviewer training. It has also provided focused reviews and created targeted technical assistance
interventions to assist the provider network with clinical practice issues.

Summary of Children/Youth Findings- The Child/Youth CSR was completed in May 2011 —
with a total of 87 cases reviewed. Trained DMH staff reviewed 33% of the cases. Human
Systems and Outcomes (HSO) provided case judging for most of the cases reviewed, including
all of the cases that were reviewed by DMH staff to ensure inter-rater reliability.

In terms of child status, DMH scored at a 77% level, which is highly consistent with past
reviews. Areas of strength continued to be child safety (82%), appropriate home and school
placement 91% and physical well-being (97%).

The Dixon performance standard measures system performance — with a requirement for an 80%
positive rating. For 2011, DMH scored at a level of 59%, which is considerable improvement
over prior years —49% (2010) and 48% (2009). Some of the major areas of weakness in past
child/youth reviews showed marked improvement, including service team formation (59% vs.
45% for last year), service team functioning (49% vs. 33%) and long-term guiding view (48% vs.
32%).
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As in prior years, there is large variability in scores across the individual CSAs. It is clear that
the targeted training interventions have had a positive impact on lower performing CSAs, but the
issue of consistency continues to be elusive, particularly for the smaller CSAs. Staff turnover is
an issue, as it underscores DMH efforts to create a certification process for the Community
Support Worker (CSW) positions within CSAs. Turnover supports the need for continued
emphasis on clinical supervision and feedback to CSWs and therapists. Overall, the child review
is encouraging but with continued efforts needed.

Summary of Adult Findings- The Adult CSR Review was conducted in February 2011 and
included intensive reviews of 78 adult consumers of mental health services. HSO continued to
oversee the quality and integrity of individual reviews via the case judging process.

The overall FY 2011 results for consumer status was that 80% of the cases had an acceptable
rating, which is exactly the same as last year. There were three (3) areas that continued to show
high marks in the measurement of consumer status; with safety at 88%, living arrangements at
83%, and satisfaction with services at 91%. Areas of social network (65%), education/work
(46% and 61%, respectively) and economic security (69%) were identified as areas that need
continued improvement.

The FY 2011 result for system performance was at 78%, which is very consistent with last year’s
performance of 77% and slightly below the Court requirement of 80% for system performance.
The overall functioning of service teams was up somewhat from last year (63% vs. 60%);
Individualized Recovery Plans (IRPs) were acceptable in 78% of the cases, an increase of 4%
from 2010. As in 2010, the larger agencies (with a larger sample size) were much more likely to
score well. Green Door and Community Connections were singled out as providing
“considerable amounts of quality services.” The key factor to success appears to be internal CSR
commitment and capacity to measure and improve quality practice. HSO made an important
finding in noting that for the first time, the problem issues that were frequently identified were
more unique to a given CSA as opposed to the system as a whole.
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IV: Narrative Plan

G. Consultation With Tribes
Page 43 of the Application Guidance

Narrative Question:

SAMHSA is required by the 2009 Memorandum on Tribal Consultation to submit plans on how it is to engage in regular and meaningful
consultation and collaboration with tribal officials in the development of Federal policies that have Tribal implications.

Consultation is an enhanced form of communication, which emphasizes trust, respect and shared responsibility. It is an open and free
exchange of information and opinion among parties, which leads to mutual understanding and comprehension. Consultation is integral to a
deliberative process, which results in effective collaboration and informed decision making with the ultimate goal of reaching consensus on
issues. For the context of the Block Grants, SAMHSA views consultation as a government to government interaction and should be
distinguished from input provided by individual Tribal members or services provided for Tribal members whether on or off Tribal lands.
Therefore, the interaction should include elected officials of the Tribe or their designee. SAMHSA is requesting that States provide a
description of how they consulted with Tribes in their State. This description should indicate how concerns of the Tribes were addressed in the
State Block Grant plan(s). States shall not require any Tribe to waive its sovereign immunity in order to receive funds or in order for services to
be provided for Tribal members on Tribal lands.

Footnotes:
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There are no Tribes located within the District of Columbia. No consultation is
required.

Page 1
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IV: Narrative Plan

H. Service Management Strategies
Page 44 of the Application Guidance

Narrative Question:

SAMHSA, similar to other public and private payers of behavioral health services, seeks to ensure that services purchased under the Block
Grants are provided to individuals in the right scope, amount and duration. These payers have employed a variety of methods to assure
appropriate utilization of services. These strategies include using data to identify trends in over and underutilization that would benefit from
service management strategies. These strategies also include using empirically based clinical criteria and staff for admission, continuing stay
and discharge decisions for certain services. While some Block Grant funded services and activities are not amenable (e.g. prevention activities
or crisis services), many direct services are managed by other purchasers.

In the space below, please describe:

1

gk wn

The processes that your State will employ over the next planning period to identify trends in over/underutilization of SABG or MHBG
funded services

The strategies that your State will deploy to address these utilization issues

The intended results of your State's utilization management strategies

The resources needed to implement utilization management strategies

The proposed timeframes for implementing these strategies

Footnotes:
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The District of Columbia expects to receive $752,000 in Mental Health Block Grant funds in FY
2012. Five percent (5%) of the award ($37,600.50) is allocated for administrative costs, leaving
a total of $ 714,409.50 available to fund services. Given the amount of funding available, DMH
elected to use sub-grants to make awards to non-DMH projects and transfer funds for DMH-
operated programs to those programs via journal entry. Subgrantees are required to report
quarterly on the services rendered, including the number of persons served by the program.
DMH operated programs are required to submit quarterly reports to the State Mental Health
Planning Council as well as report on performance indicators developed for the individual
programs. Some of the DMH performance indicators are included in the DMH Annual
Performance Management Plan (a set of performance initiatives and indicators that is reported to
the Office of the Mayor and the Council of the District of Columbia, as well as the U.S.
Congress).

In accordance with past practice, the State Mental Health Planning Council issued a request for
projects in June 17, 2011. A copy of the request for projects is attached and marked as
Attachment H-1. Applicants were asked to identify the SAMHSA Strategic Goal associated with
their individual proposal.

The projects selected for funding are as follows:

Organization | Project SAMHSA SAMHSA Goal Target Purpose Funding
Name Initiative Population
Miriam’s Therapeutic Strategic Goal 1.1: With primary Chronically Improve access | $15,000.00
Kitchen Thursdays Initiative #1 - prevention as the focus, build | homeless men to healthcare,
Prevention of | emotional health, prevent or and women physical and
Substance delay onset of, and mitigate behavioral
Abuse and symptoms and complications health
Mental Illness | from substance abuse and
mental illness.
Mary’s Mary’s Strategic Goal 1.1 With primary Ages 13 -21 Pilot SBIRT to | $15,000.00
Center for Center Initiative #1 - | prevention as the focus, build increase access
Maternal and | SBIRT Prevention of | emotional health, prevent or to mental health
Child Care, (Screening, Substance delay onset of, and mitigate and substance
Inc. Brief Abuse and symptoms and complications use disorder
Intervention Mental Illness | from substance abuse and care
and Referral mental illness.
to Treatment)
Pilot Program
Time Dollar Youth Court Strategic Goal 1.1 With primary 36 Youth 12-17 Implement $15,000.00
Youth Court, | Substance Initiative #1 - | prevention as the focus, build substance use
Inc. Abuse Prevention of | emotional health, prevent or disorder
Assessment Substance delay onset of, and mitigate assessment
Program Abuse and symptoms and complications program, also
Mental Illness | from substance abuse and identify
mental illness. behavior issues
Institute of The Strategic Goal 1.1 With primary 15 women who Provide home $15,000.00
Urban Living, | Hyacinth’s Initiative #1 - prevention as the focus, build | are homeless and support
Inc. Place Project | Prevention of | emotional health, prevent or | with mental services

Substance
Abuse and
Mental Illness

delay onset of, and mitigate
symptoms and complications
from substance abuse and
mental illness.

health diagnosis
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Organization | Project SAMHSA SAMHSA Goal Target Purpose Funding
Name Initiative Population
Advocates for | Strengths Strategic Goal 2.2 Make screening for | 50-60 torture Provide 2-hour | $18,000.00
Survivors of | Based Model | Initiative #2 - trauma and early intervention | survivors weekly psycho-
Torture and Psychotherap | Trauma and and treatment common therapy
Trauma y Groups for | Justice practice. sessions,
Torture women group
Survivors and co-ed group
The Spoken Lens and Strategic Goal 2.4 Address the needs 10-20 Explore $9,000.00
Word Pens Creative | Initiative #2 - of people with mental Adults with SMI | creative talents
Expression Trauma and disorders, substance use in Forensic Unit | and skills to
Project Justice disorders, or co-occurring at Saint support
disorders and with associated | Elizabeths community re-
histories of trauma in the Hospital integration
criminal and juvenile justice
systems.
N Street N Street Strategic Goal 2.1: Develop a Women with Provide 20 $17,500.00
Village Village Initiative #2 - comprehensive public health | multiple issues: women TREM
Trauma- Trauma and approach to trauma. homeless, SMI, model
Informed Justice addiction,
Care Project trauma, criminal
justice
So Others STOP: Strategic Goal 2.2: Make screening for | Homeless, Assessment of | $15,000.00
Might Eat Standardizing | Initiative #2 - | trauma and early intervention | chronically ill, capacity to
(SOME) Trauma Trauma and and treatment common unemployed, deliver trauma-
Behavioral Informed Justice practice. SMI, SUD, co- informed
Health Opportunities Goal 2.3: Reduce the impact | occurring behavioral
Services Project of trauma and violence on disorders health care;
children, youth, and families. evaluate at
client level
La Clinica del | Mi Familia Strategic Goal 2.3: Reduce the impact | Latinos with Hire Family $15,000.00
Pueblo (My Family) | Initiative #2 - of trauma and violence on PTSD, Therapist to
Trauma and children, youth, and families. | depression, and provide 1-on-1
Justice anxiety; couples and
Children, family therapy
adolescents and for children,
families. Family | teens and their
mental health parents
therapy with 20
children,
adolescents and
parents; 10
families
FamilyLinks | FamilyLinks | Strategic Goal 4.1: (Health) Promote Adults SMI age Foster self- $15,000.00
Outreach Outreach Initiative #4 — | health and recovery-oriented | 50-85 esteem, actively
Center, Inc. Center Recovery service systems for engage in good
Support individuals with or in health practices

recovery from mental and
substance use disorders.

and the world
around them
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Organization | Project SAMHSA SAMHSA Goal Target Purpose Funding
Name Initiative Population
The LIFTing Strategic Goal 4.1: (Health) Low income Reduce barriers | $7,718.00
Women’s Women Initiative #4 — African to access,
Collective Coping with Recovery American therapy,
HIV, Trauma | Support women 18 and unprotected sex,
and over living with | substance use
Substance HIV/AIDS,
Use trauma,
substance use
disorder
Open Arms Open Arms Strategic Goal 4.4: (Community) 16 adult women | Hire Peer $15,000.00
Housing, Inc. | Housing Peer | Initiative #4 — | Promote peer support and the | living on the Support
Support Recovery social inclusion of streets, middle Counselor
Support individuals with or in age to elderly,
recovery from mental and MI, SUD, health
substance use disorders in the | issues, PTSD
community.
Family The C.O.D. Strategic 5.1: Ensure that behavioral Children with Public $17,500.00
Voices of Initiative: Initiative #5 — | health is included in all developmental awareness
D.C. Public Health Reform | aspects of health reform disorders and co- | campaign to
Awareness implementation. occurring promote
Education- mental disorders | education and
Best and Strategic 7.4: Improve the quality and awareness of
Promising Initiative #7 — | accessibility of surveillance, children with
Practices for | Data, outcome and performance, co-occurring
a Stronger Outcomes and | and evaluation information disorders and
System of Quality for staff, stakeholders, resources
Care for funders, and policymakers. available
Children and
Youth with Strategic 8.1: Increase capacity for
Co-Occurring | Initiative Americans to understand and
Disorders #8 — Public to access treatment and
Awareness and | recovery supports for
Support behavioral health conditions
8.4: Get information to the
workforce.
8.5: Increase social inclusion
and reduce discrimination.
D.C. State $24,691.50
Mental
Health
Planning
Council
DMH
Projects
Child/Youth | Primary Strategic Goal 1.1: With primary Expands existing | This project $200,000.00
Services Project in the | Initiative #1 - | prevention as the focus, build | program to will enhance the
Division Community Prevention of | emotional health, prevent or | include Pre-K emotional and
Schools and Substance delay onset of, and mitigate and Kindergarten | behavioral
Supervision Abuse and symptoms and complications | children in the readiness of
Mental Illness | from substance abuse and child children
mental illness. development entering the
centers, age 3 to | District public

5

school system.
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Organization | Project SAMHSA SAMHSA Goal Target Purpose Funding
Name Initiative Population
Housing Permanent Strategic Goal 4.2: (Home) Ensure that | Fifteen (15) Assist DMH $300,000.00
Division Supportive Initiative #4 — | permanent housing and transition age continue to
Housing for Recovery supportive services are youth (18-26); provide
Special Support available for individuals with | 15 persons being | “bridge” rental
Populations or in recovery from mental released from subsidies to
and substance use disorders. | jail; and 22 transition age
consumers young, persons
enrolled in ACT | being released
programs from jail, and
persons in need
of intensive
services to
remain in the
community.
TOTAL $714,409.50
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DISTRICT OF COLUMBIA
STATE MENTAL HEALTH PLANNING COUNCIL

REQUEST FOR PROJECTS

The District of Columbia State Mental Health Planning Council is seeking projects for funding
consideration under the FY 2012 Community Mental Health Services Block Grant. The projects should
reflect the Substance Abuse and Mental Health Services Administration (SAMHSA) focus on behavioral
health (mental health and substance use disorder), primary health, and the SAMHSA eight strategic
initiatives. These initiatives include: 1) Prevention of Substance Abuse and Mental lliness; 2) Trauma and
Justice; 3) Military Families; 4) Recovery Support; 5) Health Reform; 6) Health Information Technology;
7) Data, Outcomes and Quality; and 8) Public Awareness and Support. The Planning Council
recommends reviewing these initiatives on the SAMHSA website (http://www.samhsa.gov/).

Who Can Apply?

Projects must be from:

A. District-based, nonprofit organizations in good standing with the District government, and the Internal
Revenue Service.
-OR-
B. Individuals or non-incorporated groups must have a registered agent (who must be District-based and
in good standing with the District government and the Internal Revenue Service) to receive funds on
their behalf.

C. Projects from District academic settings such as colleges and universities can also apply.

The projects funded under this initiative must be:
= |nnovative in nature
= Incorporate elements of the recovery model for adults with serious mental illness (SMI), i.e.,
wellness and crisis planning, strong support system, self-advocacy; and resiliency principles for
children/youth with serious emotional disturbances (SED), i.e., related to activities, school,
social, and strengths.

Only 5% of the total project budget can be spent on administrative costs.

Projects are also encouraged to utilize best or promising practices and/or evidence-based practices.
Consumer focused, consumer-run, and family member programs (that serve family members of adults or
children/youth) can submit projects.

How to Apply?

The project format is attached. A few projects will be funded ranging from $5,000- $20,000. To discuss
the request for projects you may contact Effie Smith at (202) 842-0001, Lynne M. Smith at (202) 671-
4071 or Juanita Reaves at (202) 671-4080.

All projects must be submitted by July 8, 2011. They can be mailed to: District of Columbia State
Mental Health Planning Council, c/o Juanita Reaves, Ph.D., Department of Mental Health, 64 New York
Avenue, N.E., Fifth Floor, Washington, DC 20002, emailed to: juanita.reaves@dc.gov or faxed to

Dr. Reaves at: (202) 673-7053.
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PROJECT REQUEST FORMAT
FY 2012 COMMUNITY MENTAL HEALTH SERVICES BLOCK GRANT

If the request for funding is for an existing project, clearly indicate how these funds will be used to
implement a new initiative. The project description should follow the format below and be concisely
written between 5-10 pages or fewer.

10.

11.

SAMHSA Strategic Initiative- Identify the number, name and definition for the initiative related to the
proposed Project.

SAMHSA Strategic Initiative Goal- Identify the goal number and definition under the identified
initiative related to the proposed Project.

Project Title- Indicate the name of the Project.

Project Target Population- Describe the characteristics of the target population for proposed
Project.

Project Description- Describe the proposed Project and its intent, include some background
information on the problem/issue being addressed and why it is important.

Purpose of Project- Explain how the proposed Project will benefit its participants and how the
Project will help to improve the delivery of behavioral health (mental health and substance use
disorder) and/or primary health services in the District of Columbia.

Project Goals- Indicate what the proposed Project will accomplish both short-term and long-term.
Create goals that are specific, measurable, attainable, realistic, and time-sensitive (S.M.A.R.T.
goals). Example: The Older Adult Committee will develop a plan for serving older adults with mental
illness and chronic health issues by June 30, 2012.

Project Measurable Outcomes- Identify the tool/method that will be used to measure the success of
the proposed Project. Example: Youth with high scores on the Anger Management Scale will
participate in a six (6) week Anger Management Course and be re-tested to see if their scores are
lower.

Project Timeline- Indicate the development of the proposed Project for FY 2012 in terms of
activities/schedule of events and their durations; milestones and their completion dates. The status
will be reported in the Quarterly Report.

Project Team- Indicate the Project manager and responsibilities/roles of persons who are likely to
work on the proposed Project with the applicant.

Project Evaluation Plan- Identify key performance indicators that demonstrate Project outcomes
(e.g., results from people participating in a program, group, activity/event, or receiving an
intervention). Include the method of data tracking that will be used and reported in the Quarterly
Report.

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 193 of 345



Attachment H-1
Page 3 of 3

FY 2012 Quarters

1" Quarter (10/1/11-
12/31/11)

2" Quarter (1/1/12-
3/31/12)

3™ Quarter (4/1/12-
6/30/12)

4™ Quarter (7/1/12-
9/30/12)

Number of Persons
Referred

Number of Persons
Served

Type of Services
Provided

Outcomes Achieved

12. Project Budget- Indicate the anticipated cost of the proposed Project by associating costs with
activities and services. Report project expenditures in the Quarterly Report.

FY 2012 Funded
Category

Funded Amount

Vendor Point of
Contact (name,
address, phone
number)

Activity/Services

Amount Paid

Amount
Carried Over
to Next
Quarter

13. Project Sustainability- Indicate how the proposed Project will continue after the requested funding

period ends and how it will be funded.

14. Previous Block Grant Funding- Indicate the Project name, date and funding amount for all Projects
that received Department of Mental Health Block Grant funds from FY 2006 - FY 2011. For all
Projects similar to proposed Project, indicate how the Projects are different.

15. Dissemination of Project Results- In addition to the requested Project Quarterly Status Reporting,
Project Measurable Outcomes Tracking, and Project Evaluation, indicate how the Project Final
Report will be communicated.

All funded Projects are required to: 1) submit quarterly reports including expenditures to the D.C.
State Mental Health Planning Council (SMHPC) and 2) submit a request to the SMHPC to make any
substantial change in Project implementation prior to making any changes.
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IV: Narrative Plan

|. State Dashboards (Table 10)
Page 45 of the Application Guidance

Narrative Question:

An important change to the administration of the MHBG and SABG is the creation of State dashboards on key performance indicators.
SAMHSA is considering developing an incentive program for States/Territories based on a set of state-specific and national dashboard
indicators. National dashboard indicators will be based on outcome and performance measures that will be developed by SAMHSA in FY 2011.
For FY 2012, States should identify a set of state-specific performance measures for this incentive program. These state-specific performance
indicators proposed by a State for their dashboard must be from the planning section on page 26. These performance indicators were
developed by the State to determine if the goals for each priority area. For instance, a state may propose to increase the number of youth that
receive addiction treatment in 2013 by X%. The state could use this indicator for their dashboard.

In addition, SAMHSA will identify several national indicators to supplement the state specific measures for the incentive program. The State, in
consultation with SAMHSA, will establish a baseline in the first year of the planning cycle and identify the thresholds for performance in the
subsequent year. The State will also propose the instrument used to measure the change in performance for the subsequent year. The State
dashboards will be used to determine if States receive an incentive based on performance. SAMHSA is considering a variety of incentive
options for this dashboard program.

Plan Year: |2012

Priority Performance Indicator Selected

Service Utilization Analysis Service gaps (time between visits) &

APRA Co-Occurring Certification Project DMH APRA Co-Occurring Certification implemented. &

Child service metrics and dashboards are finalized and reports

Standardize Reporting Processes disseminated monthly. b
Standardize Reporting Processes System Performance and URS table metric and report formats
P 9 are finalized and distributed quarterly. €
- . Adult service metrics and dashboard formats are finalized and
Standardize Reporting Processes - . b
reports disseminated monthly.
Juvenile Behavioral Health Diversion Program First year interim report and evaluation of first 2 years &
Healthy Start To Be Determined &
Parent Early Childhood Enhancement Program To Be Determined &

Footnotes:

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 195 of 345



Attachment I-1
Page 1 of 13

Child/Youth and Adults Performance Measures: Goals, Targets and Action Plans

SAMHSA Required Measures

The performance measures that are reported in this section include the SAMHSA required
National Outcome Measures (NOMs) and District measures. The NOMs include: 1) reduced
utilization of psychiatric inpatient beds (children/youth and adults discharged and re-admitted
within 30 days and 180 days of discharge); 2) use of evidenced based practices (children/youth
and adults); and 3) client perception of care (Youth Services Survey for Families and Mental
Health Statistics Improvement Program Survey social connectedness and level of functioning).

State Measures

The District performance measures that have been reported in the Mental Health Block grant are
related to the 19 Exit Criteria and performance targets to vacate the longstanding Dixon Court Order.
At the end of July 2011, fourteen (14) of these criteria had been moved to an inactive monitoring

status as depicted in the chart that follows.

STATUS OF DIXON EXIT CRITERIA

Dixon 19 Exit Criteria

Court Required Performance Level

Active vs. Inactive Status

1.

Consumer Satisfaction Method(s)

Methods + Demonstrated Utilization of
Results

Inactive Status January 2011

. Consumer Functioning Method(s)

Methods + Demonstrated Utilization of
Results

Inactive Status July 2011

3. Consumer Reviews (Adult) 80% for System Performance Active Status

4. Consumer Reviews (Child/Youth)) | 80% for System Performance Active Status

5. Penetration (C/Y 0-17 Years) 5% of District C/Y Population Inactive Status January 2011
6. Penetration (C/Y with SED) 3% of District C/Y Population Inactive Status July 2010

7. Penetration (Adults 18 + Years) 3% of District Adult Population Inactive Status July 2010

8. Penetration (Adults with SMI) 2% of District Adult Population Inactive Status January 2009
9. Supported Housing 70% Served within 45 Days of Referral Active Status

10. Supported Employment 70% Served within 120 Days of Referral Active Status
11. Assertive Community Treatment | 85% Served within 45 Days of Referral Inactive Status January 2011
12. Newer -Generation Medications 70% of Adults with Schizophrenia Inactive Status July 2007
13. Homeless Services Adults 150 Served + Comprehensive Strategy Inactive Status January 2009
14. C/Y in Natural Setting 75% SED Served + SED Penetration Rate | Inactive Status July 2010
2.5%
15. C/Y in Own or Surrogate Home 85% SED Served + SED Penetration Rate | Inactive Status January 2011
2.5%
16. Homeless Services C/Y 100 Served + Comprehensive Strategy Inactive Status January 2009
17. Continuity of Care Adults & C/Y 80% Inpatient Discharges Seen with 7 Active Status
Days in Non-Emergency Outpatient
Setting
18. Community Resources 60% of DMH Expenses for Community Inactive Status July 2008
Services
19. Medicaid Utilization 49% of MHRS Billings Paid by Medicaid Inactive Status January 2008

During FY 2011, the District and the plaintiffs began the process of negotiating a Settlement

Agreement. The terms of this agreement are not likely to be final prior to the submission of the
FY 2012-2013 Mental Health Block Grant Application. The District is not able to specify new
targets that are likely to be set for the five (5) remaining Dixon Exit Criteria until the agreement is
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approved. They include: 1) community service reviews for adults and children/youth (criteria #3 and
#4); 2) supported housing (criterion #9); 3) supported employment (criterion #10); and 4) continuity
of care for adults and children/youth (criterion #17).

It is anticipated that this process will become final by early FY 2012 and that reporting on the new targets
will begin. The new measures will be included in subsequent Mental Health Block Grant reports.

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 197 of 345



Attachment I-1
Page 3 of 13

Criterion 1: FY 2012 Performance Goals, Targets and Action Plans

Goal 1: Reduced Utilization of Psychiatric Impatient Beds

DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES (NOMS)

Name: Improve Continuity of Care

Goal: Decrease number of children/youth re-admitted to inpatient care within 30 days

NOM: Reduced Utilization of Psychiatric Inpatient Beds

Population: Children/youth with SED living in the District of Columbia

Criterion 1: Comprehensive Community-Based Mental Health Service Systems

Indicator 1: Number of children/youth re-admitted to inpatient care within 30 days of discharge
Target: E?(t;%lzh percent of children/youth re-admitted to inpatient care within 30 days at 8.0% in

Performance Indicator Value:

Numerator: Number of children/youth re-admitted to inpatient care within 30 days of
discharge in FY 2012

Denominator: Number of children/youth discharged from inpatient care in FY 2012

Sources of Information: e-Cura System, information about discharges provided by local community
hospitals and the Department of Health Care Finance.

Significance: SAMHSA required National Outcome Measure

Special Issues: FY09 and FY10 data was based on 12 area hospitals not just those that DMH contracts with, as
reported in previous years. A discharge during FY09 and FY10 for children/youth (age 0-17) for the12 providers was
considered in the analysis. In FY11 the analysis was based on 11 hospitals.

Action Plans: DMH has continued the “linkage meetings” between various child-serving agencies and other
stakeholders regarding linkages between providers and inpatient care facilities, residential treatment, etc. These
meetings serve as a forum for discussion of continuity of care issues and problem resolution (i.e., re-admission to
inpatient care, and service linkage leading to discharge). DMH also continued to try to reach the Dixon Performance
Target that 80% of children/youth discharged from inpatient care must be seen within seven (7) days

Name of Performance Indicator: Improve Continuity of Care

Population: Children with SED in the District | Criterion 1: Comprehensive

of Columbia Community-Based Mental Health
Service Systems

(1 2) (3) (4) (5) (6)
Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Projected Target
Performance
Indicator (Value) 2.56% 6.47% 10.34% 7.56% 8.0 %
Numerator 2 27 46 27
Denominator 78 417 445 357 -—-
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Name:
Goal:
NOM:

Population:

Criterion 1:
Indicator 1:

Target:

DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES (NOMS)

Improve Continuity of Care
Decrease number of children/youth re-admitted to inpatient care within 180 days
Reduced Utilization of Psychiatric Inpatient Beds

Children/youth with SED living in the District of Columbia

Comprehensive Community-Based Mental Health Service Systems
Number of children/youth re-admitted to inpatient care within 180 days of discharge

Establish percent of children/youth re-admitted to inpatient care within 180 days at 22.0%
in FY 2012

Performance Indicator Value:

Sources of Information:

Significance:

Numerator: Number of children/youth re-admitted to inpatient care within 180 days of
discharge in FY 2012

Denominator: Number of children/youth discharged from inpatient care in FY 2012

e-Cura System, information about discharges provided by local community hospitals and
the Department of Health Care Finance.

SAMHSA required National Outcome Measure

Special Issues: FY09 and FY10 data was based on 12 area hospitals. A discharge during FY09 and FY10 for
children/youth (age 0-17) for the12 providers was considered in the analysis. In FY11 the analysis was based on 11

hospitals.

Action Plans: Same as children/youth re-admitted to inpatient care within 30 days of discharge

Name of Performance Indicator: Improve Continuity of Care

Population: Children with SED in the District | Criterion 1: Comprehensive

of Columbia Community-Based Mental Health

Service Systems
(1 ) ©) 4) (%) (6)

Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Projected Target
Performance
Indicator (Value) 6.85% 21.82% 26.07% 16.8% 22.0%
Numerator 5 91 116 60
Denominator 73 417 445 357 o

Note: FY11 data based on August 19, 2011 data run.
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DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES (NOMS)

Name: Improve Continuity of Care
Goal: Reduce number of adults re-admitted to hospital within 30 days
NOM: Reduced Utilization of Psychiatric Inpatient Beds
Population: Adults with mental iliness in the District of Columbia
Criterion 1: Comprehensive Community-Based Mental Health Service Systems
Indicator 1: Number of Adults re-admitted to Saint Elizabeths Hospital (SEH ) within 30 days of

discharge
Target: Establish the percent of adults re-admitted to SEH within 30 days of discharge at 7.0% in

FY 2012

Performance Indicator Value:
Numerator: Number of adults re-admitted to SEH within 30 days of discharge in FY 2012
Denominator: Number of adults discharged from SEH in FY 2012

Sources of Information: Hospital Management Information System (AVATAR)

Significance: SAMHSA required National Outcome Measure and DMH has a SEH Census Reduction
Initiative

Special Issues: AVATAR was launched in July 2008 and there were data conversion issues. Also, instability of the
previous system (STARS) raised questions about data accuracy prior to FY 2009.

Act Plans: DMH strategies to support adult consumers in the least restrictive setting and reduce the number of beds
at SEH include continue: 1) emphasis on the Continuity of Care Policy Practice Guidelines that assure every inpatient
is seen within 48 hours of admission; 2) meetings held between Hospital, Authority and Core Service Agency staff to
review all clients in the Hospital 30 days or longer; 3) housing priority to place individuals leaving the Hospital; 4) ACT
services placement priority for individuals leaving the Hospital; 5) Integrated Care Project to address the needs of
some of the most clinically challenging inpatients to support them in the community; 6) Peer Transition Specialist
Project where peers provide encouragement and support to consumers leaving the Hospital; and 7) try to reach the
Dixon Performance Target that 80% of adults discharged from inpatient care must be seen within seven (7) days in a
non-emergency outpatient setting.

Name of Performance Indicator: Improve Continuity of Care

Population: Adults with mental iliness in the Criterion 1: Comprehensive
District of Columbia Community-Based Mental Health
Service Systems
(1) ) (3) 4) 5) (6)
Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Projected Target
Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Projected Target
Performance
Indicator (Value) 10.04% 11.36% 6.82% 4.7% 7.0%
Numerator 49 41 33 16
Denominator 488 361 484 340 -

Note: FY11 data is based on October 2010 through June 2011.
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DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES (NOMS)

Name: Improve Continuity of Care
Goal: Reduce number of adults re-admitted to hospital within 180 days
NOM: Reduced Utilization of Psychiatric Inpatient Beds
Population: Adults with mental iliness in the District of Columbia
Criterion 1: Comprehensive Community-Based Mental Health Service Systems
Indicator 2: Number of Adults re-admitted to Saint Elizabeths Hospital (SEH) within 180 days of

discharge
Target: Establish the percent of adults re-admitted to SEH within 180 days of discharge at 25.0%

in FY 2012

Performance Indicator Value:
Numerator: Number of adults re-admitted to SEH within 180 days of discharge in FY 2012
Denominator: Number of adults discharged from SEH in FY 2012

Sources of Information: Hospital Management Information System (AVATAR)

Significance: SAMHSA required National Outcome Measure and DMH has a SEH Census Reduction
Initiative

Special Issues: AVATAR was launched in July 2008 and there were data conversion issues. Also, instability of the
previous system (STARS) raises questions about data accuracy prior to FY 2009.

Act Plans: Same as discharged and re-admitted within 30 days

Name of Performance Indicator: Improve Continuity of Care

Population: Adults with mental iliness in the Criterion 1: Comprehensive
District of Columbia Community-Based Mental Health
Service Systems

Q) 2) 3) 4 ®) (6)
Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2011
Year Actual Actual Actual Projected Target
Performance
Indicator (Value) 23.36% 31.15% 23.26% 20.5% 25.0%
Numerator 114 57 70 30
Denominator 488 183 301 146 o

Note: FY11 data is based on October 2010 through June 2011.
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Goal 2: Use of Evidence-Based Practices

DMH Child and Youth Services Use of Evidence-Based Practices: The table below lists the

evidence-based practices (EBPs) used by the DMH child-serving programs.

CYSD Program

Number
of EBPs

Number of
Unique EBPs

Name of EBPs

Parent Infant Early
Childhood
Enhancement
(P.1.LE.C.E.) Program

3

1

Parent Child Interaction Therapy
(PCIT)

Parents as Teachers (PAT)
Incredible Years

Healthy Futures

Incredible Years Child Treatment

Group
Incredible Years Parenting
Program
Botvins Life Skills, Signs of
Suicide (SOS), Too Good For
Violence, Incredible Years Child
Treatment Group, Parenting
Wisely,

Cognitive-Behavioral Intervention
for Trauma in Schools (CBITS),
Trauma Focused Cognitive
Behavioral Therapy (TF-

CBT)

Multi-Systemic Therapy (MST),
Trauma Focused Cognitive
Behavioral Therapy (TF-CBT),
Functional Family Therapy (FFT),
Parent Child Interaction Therapy
(PCIT), Multi-Systemic Therapy
for Youth with Problem Sexual
Behavior (MST-PSB), Child
Parent Psychotherapy for Family
Violence (CPP-FV)

School Mental 7 5
Health Program

DMH

CFSA Mental Health | 6 4
Program Manager

TOTAL 11

Adult Services Use of EBPs: The primary EBPs used by the DMH adult serving programs are
Assertive Community Treatment (ACT) and Supported Employment.

Issues Related to the Use of EBPs: The District’s reporting of EBPs has been somewhat limited
in part because the majority of the practices implemented are not Medicaid covered services.
The Department of Health Care Finance (DHCF), state Medicaid agency, has submitted and/or is
in the process of submitting State Plan Amendments (SPAs) to cover several EBPs. This
includes the submission of a SPA to the Centers for Medicare and Medicaid Services (CMS) for
Medication Assisted Treatment (MAT), if approved, will allow for blended funding from
Medicaid and Department of Health. Also, proposed SPAs include: 1) Medication Management;
2) Family Psychoeducation; and 3) Screening Brief Intervention and Referral to Treatment
(SBIRT).
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Some of the efforts related to trying to implement EBPs include: 1) collaboration between the
Department of Health and DHCF to create a framework for adult substance abuse services that
will allow future coverage of EBPs; and 2) collaboration between Department of Mental Health
and DHCEF to develop and implement Functional Family Therapy (FFT) and Clubhouse services
as Medicaid-covered services. Some of the challenges include: 1) difficulty translating EBPs into
a fee-for-service Medicaid service; and 2) inadequate provider networks (e.g., shortage of
qualified child psychiatrists willing to participate in Medicaid, poor retention of providers trained
in EBPs).

Goal 3: Client Perception of Care
The performance measures reported are the SAMHSA required measures related to social
supports/social connectedness and level of functioning. These measures for children and youth

are derived from the Youth Services Survey for Families (YSS-F) and for adults the Mental
Health Statistics Improvement Program (MHSIP) Survey.
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Name:
Goal:

Population:
Criterion 1:

Target:

DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES

Child - Increased Social Supports/Social Connectedness
Improve child and youth social supports/social connectedness

Children and youth with mental health issues in the District of Columbia
Comprehensive Community-Based Mental Health Service Systems

Establish social connectedness at 85%

Performance Indicator Value:

Source of Information:

Significance:

Special Issues:

Numerator: Positive responses to social supports/social connectedness questions

Denominator: Number of responses to social supports/social connectedness questions

Youth Services Survey for Families (YSS-F)
SAMHSA requires client perception of care reporting.

The FY 2010 YSS-F was completed in FY 2011 and the FY 2011 YSS-F will be completed
in FY 2012.

Action Plans: RightSources LLC served as the contractor for the FY 2009 YSS-F and the FY 2010 YSS-F.

Name of Performance Indicator: Improve Access to Evidence-based Practices
Population: Children with mental health issues in the District of | Criterion 1:
Columbia Comprehensive
Community-Based
Mental Health
Service Systems
1) (2) 3) 4) (5 (6)
Fiscal FY 2008 FY 2009 | FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Actual Target
Performance TBD Completed in | TBD Completed in
Indicator (Value) 92.30% 89.37% | 88.05% FY 2012 FY 2012- FY2013
Numerator 683 227 973
Denominator 740 254 1,105 -

Note: The FY 2011 YSS-F will be completed in FY 2012 and

completed between FY 2012 -FY 2013.

factored into the FY 2012 YSS-F target to be
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DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES

Name: Child — Improved Level of Functioning

Goal: Improve child/youth outcomes by improving level of functioning
Population: Children and youth with mental health issues in the District of Columbia
Criterion 1: Comprehensive Community-Based Mental Health Service Systems
Target: Increase level of functioning to 75%

Performance Indicator Value:
Numerator: Positive responses to the level of functioning questions

Denominator: Number of responses to the level of functioning questions

Source of Information:  Youth Services Survey for Families (YSS-F)

Significance: SAMHSA requires client perception of care reporting.
Special Issues: The FY 2010 YSS-F was completed in FY 2011 and the FY 2011 YSS-F will be completed
in FY 2012.

Action Plans: RightSources LLC served as the contractor for the FY 2009 YSS-F and the FY 2010 YSS-F.

Name of Performance Indicator: Improve Access to Evidence-based Practices

Population: Children with mental health issues in the District of Criterion 1:
Columbia Comprehensive
Community-Based
Mental Health Service

Systems
1) 2) (3) “4) (5) (6)

Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Actual Target
Performance TBD Completedin | TBD Completed in
Indicator (Value) 72.86% 73.23% 68.67% FY 2012 FY 2012-FY 2013
Numerator 674 186 1,131 - -
Denominator 925 254 1,647 -

Note: The FY 2011 YSS-F will be completed in FY 2012 and factored into the FY 2012 YSS-F target to be
completed between FY 2012 -FY 2013.
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Name:
Goal:

Population:
Criterion 1:

Target:

DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES

Adult - Increased Social Supports/Social Connectedness
Improve consumer outcomes related to social supports/social connectedness

Adults with mental iliness in the District of Columbia
Comprehensive Community-Based Mental Health Service Systems

Increase to 85% adults who report positively about social connectedness

Performance Indicator Value:

Source of Information:
Significance:

Special Issues:

Numerator: Number of adults with positive responses to social supports/social
connectedness questions

Denominator: Number of adults who respond to social supports/social connectedness
questions

Mental Health Statistics Improvement Program (MHSIP) Survey
SAMHSA requires client perception of care reporting.

The FY 2010 MHSIP Survey was completed in FY 2011 and the FY 2011 MHSIP Survey
will be completed in FY 2012.

Action Plans: RightSources LLC served as the contractor for the FY 2009 MHSIP Survey and the FY 2010 MHSIP

Survey.
Name of Performance Indicator: Improve Access to Evidence-based Practices
Population: Adults with mental iliness in the District of Columbia Criterion 1:
Comprehensive
Community-Based Mental
Health Service Systems
1) 2) (3) “4) () (6)
Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Actual Target
Performance TBD Completed in TBD Completed in
Indicator (Value) 78.83% 77.08% 81.15% FY 2012 FY 2012-FY 2013
Numerator 633 222 1,119 --- ---
Denominator 803 288 1,379 -- -

Note: The FY 2011 MHSIP will be completed in FY 2012 and factored into the FY 2012 MHSIP target to be

completed between FY 2012 -FY 2013.
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DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH NATIONAL OUTCOME MEASURES

Name: Adult — Improved Level of Functioning

Goal: Improve consumer level of functioning

Population: Adults with mental illness in the District of Columbia

Criterion 1: Comprehensive Community-Based Mental Health Service Systems
Target: Increase level of functioning to 85%

Performance Indicator Value:
Numerator: Number of adults with positive responses to the level of functioning questions
Denominator: Number of adults who respond to the level of functioning questions

Source of Information:  MHSIP Survey
Significance: SAMHSA requires client perception of care reporting.

Special Issues: The FY 2010 MHSIP Survey was completed in FY 2011 and the FY 2011 MHSIP Survey
will be completed in FY 2012.

Action Plans: RightSources LLC served as the contractor for the FY 2009 MHSIP Survey and the FY 2010 MHSIP
Survey.

Name of Performance Indicator: Improve Access to Evidence-based Practices
Population: Adults with mental iliness in the District of Columbia Criterion 1:
Comprehensive
Community-Based
Mental Health Service

Systems
1) 2) (3) “4) () (6)

Fiscal FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Year Actual Actual Actual Projected Projected
Performance TBD Completed in TBD Completed in
Indicator (Value) 76.12% 78.35% 75.33% FY 2012 FY 2012-FY 2013
Numerator 612 228 1,313 - -
Denominator 804 291 1,743 -- -

Note: The FY 2011 MHSIP will be completed in FY 2012 and factored into the FY 2012 MHSIP target to be
completed between FY 2012 -FY 2013.
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Name:
Goal:

Population:
Criterion 4:

Target:

Source of Information:

Significance:

DISTRICT OF COLUMBIA
FY 2012 STATE PLANNING AND MONITORING
MENTAL HEALTH PERFORMANCE INDICATORS

Improve Services for Homeless Populations
Increase engagement of adults with SMI who are homeless

Adults with SMI who are homeless
Targeted Services to Rural and Homeless Populations and to Older Adults

Engage 300 adults with SMI who are homeless quarterly in FY 2012

DMH Authority Homeless Outreach Program Database

This measure represents a goal set by the DMH Homeless Outreach Program.

Special Issues: The DMH Homeless Outreach Program (HOP) would like to increase its engagement of adults who
are homeless to 300 per quarter in FY 2012.

Action Plans: The HOP will continue to provide outreach, engagement, linkage, psychiatric treatment and follow-up
services to individuals who are homeless. It will also continue to work with the homeless services programs in the

District.

Name of Performance Indicator: Improve Services for Homeless Populations

Population: Adults with SMI who are homeless in the
District of Columbia

Criterion 4: Targeted Services to
Rural and Homeless Populations
and Older Adults

(1) (2) (3) (4) (5) (6)
Fiscal FY 2011 FY 2011 2™ | FY 2011 FY 2011 FY 2012
Year 1st Quarter 3¢ 4™ Quarter | Target Per
Quarter Quarter Quarter
Performance
Indicator 409 397 375 175 300

Note: FY 2011 fourth quarter data is through July 31, 2011.
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IV: Narrative Plan

J. Suicide Prevention
Page 46 of the Application Guidance

Narrative Question:
In September of 2010, U.S. Health and Human Services Secretary Kathleen Sebelius and Defense Secretary Robert Gates launched the National

Action Alliance for Suicide Prevention. Among the initial priority considerations for the newly formed Action Alliance is updating and
advancing the National Strategy for Suicide Prevention, developing approaches to constructively engage and educate the public, and
examining ways to target high-risk populations. SAMHSA is encouraged by the number of States that have developed and implemented plans
and strategies that address suicide. However, many States have either not developed this plan or have not updated their plan to reflect
populations that may be most at risk of suicide including America?s service men and women -- Active Duty, National Guard, Reserve,
Veterans -- and their families. As an attachment to the Block Grant application(s), please provide the most recent copy of your State's suicide
prevention plan. If your State does not have a suicide prevention plan or if it has not been updated in the past three years please describe
when your State will create or update your plan.

Footnotes:
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DMH developed a Suicide Prevention Plan in 2009 in collaboration with the District of
Columbia Public Schools and the DC Suicide Prevention Coalition. The Suicide Prevention Plan
was organized in accordance with the eleven (11) goals of the National Strategy. A copy is
included with this application as Attachment J-1. Although the Suicide Prevention Plan is youth-
focused, it is not exclusive to children and youth.

DMH was awarded a 3-year SAMHSA State/Tribal Youth Suicide Prevention Grant beginning
in FY 2010. The focus is to bring together public and private partners to address youth suicide
for ages 10-24. This program has both public and private partners participating in the D.C.
Youth Suicide Prevention Coalition. Public partners include police, schools, foster care, juvenile
justice, the medical examiner, parks and recreation, and health. Private partners include non-
profit organizations that have been given mini-grants from the Capital CARES program to
conduct evidence-based suicide prevention programs with at-risk youth as well as other
community organizations, representatives from local universities and suicide prevention
organizations, and survivors. Other private partners include organizations who work with
Lesbian, Gay, Bisexual Transgender and Questioning (LGBTQ) youth. Activities include:

e Award of nine (9) mini-grants for non-profits and schools to conduct evidence-based
suicide prevention activities;

e Trained thirty-four (34) people as trainers in Question, Persuade and Review (QPR) so
that there will be sustainability in their host organizations as these trainers conduct most
internal trainings for their agencies;

e Trained over 1,000 people as gatekeepers;

e Screened over 150 youth with approximately 30% referred for an additional evaluation;
and

e Scheduled the D.C. Youth Suicide Prevention Conference: Strengthening Communities
to Promote Resilience for September 16, 2011. Conference objectives include:

o building support for youth suicide prevention programs in the District;

o 1improving knowledge of services available and how to access treatment;

o developing increased awareness for suicide prevention programming/protocols
within agencies; and

o understanding how suicidal behaviors manifest in different populations.

Social marketing materials have been developed as part of the CAPITAL CARES grant. A
website called “lamthedifferenceDC.org” has been developed. Social marketing materials
include print ads/posters to be placed in community settings and in public locations such as
schools and Parks and Recreation sites, radio PSAs, wallet cards and postcards for youth, as well
as brochures for parents. Both the website and the print ads focus on helping a friend who is
crisis as well as getting help for yourself if you feel this way. The website and materials will be
available by the end of August 2011.

As a part of the 2009 DMH Suicide Prevention Plan, the Access HelpLine (AHL) became a
provisionally certified Suicide Lifeline Network provider for the District in April 2009 and
became fully certified by the American Association of Suicidology (AAS) in April 2011. AHL
provides Suicide Lifeline Network callers with 24-hour suicide prevention via telephone access.
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The activities include: 1) response to callers who access the Suicide Prevention Lifeline
Network; 2) provision of suicide intervention; and 3) dispatching mobile crisis services when
necessary. During the period of provisional certification there were 122 calls to this designated
crisis line. It should be noted that the majority of calls received from District residents were
routed to a regional center until DMH’s AccessHelpline was fully certified to perform this
service. A total of 137 calls have been received since April 2011.

In FY 2010, DMH established a collaborative relationship with the Washington Metropolitan
Area Transit Authority (WMATA) to address suicide prevention within the metropolitan area for
the public transportation system (METRO trains and buses). The purpose of this project is to
provide suicide crisis counseling and intervention including access to mobile crisis services for
METRO riders in the District, Maryland and Northern Virginia. The goals of this suicide
prevention strategy are to:

e provide training to a core group of staff of the Department of Mental Health and
WMATA’s Medical Services and Compliance Branch who will serve as master trainers
with the ability to train front-line WMATA and DMH staff;

e provide suicide prevention training to all 529 WMATA supervisors, transit police
officers, special officers, platform workers, and bus/train operators; and

e Develop and implement a workflow process and dedicated telephone line to link
individuals identified as being at risk of suicide to mental health services through DMH’s
Access HelpLine and the DMH National Suicide Prevention Lifeline.

In October 2010 DMH in partnership with WMATA conducted Applied Suicide Intervention
Skills Training (ASIST) as the initial step in the process designed to establish a suicide
prevention training team in the District. ASIST is an internationally recognized suicide
prevention training program that prepares participants to integrate intervention principles into
everyday practice. The two-day workshop is a skills-based program developed by LivingWorks
Education, Inc., a Canadian public service company dedicated to the prevention of suicide. The
session is designed to reduce attitudinal barriers which hinder the ability of the trainees to be
direct and comfortable with suicidal situations. Participants receive information that dispels
myths about suicide, identifies the indicators and provides a framework for assessing suicidal
risks. LivingWorks was contracted by WMATA to deliver this training. A total of 22 people
participated in the session. The training group consisted of 14 DMH clinicians, 4 members of
the WMATA police force and 4 WMATA mental health clinicians.

All but one individual successfully completed the ASIST training. Those individuals were
invited to participate in the Training of Trainers (TOT) session designed to establish to group of
trainers who would be assigned to deliver suicide prevention instruction to front line workers.
The TOT was conducted in November 2010. Twenty-one people attended this session.
LivingWorks provided participants with instruction in safeTALK, a suicide alertness training
program. This one-day training is designed to prepare suicide alert staff with the information
needed to recognize possible warning signs of suicide, use the primary element of suicide risk
assessment and to connect persons with thoughts of suicide to suicide first aid or clinical
resources. All of the session participants successfully completed this course.
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Over the past few months, DMH and WMATA have worked together to developed the workflow
and response plan that will be used to address the mental health needs of individuals identified as
being at-risk for suicide by the train operators, platform workers and/or supervisors. A dedicated
suicide prevention line (1800-273-TALK) has been established within the DMH AccessHelpline
to receive these calls. A mental health clinician will answer the calls, provide crisis counseling,
intervention and referral services. The DMH Mobile Crisis Unit will be deployed as required to
provide on-site support which includes counseling, evaluation and transport to a hospital for in-
patient care when required. Each person who calls will be referred or linked to a DMH mental
health provider for emergency services based upon their mental health needs. Care coordination
follow up services will be provided to ensure that the individuals who call the AccessHelpline
has accessed and received crisis support.

WMATA and DMH have developed a Memorandum of Understanding that formalizes their
collaborative working relationship. In accordance with this agreement, WMATA will provide
funding to DMH to provide project management, crisis intervention and training during FY 2012
to support this suicide prevention effort.
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D.C. Suicide Prevention Plan

Goal 1: Promote awareness that suicide is a serious public health problem and that many suicides are preventable

s Objectives

# Activities

+ Outcomes

+  Create culturally competent social
marketing campaign on risk factors
for suicide and depression

+  Create a series of multilingual (Spanish, English,
Aramaic etc) posters, brochures to be distributed to
schools, recreation centers, collaborative centers,
boys/girls’ clubs, barber shops, shopping centers,
churches, hospitals, detention centers,
pediatrician’s offices, health fairs, emergency
rooms, workshop sites.

« Distribute information about suicide prevention
through an advertising campaign utilizing
billboards, radio ads, television in Spanish and
English

By 2010, 10% of residents of D.C. will have been exposed to
some suicide prevention materials

By 2011, 25% of residents of D.C. will have been exposed to
suicide prevention materials

By 2015, all residents of D.C. will have been exposed to some
suicide prevention materials

Increased # parents will consent for screening.

Increased # groups will request materials.

+  Provide information about suicide
prevention and awareness to
established groups

*  Present DC suicide plan and information on suicide
prevention to local working groups such as
interfaith boards, Mayor’s Reconnecting
Disconnected Youth Board, School Health Work
Group, relevant Boards and Commissions

+«  Collaborate with local mental health associations to
reach DC residents (NAMI DC, Mental Health
America DC, Mental Health Association of DC)

Present to established groups by 2010
Present yearly to update groups and expand efforts

*  Collaborate with local conferences
and forums and provide awareness
and education about suicide
prevention and intervention

»  Present at local conferences or meetings

=  Seek out conferences that incorporate faith
community as well as Latino, GLBT, school
officials.

Present at local events each year

+« Collaborate and partner with other
community health programs such as
community outreach workers on
substance abuse, HIV

+  Present jointly at local forums
«  Train community outreach workers in signs and
symptoms of suicide as well as risk factors

Present at least three local forums or trainings each year

Goal 2: Develop broad based support for suicide prevention

+ Objectives

= Activities

+ Outcome

*  Establish task force to address youth
suicide and to initiate goals of this

» Expand the STOP Suicide Advisory Board to
include representatives from other agencies

»  Task force will be created and meet at least quarterly

plan. including: Mayor’s Executive Group, DMH, DOH,
DJJ, Chancellor’s Office, MPD, DOES, DCPS,
residential programs, Universities, primary care,
suicide organizations such as AAS and SPAN,
community providers, parents, youth.
April 2009
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Attachment J-1
Page 2 of 6

Increase the number of professional,
volunteer, faith community, and other
groups that integrate suicide
prevention activities into their
ongoing activities and adopt policies
to prevent suicide

+  Develop community/neighborhood partnerships

+ |dentify organizations who can outreach to parents,
youth

«  Reach out to church groups (Health Ministries)

# of groups who request materials, trainings
# groups who incorporate suicide prevention activities into
their organizations

Goal 3: Develop and implement strategies to re

duce the stigma associated with being a consumer of mental health, substance abuse and suicide prevention services

= Objectives

= Activities

= Qutcome

Address belief systems of residents
and consumers in D.C. to reduce
stigma associated with receiving
mental health and substance abuse
services

»  Develop outreach materials and social marketing
campaign that is culturally competent

»  Create suicide prevention/health and wellness
materials for distribution in physicians offices,
schools

«  Materials will be available in multiple languages

=  Emphasize neurobiological basis of many mental
disorders and promote effective medicines and

50% of DC youth referred for therapy by screening program
will stay in treatment for at least two appointments
Materials will be distributed during all well visits.

There will be an increase in the percent of parental consents
received for screening and education in suicide.

therapies
*  Provide education for families of *  Materials and support groups will be available for *  Atleast 2 new support groups will be established in different
youth involved in the mental health families regions of the city through churches, hospitals, community

system for suicide, substance abuse or
other mental health issues

Work with Medicaid Managed Care
Organizations to increase
identification of covered services for
the Medicaid population

+  Work through the local Income Maintenance
Administration to develop an MOU to increase
oversight of interventions on behalf of the Medicaid
population

based organizations or mental health agencies

Increase the number of suicidal youth
with underlying mental health
disorders who receive appropriate
mental health treatment

+ ldentify youth through screening and education and
link to treatment

33% of schools will provide screening by 2013

Schools will sustain screening year to year

Increased # of parents who provide consent for screening and
treatment.

Increased # of youth referred for mental health services for
depression and suicide.

Improved satisfaction with treatment services.

Referred youth will attend more appointments.

Imbue cultural competence in all
prevention strategies

s ldentify differences in the ways unique communities
in DC respond to suicide prevention and mental
health promotion

All suicide prevention programming will be culturally
competent

Promote resilience

s Incorporate wellness programs into DCPS health
curriculum

= Help promote use of youth external supports, inner-
strengths, and interpersonal and problem-solving
skills

All schools will conduct health and wellness prevention
programs as part of Health classes by 2011

Families of youth with mental health needs will receive
support

April 2009
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Attachment J-1
Page 3 of 6

Goal 4: Identify, develop, implement and evaluate youth suicide prevention programs

+ Objectives

# Activities

+ Qutcome

Develop technical support activities to
build the capacity across the District
to implement and evaluate suicide
prevention programs

Establish collaborations with local stakeholders to
share in training, education, and evaluation

Key positions and coalition will be established

Create policy changes to increase
suicide prevention programming and
education

Work with DCPS to incorporate suicide prevention
into health curriculum

Establish a policy that makes suicide prevention
training mandatory for all school personnel

Make suicide prevention training available to
police, recreation staff and other frontline workers

Suicide prevention will be taught in all health classes for
middle and high school youth

All school personnel will receive at least 2 hours annually in
suicide prevention

Auxilliary personnel and frontline workers will receive
training at least one time annually.

Screening will be incorporated into primary care settings.

Develop public/private partnerships
with local organizations who work
with youth at risk for related risk
factors for suicide.

Develop partnership with National Campaign to
Prevent Teen Pregnancy, Metro Teen AIDS, Latin
American Youth Center

# organizations who partner

Provide training and/or screening annually.

There will be an increase in help seeking behaviors by youth
affiliated with these organizations.

Identify youth at risk for suicide,
suicidal behavior, and related risk
factors

Conduct universal screening of depression and
suicide in middle and high schools.

Conduct screening through local organizations such
as Health ministries

Conduct suicide screening for youth in juvenile
detention centers

Conduct suicide screening for youth in CFSA
Conduct suicide screening for youth enrolled in
substance abuse treatment through APRA

Increased # of youth screened for depression and suicide
annually.

# of settings conducting screening

# people trained to screen

# screenings held

At least 500 youth screened per year

Train youth in signs and symptoms
suicide and how to talk to friends at
risk

Conduct education based prevention program in
schools, community, churches

Train staff of organizations with youth workers
such as teen pregnancy, HIV prevention in signs of
suicide and how to incorporate into their prevention
programming

There will be an increase in help seeking behaviors by youth
for mental health services.

# youth who receive training

# sites conducting training

Train medical providers to conduct
suicide assessments

Provide training to pediatricians, managed care
organizations, school nurses, ER staff on suicide
warning signs and risk factors

All youth will be asked about thoughts of suicide and
depression during well visits
# youth identified through screenings in primary care settings.

Ensure availability of suicide hotlines

Encourage Department of Mental Health Access
Helpline to become a certified crisis line through
AAS

DMH will be a certified crisis hotline for 1800/273-TALK by
2009

April 2009
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Page 4 of 6

Goal 5: Promote efforts to reduce access to lethal means and methods of self-harm

+ Objectives

# Activities

+ Qutcome

*  Reduce deaths by passive suicidal
means

+  Develop partnerships with organizations to reduce
risk factors for passive suicidal behavior such as
through violence, HIV exposure, substance abuse

« Incorporate training on risk factors related to
suicide such as exposure to violence, substance
abuse when working with youth, families, schools,
and community partners

» Increased # youth and families will recognize risk factors
related to suicide behaviors
* Atleast 1000 youth annually participate in these activities

Goal 6: Implement training for recognition of at-risk behavior and delivery of effective treatment

» Objectives

= Activities

s  QOutcome

¢ ldentify individuals to be trained as
“Certified QPR Trainers”

»  Establish group of individuals to be trained from
diverse agencies within DC — including DCPS,
DOH, DMH, DJJ, DOES, MPD, DCPS, CFSA,
DYRS, organizations that serve charter schools,
church representatives, parents, school nurses,
neighborhood/community groups

» Identify staff in programs who work with high risk
youth to receive training through programs such as
Metro TeenAIDS, Campaign to Prevent Teen
Pregnancy, GLBT programs, Latino community

* 50 individuals will be trained as certified QPR trainers

»  Pre/Post tests by trainees will show increase in knowledge
and skills acquisition

»  Within 5 years, 75% of staff at each of these agencies will
have received QPR training.

« 1000 people annually will receive QPR gatekeeper training

¢  Train medical professionals in signs
and symptoms of suicide and
depression

»  Train pediatricians in signs and symptoms of suicide

«  Train hospital emergency room workers in signs and
symptoms of suicide

«  Train mobile outreach groups (dental, pediatrics,
maternal/child) in signs and symptoms of suicide

»  Train at least 100 individuals yearly involved in well visits

Goal 7: Develop and promote effective clinical and professional practices

s  Objectives

= Activities

+«Outcome

» Enhance the abilities of providers to provide
culturally competent, evidence-based
management of youth in crisis

» Provide training to DMH, CFSA, DJJ, CSAs and private
providers, physicians, nurses

Provide training to all providers of mental health services in
the management youth in a suicidal crisis

All training will be based on culturally competent principles

» At least 500 individuals will receive training per year

s Establish group of individuals who have
received training in suicide prevention and
identification in schools

Encourage schools to apply for school-based accreditation
through AAS

s At least 5 schools per year will receive accreditation in suicide
prevention

s Promote therapeutic support for victims of
violence and sexual abuse as risk factor for
suicidal behavior

Identify youth who are victims of violence or sexual abuse
Promote linkage between violence and suicide

= Youth with histories of violence or sexual abuse will be
identified and providers working with these youth will
incorporate screening for suicide and depression

s 10% more youth yearly will be identified to mental health providers
or receive prevention programming from community based
organizations with histories of exposure to violence or sexual abuse

April 2009
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Goal 8: Improve access to and community linkages with mental health and substance abuse services

+ Objectives

# Activities

+ Outcome

Ensure timely and accurate
compliance with referrals of all youth
referred to local mental health
providers.

+  Create database and reporting mechanisms for data
regarding screening, referral, and compliance with
recommendations

«  Monitor and track length of time from referral to
first appointment

+  50% of youth will be linked to services within one month of
screen

*  75% of youth will be linked to service within six months of
screen

Determine length of treatment

»  Assess whether youth stays in treatment for at least
two appointments

+  Collaborate with treatment providers to obtain follow-up data
on at least 50% of youth referred for treatment

Ensure satisfaction of services
rendered

»  Conduct parent satisfaction surveys.

*  50% of parents with youth referred for treatment will complete
Satisfaction Survey

Compile and update a guide to DC
suicide prevention resources and
services

*  Update resource list to include local, state, and
national organizations with a focus on suicide
awareness, prevention, intervention, and aftercare.

» Distribute list widely.

*  Guide will be available at schools, mental health centers, local
organizations, pediatricians by 2012

Goal 9: Improve reporting and portrayals of suicidal behavior, mental illness, and substance abuse in the entertainment and news media

+ Objectives

= Activities

+ Qutcome

Increase the number of local
television programs and news reports
that observe recommended guidelines
in the depiction of suicide and mental
illness

s Provide guidelines from AAS to local media outlets

»  Local news agencies will make changes to their reporting

Goal 10: Promote and support research on suicide and suicide prevention

+ Objectives

= Activities

+« QOutcome

Promote youth suicide prevention
research

»  Develop partnerships with universities to collect,
analyze, and disseminate data on youth suicide
prevention and training

» Data and activities of the DC Suicide Prevention Coalition
will be analyzed annually and distributed

Evaluate prevention programs

»  Gather data on universal suicide prevention
programs on numbers of youth identified with
suicidality, depression, substance abuse

+  Gather data on numbers of youth linked effectively
to treatment for mental health services following
screening

«  Gather data on numbers of youth identified as
suicidal as a result of gatekeeper training

«  Gather data on numbers of youth identified through
classroom-based peer prevention programs

» Data and activities of the DC Suicide Prevention Coalition
will be analyzed annually and distributed
» Data will be presented at national and local conferences

April 2009
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Attachment J-1

Page 6 of 6
Goal 11: Improve and expand surveillance systems
+ Objectives » Activities « Qutcome
*  Synthesize suicide data for the +  Obtain data from all relevant stakeholders »  Stakeholders will provide data to central repository
District (hospitals, Child Fatality Review Committee, police, « DC will contribute to NVDRS

schools, crisis response teams, Access Helpline)
with regard to youth suicide (completions, attempts,
hotline calls) in the District

+  Determine STIPDA representative for District

* Encourage DC to establish National Violent Death
Reporting System

¢ Increase the number of hospitals and =  Encourage hospitals to code for suicidal behaviors » Hospitals will use codes for external causes of injury
local service providers that code for *  Encourage police to report on transporting suicide
external cause of injuries victim
¢  Produce an annual report on youth =  Present findings to District leaders (Mayor, City +  Annual report will be distributed yearly
suicide Council) and recommend changes
April 2009
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IV: Narrative Plan

K. Technical Assistance Needs
Page 46 of the Application Guidance

Narrative Question:

Please describe the data and technical assistance needs identified by the State during the process of developing this plan that will be needed
or helpful to implement the proposed plan. The technical assistance needs identified may include the needs of State, providers, other systems,
persons receiving services, persons in recovery, or their families. The State should indicate what efforts have been or are being undertaken to
address or find resources to address these needs, and what data or technical assistance needs will remain unaddressed without additional

action steps or resources.

Footnotes:
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Prevalence Estimates

In 1999, a Study of Mental Health Need and Services in the District of Columbia was conducted
by the University of Texas. The 2003 edition of this study provided updates of prevalence
estimates for children and youth with serious emotional disturbances (SED), and adults with
serious mental illness (SMI) and serious and persistent mental illness (SPMI). These estimates
are based on the National Co-morbidity Survey (NCS) and related surveys and are projected to
the District based on data from the U. S. Census. This data has been reported in the District’s
Mental Health Block Grant.

The 2010 Behavioral Health in the District of Columbia: Assessing Need and Evaluating the
Public System of Care conducted by the RAND Corporation, also provides prevalence estimates
of mental health. The data sources included national survey data (BRFSS, NSDUH, NSCH, and
YRBS), administrative data, claims data, and data from focus groups and stakeholder interviews.

The RAND analysis suggested that potentially several thousand District residents have unmet

need for mental health care services for severe mental illness. In order to quantify this finding
more specifically, DMH will seek technical assistance through the National Research Institute
(NRI), National Association of State Mental Health Program Directors (NASMHPD), and the

Substance Abuse and Mental Health Services Administration (SAMHSA).

Activities that Support Consumers in Directing Services

As discussed in section D, DMH does not currently offer consumers the option to self-direct
care. Technical assistance from SAMHSA regarding opportunities within the existing service
delivery system for adopting a pilot to allow consumers to self-direct care would be helpful.

Data & Information Technology

As discussed in section E, DMH has a huge reporting deficit within its existing system. There
are a number of stand-alone databases which contribute to concerns about data integrity and data
management. Other areas where technical assistance is needed include:

e (General reporting

e Refinement of performance and outcome measures while identifying benchmarks specific
to each measure

e Technical training on the use of electronic health records and new systems

e User documentation — implementing the “how tos” of system redesign

e Computer based training videos
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IV: Narrative Plan

L. Involvement of Individuals and Families
Page 46 of the Application Guidance

Narrative Question:

The State must support and help strengthen existing consumer and family networks, recovery organizations and community peer advocacy
organizations in expanding self advocacy, self-help programs, support networks, and recovery-oriented services. There are many activities that
State SMHAs and SSAs can undertake to engage these individuals and families. In the space below, States should describe their efforts to
actively engage individuals and families in developing, implementing and monitoring the State mental health and substance abuse treatment
system. In completing this response, State should consider the following questions:

» <How are individuals in recovery and family members utilized in the development and implementation of recovery oriented services
(including therapeutic mentors, recovery coachers and or peer specialists)?

» eDoes the State conduct ongoing training and technical assistance for child, adult and family mentors; ensure that curricula are culturally
competent and sensitive to the needs of individuals in recovery and their families; and help develop the skills necessary to match goals with
services and to advocate for individual and family needs?

e eDoes the State sponsor meetings that specifically identify individual and family members? issues and needs regarding the behavioral
health service system and develop a process for addressing these concerns?

» How are individuals and family members presented with opportunities to proactively engage and participate in treatment planning, shared
decision making, and the behavioral health service delivery system?

» « How does the State support and help strengthen and expand recovery organizations, family peer advocacy, self-help programs, support
networks, and recovery-oriented services?

Footnotes:
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The DMH Office of Consumer and Family Affairs (OCFA) advises DMH leadership on issues
about consumers receiving services in the mental health system. OCFA advocates for education
and support of consumer and family member needs for self-management and recovery through
budget initiatives, conferences, employment and other appropriate activities. As discussed
briefly in section D, the OCFA manages the DMH grievance program, which is known as FAIR
(Finding Answers, Improving Relationships).

The OCFA devises and encourages initiatives to support peer counseling, wellness/recovery
living, crisis planning and family support and has introduced consumer-run programs through
various budget and grant initiatives.

Consumer-Run/Family Organizations

DMH funds two (2) consumer-run organizations: 1) the Consumer Action Network (CAN); and
2) the Ida Mae Campbell Wellness and Resource Center. Both CAN and the Ida Mae Campbell
Center provide training and advocacy support to consumers.

. CAN is an Independent Peer Advocacy Program. CAN’s goal is to help guide
mental health consumers through the process by promoting recovery and self
advocacy. The primary activities include: 1) rights and recovery training; 2)
direct advocacy; and 3) grievance resolution. CAN has also provided support to
DMH with regard to other services, including consumer satisfaction surveys,
consumer self-advocacy, training and outreach.

. The Ida Mae Campbell Wellness and Resource Center (WRC) is a contracted
consumer-run, self-help center. In FY 2011, the WRC provided a variety of
supports to consumers including:

training (financial literacy, computer);

o workshops (self-advocacy, intentional peer support, self determination
and self employment, WRAP);

o an annual mental health day that includes HIV/AIDS testing on site;

Mind Body and Soul HIVV/AIDS Support Group;

o Syringe, Treatment, Advocacy, Resources and Training (START) that
reflects the core elements of the harm reduction philosophy adopted by
the Westminster Presbyterian Church in the District, and

o “Double Trouble”, a program for addressing issues of both mental

illness and addiction.

o

O

DMH has established a partnership with the Total Family Care Coalition, a family—run
organization. Total Family Care Coalition provides peer-delivered family support and 1:1
supervision and coaching for children with SED and their families enrolled in the Wrap Around
and Child-Family Team process, through trained family support partners. See Attachments D- 3,
D-4, D-5 and D-6 for further details about DMH policies regarding services to children, youth
and families as well as the role of the family support partners in the delivery of services. In
addition, DMH contracts with two (2) of the six (6) Healthy Families/Thriving Communities
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Collaboratives (Georgia Avenue and Far Southeast) to provide Psychiatric Residential Treatment
Diversion utilizing the Child and Family Team process. Each of the professional teams includes
a Family Support Partner to provide peer-delivered services to families and their children.

DMH also contracts with the local chapter of the National Alliance for Mental Illness (NAMI-
DC) to provide a range of family and consumer education and training activities as well as
family-to-family support and community outreach. NAMI, along with DMH and the District
Metropolitan Police Department (MPDC), participated in the Crisis Intervention Collaborative,
which was established to improve the outcomes of police interactions with people with mental
illnesses. The Crisis Intervention Collaborative addresses the diverse professional development
needs of officers at various levels of their law enforcement careers. The Crisis Intervention
Officer (CIO) Initiative’s framework is based on a survey of crisis intervention response
initiatives from law enforcement jurisdictions across the country. Since its beginning in the
spring of 2009, a total of 287 MPDC officers have participated in the 40-hour training and are
now fully certified (of which 266 are still active). The goal is to train approximately 15%-20%
of the MPDC patrol officers; currently 8% of patrol officers have been certified. A major part of
this training is to help ensure that everyone receiving emergency calls understands why and how
to dispatch mental health calls to a CIO-certified officer.

In December 2010, DMH OCFA sponsored its third Annual Olmstead Conference in
collaboration with the D.C. Office of Disability Rights. The theme was “Community Inclusion-
Building Resources and Safety Nets.” Approximately 250 consumers and staff attended. OCFA
will collaborate with the D.C. Office of Disability Rights to plan another Olmstead Conference
in FY 2012.

Peer Specialists/Recovery Specialists/Transition Specialists

The OCFA currently contracts with twelve (12) consumers who work in different areas of DMH.
This includes: 1) three (3) in administrative support roles, 2) eight (8) working as Peer Transition
Specialists with the Integrated Care Division; and 3) one (1) with the Office of Accountability
who has conducted satisfaction surveys for the D.C. Community Services Agency transition
process.

The Peer Transition Specialists work with consumers who are transitioning from Saint Elizabeths
Hospital back to the community, providing support and skill-building activities to facilitate a
smooth transition that will result in extended community tenure for the transitioning consumer.

DMH has also developed a certification program for peer specialists. The curriculum and
program were developed over an 18-month period by a group of stakeholders primarily
comprised of consumers with extensive technical assistance, coordination and support from the
Division of Policy Support. . The first training class convened in June 2011. Twelve (12)
consumers were selected for the first class, by a selection committee consisting entirely of
consumers, most of who are working in peer counselor or peer specialist roles within the public
mental health system. The certification program requires 70 hours of classroom work and 80
hours of field practicum. At the successful completion of the classroom work and field
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practicum, individuals will be fully certified to work as peer specialists. The certification rules
are currently pending a legal sufficiency review.

DMH plans to access Medicaid funding for certified Peer Specialists by using a billing modifier
on existing service codes (e.g., ACT, Community Support, and CBI). The current state plan
allows for credentialed, unlicensed staff to bill for specific components of MHRS under
supervision of a qualified practitioner. The DMH certification program is designed to satisfy the
credentialing requirement as well as the CMS requirements for billing for peer specialist
services. DMH plans to offer the certification training annually.

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 224 of 345



IV: Narrative Plan

M. Use of Technology
Page 47 of the Application Guidance

Narrative Question:

Interactive Communication Technologies (ICTs) are being more frequently used to deliver various health care services. ICTs are also being
used by individuals to report health information and outcomes. ICT include but are not limited to: text messaging, etherapy, remote
monitoring of location, outreach, recovery tools, emotional support, prompts, case manager support and guidance, telemedicine. In the
space below, please describe:

a. What strategies has the State deployed to support recovery in ways that leverage Interactive Communication Technology?

b. What specific applications of ICTs does the State plan to promote over the next two years?

¢. What incentives is the State planning to put in place to encourage their use?

d. What support systems does the State plan to provide to encourage their use?

e. Are there barriers to implementing these strategies? Are there barriers to wide-scale adoption of these technologies and how does the
State plan to address them?

f. How does the State plan to work with organizations such as FQHCs, hospitals, community-based organizations and other local service
providers to identify ways ICTs can support the integration of mental health services and addiction treatment with primary care and
emergency medicine?

g. Will the State use ICTs for collecting data for program evaluation at both the client and provider levels?

h. What measures and data collection will the State promote for promoting and judging use and effectiveness of such ICTs?

Footnotes:
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M. Use of Technology

The District does not have a formalized plan to use interactive communication technologies
(ICTs) to deliver various health care and recovery support services or to allow individuals to
report health information and outcomes.

Currently, DMH has the capability to use Bluetooth technology to coach parents/caregivers
receiving psychotherapeutic services at 821 Howard Road. Monitors are also available.
Monitoring equipment is scheduled for installation at 35 K Street during the FY 2012.

In addition, the following initiatives are in the early stages and relate to the use of technology.

e DMH has issued a request for proposals (RFP) seeking a vendor to provide a learning
management system. The learning management system (LMS) is intended to provide
training for DMH and provider agency staff using. Contract award is anticipated in
early FY 2012 (October 2011). DMH plans to offer web-based training through the
LMS, which would include training for certified peer specialists and consumers, as well
as training for employees. This will provide web-based support for case managers and
other practitioners.

e A scope of work for a contract to provide physician testimony in probable cause hearings
via videoconference has been developed. A date for issuing an RFP to search for a
vendor has not been established as of the date of this report.

Saint Elizabeths Hospital also has a proposed pilot of an “alert system” at Saint Elizabeths which
would notify practitioners via text message about laboratory testing results, changes in dietary
orders and changes in medications for individuals in care who are part of the practitioners case
load.

The main barrier to further development of ICTS is funding and resources for implementation
(staffing, training, etc).
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IV: Narrative Plan

N. Support of State Partners
Page 48 of the Application Guidance

Narrative Question:

The success of a State's MHBG and SABG will rely heavily on the strategic partnership that SMHAs and SSAs have or will develop with other
health, social services, education and other State and local governmental entities. States should identify these partners in the space below and
describe the roles they will play in assisting the State to implement the priorities identified in the plan. In addition, the State should provide a
letter of support indicating agreement with the description of their role and collaboration with the SSA and/or SMHA, including the State
education authority(ies); the State Medicaid agency; the State entity(ies) responsible for health insurance and health information exchanges (if
applicable); the State adult and juvenile correctional authority(ies); the State public health authority, (including the maternal and child health
agency); and the State child welfare agency. SAMHSA will provide technical assistance and support for SMHAs and SSAs in their efforts to
obtain this collaboration. These letters should provide specific activities that the partner will undertake to assist the SMHA or SSA with
implanting its plan. This could include, but is not limited to:

e The State Medicaid Agency agreeing to consult with the SMHA or the SSA in the development and/or oversight of health homes for
individuals with chronic health conditions or consultation on the benefits available to the expanded Medicaid population.

¢ The State Department of Justice that will work with the State and local judicial system to develop policies and programs that address the
needs of individuals with mental and substance use disorders that come into contact with the criminal and juvenile justice systems;
promote strategies for appropriate diversion and alternatives to incarceration; provide screening and treatment; and implement transition
services for those individuals reentering the community.

e The State Education Agency examining current regulations, policies, programs, and key data-points in local school districts to ensure that
children are safe; supported in their social-emotional development; exposed to initiatives that target risk and protective actors for mental
and substance use disorders; and, for those youth with or at-risk of emotional behavioral and substance use disorders, to ensure that they
have the services and supports needed to succeed in school and improve their graduation rates and reduce out-of-district placements.

e The State Child Welfare/Human Services Department, in response to State Child and Family Services Reviews, working with local child
welfare agencies to address the trauma, and mental and substance use disorders in these families that often put their children at-risk for
maltreatment and subsequent out-of-home placement and involvement with the foster care system.

Footnotes:
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DMH has developed partnerships and collaborative relationships with a number of state and
federal agencies. These partnerships and collaborative relationships are discussed in detail in
section A of this application, as well as sections D, E, F, J, L, M and O.

One of the most significant developments in FY 2011, was the issuance of Mayoral Order 2011-
106, by Mayor Gray. Mayoral Order 2011-106 reconstitutes the District Healthcare Reform
Implementation Committee and includes the Directors of the Departments of Mental Health and
Disabilities Services as full committee members. The HRIC is chaired by the Director of the
Department of Health Care Finance (DHCF) and includes the Commissioner of the Department
of Insurance, Securities and Banking and the Directors of the Departments of Health, Human
Services Mental Health and Disabilities Services as full committee members.

The HRIC developed a sub-committee structure that includes interested members of the public to
address issues delegated by the full committee. The HRIC has three sub-committees: (1)
Eligibility and Medicaid Expansion; (2) Insurance; and (3) Service Delivery. The sub-committee
meetings are open to the public.

Service Delivery Subcommittee. Representatives from DMH and APRA are participating in the
Service Delivery subcommittee, which began meeting regularly in July 2011. The focus of the
Service Delivery subcommittee is to develop specific demonstration proposals for the Centers for
Medicare and Medicaid Services (CMS) which offer new service delivery models in the District
for serving both fee-for-service and managed care beneficiaries. As these proposals will be
designed to take advantage of the funding benefits offered through the federal health reform
legislation, we plan to focus on the concepts of medical homes and accountable care
organizations for a yet-to-be determined range of beneficiaries. The District’s planning efforts
related to implementation of the Affordable Care Act will be coordinated and planned through
the HRIC and its subcommittees. This includes the Health Home Planning Initiative, which
began in May 2011. DMH partnered with the Department of Health Care Finance (DHCF), the
Department of Health (DOH) to develop a request for a planning grant from the Centers for
Medicare and Medicaid Services (CMS) to determine the feasibility of implementing a health
home in the District. The planning funds will be used to develop a health profile of people with
at least one (1) psychiatric admission in order to identify high end users who would be good
candidates for specific interventions in order to: 1) reduce total health costs, 2) improve health
care delivery, and 3) improve quality of life. The planning will build upon a data analysis project
that DMH initiated in January 2011, which examined data from DHCF about Medicaid funded
psychiatric admissions to all District hospitals with psychiatric units, except the public operated
psychiatric inpatient facility Saint Elizabeths Hospital.

Eligibility and Medicaid Expansion Subcommittee. Representatives from DMH and APRA are
also participating in the Eligibility and Medicaid Expansion Subcommittee, which began meeting
in early August 2011.

Health Insurance Exchange. On August 12, 2011, the District was awarded an 8.2 million dollar
Level One Establishment grant by HHS. DHCF will administer the grant. The District plans to
use the funds to continue and complete current planning and implementation efforts that would
enable the District to establish a certified and functioning insurance exchange by January 2014.
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The District estimates that approximately 225,000 of the District’s residents are expected to
utilize District Exchange Services. The District’s Exchange project development staff has been
working to establish a planning and requirements gathering framework for designing an
Exchange that is representative of the unique health insurance needs of District residents and that
reflects the preferences of stakeholders. This Level One funding is intended to leverage the data,
information and indicators gathered in the preliminary planning effort into a comprehensive
project design document to be used to stand up the exchange in Level Two. The health insurance
exchange project will be implemented under the overall direction of the HRIC. DMH staff have

been invited to participate on the workgroup that will be implementing the Level One
Establishment grant.

A list of the various partnerships and collaborative arrangements is below. Letters of Support,
Memoranda of Understanding, Memoranda of Agreement and other documentation describing
existing partnerships and collaboration are attached, to the extent available.

No. | Name of Partner Nature of Partnership or Federal | Letter of Support,
Agency (ies) Collaboration or Memorandum of Agreement
District | or Memorandum of
Agency | Understanding
1. | Departments of Health Healthcare Reform District | Attachment N-1, Mayoral
Care Finance, Health, Implementation Committee Order 2011-106
Human Services,
Insurance , Securities and
Banking, and Disabilities
Services
2. | Child and Family Services | Partnership on wraparound pilot, | District | Attachment N-2, Letter of
Agency Choice Providers, evidence- Support
based practices
3. Department of Health Collaboration on Healthy Start, District | Attachment N-3, Letter of
Project Launch, co-occurring Support
disorders, healthcare reform
implementation activities
4. | Department of Health Care | Delegation of authority District | Attachment N-4, Letter of
Finance regarding MHRS program, MCO Support
and mental health services, State
Optional Payment Program,
healthcare reform
implementation activities,
Membership on State Mental
Health Planning Council
5. | Department of Human Homeless Services District | Attachment N-5, Letter of
Services Collaboration, Membership on Support
State Mental Health Planning
Council, negotiation of
supported employment project
for TANF recipients;
participation in healthcare
reform implementation activities
6. | District of Columbia Juvenile Behavioral Diversion Federal | Attachment N-6, Superior
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No. | Name of Partner Nature of Partnership or Federal | Letter of Support,
Agency (ies) Collaboration or Memorandum of Agreement
District | or Memorandum of
Agency | Understanding
Superior Court Court Court of the District of
Columbia Administration
Order 10-17

7. Court Services and Coordination of services for Federal | Attachment N-7, MOU
Offender Supervision defendants/offenders with major between CSOSA, PSA and
Agency (CSOSA) and Pre- | mental illnesses under the DMH
Trial Services Agency supervision of CSOSA and PSA.

(PSA)

8. Executive Office of the DC Lethality Assessment Project | Federal | Attachment N-8, MOU
Mayor, Office of Victim and between OVS, DMH and
Services and other District District | other partners
and Federal Agencies

9. | Metropolitan Police General Order — Crisis District | Attachment N-9, MPD
Department Intervention Officer Initiative General Order SO-10-07,

effective September 13,
2010

10. | Executive Office of the Homicide Survivor Response District | Attachment N-10, MOU
Mayor, Office of Victim Project between OVS and DMH
Services

11. | Executive Office of the Trauma-focused Cognitive District | Attachment N-11, MOU
Mayor, Office of Victim Behavioral Therapy (CBT) between OVS and DMH
Services Learning Collaborative

12. | District of Columbia Provision of prevention, District | Attachment N-12, MOU
Public Schools' assessment and treatment between DCPS and DMH

services to DCPS students in 48
schools

13. | Office of the State Wrap-Around Program in Full District | Attachment N-13, MOU
Superintendent of Service Schools between OSSE and DMH
Education

14. | District of Columbia Development of affordable, District | Copy not attached, available
Department of Housing supportive housing for persons upon request
and Community with mental illness
Development

15. | District of Columbia Administration of the DMH District | Copy not attached, available
Housing Authority Home First bridge subsidy upon request

program

' DMH also has individual agreements with the local educational authorities responsible for operating 10 public
charter schools that participate in the School Mental Health Program. Copies of those MOUs are not attached to this
application. The format of these individual agreements is identical the format of the MOU with DCPS.
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No. | Name of Partner Nature of Partnership or Federal | Letter of Support,
Agency (ies) Collaboration or Memorandum of Agreement
District | or Memorandum of
Agency | Understanding
16. | Metropolitan Police Coordination between agencies District | Copy not attached, the
Department to provide services to people current MOU has expired
experiencing both mental health and the parties are
and physical health crises in the negotiating a new agreement
community. while continuing to operate
under the terms of the
existing agreement.
17. | District of Columbia Fire | Coordination between agencies District | Copy not attached, available
and Emergency Services to provide services to people on request
experiencing both mental health
and physical health crises in the
community.
18. | Catholic Charities Coordination between the DMH | Private | Copy not attached, available
mobile crisis services program agency | upon request
and the Catholic Charities
contracted mobile crisis service
for children regarding the
provision of services.
19. | Department of Corrections | Purchase of pharmaceuticals for | District | Copy not attached, available
the DC Jail through the DMH upon request.
arrangement with the
Department of Defense
20. | Department of Youth Funds for wraparound pilot District | Copy not attached, available
Rehabilitative Services upon request
21. | Department of Youth Targeted CSR District | Copy not attached, available
Rehabilitation Services upon request
22. | Child and Family Services | Coordination of CSR District | Copy not attached, available
Agency upon request
23. | Homeland Security and Funding for disaster mental District | This is for funding for FY 12
Emergency Management health training and mental health and the agreement with
Agency first aid course regard to transfer of funds
has not yet been finalized.
24. | Metropolitan Police Covers the cost of required District | Copy not attached, available
Department criminal background checks for upon request
employees, volunteers and
persons considered for
employment with DMH
25. | Department of Human Covers the cost of required drug | District | Copy not attached, available

Resources

testing for employees, volunteers
and persons considered for
employment with DMH

upon request

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 232 of 345




Attachment N-1
Page 1 of 4

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 233 of 345



Attachment N-1
Page 2 of 4

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 234 of 345



Attachment N-1
Page 3 of 4

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 235 of 345



Attachment N-1
Page 4 of 4

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 236 of 345



Attachment N-2
Page 1 of 2

GYE 4o Le¢ abed ¥TOZ/TE/L0 :saldxa TTOZ/6T/L0 panoiddy 89T0-0E60 ON EINO



Attachment N-2
Page 2 of 2

CESA submitted aletter of support for DM s recent System of Care Plannivg Crant
application. [T awarded, CFSA will parlicipaie on the povernmee commitiee and work closely
with IPMIT to implement the waork plan and achicve the required deliverables. Likewise, DM

provicled a letter of support to CESA with regard to CFSA’s recent applivation Tor Tunding under

Integrarivg: Travmte-Informed and Trana-Focused Practice in Child Profective Service (€15
Delivery opporiunity, W awarded, CESA expeets that 1M will have a significant role in the
prant implementation activities,

The Child and Family Services Ageney steongly supporls the T application {or the 2012
MITBG e will continue o work collaboratively with DDMIL We are plessed 1o submit this
fetter I support of DMIEPs application. [f you bave any questions or require additional

infarmation, please da not hesitale to contact Loren CGanoe, Chiel ol Stall at (202) 442-6160,

1Yera Porchia-tsher
Interim [hreetor

IIL‘el-:I\]uurI-.'r_.‘;: A0 6 Shreet, K\ n Washinpton, 1.0, 200242781 w 2004476100
waw el e o g Ade ngmdiatedreporiceon e plapedekis g
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department of Health Care Finance
* X
Office of the Director
August 31, 2011

Ms. Virginia Simmons

Grants Management Officer

Division of Grants Management

Substance Abuse and Mental Health Setvice:
1 Choke Cherry Road, Room 7-1109
Rockville, MD 20857

Re:
(CMHS FY 2012}

Dear Ms. Simmons:

5 Administration

Support for the District of Columbia’s Community Mental Health Block Grant Apphcatlon

The purpose of this letter is to express the Department of Health Care Finance’s (DHCF) suppott for the

Depattment of Mental Health’s application fot 4
(MHBG). DHCF serves as the single state Med
longstanding partnership with the Depattment g
relates to Medicaid, the State Optional Payment
Follows the Person, and health care reform. Th
and continued support for DMH.

M te Optional Payment P
In 2001, DHCF delegated authotity to administe
to DMH. This arrangement is memorialized it 3
Anothetr memotandum of understanding sets fo

he FY 2012 Community Mental Health Block Grant
icaid agency for the Disttict of Columbia and has a

f Mental Health (DMI). The DHCF-DMH partnership

program, the State Mental Health Planning Council, Money
e information below highlights our longstanding relationship

TOQTAIN

't the mental health rehabilitation services (MHRS) program
3 memorandum of understanding between our agencies.
rth the relationship between DHCF and DMH with regard

to the conduct of claims audits and joint recoupment. DMH budgets for the local match portion of

Medicaid eligible MHRS and transfers the funds
claims.

DHCF also contracts with several Medicaid man
DMH entered into a memorandum of understan
regard to mental health services provided by the

In January 2010, DHCF enacted a rule designatif
Psychiatric Residential Placement, which also ing
Placements for all District children. My staff ha
required to implement this rule over the past twy

to DHCEF, which is responsible for payment of Medicaid

aged care organizations (MCOs). In 2009, DHCF and
ding outlining the relationship between the agencies with
MCOs.

ng DMH as the Level of Care Agent for all Medicaid
ludes Continuity of Care in Psychiatric Residential

ve worked closely with DMH to implement the processes
) yeats.

899 North Capitol Street, N.E., Washington, D.C. 20002 (202) 442-5988 Fax (202) 442-4790
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Ms. Virginia Simmons
Page Two

DHCF and DMH have also enteted into a memx
Payment program for adults who live in “eligible

prandum of understanding with regard to the Optional State

adult foster cate homes” as defined by the Social Security

Administration. DMH is responsible for certifying eligibility for the Optional State Payment.

State Men i ouncil Parti

Maude Holt, the DHCF Health Care Ombudsm;
State Mental Health Planning Council,

Money Follows fhe Person

A representative from DMH patticipates in the g
meetings. DMH is also working with the MFP ¢
mental illness discharged from nursing homes an

Health Reform

In 2010, the Mayor established the Health Refon
implementation of health reform in the District ¢
chair the HRIC. The other members of the HR]
Securities and Banking and the Ditectors of the ]
Disabilities Services.

The HRIC has three sub-committees: (1) Eligibf
Delivery. The sub-committee meetings are open
Medicaid Directot, chaits the Service Delivery Su
The Service Delivery subcommittee focuses on t]
Centers for Medicare and Medicaid Setvices (CM
serving both fee-for-service and managed care b
advantage of the funding benefits offered thror

the concepts of health homes and accountable

beneficiaries. The District’s planning efforts rela
cootdinated and planned through the HRIC and

In May 2011, DMH, DHCF and the Departmen
grant from CMS to determine the feasibility of iy
submitted to CMS on July 14, 2011.

The Department of Health Care Finance strongl
will continue to work collaboratively with DMH

Stncetely,

Wayne Turnage

Ditector

ipation

an continues to serve as the DHCF representative to the

nonthly Money Follows the Person steering committee

oordinator to amend the protocol to include persons with
d psychiatric residential treatment facilities.

m Implementation Committee (HRIC) to ensure the smooth
of Columbia. Mayor Gray reconstituted the HRIC in 2011. 1

C are the Commissioner of the Depattment of Insurance,
Departments of Health, Human Services, Mental Health and

lity and Medicaid Expansion; (2) Insurance; and (3) Setvice
to the public. My Deputy Directot, who also setves as the
\bcommittee, which includes representatives from DMH.
he development of specific demonstration proposals for the
IS} that offer new service delivery models in the District for
eneficiaries. As these proposals will be designed to take
h the federal health reform legislation, we plan to focus on
¢ organizations for a yet-to-be determined range of
d to implementation of the Affordable Care Act will be
its subcommittees.

t of Health (DOH) began to develop a request for a planning
nplementing a health home in the District. The request was

v supports the DMH application for the 2012 MHBG and
further strengthen the Disttict’s health care delivery system.

899 North Capitol Street, N.E., Washington, D.C. 20002 (202) 442-5988 Fax (202) 442-4790
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GOVERNMENT OF THE DISNTRICT OF COLUMBIA
DEPARTNENT OF HUMAN SERVICES

T
. ;

e
o M e
FRATTI

TN

{1y of they Dieyciar

S
Virginia Sitmnwons
Cirnnts Manogement T eer
Ihviston of Cirunts Munagement
Substinge Abuse ad Mental Hlealih
Services Admigisiration
[ Choke Cherry Road, Room 7-1 109
Rockville, M1 20857

e Suppont for the Dhistrict of Columbin®s Commumity Mentad Health Block Crrant
Application {CMIIS 8Y 20012

[Jeir Mus. Simmons;

I'he purpose ol this letter is to express the support of the Depariment of Flupsin Services (1D118)
tar the Department of Memal Hlealilhy's application Tor the FY 20012 Community Menta) $ealth
Rlock Grant (MERGY. DS x the Disingt agency responsible for coordinating and providing o
range o) services that colicctively create the enabling conditions for ceonomic and socially
challenged residents ol the District of Columbia 1o enbance their quality ol lile and achicve
preater degrees of sell=suflicieney. IS includes the Income Maintenunce Administration

{IMAY and the Family Services Administration (FSA)

The Income Maintenance Adntipistration (IMA) determines eligibitity for benelins ynder (he
Temporary Assistance for Needy Fanilies (TAND L Medical Assistance, Supplemental Nutrition
Axsistunce Program (SNAP) (Tormerly Food Stamps), Child Care Subsidy. Burial Assistangg,
Emergency Renlal Assistance. [nterim Disability Assistance, and Refugee Cash Assistance
progratis. lnaxddition, IMAs FFaod Stamp Employment and Trairing Brogram (ST provides
cmployment and trgining services to ablesbodied adulis withowt dependents whe reecive food
stumps. IMA also periorms monitoring. quality control and reporting functions required by
lederal Taw and court vrders,

Phie TSA provides protection, mtgrvention and social services to mect ithe nevis of s ndnerable
adults and lamilies o help reduce risk and promate selfesullicicney. FSA administers iy
[olowing sovigl services programs: (1) Adult Protective Services; (23 110, Fatherhaod
Initintive; (33 Homeless services, including emergeney shelter. temporary shelter sl trnsitionad
shelter; (4) Homelessness Prevention and Rapid Re-heusing Program: (53 Hypotheemia progrann
and (6) Permanent Supportive Housing Program,

PO Box SHH7, 64 New York Avenne, N Sindlo Floor Washinpton, IO 20002 02030 67 1-d200 Fas (2023 6714326
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Fetier o Virginig Sipnmons
Page wo

Homgeless Serviees

The District ol Columbi Taterapency Council on Homelessness (CED is o group of cabinel-leyve!
leaders, prosiders of homeless services, advocutes, homeless and former homeless Teaders
come ogether o Inform and guide the Distriets strategies and palicies for meeting the needs ol
individuals and familics who are homeless or at iniminent risk ol becaming homeless in ihe
District al Columbis.

The 1CH was established by the Humeless Service Retform Act ol 2005 (or the purpose ol
facilitating tnteragency, cabinet-leved leadershipy in plunming. policymuking. program
development, provider monitoring. and ndgeting tor (he Continuum of Care ol homeless
services (HSRAL See, 4 (ady. The 1CH i chaired by the City Admimistrnor, Steve Baron. the
Director of DMIT is oo member of the Council alonp with other Distrigl agency officials and
members of the pblic.

The DMH Tiomeless Outreach Program ulso works calluboratively with my stalT on the
fullowing initatives:

*  Cuircach, engagement. and referraly 1w the Hlomelessness Prevention and Rapid Re-
housing Program (HPR™;

= ldentification ol homeless veterans eligible for the VASH (Veterans AlTairs Supportive
Houxing) voucher program:

»  Quireach assistimee 1o homeless encampnients and participation when adecision is made
that these encampments need w be eleaned up and/or remuoved Trom public property: and

+  The development of the Winter Plan which provides information on shelter sl services
Tor the homeless during hypothermia season.

My salTalso participate in 1he DM monthly Fmergeney Ronnds meetinges and ussist in the
ceordination of care lTor the most vulnerable homeless individuals living on (e streel,

TANF

IR and DHS-IMA are developing o parinership @ colliborate and coordinate resources,
services, wid expertise to better seeve TANE castoaners with mental illness wls fhiee barriers o
ciiployvimngnt key arcas of cotlaboration imd service covrdination melude:

. Mental Hlealth sereening and assessment,

. Providing Mental Health Rehabilitation Serviges through enrallment in C5A's:
. Refer and enrolling TANE customers in supported empioynent:

. Cross-tratning oF IMA und CSA personned: axl

. Data coardination and sharing between DM and FHIS-IMA.
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[eller Vit‘;:':'trliil Summons
PFaee Three

Siale Mental Health Planning Council Participation

Pegny Mussey continues to serve as the DS representative (o (he Suae Mental Blealih Manning
Couneil.

EHealch Relorm

I 2011, Mayar Gray reconstifuted the Flealth Retorm Implementation Committge (FTRIC) 1o
ensare the simeoth implementation of bealth retorn in the [istrict of Columbia, The TIRIC is
chatred by the Director of the Department ol Hleadth Care Fingnee, Otther HRIC memibers
include the Commissioner of the Departiment of Insurance, Scearitics and Banking and the
[Dircetors ofthe Departments of Health, Fluman Services, Mental Tealth and Disability Serviees.
There are three {3) subcommittees of the FIRICT (1) Eligibility and Medicuid Expansion: ()
Insurance; and (3) Servige Delivery. [ ehaie the Eligibility and Medieaid Bxpansion sub-
convnitiee. Representatives from DM paeticipate on (e subcommittee,

The Department of Hluman Services strongly supports the DME application for the 2012 MITRG
and will comtinue (0 work colluboratively with [TIMH 1o fuether strengthen the |stricls
healtheare delivery system.

sincerely.
K ) . o
i Lo ra ‘/ 4, ':] et
S Na A
PDavid A, Berns
[Hrector

AR kr
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SUPERIOR COURT OF THE DISTRICT OF COLUMBIA
ADMINISTRATIVE ORDER 10-17

Juvenile Behavioral Diversion Program

WHEREAS, a significant number of juveniles who have a serious mental illness appear
before judicial officers in the Superior Court’s Family Court; and

WHEREAS, juveniles with mental health illness are at higher risk of reoffending; and

WHEREAS, the Superior Court recognizes the importance of reducing juvenile’s
behavioral symptoms that result in contact with the court and improving the juvenile’s
functioning in the home, school, and community; and

WHEREAS, the Superior Court decided with the support of the District of Columbia
Department of Mental Health, Court Social Services, the Office of the Attorney General, and the
Public Defender Service to develop a juvenile behavioral diversion program that will connect
eligible and suitable juveniles and his or her parent, guardian, or custodian to, and intensely
monitor engagement with, mental health services and supports in the community; and

WHEREAS, in order to implement the program, an additional calendar will need to be
added to the Family Court;

NOW, THEREFORE, it is by the Court,

ORDERED, that an additional Family Court Calendar (Juvenile Behavioral Diversion
Program) be and hereby is established,; it is further

ORDERED, that all judges presiding over Family Court Calendars where juvenile
matters are assigned may certify cases to the Juvenile Behavioral Diversion Program; it is further

ORDERED, that the Juvenile Behavioral Diversion Program shall be administered in
accordance with the attached memorandum, which provides a detailed description of the
program; and it is further

ORDERED, the Juvenile Behavioral Diversion Program shall begin on January 3, 2011,
although referrals to the program can be made and assessments for the program can be
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performed prior to that date.
SO ORDERED.

BY THE COURT

DATE: November 19, 2010

/sl

Lee F. Satterfield
Chief Judge

Attachments

Copies to:

Judges

Senior Judges

Magistrate Judges

Executive Officer

Clerk of the Court

Division Directors

Library

Daily Washington Law Reporter
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SUPERIOR COURT OF THE DISTRICT OF COLUMBIA

Juvenile Behavioral Diversion Program Description

Introduction

It is estimated that between 65 to 70% of juveniles involved in the delinquency
system are diagnosed with a mental health disorder.* In addition, many juveniles re-
offend, even while they are involved with the juvenile justice system. A diversion
program would help connect juveniles with a mental disorder to appropriate mental
health services and supports and increase public safety. It is agreed that “it is crucial that
we deal not only with the specific behavior or circumstances that bring [juveniles] to our
attention, but also with their underlying, often long-term mental health and substance

abuse problems.”?

Moreover, a diversion program is consistent with the policy
underlying juvenile court, which is the care and rehabilitation of children who violate the
law, while protecting the community.

In May 2010, Chief Judge Lee F. Satterfield established an implementation group
to develop the criteria and procedures for a juvenile behavioral diversion program.
Representatives from the Family Court, the Department of Mental Health (DMH), the
Office of the Attorney General (OAG), the Public Defender Service (PDS), Court Social
Services (CSS), and the D.C. Courts’ Research and Development Division (R&D) met

several times to develop criteria and procedures for the program. Based on its

! Teplin, Abram, McClelland, Dulcan and Mericle, 2002; Wasserman, McReynolds, Lucas, Fisher and
Santos, 2002; Wasserman, Ko, and McReynolds, 2004.

2 Shay Bilchik, Office of Juvenile Justice and Delinquency Protection, U.S. Department of Justice, Mental
Health Disorders and Substance Abuse Problems Among Juveniles (July 1998), available at
www.childrensprogram.org/media/pdf/mentalhealthdisorders.pdf.
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discussions and information of other jurisdictions’ programs, the implementation group
developed the following criteria and process.

The Juvenile Behavioral Diversion Program (JBDP) is established as a problem-
solving court. The R & D Division will evaluate the program at the end of its first year of
operation to determine its effectiveness. The Program is an intensive non-sanction based
program designed to link juveniles and status offenders to, and engage them in,
appropriate mental health services and supports in the community in order to reduce
behavioral symptoms that result in contact with the court and to improve the juvenile’s
functioning in the home, school, and community. Priority for admission to JBDP will be

provided to juveniles. The Program is voluntary.

Program Goals
The program’s goals are as follows:

e To connect the juvenile and status offender with appropriate mental health
services in the community;

e To provide support for and involve the respondent’s parents, guardian, or
custodian in mental health treatment for their child;

e To provide a period of engagement with mental health services that is monitored
by the court in order to increase treatment engagement by respondents and their
families;

e To increase the number of respondents able to remain in the community with the
appropriate mental health services and supports and to reduce the number of

respondents who otherwise without such services and support might be detained,
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e To reduce the individual’s contact with the criminal justice system as a juvenile
and later as an adult; and
e To reduce crime in the community and protect public safety by reducing the

number of times that juveniles with mental disorders reoffend.

Eligibility Criteria

The initial hearing judge, respondent’s counsel, CSS officer, or the Assistant
Attorney General (AAG) may identify a respondent who may be eligible for certification
from the juvenile calendar judge to the JBDP. The juvenile calendar judge may also
identify a respondent who may be eligible. The attorney appointed to represent the
respondent at the initial hearing shall remain the attorney for the respondent in the
Program. In order for the respondent to participate in the Program, he or she must be
available to participate in community-based services. It is not a disqualification if the

respondent is in respite care or is placed in shelter care.

g

The respondent may be any age under 18 years old.

Clinical Criteria

In order to participate in the program, the juvenile or status offender must have an
Axis | mental health disorder or be at significant risk of receiving an Axis | diagnosis.
The respondent may also have an Axis Il developmental disability, if he or she is able to

participate in the program, but he cannot solely have an Axis Il diagnosis.
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The Court has available for its consideration prior evaluations of the respondent.
The program will rely on prior diagnoses and recognizes that various assessment
instruments may have been used to make a diagnosis. CSS administers a risk assessment
for all respondents who have contact with the court system. If CSS identifies a
respondent who is at risk of mental illness and there is no available prior assessment,
DMH shall conduct a further assessment of the respondent. This assessment will be
completed by DMH at its Howard Road child psychiatry group. Based on its
consideration of prior or current assessments for a mental disorder, DMH shall determine
whether the respondent has or is at risk of having a qualifying diagnosis. No information
learned from the respondent during the course of the CSS screen and the DMH

assessment shall be discoverable.

Criminal Criteria

The OAG will review the following information regarding the respondent: any
prior contacts with the court; the nature and circumstances of the prior contacts; the
nature and circumstances of the present contact; and any relevant social factors. If a
respondent’s charges involve certain offenses, he or she is ineligible to participate in the
Program. Attachment A lists the excluded offenses. A respondent may have been
adjudicated delinquent in prior cases. However, in the prior cases, if the respondent was
found to be involved in the listed excluded offenses, he or she is ineligible to participate
in JBDP. The OAG reserves the right, based upon the individual factors in a
respondent’s case, to override any criminal eligibility factor either to permit or decline to

allow a respondent to enter any program track.

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 251 of 345



Attachment N-6
Page 7 of 12

There are three tracks (Track I, Track 11, and Track I1I). Track I is available for
the charges listed on Attachment B. The respondent does not enter a plea on this Track.
A respondent may enter a consent decree and be eligible to enter on Track I. In addition,
generally, the individuals who would be eligible for this Track must have no prior
convictions or have entered any consent decrees in prior cases. The OAG, however, will
always review prior convictions and consent decrees to determine whether the nature and
circumstances underlying the conviction or consent decree, including whether appropriate
mental health services and supports were provided to the respondent, support a
determination that the individual remains eligible for Track I.

Attachment C lists the charges for which a respondent would be eligible for
certification to the JBDP in Track Il. This Track involves a respondent who enters a plea
and is certified to the program pre-disposition by the juvenile calendar judge.

Attachment D lists the charges for which a respondent would be eligible for
certification to the JBDP in Track Ill. This Track involves a respondent who is certified
to the program by the juvenile calendar judge at disposition or after a motion to revoke

probation has been filed.

Certification to the Juvenile Behavioral Diversion Program

Prior to certification to the JBDP, the OAG and DMH shall have determined that
the respondent meets their respective eligibility criteria. CSS will screen in the Juvenile
New Referrals courtroom. Based on that screening, CSS will recommend to the judge in
New Referrals whether the respondent should be further assessed by DMH. If a further

assessment is recommended, the respondent will be ordered to attend a further

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 252 of 345



Attachment N-6
Page 8 of 12

assessment and a date shall be set in the New Referrals courtroom for the assessment at
Howard Road. The Court may also order a parent, guardian, or caretaker to attend the
assessment. CSS will also notify the OAG of the identification of the respondent based
on its screen. The OAG will then review the case to determine whether the respondent
meets criminal eligibility criteria. The DMH assessment and OAG’s review will be
completed prior to the first status before the juvenile calendar judge. If both the OAG
and DMH report to the juvenile calendar judge that the juvenile meets eligibility criteria,
the juvenile judge will then certify the case to the JBDP judge and schedule the matter for
a status before the JBDP judge within seven (7) days.

If a juvenile is identified as a candidate for the JBDP when the case is pending
before the juvenile calendar judge, and after adjudication or a plea or post disposition if
the juvenile is on probation, the OAG will review the case to determine whether the
respondent meets criminal eligibility criteria and the DMH will review the case to
determine if an assessment is required. DMH shall schedule a mental health assessment
at Howard Road, if one is needed. The OAG and DMH review and DMH assessment
will be completed within ten (10) days. If the OAG and DMH report to the juvenile
calendar judge that the juvenile meets eligibility criteria, the juvenile judge will then
certify the case to the JBDP judge and schedule the matter for a status before the JBDP
judge within seven (7) days.

When a respondent is deemed eligible for the JBDP, the Suitability Committee
will review the case to determine if the juvenile is suitable to participate, including, but
not limited to, amenability to treatment and community support. The Suitability

Committee shall have all available information regarding the respondent’s history
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(criminal, medical, educational and social). The Committee will be composed of the
following: a CSS officer, a psychiatrist or psychologist, a DMH representative and an
APRA representative, as appropriate. Neither the JBDP judge nor counsel shall be
present for or participate in the Suitability Committee’s review. The Committee shall
meet two (2) times a week, or as needed, to review eligible candidates for the JBDP. The
Committee shall meet prior to the first status before the JBDP judge. The Committee
shall provide the judge and counsel with its determination of whether the juvenile is
suitable or unsuitable for the Program. If the Committee determines the respondent is not
suitable, it shall suggest appropriate treatment or service alternatives. The JBDP judge
will then certify the respondent back to the juvenile calendar judge with the specific

recommendations from the Committee.

Diversion Supervision

The program involves a multi-disciplinary approach. Collaboration between
involved agencies is critical. The Program team will determine an appropriate individual
plan for the respondent. The plan will be made part of a Participation Agreement entered
into by the respondent, respondent’s counsel, respondent’s parent, guardian, or custodian,
the Assistant Attorney General, and the JBDP judge. The plan will include participation
in mental health treatment and reporting to CSS. It may also include substance abuse
treatment and drug testing, if appropriate. The judge may order the parents and other
caretakers of respondents into parenting classes, family counseling, medical and

psychiatric treatment, or other appropriate programs. In addition, if appropriate, the
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judge will appoint an Education Attorney to assist in addressing the educational needs of
the respondent.

The JBDP judge will hold status hearings every two weeks to determine the
respondent’s compliance with treatment. The constant reviews make sure that services
are in place and service adjustments can be made quickly, as appropriate. The frequency
of hearings may change based on the juvenile’s compliance. The judge will make every
effort not to schedule a court hearing more than once a month that would require the
respondent to be absent from school. At the hearing, the following will be present:
respondent; parent, guardian, or custodian; AAG; CSS officer; respondent’s counsel; and
a DMH integration coordinator (a cross-trained clinician). No statements made by a
respondent in the JBDP shall be discoverable or used against the respondent in any
prosecution. The respondent’s participation or lack of participation in the program will
be used to determine the respondent’s compliance in the program and may be used at any
detention or disposition hearing.

Prior to the hearing, CSS will provide a written report on the respondent’s
compliance with the Participation Agreement. The JBDP judge shall determine whether
the respondent has successfully completed the program for Track | and 11, based on the
judge’s judgment that the respondent has substantially complied with the Participation
Agreement and any court orders. The respondent’s participation in the program shall
generally be for a four (4) to six (6)-month period from the date the formal agreement is
entered, but no longer than twelve (12) months. The judge may shorten or lengthen the
period, depending on the compliance and engagement of the respondent with services and

supports.
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For respondents who were certified to the Program’s Track 1, at the time the
JBDP judge determines that the respondent has completed the Program, the case will be
dismissed with prejudice and the proceedings shall thereupon terminate. For respondents
who were certified to the Program’s Track I, upon successful completion of the program,
the Assistant Attorney General will dismiss the case pursuant to Superior Court Juvenile
Rule 48(a). For respondents who were on probation when they were certified to the
Program’s Track 111, CSS may recommend that the judge terminate the order of probation

at any time it determines that the purpose of the order has been achieved.

Termination Criteria

A juvenile who is rearrested on probable cause for any delinquent offense may be
terminated from the diversion program. A charge does not necessarily require
termination. The OAG will review the nature and circumstances of the offense and
exercise discretion as to whether the juvenile should be terminated.

A juvenile may also be terminated from the program if he or she has failed to
comply with the diversion program requirements for at least 30 days, or if he or she has
lost contact with his service provider or CSS for at least 30 days, or a petition to revoke
probation has been filed.

If the respondent is terminated from the program or decides to terminate her or
himself from the Program, the case(s) will be certified back to the juvenile calendar
judge. A respondent terminated from Track | will be certified to a juvenile calendar
judge for a status hearing. A respondent who is terminated from Track Il will be certified

to the juvenile calendar judge for disposition. A respondent who is terminated from
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Track 111 will be certified to the juvenile calendar or judge from which the referral was
made for whatever action deemed appropriate by the judge assigned to that calendar.
This certification may be made instead of, prior to, or after a probation revocation hearing

and disposition is held.

Evaluation of Juvenile Behavioral Diversion Program

The R&D Division shall establish performance measures to evaluate the Program.
The R&D Division shall conduct a one-year evaluation of the Program that will consider
various measures to assess the identified goals, including re-arrests during the period of
supervision and after the period of supervision ended, compliance with mental health
treatment during the period of supervision and after the period of supervision ended,
attendance at court hearings, completion of program, and school attendance. The
Program will be reviewed to determine whether protocols and/or processes should be
modified in an effort to better serve the best interests of each child, their families, and the

community.

10
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MEMORANDUM OF UNDERSTANDING
BY AND BETWEEN

THE COURT SERVICES AND OFFENDER SUPERVISION AGENCY
FOR THE DISTRICT OF COLUMBIA,

THE PRETRIAL SERVICES AGENCY FOR THE DISTRICT OF COLUMBLIA,

AND

THE DISTRICT OF COLUMBIA DEPARTMENT OF MENTAL HEALTH

IL

INTRODUCTION

This Memorandum of Understanding (MOL)) is entered into by and between
the Court Services and Offender Supervision Apency {CSOSA), the Pretrial
Services Apency for the Distrct of Columbia (PSA), and the District of
Columbia Department of Mental Health {I3MH), hereinafier collecnively
referred to as “the Parlies™

BACKGROUND

s This MOU updates and rengws the previous MOU that was executed
between the Parties on March 28, 2005, DMH is the District of
Columbna government agency responsible for ensuring access to
treatment and services for District residents diagnosed with mental
illness, and PSA and CSOSA are the federal entities responsible for
pretrial and post-conviction supervision in the District of Columbia,
respectively. As key stakcholders with interdependent interests,
DMH, PSA, and CSOSA endeavor to coordinate their respeclive
systems for the stated goal of helping individuals with mental illpess
who are invelved in the criminzl justice system to succeed under
supervision. In addition, this MOU recognizes that releasing
authorities such as D.C. Superior Court, U.S. District Court (PSA
only} and the U.8. Parole Commission (CE0OSA only) usually impose
specific conditions of release regarding ongong treatment for mentally
ill defendants and offenders. Defendants/offenders with major mental
ilinesses under the supervision of CSOSA and PSA require services
that are well coordinated, flexible and offered in a timely manner to
assist them in maintaining compliance with the conditions of their
releasc.
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IML.

OBJECTIVES OF THE PARTIES

PSA, CS0SA, and DMH can better fulfill their respective statutory mandates
and agency missions by developing specific approaches to supervision,
service provision and case management for defendants/olfenders with mental
health and dual diagnosis conditions {an Axis | mental disorder co-cccurring
with substance dependence). PSA and CS0O5A seek to enhance and expand
their ability to be more effective in identifying, case managing, and
supervising this pepulation. In order to accomplish this, both PSA and
CSOS8A have established special supervision options for mentally 11l
defendants and offenders: '

» PSA and CSOSA have developed specialized supervision umts within
their respective operations 0 supervise and case manage adult
defendants and offenders with any of the following conditions: 1}
severe, persistent, and chronic mental iliness; 2) mental retardation;
and 3) co-occurring substance nsc and mental disorders. These
specialized units are dependent on DMH and its provider network 1o
best serve individuals under the supervision of PSA and/or CS0SA
supervision.

*  (SOSA’s Reentry and Sanctions Center (RSC), serving the needs of
individuals superviscd by PSA and CSO8A, provides a 28-day
intensive assessment and pre-treatment program for defendants and
oftenders deemed to be at ngh risk for recidivism due to long histories
of substance abuse and eriminat activity. Two units within the RSC
are designated for males disgmosed with co-oceurning disorders; one
additional unit serves women with co-occurring diserders.

= DMH seeks to provide timely evaluations and treatment for District
residents involved in the justice system who are identified as being in
need of mental health services. DMH also seeks to identify more
expeditiously those individuals who are already connected with DMH
and providers within DMH’s network s that their criminal justice-
related requirements can be coordinated more effectively with their
treatment needs.

All parties agree and understand that the D.C. Mental Health Information Act
{D.C. Official Code §§7- 1201.01 et req.) requires that before IIMH ora
mental health provider can share mental health information of a
defendant/offender with PSA andfor CSOS8A, the defendant/offender must
have authorized the release of information, a court order must have been
ssued authonzmg such release of inlormation, or other exception recognized

- by law must be satisfied.
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IV. TERMS AND CONDITIONS
A, PSA and CSOS5A Responsibilities

1. Once a determination 1s made that a defendant or offender has a
mental illness and needs some form of rental health treatment to be
provided by a DMH mental health provider, the Pretrial Services
(Hficer (PSO) or Community Supervision Officer (CS0Q) will obtain
from the defendant or offender an authonzation for disclosure of
protecied health information as required by the fuderal Privacy Act,
the Health Insurance Portability and Accountability Act (HIPAA), the
D.C. Mental Health Infuormation Act, and/or the alcchol and drug
abuse treatment regulations {(collectively “privacy/confidentiality
laws™), so that the DMH mental health provider may report to the PSC
or CSO information on the person’s treatment. In those instances
where the defendant/offender is unwilling to authorize the disclosure,
the PSO/CSO will take the necessary steps to secure a court order that
will permit the DMII mental health provider to disclose information to
the PSO/CSO and to the releasing authority.

2. Upon a determination that a defendant or offender 1s currently linked
to a provider within DMH’s network, PSA/CSOSA will attempt to
abtain a signed release of information from the defendant/olfender and
contact that provider to identily the individual’s case manager/pnmary
counsclor. During this introductory call, the PSO or CSO will imtiate
a referral, using the standard referral form {Attachment A}, and
confirm that the mental health provider has the following information:

PSO/CS0’s phone and fax numbers;

PSO/CSQ’s alternative/emerpency telephone number;
PSO/CSO’s current work site address;

PSO/CS0"s e-mail address and

Supervisor’s phone and fax numbers.

P oo o

If the defendant is convicted and sentenced and the case is to be
supervised by CSOSA, the PSO will ensure that the mental health
provider contact information is transmitted to CSOSA,

3. If an individual is identified as needing DMH evaluation and/or
services, but is not currently linked to a menial health provider,
PSA/CSOSA will attempt to obtain a signed release of information
from the defendant/offender, initiate a referral, using the standard
referral form (Atlachment A), and will provide the following
information as part of the referral package:
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All PSO/CSO contact information identified above;
Detendant/otiender’s criminal justice status;
Defendant/offender’s employment status;
Defendant/offender’s address;

Circumstances leading to the refermal;

Relevant criminal/social history information;

Copy of signed release of information form.

e RR TR

4. During the defendant’s/offender’s period of supervision, the PSO/CS0

will maintain contaet with histher mental health provider for the
purposes of effective case management and implememation of the
trealment plan as follows:

a. 'The PSO/CSC will prepare and send to the mental health
treatment provider a monthly supervision status report,
utilizing the Supervision Complhiance Form on an as needaed
basis {Attachment B). -

b. The PSO/CSO will make on-site and/or telcphonie contact
with the mental! health provider for routine treatment
staffings as necessary.

<. The PSCG/CSO will brief the mental hezalth provider staff on
any pertinent criminal justice matters that may impact the
defendant/offender’s treatment, to the extent permitted by
the applicable privacy/confidentiality laws,

d. The PSG/CSC will obtain information on the
defendant/offender’s progress in treatment, through the
provider’s submission ol the Mental Health Treatment
Cempliance Form (Attachment C), in accordance with
applicable privacy/confidentiality laws.

5. Aslong as the defendant/offender remains under criminal justice

supervision PSA/CSOSA will participate in-person or telephonically,
as necessary, in any staffings that involve matenal changes to the
defendant’s/offender’s current treatment plan or transition to the pext
phase of treatment.

PSA/CSOBA will collaborate with DMH to ensure that
defendants/offenders are referred to the most appropnate service
available in the District to meet the individual’s mental health needs,
achieve stabilization, prevent decompensation and optimize the
individual’s potential to remain safcly in the community.
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7. PSA/CSOSA will develop ongoing criminal justice/mental health

training coordinated by PSA’s and CS05A™s mental health
supervision staff to train select DMH staff, staff of mental health
providers, and other community providers to work more effectively
with the mentally ill defendani/offender population. These trainings
will be held at least twice annually or more often if needed.

B. DMH Responsibilities

DMH will maintain a full-time liaison stationed at D.C. Superior Court
to screen and evaluate defendants in the D.C. Superior Court and U.S.
District Court heing considered for mental health-related pretrial
release conditions and related supervision, and who is available to
work with PSA/CSOSA staff.

If the BSO/CSO has not already obtained a relcase of information from
the defendant or offender, the mental health provider will seek te
obtain a rclease of information from the defendant or offender at the
initial appointment. The release of information will autherize the
mental health provider to disclose protected health inlommation
concerning the delendant/offender to PSA/CSOSA consistent with all
applicable privacy/confidentiality laws.

An eligible defendant/offender who requires the services of a mental
health provider will be able to access those services by contacting the
DMH Access Helpline or the mental health provider directly if
previously or currently connected with that C3A. When contacting the.
Access Helpline or a2 mental health provider in the presence of the
PSC/CSQO, the defendant/offender may give verbal consent for the
mental health provider or DMH to verbally provide enrollment,
appointment, and participation information to the PSO/C50. When
consent is given, the DMH or CSA representative agrees to provide
that information immediately if the information is readily available.

DMH will collaborate with PSA/CSOSA to ensure thai the
appropriate mental health services are provided to defendants and
offenders supervised by PSA/CSOSA.

If a defendant/offender is incarcerated and unable to contact the DMH
Access Helpline directly, the PSO/CSO can contact DMH’s Forensic
Services Coordinator, who will facilitale contact with the DMH
Access Helpline. The PSCG/CSO will be permitted to relay individual
preferences regarding the selection of a mental health provider when
the individual is incarcerated and unable to contact the Access
Helpline directly.
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1.

The follewing time frames for service access are agreed upon:

While PSA and CSOSA may rcfer eligible defendants/offenders to any
of the DMH mental health providers, the time penoed before the first
appuintment can be scheduled is determined by each provider’s
availability. DMH provides two walk-in/same day service sites for
those identified by PSA or CS0OSA as needing assessments or
medications immediately.

a. The Court Urgent Care Clinic is available at D.C. Supertor Couit
for consumers requiring immediate medications and assessments
and receives referrals from PSA on a regular basis.

b. The 35 K Street Clinic also provides immediate medications and
assessments and receives referrals from both PSA and CSO8A on
a rcgular basts.

DMH will establish a procedure with PSA and C508A to ensure that
defendant/offender referrals for intake and services can be made
within one (1) business day of release. PSA defendants requiring
immediate connection or services following court appearances will be
referred to the DMH Urgent Care Clinic at D(C Superior Court.
CS085A offenders requiring inuncdiate canntection or services
following appcarance before releasing authority or change in status
will be referred to the walk-in clinic at the Mental Health Scrvices
Division {35 K Street).

Defendants not connected to a mental health provider who are
Options-elipible wiil be referred to the designated Options mental
health provider or other designated forensic provider as appropriate,
which will be contacted to arrange that a case manager meets the
defendant at the Court or at PSA’s Specialized Supervision Unit {S5U}
upon release for transport to the mental health provider for intake.

Individuals assigned to PRA/CSOSA who are 1n the District of
Columbia are eligible to request immediate crisis intervention through
the DMH’s Mobile Crisis Unit (MCT).

DMH will request that tental health providers contact the PSO/CS0
within one business day following the intake appointment for each
client invoived in the cominal justice sysiern. The mental health
provider will submit to PSO/CS0:

a. Counselor’s telephone and fax number;

6
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11,

12,

13.

14,

15,

. Counselor’s alternate/emergency contact information;
Counselor’s eurront work site address;
Counselor’s e-mail address: and
Supervisor’s telephone and fax numbers.

& o

Mental health provider personnel will use the contact information
contained in the referral package and may make this contact by phone
or e-mail.

Mental health providers will work with PSA/CSOSA to develop
appropriate transition plans for individuals moving to dilferent levels
of care including community based services, housing, supported
employment and others.

DMH and its mental health providers will ensure that the
defendant/offender’s need for housing is assessed as part of intake, and
that elforts witl be made to assist in finding appropnate housing. As
of the date of this MOU, DMH anticipatcs that it will continue to fund
the housing slots currently available in the Options program, subject to
availability of funds.

DMH will request that the mental health providers complete monthly
comphance reports for elients under PSA or CSOBA supervision.
Mental health providers will use the PSA/CS(OSA Mental Health
Treatment Compliance Form (Attachment B) for the monthiy
compliance report. Mental health providers wall submit a written or
verbal updatc five (5} business days prior to each scheduled court date
at the PEO/CS0’s initiation.

DIMH will require mentat health providers to notify PSA/CSOSA of
any proposed or major changes in a defendant/offender’s treatment

plan within three (3) business days of the following: reassignment,
disenrollment, hospitalization and/or changes in medication regimen.

Appropriate DMH staff and providers designated to work with
defendants in pretrial status will participate in scheduled program

meehngs.

16.

DMHE will require mental health providers working with clients
involved in the criminal justice system to attend training coordinated
by PSA/CSOSA.
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Juint Responsibilities of All Parties

DMH/PSA/CSOSA will participate in regular meetings convened by
PSA's Office of Research, Analysis, and Development to establish
performance measures related to this MOU, aid in the coordination,
analysis, and dissemination of data resulting from this MOU, and help
inform decision-makers and improve scrvice delivery. The first meeting
will be convenced within 30 days of execution of this MOU.

Y, MISCELLANEOUS

A. Duration of MOU

The pericd ef this MOU shall be from February 2011, through February
2016, unless tenminated in writing by the Parties prior to the expiration,
consistent with Section J below. '

MOU Evaluation

The Parties will evaluate this MOU one vear from the date this MOU is
executed and on a semi-annual basis thereafter to determine its
continuance. The Parties shall maintain a close liaisen and consult, on at
least a quarterly basis, on all matters pertaining to this MOU. Moreover,
the Parties agree to work together in fulfilling the terms of this MOL.

MOU Funding and Anti-Deficiency Considerations

1. Each party shall bear the cost of its obligations under the terms of this
MOU. No funds are to be exchanged between parties in furtherance of
this MO

2. The Parties acknowledge and agree that their respective obligations to
fulfill financial obligations of any kind pursuant to any and all provisions
of this MOU, or any subsequent agreement entered into by the parties
pursuant to this MOU, are and shall remain subject 1o the provisions of the
federal Anti-Deficiency Act, 31 U.S.C. §§ 1341 et seq. (federal and D.C.
parties); and the District of Columbia Anti-Deficiency Act, D.C. Official
Code §§ 47-355.01-355.08 (2001}, D.C. Official Code § 47-105 (2001),
and D.C. Official Code § 1-204.46 (2006 Supp.) (DC party only), as the
foregoing statutes may be amended from time to time, regardiess of
whether a particular cbligation has been expressly so conditioned.

Applicable Laws

The Parlies shall comply with all applicable laws, regulations, and rules,
whether in force at the time of the execution of this MOU or subsequently
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enacted or promulgated during the peried this MOU is in effect, including
federal and D.C. laws governing the disclosure of drug/alcohol treatment
records, mental health, and other sensitive and personally identifiable
information. Nothng in this MOU shall be construed as in any way
impairing the general powers of the Parties for supervision, rcgulation, and
control of their respective property.

Publicity and Media

Publicity releases and/or media interviews in connection with the activities
credited to this MOU shall not be undertaken by any of the Parties without.
the prior writien approval by CSOSA through its Office of Legislative,
Intergovernmental, and Public Affairs, and by PSA through its Office of
the Director, and by DMH through its Public Affairs Oftice, as
APPropriaie, '

Anti-Discrimination Policy

The Parties shall ensure that the activities associated wath this MOU are
undertaken in accordance with the applicable provisions of the Americans
with Disabilities Act and the Rehabilitation Act of 1973, as well as other
applicable laws prohibiting discrimination.

No Rights Created

This agreement does not, and shall not be construed to create any rights,
substantive or procedural, enforceable at law by any person in any matter,
civil or cruminal. '

. Liahility

Each Party is responsible for its own conduct under this MOU and retains
all defenses, including immunities, available under tederal and District of
Columbia law. No Party agrecs to insure, defend, or indemnify another.

Modifecation

Modification of this MOU shall be based upon the mutnal agreement of
the Parties and shall be made in writing as an addendum to thas MOLL

Termination

This MOU may be terminated, in whole or in part, by any Party hereto
upon thirty {30} business days advance written nolice
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K. No Third-Party Beneficiary

This MOU shall not and is not intended to benefit or to grant any right or
remedy to any persen of entity that is not a party to this MOLU.

L. Existing Obligations Not Affected

This MOU is not a substitute for any statutory, regulatory or policy
cbligation a Party may have. Any such obligations a Party may have are
still binding on that Parly.

M. Notice

The following individuals arc the contact points for each Party under this
MOU:

Department of Mental [ealth
ALEXIS IIAYNES

Director, Adult Services

64 New York Ave., NE, 4" Floor
Washington, DC 20002

Phone 202-673-4443

Alexis Haynes(@de gov

Court Services and Offender Supervision Agcncy
LORENZO HARRIS

Branch Chief, Substance Abusc and Treatment Branch
300 Indiana Avenug, N.W., Room 2042

Washington, DC 20001

Phone 202-585-7457

Pretrial Services Agency
TERRENCE WALTON

Program Director, Treatment

633 Indiana Avenue, N.W., Suite 920
Wastungton, DC 20004

Phone 202-220-5510

ig
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IN WITNESS WHEREOQF, the Parties herete have executed this MOU as of the last

date writien below.
/{’fZﬁ )‘-‘_‘I "'%///

Mmc‘ﬁ, Poteat, Deputy Director Datc

Court Services and Offender SupervisicmAgency
for the District of Cohrinbi

Pretrial Sl..nfmes Agency for the District of Columbia:

) ;ﬂ’: 7 72// ﬁfi’f 4oy "(‘r 207+
Susan W. Shaffer Dlr‘é:tor : Date

District of Columbia Department of Mental Health: -

/“/W\// i/{{/n

Stephéer T ."ﬁ&'ﬁ'ﬁﬁ)imﬁor v

Attachment A:Referral for Mental [Health Services
Attachment B: Supervisien Status Report
Attachment C: Mental Health Trecatment Compliance Repﬂn

11
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Pretrial Services Agency for the District of Columbia (PSA)
Court Services and Offender Supervision Agency (CS0OSA)

REFERRAL FOR MENTAL HEALTH SERVICES

This form is to be used when referring defendantsfoffenders to the mental health provider. (MHP)

Referrmg hnpermun Agentjr _IZIJ_PSA d_ DR_‘::_:_'_ - E]CSDSA hEL

Mental Healtll meder {MH.I’:')

| Referral Date: ] New Referral I:]Currentl}r Receiving Services -I_:]Currcntly connected, hut inactive

MName: o poB: . PDID: DCDC: -

Alias:

Address: - .. Gender: Race: Does individual require
Telephone: . . [(Male [Asian [] White translation services?
Homeless: [ | Yes [} No ClFemale | []Black [] Native American | [JYes{ INo
Emcrgency Cantact Name/Telephone: (dispanic [ ] Other ; Language: SR
...... |

I}ues individual have physical impairments? | Marital Status: Children:

[J¥es[_No Csingle [ IDivorced [ ] ¥es DNn

Type of impairment: CIMarried E]Wlduwed #of vhildren: °

[Jspeech [JHearing DSlght DMﬂhlllt}' [Separated Clother 50

Highest Level of Education: Insuranve:

Employmentz [ ]Yes [ ]No [l¥es Name:: - [IDA [IMedicaid
T [(Ms  [JUnknown [ ]sst ] Medicare

Defendani/CHfcnder Supe;\fision Assignment/Status:

[PSA 88U (non-Options) [ JPSA Mental Healéh Court | [} PSA Treatment Team 2 [ JPSA General Supervision
[ ]PSA 88U (Options) []PSA Treatment Team 1 ] PSA Treatment Team 3 [Clpsa HISP '
[CIPsA Other
[] cs08A Jail DESDS:i Civil Protection Order (CPO) [ ] CSOSA Prohation [ ] csosAa Superviscd Release
[[JCSOSA Bail { [ JCS0SA Work Release [JCSOSA Parale []ESDSA Detention

CSO5A Special Supervision: [Tsex Ut‘t’ender

DMentaI Health DDEvelapmcntal Disabilities DDumeslm ¥Yiolence

CsOS8A Drate of TermmatmnfExplratmn

I Charﬁ =

Cuorrenf Chapgegs. 5. L N
Mentul Health/Medical Diagnosis: Medication History of MY Treatment: L]
[CTUnknown

{FsychotropicMedical): Yes [ Ne
A C] Unknown
{If yes, last known provider):

[(Known (list dx): *
Date diagnosed {if k]luwn}
| Self-Reporied (fist dx):

'Curmmthr testing positive Far llicit substances TI¥es LJNo (If yes, please specify type of suhstance}

Heason(s) for referral {check all that apply):

|:] Treatment/Evaluation Needed

[] Sclf Reported Mental Health Problems
[] History of Mental lliness

L] History Suicidal

[] Questionable Behavior ard/or Mood

[ 1 Altered Mental Status :

[] Medication Issues {Non-Compliance/Side Effects )
[] Other-

(] History Homicidal Behavior

Brief Description of Symptoms and/or Hist-:nrgr of Mental INness: -

Referral Source

PSO/CS0 Name: 777

PSO/CSO Telephon
Supen'lsor Name A i

Fax: {5 Email:
Supervisor Telephone:

Provider: Please contact the Pretrial Services Qfficer (PSO) or Community Supervision Officer (C50O) listed on this

form as soon as possiblg to notity the su erwsmg agens of the results of this referral. Thank you
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Pretrial Services Agency for the District of Columbia (PSA)
Court Services and Offender Supervision Agency (CSOSA)

SUPERVISION STATUS REPORT
This [orm is to be completed by the Pretrial Services Officer (PSOYCommunity Supervision Officer {CSO) and submitted to the
defendants fﬂffender’s case manager al the Mental Health Provider (MHP)

Repurhng Supnr\rusmn A.gencj'h 1

AR 5

Mr:ntal Hea"h-l;l'ﬂ‘l-’]der{MHP] AN S D AN

Defendant/OMfender Name: eCura#: DOB:; ESN:

(il known) _

Defendant/Offender Address: Service Needs: '
Telephone: ] 1ousing ] Medication
Homelesy: [] Yes [3 No [J Food Stampy (L] Insurance Assistance
PSOYCSO Mame: PROFCSO Telephane: MHF Case Manager Name: MHP Case Manager
Supervisor Name: Supervisor Telephone: Telephone:
AgencyfAddress: Fax: MHP Team Leader Name: MHPF Team Leader:

Ematl: Telephone:

' Apency/Address: Fax:

_Email:

SUPERVISION STATUS: [ Pretrial Release "[—_htl-".‘mhatiun [l Parole [ | Superuseﬂ Release

Next Court Date/Time/Conrtroom Number:

Medtc_:;_t_lun{s]
Reportedly on [J Yes - Reports compliance to medications (i.e., taking,
P=ychotropic ] Ne medications as prescribed: [} Yes [] No
Medications: [] Observed Side Effcets: ' Explain:-
Explain: _
Criminal Justice Supervision Plan o
Currently megts with PSO or C50 as [ Yes [ Ne
required (indicate frequency). [Jixiwk Q_bl weekly [J1x/meonth {(JOther:
Compliant with supervision [] Yes Court Ordered Mental Health Treatment:[_] Yes L] No
requirements: {(If no, please elaborate [] No Special Conditions: ] Yes [ Ne
in “additional comments” below.} {}f yes, please indicate conditions under additional comments)
Supervision compliance level: { ICompliant Non-compliant
{ |I.oss of Contact |_] Bench Warrant
{1 Incarcerated: T ] DC Jait [} CTF [J John Howard [_] Halfway House
Date Incarcerated: [ ] Other non-complisnce: .
Urine Screening Results: (If positive, [ Negative [ JPositive: [J Sce Attached Report for
indicate datesfsubstance since last Drates/Substances: | Dates/Substances: Tyrug Testing Results
report) i
Obscrved Changes to behavior since [Yes [J No  Explain:
_last report? (If yes, please describe.)
Changes to Supervision plan? (If yes, | [JYes [ Ne
piease describe.) Change:
Additional Comments:
PSO/CE0 Signature: Date:
Defendant/Offender Signature: (optional) Dhate:
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Prefrial Services Agency for the District of Columbia (PSA)
- Court Services and (ffender Supervision Agency (C508A)

MENTAL HEALTH TREATMENT COMPLIANCE REPORT

This lorm is to be completed by the mental health provider (MHP). Flease complete and submit this form by fax or e-mail to the
Prétrial Services Officer (P50} or Community Supervision Officer (CS0) as designated below.

Receiﬁng'_Silpefvisiui! Ageney:. PSA s ﬂR - : ECSGSA o
Mental Health Provider (MHP):
Defendant/Offender Name: ! eCura #: | DOB: SSN:
Defendant/Offender Address: Telephone:
Homeless: [ Yes [ ] No L o
PSO/CS0 Name: Agency/Address: PSOSCSO Telephone:
Supervisor Name: Supervisor Telephone:
_ | Fax:
MHP Case Mapager (CM) Name: Agency/Address: MHP CM Telephone:
MHF Team Leader (TL} Name: MHP TL Teclephone:
- - Fax:
___ Medication(s) o
Currently on Psychotropic Medications (if yes, please list [] Yes [] No
names of medications): 5
Reports compliance with medication regimen: [ Yes (] No
Any recent changes with medication regimen: (If yes, [} Yes ] Ne
provide date of change and names of new medications): Date: Meds:
Mental Health Treatment Regimen
Attended Scheduled Appointments (If no, indicate dates of [ Yes |1 JNo
missed appointments): Dates of Missed Appts:

Currently receiving individual therapy: (If
| yes, indicate frequency)

] Yes _DNO

E J1xwk [ Joi-weekly { 11x/month [ JOther:

(If yes, indicate frequency)

Cf]}rentl}f meets with psychiatrist; ET Yes r__]hNn
(If yes, indicate frequency) E 11xfwk [Tbi-weekly {1 lx/month [ JOther: o
Currently meets with case manager: [ ves [] No

1xwk [Jhi-weekly [J1x/month [JOther:

Treatment participation level:

[ JActive [ Ivariable [ JMinimal [ _]JNone

Treatment compliance:

[JFull [Jrartial [ JLow [ |[Noncompliant

Response to treatment:

[ JStable E}]mpmving [ {Decompensating
[JUnstable [ ] Other
[ JHospitalization {dates/locationfreason}

Current Diagnosis: ] Yes [ No
Changes to diagnoses? (If yes, descibe) (hange: ) :

Changes to treatment plan? (If yes, describe} { [[JYes Change: 1 [Ne
Additional Comments:

Person Completing Report: Date:

Frint Namc/Title (please initial)
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
EXECUTIVE OFFICE OF THE MAYOR

»*

*

II*

Memorandum of Understanding

WHEREAS, The Office of Victims Services (OVS), Survivors and Advocates for
Empowerment (SAFE), Washington Hospital Center (WHC), Department of Mental
Health (DMH), Child and Family Services Agency (CFSA), the Metropolitan Police
Department (MPD), the federal Court Services and Offender Supervision Agency (CSOSA),
and the DC Superior Court (DCSC) have come together to collaborate and to make an
application for the OVW Fiscal Year 2011 Grants to Encourage Arrest Policies and
Enforcement of Protection Orders Program to further the DC Lethality Assessment
Project’s goals of screening for potential high lethality in domestic violence cases and providing
enhanced safety measures and resources for victims in those cases.

WHEREAS, the partners listed below have agreed to enter into a collaborative agreement in
which The Office of Victim Services will be named applicant and the other agencies will be
partners in this application; and

WHEREAS, the partners herein desire to enter into a Memorandum of Understanding setting
forth the services to be provided by the collaborative; and

WHEREAS, the application prepared and approved by the collaborative through its partners is to
be submitted to the Office on Violence Against Women on or before February 24, 2011.

I) Description of Partner Agencies

Office of Victim Services

The Office of Victim Services (OVS) is situated under the Deputy Mayor Of Public Safety and
Justice of the Office of the Mayor and is the lead agency for administering federal funds such as
the STOP (Services_Training_Officers_Prosecutors) Violence Against Women Formula Grant
Program and the Crime Victims Assistance Grant (VOCA) as well as local funds to assist
victims of violent crimes in the District of Columbia (DC). OVS administers victim services
related to reducing and preventing future victims of crime and funding programs that provide
victims of violent crime in the District with care and support during traumatic periods of their
lives.

In 2010, OVS funded fifty-four projects and programs in the District that afforded crisis
response, counseling, advocacy, case management, court accompaniment, shelter, and assistance
with victim compensation to over 28,000 victims and family members. While the office is
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relatively small, consisting of only six staff members, it has the capacity to develop and
institutionalize a comprehensive response to the needs and concerns of crime victims in the
District. OVS staff members have expertise in the development, management, and
administration of local and federal grant programs in the areas of domestic violence, sexual
assault, stalking and dating violence. The Office of Victim Services is the mechanism by which
DC Government resources are leveraged to bridge gaps in victim services.

Survivors and Advocates for Empowerment (SAFE):

Survivors and Advocates for Empowerment, Inc. is a non-profit organization that provides
immediate crisis intervention services to more than 5,000 victims of domestic violence each year
through the Domestic Violence Intake Centers at DC Superior Court and United Medical Center
and its 24-hour On Call Advocacy Program (OCAP) Response Line. SAFE conducts a lethality
assessment with each victim they encounter to deliver tailored services that include: safety
planning, legal information, assistance writing pro se petitions for Civil Protection Orders, access
to the Emergency Civil Protection Order process when the Court is closed, as well as immediate
crisis shelter, transportation and other emergency financial assistance. Since its creation in 2006,
SAFE has collaborated with the Metropolitan Police Department to provide crisis intervention
services to victims who have called police.

Washington Hospital Center (WHC)

Washington Hospital Center (WHC) is a non-for-profit, 926-bed acute care teaching and
research hospital based in northwest DC. It is the largest private medical center in the nation’s
capital and consistently ranks among the nation’s top hospitals in the research and treatment of
cardiovascular and kidney diseases, cancer, stroke, endocrine disorders, neurological injury and
illness and geriatric and respiratory care. WHC is also home to MedSTAR Trauma and
Transport and is the region’s burn facility. The Emergency Department provides care to over
80,000 patients annually and is the designated anchor site for the District's Sexual Assault Nurse
Examiner (SANE) Program in partnership with the Office of Victim Services. WHC has expertly
served victims in this function since the program’s inception in October 2008.

Department of Mental Health (DMH)

The DC Department of Mental Health’s Mobile Crisis Services Unit is part of it Comprehensive
Emergency Psychiatric Program Mobile Crisis Services and is staffed by a multidisciplinary
team of mental health workers including: peer counselors, mental health counselors, mental
health specialists, addiction treatment specialists, social workers, and psychiatrists. The staff is
available from 9am-1am, seven days a week to respond to adults throughout the District who are
experiencing a psychiatric crisis and are unable or unwilling to travel to receive mental health
services, to be available to address the concerns of the individual in crisis, family members,
concerned citizens, mental health providers, and other referring agencies and to offer a range of
services including but not limited to onsite crisis intervention and stabilization, assessment for
voluntary and involuntary hospitalization, and linkage to other services such as ongoing mental
health care, crisis beds, substance abuse detoxification and treatment, and medical care.
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Child and Family Services Agency (CFSA)

The District’s Child and Family Services agency’s Office of Clinical Practice provides domestic
violence assessments when needed and coordinates education about domestic violence for CFSA
staff working with families to investigate and resolve reports of child abuse and neglect. CFSA
works closely with domestic violence service providers to provide access to other services for
adult and teen parents as well as teens under the agency’s supervision. Since 2008, CFSA has
had a memorandum of understanding with SAFE, Inc. to provide direct referrals from their social
workers to SAFE, Inc.’s OCAP Response Line to provide immediate support to victims with co-
occurring child abuse and neglect issues in the home.

Metropolitan Police Department (MPD)

The Domestic Violence Unit serves as a liaison among the Metropolitan Police Department
(MPD), the US Attorney's Office, other law enforcement agencies, victim service agencies,
victim advocates and the community in the Washington, D.C. area. The unit conducts ongoing
community outreach and education, provides ongoing training for the members of MPD, and
monitors the activities of the District Domestic Violence Investigators and District Patrol
Officers. The unit has direct supervision of the Domestic Violence Intake Center Officers and
their investigations. The Domestic Violence Unit is part of the MPD's Investigative Services
Bureau, Superintendent of Detectives Division, District Investigative Branch.

Court Services and Offender Supervision Agency (CSOSA)

The Court Services and Offender Supervision Agency (CSOSA) provides supervision for adults
on probation or parole in the District. CSOSA's mission is to increase public safety, prevent
crime, reduce recidivism, and support the fair administration of justice in close collaboration
with the community. Through its Community Supervision Program, CSOSA provides
programming and supervision for many domestic violence offenders each year and conducts the
Domestic Violence Intervention Program to which many are sentenced. As the agency
responsible for reducing recidivism and ensuring public safety through supervision of offenders,
their staff are in direct contact with the Courts, the Metropolitan Police Department, the
Domestic Violence Intake Centers at DC Superior Court, and Advocates to ensure that
information is transmitted about new offenses and victim safety. CSOSA is a member of the
Domestic Violence Intake Center’s Implementation Committee.

DC Superior Court (DCSC)

DC Superior Court’s Domestic Violence Unit consists of four dedicated judges and one
magistrate judge responsible for hearing civil and criminal domestic violence cases in a
coordinated way. This unit also contains the Domestic Violence Intake Centers where most
victims seeking legal relief begin the legal process. Since 1996, the Domestic Violence Unit has
served as a national model] for the administration of justice in domestic violence cases. In
coordination with prosecutors, the defense bar, police, and victim advocates, the unit hears over
8,000 cases each year.

II) History of Relationship

In spring 2009, the DC Office of the City Administrator requested that the Office of Victim
Services (OVS) develop a program to effectively engage and serve individuals who are high risk
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for lethality as a result of domestic abuse. OVS met with Survivors and Advocates for
Empowerment (SAFE), the Metropolitan Police Department (MPD) Domestic Violence Unit and
other criminal justice stakeholders to explore the feasibility of employing a lethality assessment
tool, utilizing SAFE’s 24/7 hotline and the On-Call Advocacy (OCAP) Program. OCAP is a
collaborative effort with the MPD to provide advocates to victims who contact law enforcement
outside of normal business hours.

A Lethality Assessment Project (LAP) team was formed to develop and pilot: a protocol for
conducting the lethality assessment tool; an enhanced response to the backlog of current cases
assessed high for lethality at the Domestic Violence Intake Centers (DVICs); a protocol for
actions to be taken following high lethality assessments conducted by MPD first responders
and/or domestic violence advocates to increase safety and reduce abuser access to the victim; and
a protocol among social service agencies and not for profit organizations to information share,
discuss options and deliver appropriate services within 24 hours following high lethality
assessments. Criminal justice stakeholders that joined the team include Court Services and
Offender Supervision Agency (CSOSA) and the DC Superior Court (DCSC). Social service
agencies that joined the team include Department of Mental Health, Department of Human
Services and Child and Family Services.

In November, 2009, the LAP team received technical assistance from the Maryland Network
Against Domestic Violence Lethality Assessment for First Responder Program to discuss best
practices that would be appropriate to the District of Columbia and consulted with other experts
in the field. The team developed an assessment tool to be used by MPD first responders and
OCAP advocates; and obtained training for first responders and advocates on sensitive delivery
of the assessment tool and follow-up protocols.

The LAP pilot was first introduced in January 2010 in two police Public Service Areas (PSAs)
where volume of 911 calls for domestic abuse is high. In July 2010, LAP coverage was doubled.
In September 2010, OVS purchased a secure, confidential web-based data tracking system where
LAP team points of contact can upload and share critical information about current cases. More
recently, MedSTAR at Washington Hospital Center (WHC) has joined the LAP team. WHC
medical personnel will pilot the LAP to assess non reporting victims presenting at the hospital
with physical injuries to provide them with a SAFE advocate before they leave the hospital. OVS
and SAFE will work with other emergency services in the District to extend the LAP program
once the hospital protocol is tested and refined.

III) Development of Application

Development of the coordinated response to domestic violence victims at high risk for lethality
has been a progression in three phases: 1) the creation of a collaborative program with common
goals and objectives that has strong agency and organizational commitment, which has already
occurred; 2) training and technical assistance for primary and secondary responders; and 3)
streamlined confidential data sharing. The next phase of the LAP will be program enhancement
with emphasis placed on compliance to the protocols, expanded training, and victim engagement
in wraparound services. Currently, eighty-one percent (81%) of the victims who screen into the
project as high lethality seek additional services through the LAP and the LAP Advocate at
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SAFE. By increasing the training for first responders, advocates and service providers, as well
as broadening the scope for screening, the project can reach more high risk victims in need.

LAP members communicate daily to share information about each case and to coordinate
resources. Because of the nature of the information sharing, project partners are in the process of
finishing the creation and setup of the confidential database purchased by OVS which will
provide additional security and data sharing opportunities on a daily basis. SAFE is coordinating
this effort that will link each point of contact and preserve client confidentiality. Team members
teleconference on a monthly basis to discuss improvements to the protocols, information sharing,
and current cases. Because of the amount of information being shared among multiple agencies
and through varying internal processes, an ongoing goal is to produce group recommendations
for protocol changes and system process changes to increase victim safety.

In this Memorandum of Understanding, members of the LAP project agree to collaborate to
further the LAP’s goals of screening for potential high lethality in domestic violence cases and
providing enhanced safety measures and resources for victims in those cases. This includes
expanded training for participating partners, increased first responder compliance with LAP
protocols, increased victim engagement in wraparound services and decrease in number of
victims assessed high for lethality who continues to call 911 for domestic abuse after receiving
LAP wraparound services.

IV) Roles and Responsibilities
NOW, THEREFORE, it is hereby agreed by and between the partners as follows:

1. As grant administrator, Office of Victim Services will be in charge of fiscal and
administrative responsibilities, project oversight and programmatic reporting.

2. Survivors and Advocates for Empowerment agrees to provide a dedicated Advocate
for purposes of case management and advocacy in high lethality cases; to act as the
facilitator of the information sharing process; and to coordinate services from various
agencies collaborating in this process. In addition, SAFE agrees to add necessary
agencies and services to the collaborative dictated by the needs of high lethality victims.
To that end, SAFE, Inc. agrees to provide:

® 24-hour access to advocacy services on SAFE’s Response Line for any domestic
violence or stalking victim referred by the Metropolitan Police Department, the US
Attorney’s Office, Child and Family Services Agency, or any other collaborating
agency in the manner identified respectively for those agencies;

= Screening of every referred client using the lethality assessment tool developed in
collaboration with the Metropolitan Police Department and the US Attorney’s Office.

* Hotel placement in cases where emergency shelter is required until the next business
day when the Crime Victim’s Compensation Program can place the family or other
shelter resources become available.
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* Transportation for callers who require immediate crisis intervention services to place
them in a safe shelter location and to transfer them to longer-term services.

= Assistance filing an Emergency Temporary Protection Order outside of normal
business hours if required and appropriate.

* Legal information and appointment of a Lethality Assessment Project Advocate to
coordinate services to victims who score high on the lethality assessment;

= Information sharing with project partners to facilitate enhanced service provision as
allowed by local and federal laws;

* Frequent communication and process review as needed through regular meetings to
ensure that the process is working properly;

* Engagement in joint outreach efforts to ensure that agency partners and the public are
aware of services available. This may include jointly produced written information.

3. The Metropolitan Police Department agrees to provide enhanced training for personnel
in the identified Public Safety Areas (PSAs) where the LAP has been implemented; to
ensure compliance with the screening protocol; to coordinate with SAFE, Inc. to provide
increased outreach in those PSAs; to review data with SAFE, Inc. regarding the calls for
service in the PSAs; and to help devise plans for addressing identified cases.

4. The Department of Mental Health agrees to continue to collaborate with agency
partners about high lethality cases and provide both long-term and emergency psychiatric
care as needed to victims, as well as cross-training for its staff at 35K Street and its
mobile unit regarding domestic violence and for SAFE staff regarding mental illness and
available services through DMH. Per the separate MOU with SAFE, DMH’s mobile unit
may also refer victims of domestic violence encountered first by them to the SAFE
Response Line thus initiating lethality screening for those clients and placing them within
this project.

5. The Washington Hospital Center agrees to participate in screening for domestic
violence in Emergency Room triage and refer those cases that assess high risk to SAFE,
Inc. for services through the Lethality Assessment Project.

6. Child and Family Services Agency agrees to collaborate with this project in accordance
with both the Lethality Assessment Project and the individual MOA entered into with
SAFE allowing social workers to utilize the SAFE Response Line as a partner agency.
CFSA agrees to expand training opportunities about this project and process to its
personnel to include Child Protective Services workers and hotline call takers.

7. Court Services and Offender Supervision Agency (CSOSA) agrees to assign a
Lethality Assessment Project point person to circulate information about cases obtained
from SAFE, Inc. to its personnel to maximize coordination between those supervising
suspects in domestic violence cases and those assisting the victim for purposes of
enhancing victim safety. CSOSA also agrees to provide joint training opportunities with
SAFE, Inc. to inform their personnel about the project.
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8. DC Superior Court agrees to provide an opportunity for SAFE to educate Court
personnel about Lethality Assessments and the project itself, as well as to communicate
regarding case processing within the proper boundaries of the Court’s role.

9. Administrative Provisions
a. Insurance, Indemnification and Agency

* The non-government parties will indemnify, and will hold harmless the other
parties, for the intentional and negligent acts of its employees.

* SAFE maintains sufficient malpractice and accidental injury/death insurance
coverage for its employees, as applicable by law.

* Government agencies are self-insured and are governed by Anti-Deficiency laws
noted below.

= Neither party intends by virtue of this agreement to bestow any powers of agency
upon the other. All parties hereby agree that neither it, nor any of its employees,
respectively, will act as an agent or employee for the other, in any capacity, to
include explicit, implicit or apparent authority.

= Each party shall bear the cost of its obligations under the terms of this MOU. No
funds are to be exchanged between parties in furtherance of this MOU.

* The Parties acknowledge and agree that their respective obligations to fulfill
financial obligations of any kind pursuant to any and all provisions of this MOU, or
any subsequent agreement entered into by the parties pursuant to this MOU, are and
shall remain subject to the provisions of the federal Anti-Deficiency Act, 31 U.S.C.
§§ 1341 et seq. (federal and D.C. parties); and the District of Columbia Anti-
Deficiency Act, D.C. Official Code §§ 47-355.01-355.08 (2001), D.C. Official
Code § 47-105 (2001), and D.C. Official Code § 1-204.46 (2006 Supp.) (DC party),
as the foregoing statutes may be amended from time to time, regardless of whether
a particular obligation has been expressly so conditioned.

b. Confidentiality:
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(o

All data gathered from this project regarding victims shall be maintained as
confidential information according to the policies of the participating agencies
respectively, except where immediate danger to the victim is thought to exist.

The agencies shall not disclose a victim’s identity and/or specifics about the victim’s
circumstances without the written consent of the victim, unless required by local or
federal law.

A victim must sign a “Release of Information Form” prior to the exchange of
information regarding the victim with anyone outside of this agreement except where
allowed by the policies of individual agencies.

Copies of the original, signed “Release of Information Forms™ shall be kept at the
SAFE offices and are available for review by any signatory agency to this MOU.

. Effective Administration and Execution of This MOU

Effective execution of this MOU can be achieved only through continuing
communication and dialogue between the parties. It is the intent of the parties that
they will directly, verbally communicate for the resolution of questions,
misunderstandings or complaints that may arise that are not specifically addressed in
this MOU.

Personnel from Signatory Agencies shall meet, regularly and as necessary to share
information regarding individual cases and to generally discuss and review the quality
of services provided to clients.

Each party represents that the individual signing this MOU has the authority to enter
this agreement on behalf of her/his organization. The signature represents complete
understanding of this MOU and of approval of its terms and conditions.

d. General;

This MOU does not limit or modify existing agreements, formal or informal, between the
parties. This MOU provides guidance and documents an agreement for collaboration
between the parties.

In entering into this agreement, both parties agree to the following guidelines in
provision of services: The terms of this memorandum of understanding will become
effective from the date of signature and will be effective for a two year period.

The rights of all clients will be respected without regard to race, creed, religion,
ethnicity, sexual orientation, nationality, health or disability.

Continuation of this program is contingent on the availability of resources and
funding.

e. No Rights Created
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This agreement does not, and shall not be construed to create any rights,
substantive or procedural, enforceable at law by any person in any matter, civil or
criminal.

f. Liability
Each Party is responsible for its own conduct under this MOU and retains all

defenses, including immunities, available under federal and District of Columbia
law.

g. Modification

Modification of this MOU shall be based upon the mutual agreement of the
Parties and shall be made in writing as an addendum to this MOU.

h. No Third-Party Beneficiary

This MOU shall not and is not intended to benefit or to grant any right or
remedy to any person or entity that is not a party to this MOU.

i. Existing Obligations Not Affected

This MOU is not a substitute for any statutory, regulatory or policy
obligation a Party may have. Any such obligations a Party may have are
still binding on that Party.

V) Planning and Development Team

Melissa Hook, Office of Victim Services Director, will serve as the responsible fiscal and
administrative agent for this project.

Jennifer Pollitt-Hill , Office of Victim Services Program Manager will serve as the project
director, assisting in the coordination, conceptualization and implementation of project activities.

Elisabeth Olds, Co-Executive Director of SAFE, Inc. will be responsible for coordinating
SAFE, Inc.’s collaboration. She will be responsible for managing SAFE personnel and ensuring
all services provided by SAFE, Inc. as required, and ensuring as well as the coordination of the
confidential database.

Chief Cathy Lanier, Metropolitan Police Department will oversee MPD collaboration. She
will be responsible for ensuring the collaboration of the Metropolitan Police Department and
ensures the participation of personnel the four Public Safety Areas designated for this project.
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Lt. Michele Robinson, Metropolitan Police Department will coordinate MPD collaboration.
She will be responsible for assisting with collaboration and training for first responders within
the police department.

The Honorable Judge Jose Lopez, Presiding Judge Domestic Violence Unit, DC Superior
Court will coordinate DC Superior Court collaboration. He will assist with providing training
opportunities for the Court about this project, and assistance with information about proper
handling of information and case disposition in accordance with the Court’s role.

Fred Swan, Director of Family Services Administration, Department of Human Services
will coordinate DHS collaboration. He will be responsible for designating and managing DHS
case and information management and ensuring that all information is shared and services are
provided as required.

Luis Vasquez, Director of Mobile Crisis Services Unit, Department of Mental Health will
coordinate DMH collaboration. He will be responsible for managing DMH personnel’s
information sharing and services provided as required.

Loren Ganoe, Chief of Staff, Child and Family Services will coordinate CFSA’s
collaboration. She will be responsible for managing CFSA staff providing direct services and
information for the project.

Valerie Collins, Court Services and Offender Supervision Agency will coordinate CSOSA’s
collaboration. She will manage CSOSA’s point of contact for the project for information sharing
and CSOSA response to information provided by the project for offender accountability.

V) Timeline

The roles and responsibilities described above are contingent on the Office of Victim Services
receiving funds requested for the project described in the OVW/GTEAP grant application.
Responsibilities under this Memorandum of Understanding would coincide with the grant period,
anticipated to be 10/01/2011 through 09/30/2013.

VI) Commitment to Partnership
1) The collaboration service area includes underserved communities in Southeast Washington of
Wards Five, Seven and Eight and patients at Washington Hospital Center in Ward Four.

2) The partners agree to collaborate and provide information, training, and services pursuant to
the program narrative of the grant application attached to this agreement.

3) Compensation for [non-lead] partners' contribution to this project will be provided as outlined
in the attached OVW budget detail worksheet.

4) We, the undersigned have read and agree with this MOU. Further, we have reviewed the
proposed project and approve it.
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By Metensoe 1408

Melissa Hook
Director, Office of Victim Services (EQM)
Date e - 1-F7

By
Elisabeth Olds
Director, Survivors and Adv-ucatcs for Empowerment (SAFE), [nc.

Datc&.’&EH 2

Ey&ﬁp/ it

Cathy L. Lanier|
Chief of Palice, Metropolitan Police Department

By M/éd{_j

Anne B. Wicks”
Executive /D af District of Columbia Courts
Date 2f2- Zﬁ’i

~Adrienne Poteat
Deputy Director, Court Services and Offender Supervision Agency
Date 2 /2= / /s

v

By
Dr. William Frohna y

Chairman, Department of Emergency Medicine, Washington Hospital Center
Date Q» 2,2:3 éd/ /
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SPECIAL ORDER

Subject
Crisis Intervention Officer Initiative

Number

S0O-10-07

Effective Date

September 13, 2010

Related to:
GO-0OPS-308.04 (Processing of Persons Who May Suffer
DISTRICT OF COLUMBIA From Mental lliness)

GO-OPS-309.01 (Barricade/Hostage Situations and

Other Unusual Incidents)

SO 00-19 (Compliance with Title 1l of the Americans with

Disabilities Act)

SO 03-09 (Juvenile Mental Health Services),

TT 03-076-10 (Transportation of Juveniles in Need of Mental
Health Services), effective date 03/23/10

Rescinds:

TT 06-073-10 (Crisis Intervention Officer Initiative) effective

date 06/22/10
l. Background Page 1
1. Policy Page 2
I1l. Definitions Page 2
IV. Regulations Page 2
V. Procedures Page 3
V.A Utilization of Crisis Intervention Officers Page 3
V.B Responsibilities of on the Scene Members Page 4
V.C Detention Procedures Page 4
v.D Use of Restraints Page 5
V.E Duties of the Crisis Intervention Coordinators Page 6
V.F Duties of the Patrol District Watch Commander Page 6
V.G Crisis Intervention Officer Criteria Page 7
V.H Crisis Intervention Training Page 7
VI. Cross References Page 8
VII. | Attachments Page 8

l. BACKGROUND

The Metropolitan Police Department (MPD) created the Crisis Intervention Officer
Initiative to provide skills to members that are necessary to effectively deal with
persons of diminished mental capacity and to provide professional assistance to
these individuals.

The Crisis Intervention Officer Initiative does not require members to make a
diagnosis of whether subjects are mentally ill or what form of mental illness subjects
may have, but rather to use reasonable judgment to recognize behavior which is
outside the norm in which subjects pose a danger to themselves or others, and their
behavior appears to the average person to be caused by mental iliness.
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POLICY

It is the policy of the MPD when handling incidents involving persons of diminished
capacities to de-escalate the situation and encourage professional resource
intervention to resolve the encounter in the safest possible manner in the best
interest of all the involved parties. Proper intervention technigues can assist in
resolving the immediate implications of the encounter and hasten the intervention by
professional resource personnel.

DEFINITIONS

For the purpose of this order, the following terms shall have the meanings

designated:

1. Crisis Intervention Officer — Sworn member trained and certified by the MPD
to deal with persons of diminished mental capacity.

2. Diminished Mental Capacity — Impaired mental condition that is caused by
trauma or disease. It encompasses all persons who exhibit unusual behaviors
commonly referred to as “irrational,” “bizarre,” “unpredictable,” or “weird.”
These outward observable symptoms could be the result of suicidal intent,
mental illness, or medical complications.

3. Mental lliness — Disorder in thought or mood so substantial that it impairs
judgment, behavior, perception of reality, or the ability to cope with the
ordinary demands of life.

4. Professional Resources — Resources available to the MPD such as mental
health professionals, emergency medical facilities, psychiatric institutes and
detoxification centers.

5. Voluntary and Involuntary Detentions— Provisions within the D.C. Official

Code (Title 21, Chapter 5) which the MPD shall use for detaining persons
requiring professional psychological intervention.

REGULATIONS

A.

Members shall analyze the circumstances of incidents involving individuals
with diminished mental capacity.

NOTE: Persons of diminished capacity may display conduct that is irrational,
unpredictable, or threatening. They may not receive or comprehend
commands or other forms of communication in the manner that members may
expect. They often do not respond to authoritative persons or the display of
force.

The first member on the scene involving an individual with diminished mental
capacity shall establish control, determine the facts and circumstances
surrounding the need for assistance, and request a Crisis Intervention Officer.
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Should a Crisis Intervention Officer be available, he/she shall respond
and assume responsibility for the assignment, ensuring all avenues of
remedy are explored and executed and complete all applicable reports,
including but not limited to the PD Form 251-C (Crisis Intervention
Tracking Form.)

If a Crisis Intervention Officer is not available, the members on the
scene shall handle the incident in accordance with this order and
applicable MPD policies and procedures.

In determining whether a physical arrest is warranted for a person of
diminished mental capacity, the member shall use reasonable judgment and
take into account:

1.

2.

The nature of the crime;
The nature of any injuries;
The nature of the illness; and

Any other mitigating factors (e.g., the capability to formulate criminal
intent).

Detention, either voluntary or involuntary, in lieu of a physical arrest must be
approved by a supervisor with the concurrence of the Watch Commander.

Members trained as Crisis Intervention Officers may be dispatched as first
responders for hostage and barricade situations prior to the arrival of
members of the Homeland Security Bureau, Special Operations Division,
Emergency Response Team and shall be incorporated into the Incident
Command System structure organized for the incident.

V. PROCEDURES

A.

Utilization of Crisis Intervention Officers

1.

Crisis Intervention Officers shall go in service at the beginning of each
tour of duty with the Office of Unified Communications (OUC)
dispatcher, and i-Mobile if applicable, and provide the fact that they are
Crisis Intervention Officer trained.

OUC dispatchers may refer to the list of trained members for dispatch
or may request a Crisis Intervention Officer over the radio for
assignment.

Crisis Intervention Officers shall respond to all calls or incidents
involving a confirmed or suspected mentally ill person in crisis if
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available. Crisis Intervention Officers may handle calls for service
outside their assigned Patrol District with the approval of the District
Watch Commander and/or the Night Supervisor.

Crisis Intervention Officers, when not on an assignment, shall
periodically visit residences or locations where individuals with
diminished mental capacity are known to frequent.

B. Responsibilities of On Scene Members

1.

The first Crisis Intervention Officer on the scene shall be responsible
for the entire call or incident including, but not limited to:

a. Conducting a dialogue with the person of diminished capacity;
b. Determining the appropriate action to be taken;
C. Completing all necessary paper work; and

d. Maintaining responsibility for the call or incident unless
otherwise directed by a supervisor.

Other members on the scene shall provide necessary backup and
support as needed.

When a Crisis Intervention Officer is reassigned during the incident,
the supervisor shall ensure the scene is handled appropriately and all
required reports are prepared.

In all cases, the Crisis Intervention Officer shall complete the PD Form
251-C for all instances when they encounter a mental health consumer
in crisis and submit the form with copies of any supporting paperwork
to the Crisis Intervention Officer Coordinator at the end of the tour of
duty.

NOTE: The Crisis Intervention Tracking Form shall only be completed
by members trained in Crisis Intervention as outlined in Part V.H of this
order.

C. Detention Procedures

One of the primary purposes for police response to an incident involving a
person of diminished capacity is to control the situation and ensure that the
person receives the most appropriate form of care and access to appropriate
professional resources.

1.

In determining the most appropriate form of professional resource and
referral, members shall:
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3.

a. Consider the information provided by professional resource
persons, family members, friends and/or the reporting person;

b. Determine what, if any, on-going threat potential the subject
poses to him/herself, or others; and

NOTE: This threat potential may necessitate an involuntary
detention procedure rather than allowing the subject to go with
the family or friends for voluntary treatment.

C. Consider the use of professional/medical crisis intervention
personnel, if available, when making a detention decision.

Any member with reasonable grounds to believe that an adult
individual is mentally ill and poses a danger or threat of danger to
him/herself or others shall transport the individual without delay to the
Comprehensive Psychiatric Emergency Program (CPEP) located in
Building 14 on the grounds of the former DC General Hospital.

a. When the adult voluntarily agrees to go to CPEP, the member
shall inform the staff of the circumstances for the transport and
execute a PD Form 251 with the classification “Sick Person to
the Hospital”.

b. When the adult will not submit voluntarily, the member shall
execute a PD Form 251 “Sick Person to the Hospital” and
complete the Form FD 12 (Application for Emergency
Hospitalization by a Physician, Officer or Agent of the D.C.
Department of Human Services or an Officer Authorized to
Make Arrests) outlining the circumstances for the detention and
provide this form to the staff of the facility.

Members shall transport juvenile subjects in accordance with Special
Order 10-08 (Juvenile Mental Health Services).

D. Use of Restraints

1.

Members shall determine the appropriate use of restraints to ensure
the safety of both the subject and transporting members.

NOTE: The use of restraints when dealing with persons of diminished
capacity may present members with conflicting considerations in
determining the best means for restraint and transportation. In some
cases, restraints must be utilized and/or an ambulance may be
required.

Members shall accompany subjects who are restrained and
transported by ambulance to the treatment facility.
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E.

Duties of Crisis Intervention Coordinators

1.

Commanding Officials of each patrol district and the School Security
Division shall designate an official the rank of Captain as the unit’s
Crisis Intervention Coordinator. The Crisis Intervention Coordinator
shall be tasked with leading, managing and supervising day-to-day
administrative and operational aspects concerning the Crisis
Intervention Officer Initiative. The Crisis Intervention Coordinator shall
be responsible for:

a. Supervising Crisis Intervention Officers and providing
managerial oversight for the Crisis Intervention Officer Initiative;

b. Establishing and maintaining an effective liaison with other law
enforcement departments and agencies, which interact with or
impact MPD operations;

C. Preparing the monthly status/activity report which is to include:
(2) Callls for service with date, time and location,
2 Self-initiated calls with date, time and location,
(3)  Any injuries with date, time and location, and
4) Brief summary of any significant cases;

Attending the monthly Crisis Intervention Coordinator meeting;

Preparing required administrative reports, operations plans, staff
studies, and responses to emergency situations that could impact the
community;

Participating in basic and advanced Crisis Intervention Officer training
sessions as required; and

Ensuring that Crisis Intervention Officer trained personnel are
accountable and responsible for follow-up investigations of all complaints
assigned which entail further interviews of suspects, victims, witnesses,
completion of thorough supplementary reports and a final disposition at
the United States Attorney’s Office.

Duties of Patrol District Watch Commanders

1.

Patrol District Watch Commander shall notify the Command
Information Center (CIC) after roll call and supply the names, CAD
numbers and assignments of each Crisis Intervention Officer for every
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tour of duty and shall include this information on the daily deployment
schedules.

Ensure copies of the PD Form 251-C are forwarded to the Crisis
Intervention Coordinator prior to the end of the tour of duty.

G. Crisis Intervention Officer Criteria

1.

Patrol members who wish to volunteer and be considered for training
shall contact their Patrol District Administrative Captain or Training
Coordinator.

The following traits are essential in providing services to persons of

diminished capacity to resolve the encounter in the safest possible
manner, and members should possess:

a. Strong communication skills;

b. Active listening skills;

C. Ability to work well under pressure;

d. Ability to maintain a positive attitude under stressful conditions;
e. Ability to absorb verbal abuse without negative responses;

f. Ability in exercising good judgment and decision-making skills;
g. Ability to work in close harmony with peers, officials, command

officials, mental health and medical practitioners and the
general public; and

h. Ability to maintain self-control during all types of crisis.

Members who volunteer to be trained as a Crisis Intervention Officer
shall not receive additional compensation.

H. Crisis Intervention Training

1.

Members selected to serve as Crisis Intervention Officers shall attend
and successfully complete a forty (40) hour Crisis Intervention training
course of instruction and attend continuing educational courses as
required.

NOTE: The training focuses on recognizing mental illnesses and
personality disorders and applying appropriate crisis intervention
techniques. Training also addresses officer awareness, safety, and
tactics. The training emphasizes that while good evaluation, empathy,
and communication skills are necessary for the Crisis Intervention
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Officer, officer safety remains paramount.

2. The Commanding Official/Director, Metropolitan Police Academy, shall
maintain an updated list of members who have successfully received
certification and shall ensure the list is provided to the Command
Information Center (CIC) whenever it is updated.

3. The Commanding Official/Director, CIC, shall maintain a current list of
those members certified as Crisis Intervention Officers and shall ensure
the list is easily accessible to assist in the deployment of Crisis
Intervention Officers in Patrol Districts.

VI. CROSS REFERENCES
1. GO0O-308.04 (Processing of Persons Who May Suffer from Mental lliness)
2. D.C. Official Code, Title 21, Chapter 5 (Hospitalization of the Mentally IlI
VIl.  ATTACHMENT

A. PD Form 251-C (Crisis Intervention Tracking Form)

Catiy of i

Cathy L. Lanier
Chief of Police

CLL:PH:MOC:CC
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D.C. Metropolitan Police Department
D.C. Department of Mental Health

Crisis Intervention Officer (CIO) Tracking Form

O Dispatched Date / _ / CCN#

[J On-scene Engage Time Disengage Time

Subjects Name (Last, First) Date of Birth (MM/DD/YY)
S S

Event Address

Reporting Officer District CAD#

Nature of Incident (Check all that apply)
O Disorderly/disruptive behavior O Drug related offenses

O Neglect of Self Care O Suicide threat or attempt

O Nuisance (loitering, trespassing) O Inappropriately dressed or undressed
O Threats or violence to others O No Information
O Public Intoxication O Other (Specify)

Did the subject use/brandish any weapons? O Yes O No O Don’t Know
If Yes, specify type of weapon

Incident Injuries

Did subject injure or attempt to injure self? O Yes O No

Did subject injure or attempt to injure others? O Yes O No

If so, whom? O Self O Officer O Animal O Other (i.e., person)

Prior Contacts Drug Alcohol Involvement
Known Person? Evidence of drugs/alcohol? O Yes O No
If Yes, Specify: If yes, O Alcohol
O Other Drug/specify
O Don’t Know
Medication Compliant? O Yes O No O Don’t Know

O Yes O No

Behaviors Observed During Incident (check all that apply)

O Disoriented or confused O Incoherent speech O Depressed
O Hearing voices/Seeing things O Frightened/Anxious O Hyperactive
O Hostile or uncooperative O Developmental concern O Nothing

O Intoxication

Disposition (check all that apply)
O No action/resolved on scene
O On-Scene crisis intervention
O Transported to detox

O Ervin Act/FD-12-826

O Transported for evaluation to:
O Mental health referral made (i.e. called Access Helpline)

O Outpatient/case management referral

O Police notified case manager or mental
health center

O Other-specify

Before CIO training, would you have responded differently? OYes ONo
What would the charges have been?

Summary (Nature of Event and Outcome/Action Taken):

*Please attach copy of PD-251

Resource Information

Department of Mental Health (DMH) 24 Hour Access Help-Line
Phone: 1 (888) 793-4357 TDD Access Helpline: 202-561-7000

Children & Adolescent Mobile Psychiatric Services (CHAMPS)
Direct: (202) 481-1450 OR. DMH Access Help-Line (Above)

Adult Mobile Crisis Services
Direct: (202) 673-9300 OR DMH Access Help-Line (Above)
Comprehensive Psychiatric Emergency Program (CPEP)

Direct: (202) 673-9319

DC General Hospital Compound e 1905 E St. SE, Building #14

DMH Homeless Outreach Program
Direct: 202-671-0388
64 New York Avenue, NE

Common Psychiatric Medications:
Anxiety Disorders

Psychotic Disorders Mood Disorders

Geodon Depakote Buspar
Haldol Effexor Centrax
Mellaril Neurontin Inderal
Prolixin Paxil Klonopin
Risperadol Prozac Serax
Serentil Tegretol Tranxen
Seroquel Topamax Valium
Thorazine Wellbutrin Ativan
Zyprexa Zoloft

Xanex Anafranil

Clozaril

SO-10-07 (Crisis Intervention Officer Initiative)

Attachment A

PD Form 251-C (Crisis Intervention Officer (CIO) Tracking Form)
September 13, 2010
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IEICIL ST D ANT AWARD

] DISTRICT OF
I COLUMEBLA

DISTRICT OF COLUMBIA DESCRIPTION OF GRANT
OFFICE OF VICTIM SERVICES

1350 PENNSYLVANIA AVENUE, NW | GRANT NO: 11-VAF-03

SUITE 407 SOAR #; FED 11

WASHINGTON, DC 20004 TITLE: Yictim Assistance Fund

TEL: (202) 727-3934 DATE OF AWARD: 10/1/2610

FAX: (202) 727-6332 GRANT PERIOD: 10/172010-5/30/2011
GRANT STATUS: FESCAL YEAR: 2011

NEW (X ) CONTINUATION { )

PROJECT TITLE: Homicide Survivor Response Project

AGENCY: DC Depariment of Mental Health

ADDRESS: 1905 E St, SE, Bldg #14, Washington, DC 20003

TEL: 20X 673-.93)2 TEL: 202 671-3211
FAX: 20% 673-9411 FAX: 202/a71-2981
PROJECT DIRECTOR: FINANCIAL OFFICER:
NAME: Luis Vasguez NAME: Joyce Jeter
TITLE: Director, Mobile Crisis Services | TITLE: Agency Fiscal Officer
EMAIL.: lnis.vasquez @dc.goy EMAIL: foyce jeter@dc.pov
BUDGET DETAILS DISTRICT MATCH GCRANT AWARD
N/A CONDITIONS
Personnsl Services 150,915.00
Fringe 0.00
Travel 0.00 SEE: TERMS AND
Contraciual 0.0 CONDITIONS OF THE
Supplies 000 GRANT
Equipment 0.00 AGREEMENT
Operating Expenses 0.00
Training 0.00
SUBTOTAL 150,919.0()

TOTAL PROJECT AMOUNT: $150,919.00

Signaiore Presideat of Board of Directors from Grantee Agency Date
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MEMORANDUM OF UNDERSTANDING
FOR
INTRA-DISTRICT FUNDING

This Memorandum of Understanding (“MOLI™ or Agreement) is between the DC Office
of Victim Services (the “Buyet™) and the DC Department of Mental Health (the
“Seller” or “grantee™).

A fully executed copy of this MOU along with copies of the attached Grant Award and
Grant Agresment may be used by the Seller/ grantee to establish budget and spending
authority with its Chief Financial Officer.

This iz a hundred percent (100%) cost reimbursement MOU,

INTRODUCTION

Grant funds swarded to the DC Department of Mental Health are to be used to provide
an array of services to surviving family members of homicide victims.

GENERAIL PROVISIONS

All the terms and conditions of the attached Grant Award and Grant Agreement are
specifically incorporated into this MOLJ,
ROLES AND RESPONSIBILITIES
Ia accordance with this MOU the Buyer/grantor agrees o perform the following:
1. The Buyer/grantor agency will make sure that the revenues for this project are
reflected in SOAR on the Intra-district line (sceeen 61) along with its appropriated
accumulators.

2. The Buyer/grantor will establish an agency internal service fund with a
corresponding index that ties to the fund and agency crganizational structure,

3. The Buyer/grantor will not authorize payment or allow direct charging of any cost
reimbursements under this MOU received after Soptember 30, 201%.

4. The Buyey/ grantor agrees io transfer funds to DMH in the amount of
$150,919.00 via Intra-District transfer,
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4. See the attached Grant Award and Grant Agreement Na: 11-VAF-03 for specific
details,

In accordance with this MOU the Seller/sub-grantee agrees to perform the following:
1. The Seller/ Grantee must budget for all services requested in this MOU.

2. The Sellet/ Grantee must meet the goals, objectives, performance measures, and
reporting requirements as identified tn the Grant Award and Grant Agreement.

3. The Seller/ Grantee will submit a signed Intra-District Standard Request Form
(ISRF} that identifies the Seller/Grantee’s funding attributes. The ISRF should be
returned with a signed copy of this MOU, Subsequent ISRF should accompany
each cost reimbursement (Grantee Request for Funds) request along with the
associated supportive documentation.

4. The Seller/ Grantee must submit the final Grantee Request for Funds, Project
Expenditure Report and ISRF no later than October 15, 2011,

5. The Seller/ Grantee will not attempt to direct charge the Buyer's/grantor’s “record
of business” for any ISRF’s submitied after October 18, 2011.

6. See the Grant Award and Grant Agreement No: 11-VAF-03 for General
Conditions and Special Conditions of the award.

FUNDING SOURCE
The funding allocation of this MOL shall be $150,919 under the Victim Assistance Fund.
PERIOD OF PERFORMANCE

The term of this MOU is from 10/01/2010 through 09/30/2011. This MOU may be
terminated upon a (30) thirty-day written notice provided by either party. The parties to
this MOU may extend the term of this MOU with a fully executed Grant Adjustment
Notice (GAN) signed by an authorized signatory from the Buyer/Grantor agency. The
parties to the MOU shall provide written notice of intent to renew the MOU (60} sixty
days prior to the expiration of the agreement.

AMENDMENTS AND OR MODIFICATEONS
The DC Department of Mental Health reserves the right to request modifications and
or renegatiation of this MOU at any time, in writing to the Office of Vietim Services and

with the agreement of the parties. Modification to this MOU shall be incorporated in the
form of ap amendment dated and signed by autherized signatories of both the Seller and
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Buyer agencies. However, minor modifications may be made by memorandum to the
signatories.

MONITORING AND EVALUATION

Pursuant to the attached signed Grant Agreement and the Financial Review Process
(FRP) mandated by the Office of the Chief Financial Officer of the District of Columbia,
all services provided by the MOU shall be reported at a minimum quarterly to the

Buyer/grantor.

The Buyer/grantor will monitor the Seiler/Grantee periodically to ensure compliance with
the MOU. All parties agree to review the activities under this MOU at a mutually agreed
to time and to undertake any corrective action(s) required to remedy deficiencies existing
in the MOU. All parties agree to share information and follow procedures timely to
ensure release of atl reporis required by the Seller/grantor.

IN WITNESS WHEREOF, The parties hereto have executed this Memorandum of
Understanding and do certify that the information provided is true and correct, and that
the parties do, hereby agree to and will abide by all of the terms set forth hersin, Each
party untderstands that the provisions of this MOU are subject to the laws and regulations
of the District of Columbia Government.

For the Office of Yiclimn Services:

Phttstia ITeH_

Melissa Hook, Director

2L, 200 o

(Date) - ' Date)
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DISTRICT OF COLUMBIA
Office of Victim Services
1350 Pennsylvania Avenue, NW, Suite 407
Washington D.C. 20004

GRANT AGREEMENT
GRANT NUMBER: 11-VAF-03
CFDA #: N/A
SOAR #: FED 11

PROJECT TITLE: Homicide Survivor Response Project

WHEREAS, a grant has been awanded by the Victim Assistance Fund 1o be administered by the
District of Columbia, Office of Victim Services (OVS), the Office cherged with and empowered
to carry out the responsibilities imposed by the aforesaid law; and

NOW, THEREFORE, It is hereby agreed by and between the District of Columbia, Office of
Yictim Services (OVS) and the DC Department of Menial Health that:

A.  SERVICES TO BE PROVIDED BY DC Department of Mental Health:

Funds awarded pursuant to this grant agreement shall be used to support the following:

Personnel

Marshall Cain

Mental Health Counselor $3,073
Isha Edwards

Meantal Health Counselor $3.073
Veronica Fabapj

Mental Health Specialist $4.053
Teresa Gibbs

Menial Heatth Specialist $4,432
Nicholle Hill

Addiction Treatment Specialist $4,303
Mary Miller

Social Worker $5.161
Areliz Perez

Mental Health Specialist 54,0583
Gordon Person

Mental Health Counselor $2,792
Stanley Peters

Mental Health Specialist $5,063
Rosetta Price

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 296 of 345



Attachment N-10

Page 6 of 16
Peer Counselor $2,792
Sheryl Rutledge
Addiction Treatment Specialist $3.927
Jim Yambreck
Social Worker $5.000
(Gary Yingling
Peer Counselor $3,284
TBH
Mental Health Counselor $49051
TBH
Meantal Health Counselor 549,951
Sub Total $150,919
[ Total $150,919 |
Project Activities:

* Respond to 100% of locations, where homicide survivors are present, when a
response is requested by the DC Metropolitan Police Department.

» Offer mental health and other supportive services to homicide survivors at 100%
of locations where a response has been requested by the DC Metropolitan Police
Department.

+ Provide follow-up attempts including telephone calls and home visits with 100%
of homicide survivors, referred by the DC Metropolitan Police Department, that
havc expressed willingness to receive mental health and/or other supportive
services.

B.  FUNDS AND MATCH REQUIREMENT

1. The funds in this grant shall be derived from the following sources:

Amount of grant funds % 150,919
Amount of cash match contribution b 0
Amount of in-kind contribution b 0
Total project funds $ 150,919

Source of cash match: { NfA ).

2 Matching contribution in the amount of § 0 (cash or in-kind), is required; the
match must be derived from non-federal and non-District sources. Al funds
designated as match must be expended within the grant period, are restricted 1o
the same uses as the grant funds, and must submitted guarterly with requests for
reimbursement to OVS with the proper documentation.

GRANT TERMS AND CONDITIONS PAGE 2
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6.

For the purpose of this program, in-kind match may include donations of
expendable equipment, office supplies, workshop or classroom materials, work
space, or the monctary value of time contributed by professionals and technical
personnel and other skilled and unskilled labor, if the services they provide are an
ntegral and necessary part of the finded project. The value piaced on donated
services must be consistent with the rate of compensation paid for similar work in
the sub-graniee’s organization. If the required skills are not found in the sub-~
graniee’s organization, the rate of compensation muast be consistent with the labor
market. In either case, fringe benefits may be included in the valuation. The
value placed on loaned or donated equipment may not exceed the fair rental value.
The value of donated space may not exceed the fair rental value of comparable
space and facilities as established by an independent appraisal of comparable
space and facilities in privately-owned buildings in the same locality.

Grantce or Sub-grantee must maintain a record that clearly identifies the match
atlocation. The basis for determining the value of personnel services, materials,
cquipment, and space must be documented.

Volunteer scrvices must be documented and the extent feasible and supported by
the same methods used by the sub-grantee for its own paid employees.

Indirect costs are not allowed under any circumstances.

C. EXPENDITURE AND PAYMENT PROVISIONS

L

In the Budget Support Act of 2008, Congress encourages OVS to coordinate our
activities with the Superior Court Crime Victim Compensation Program to
become more cost effective. Beginning October 1, 2008, all grantees and sub-
grantees who receive local and/or federal funds are required to bill the Crime
Victim Compensation Program for all eligible client services and report expenses
paid by the Crime Victim Compensation Program as part of the quarterly
reimbursement process with OVS. (Please refer to Crime Victim Compensation
Program Guidelines for payable/allowable client services at the following web

site; http:/www.dccournts. gov/decourts/superiot/cvep.jsp)).
Morte specifically, the process will be in effect as follows:

+ Al grantecs and sub-grantees will be required to bill the Crime Victim
Compensation Program for allowable costs/expenses,

o All grantees and sub-grantess will be required to document all compensation
cxpenses paid by the Crime Victim Compensation Program and report ic OVS
on a quarterly basis.

Please note: All services to crime victims nuwst be free of charge with the

GRANT TERMS AND CONDITIONS PAGE 3
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7.

exception of eligible victim services that can be directly billed to the Crime
Victims Compensaiion Program. Crime victims cannot be billed directly for
services.

OV S will evaluate payments made to grantees and sub-grantees for services to
eligible victims by the Crime Victim Compensation Program and will use its
discretion in reducing grant amounts when deemed appropriate.

The enclosed Budger Notice is made part of the final grant proposal and Grant
Award. Where this notice modifies the project budget submitted in the original
grant application by this Award, it represents final approved expenses for the
project and governs expenditures accordingly. Grant fundy may not be expended
Jor items not part of the budget approved by OVS,

All funds awarded to the grantee or sub-grantes pursuant to this Grant Award will
be expended for the purpose(s) and activities set out in the grantee or sub-grantes's
proposal/application submitted to OVS on #/16/]0 as amnended and approved by
OVS, which is hereby made a part of this grant agreement.

Grant funds shall be expended in accordance with the cost principles delineated in
the Officc of Management apd Budget Circular A-21, Cost Principles for
Educational Instimtions”, A-122, Cost Principles for Non-Profit Organizations”,
A-87, and Cost Principles for State, local and Indian Tribal Governmenis™,
Circular A-133 (Audits of States, Local Governments and Non-Profit
Organization), and the U.S. Department of Justice’s Financial Guide and the Grant
Program  Guids, An  electronic copy c¢an be found at:
http:/fwww.g i.govifinancialguide/

The graniee or sub-grantee should, at a minimwm, request a cost-reimbursement

using the “Request for Funds” form on a quarterly basis. Each request must be
accompanied by a Financial Report and its associated documentation.
After the first quarter, reimbursement requests will not be honored unless the
required quarterly Finapcial asd Programmatic Reports are on Ale. If more
frequent reimbursements amt needed the grantee shouid contact their OVS
Program Manager.

The District of Columbia shall make payment(s) on paid invoiced amounts in
accordance with the approved grant budget and as cited in Section C.5 above
after all supporting documentation has been validated by the OVS Program
Manager.

The grantes or sub-grantes, in order to receive payment, shall submir a signed
“Request for Funds” form and supporting documentation of actwal expenditures
as described in Section D.1.

D.  FINANCIAL MANAGEMENT AND AUDIT

GRANT TERMS AND CONDITIONS PAGE 4
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9.

The project expenditures shall be based on actual costs incurred by the grantee or
sub-grantee and shall be supported by detailed documentation (i.e., vouchers,
receipts, paid invoices, paid checks, and payroll registers, etc.). This applies to
petty cash, miscellancous office expenditures and all other expenditures.

This documentation is to be submitted 0 the Grant Adminisirator, Office of
Victim Services, 1350 Pennsylvania Avenue, NW, Suitz 407, Washington D.C,
20004,

All personnc] funded in whole or in part under this Grant must be identified by
name. Using an OVS Grant Adjustment Request Form (GAR), the Authorized
Official or Project Director must give written notification within 15 days of any
changes in project personnel. In addition, accurate time and attendance reconds
must be kept for all personne] hired/employed under this project.

All unallowable or unsupported costs, as determined by either an on-site visit or
desk avdit performed by OVS or an official audit, shall be refunded to OVS
within 90 days of notification by QVS.

The fiscal administration of the grant shall conform to the penerally accepted
accounting principles recognized by the Financial Accounting Standards Board,
set forth in the most cwrent edition of the Department of Justice, Office of Justice
Prograrms, Office of the Comptroller Financial Guide: An electronic copy can be

fousd at : hitp:/fwww.ojp.usdoj.gov/financialguides

The granteéc or sub-grantee must obtain prior written approval from OVS for all
requests for changes or modifications to apy portion of the Grant Awand,
Requests must be submitted within 30 days of the change or cocurcence and
require the writien approval of the Office of Victim Services (OVS) to become
effective. In addition, all requests must be submitted on the approved QVS Grant
Adjustment Request Form (GAR). After the start of the fiscal year's fourth (4™
quarter (July 1%), requests for reprogramming of funds and changes to the
project's goals and objectives will not be considered.

It is the responsibility of the prantee or sub-grantee to close out the grant
accounting records at the cnd of the project, and submit a grant closecut report,
using the format for quarierly programmmatic reports. Failure to complete required
documentation may result in suspension of funds or may make the program
ineligible for future funds.

The Director of OVS, the D.C. Inspector General and the Comptrolier General of
the United States, or any of their duly authorized representatives, shalf have
access for purposes of audit and examination of any books, documents, papers,
and records of the grantee or sub-grantee refated to this grant project at any time.

Grant funds may not be obligated prior to the cffective date or subsequent to the
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10.

.

12,

13

termination date of the grant period without advance written approval by OVS.

All contracts relating to or deriving from the grant must be procored using an
established agency approved process. Records must be maintained of the
procedure used, a minimum of 3 bids received (if competed), and rationale for
final decisions.

ff the grantee or sub-grantee experds $500,000 or more in federal or District
funds, the grantee or sub-grantee is required to conduct a single andit in
accordance with the provisions of OMB Circular A4-133 fAudits of States, Locat
Governments and Non-Profit Organization}, dated June 24, 1977. A copy shall be
mamtained corrent on file with the Office of Victim Services.

Compensation for individual consultant services is to be reasonable and consistent
with that paid for similar services in the market place. In addition, when the rate
exceeds 3430 {excluding travel and subsistence costs) for an eight-hour day, a
written PRIOR APPROVAL is required from OVS. Prior approval requests
require additional justification. An eight-hour day may include preparation,
evaluation, and travel time in addition to the time required for actual performance,
This does ot mean that the rate can or should be $450 for all consultants. Rates
should be developed and revicwed on a case-by-case basis and must be reasonable
and allowable in accordance with OMB cost principles. Approval of consultant
rates int excess of $450 a day that are part of the original application with
appropriate justification and supporting data will be reviewed on a case-by-case
basis.

If the grant or sub-grant award amount is $25,000 or more, the prantee ot sub-
grantee is required to register in the Central Contractor Registry (CCR), which
also requires the sub-grantee to have 2 Data Universal Numbering System
(DUNS) number. The sub-grantee ix required to maintain a current registration in
the CCR. and DUINS number during the grant period.

E. REPORTING SCHEDULE FOR PROGRAMMATIC REPORTS

1.

The grantee or sub-grantee must fumnish a quarterly programmatic and financial
progress report to OVS due fifteen (15) days after the end of each quarter as
described below. The reports will reflect the progress and implementation of the
project for which the funds have been granted and the funds expended to date if
significant chanpes are indicated in the work plan, spending plan (by budget line
iem and by project objectives) and staffing plan which comprised the grant’s
implementation plan, Programmatic progress reports must be submitted in the
format required by the OVS,

Reporting Schedule for Programmatic and Financial Reports

Reporting Period Report Due

GRANT TERMS AND CONDITIONS PAGE 6
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1st Quarter: October I — December 31 January 15%
2™ Quarter:  Jarmary 1 — March 31 April 15"
3% Quarter:  April 1 — June 30 July 15

4" Quarter:  July 1 — September 30 October 15%

The grantee or sub-grantee must submit quarterly financial and programmatic
repozts to the Grant Admizistrator. The financia reports will be itemized
according to the approved budget and cost categories for the grant, If match
funds dre required, a separate expenditure report rnust accompany each quarterly
financial report.

The grantee or sub-grantee agrees to comply with any other reasonable reporting
requirements that may be placed on the project.

The grantee or sub-grantec must periodically provide criminal justice and
demographic related information to OVS from: the project file to assist OVS in
fulfilling its Federal and District requirements for information on justice events
and activities in the District of Columbia. The schedule for the grantee or sub-
granteg to submit information will be determined by request from OVS., OVS
will make these requests in writing, stating the reason for the data, OVS will
make its requests for information in a manner, which is 25 timely and considerate
of the grantee or sub-grantee’s work schedule.

The grantee or sub-grantee must maintain all data applicable to the Grant Award
and Grant Agreement for 2 period not less than 3 years from date of the grant’s
closing.

Reimbursements will oot be released if reports are delinquent.

COMPLIANCE AND ASSURANCES

1.

In accordance with the applicable federal statutes listed below, as wetll as, District
non-discrimination requirements, the grantee or sub grantce agrees not t¢
discriminate against any protected pepulations, in hiring or the provision of
services. In addition the grantee or sub grantee agrees to notify OVS within 48
hours of any and all empleyee or beneficiary formal cornplaints of discrimination
against any and all employee units within their organization, and to more
generally comply with all civil rights hiring and beneficiary service policies and
procedures as idantified in the below listed applicable statutes. Applicable statues
may include the Ommibug Crime Conirol and Safe Streets Act of 1968, as
amended, and 42 UISC 3789(d); the Victims of Crime Act (42 USC 106{04{e;
Tide VI of the Civil Rights Act of 1964, as amended; Section 504 of the
Rehabilitation Act of 1973, as amended; Title II of the Americans with
Disabilities Act (ADA) of 1990; Title IX of the Education Amendments of 1972,
the Age Discrimination Act of 1975; 28 CFR Part 38 — Equal Treatment for
Faith-Based Organizations; the Department of Justice Nondiscrimination

GRANT TERMS AND CONDITIONS PAGE 7
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4.

5.

Regulations 28 CFR Pant 42, Subpants C,D.E, and G; and Department of Justice
regulations on disability discrimination, 28 CFR Part 35 and Part 39.

In the event & Federal or District court or administrative agency makes a

finding of discrimination after a due process hearing on the gronnds of race, color,
religion, national origin or sex against the granies or sub-grantes, the grantes or
sub-graniec must forward a copy of the finding to the 1) DC Office of Victim
Services, 1350 Pennsylvania Ave NW, Suite 407, Washington ,DC 20004, 2) DC
Office of Human Rights, 441 4™ St NW, Suite 570N, Washingeton ,DC 20001 and
the 3} US Office on Civil Rights, 810 7" Street, NW, Washington, DC 20531,

The grantee or sub-grantee is required to complete the DC Office of Human
Rights web-based Equal Employment Opportunity, Diversity & Language Access
E-Learning Program available at
http://ohr.dc.goviobricwpiview. 4 3,0,635337.asp.

Additionally, the grantee or sub grantce agrees to post and display the District of
Columbia Equal Employment Opportunity posicr in a conspicuous area accessible
to employees.

In accordance 28 CFR Part 69, grantee or sub-grantee will oot expend any federal
er District funds to pay a person for influencing or attempting to influence an
officer or employee of any agency, member of Congress, an officer or employee
of Congress, or an employee of a member of Congress in connection with any of
the following Federal actions: a) the awarding of any Federal contract; b) the
making of any Federal award; ¢) the entering into of any cooperative agreement;
d) and the exienston, continuation, renewal, amendment, or modification of any
Federal contract, award, or cooperative agreement.

In accordance with 28 CFR Part 38, grantee or sub-grantee will not engage in
inherently religious activities, such as worship, religious instruction, or
proselytization, as part of the funded program or services. If a grantee or sub-
grantee coducts such activities, the activities must be offered separately, in time
or location, from the funded program or services and participation must be
voluntary for beneficiaries of the funded programs or services.

The grantee or sub-grantee will have on file, a current Equal Employment
Opportunity Program (EEQP) plan in accordance with 28 CFR 42.301 ef. seq.

The grantee or sub-grantee agrees to complete and keep on file, as appropriate,
Immigration and Naturalization Service Employment Eligibility Verification
Form (I-9).

All grantee or sub-grantee will comply with Title ¥ of the Anti-Drug Abuse Act

of 1988 and regulations promulgated by the Federal Government to maintain a
drug-free workplace.

The grantee or sub-grantee certifies, that neither it nor its principals or its
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19,

11.

12.

13.

14.

coniractors are presently debarred, suspended, proposed for debarment, declared
ineligible, or voluntarily excluded from participation in this transaction by any
District department.

The grantee or sub-grantee assures that grant funds will not be used to supplant
District funds, but will be used to increase the amounts of such funds that would
be made available for the purposed criminal justice projects.

The grantee or sub-grantee must comply with all applicable confidentiality
regulations.

Pursuant to the requirement of the Freedom of Informaticn Act, all information,
documents, cotrrespondence, and other materials relating to the project, not to
include client or employee specific information, shall be available for public
information.

The grantee agrees to indemnify, defend and held harmless the Government of the
Diistrict of Columbia and its authorized officers, employeeas, agents and volunteers
from any and all claims, actions, losses, damages, and/or liability arising out of
this grant or sub grant from any cause whatsoever, inciuding the acts, errors or
omissions of any person and for any costs or expenses incurred by the District on
account of any claim therefore, except where such indemnification is prohibited
by law.

The grantee or sub-grantes shall comply with all applicable District and Federal
statutes and regulations as may be amended from time to time including, but not
necessarily limited to the following: The Americans with Disabilities Act of 1990,
Pub. L. 101-336, July 26, 1990, 104 Stat. 327 {42 U.5.C. 12101 et seq.);
Rehabilitation Act of 1973, Pub. L. 93-112, Sept. 26, 1973, 87 Stat, 355 (29
U.S8.C. 701 et seq.); The Haich Act, Chap. 314, 24 Stat. 440 (7 US.C. 36laet
sex).}; The Fair Labor Standards Act, Chap. 676, 52 Stat. 1060 (29 U.8.C.20] et
seq.); The Clean Air Act (Sub-grants over $100,000) Pub. L. 108-201, February
24, 2004, 42 USC cha. 85et.5eq.; The Occupational Safety and Health Act of
1970, Pub. L. 91-596, Dec. 29, 1970, 84 Stat. 1590 (26 U.5.C. 651 et.seq.); The
Hobbs Act (Anti-Corruption), Chap 537, 60 Stat. 420 {see 18 U.S.C. § 1951);
Equal Pay Act of 1963, Pub. L. 88-38, June 10, 1963, 77 5tat.56 (29 U.5.C. 201);
Age Discrimination Act of {973, Pub. L. 94-135, Nov. 28, 1975, 89 Stat. 728 (42
U.S.C. 6101 et. seq.); Age Discrimination in Employmesnt Act, Pub. L. 90-202,
Dec. 15, 1967, 81 Stat. 602 (29 U.5.C. 621 et. seq.); Title IX of the Education
Amendments of 1972, Pub. L. 92-318, Iune 23, 1972, 86 Stat. 235, (20 U.5.C.
1001); Imumigration Reform and Control Act of 1986, Pub. L. $9-603, Nov 6,
1986, 100 Stat. 3350, {8 U.5.C, 1101}; Executive Order 12459 (Debarment,
Suspension and Exclusion); Medicat Leave Act of 1993, Pub. L. 103-3, Eeb. 5,
1993, 107 Stat. 6 (5 U.5.C. 6381 et seq.); Lobbyiag Disclosure Act, Pub, L. 104-
65, Dec. 19, 1995, 106 Stat. 693 (31 U.S.C. 1352); Drug Free Workplace Act of
1988, Pub. L. 100-690, 102 Stat. 4304 (41 U.S.C. 701 et seq.); Assurance of
Nondiscrimination and Equal Opportunity as found in 29 CFR 34.20; Title VI of
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the Civil Rights Act of 1964; 28 CFR. Pant 38 — Equal Treatment for Faith Based
Organizations; District of Columbia Human Rights Act of 1977, D.C. Official
Code § 2-1401.01; District of Columbia Language Access Act of 2004, DC Law
15~ 414, D.C, Oificial Code § 2-193] et seq.); City-Wide Grants Manual and

Sourcebook available at hetp:/fwww.opgs.dc.gov.

G. RIGHTSINDATA

Where activities supported by this grant produce original computer programs,
writings, sound secordings, pictorial reproductions, drawings or other graphicat
representation, and works of any similar nature (the term computer programs
includes executable computer programs and supporting data in any form), OVS
Bas the right to use, duplicate, and disclose, in whole or in part in any matter for
any purposs whatspever and have others, do so. If the material is copyrightabie,
the grantee or sub-grantee may copyright such, but OVS reserves a royalty-free
non-exclusive and irreversible license to reproduce, publish, and use such
materials, in whole or in part and to authorize others to do. The grantes or sub-
grantee shall include provisions appropriate to effectuate the purpose of this
condition ins all contracts under the grant.

The grantee or sub-grantee may publish or anncunce the results of grant activity
provided that theve is prior review and approval by OVS and provided that any
publication (written, visval, or scund) contains an acknowledgment of OVS and
the applicable Federal agency. Copies of any such publication must be furnished
to OVS not less than twenty (20) days prier to public release, except otherwise
requested or approved by OVS,

If the grant program produces patentable items, patent rights, processes, or
inventions in the course of the work sponsored by grant funds, such facts must be
promptly and fully reported to OVS. Uniless there is a prior agreement between
the grantes or sub-grantee and OVS on the disposition of such items, OVS will
determine whether protection on the invention or discover will be sought. OVS
will also determine how its rights in the invention or discovery (including rights
under any patents issued thereon) shatl be allocated and administered in order 1o
protect the public interest consistent with Government Patent Policy {President’s
Memorandum for Heads of Executive Departments and Agencies, dated August
23, 1971, and statement of Government Patent Policy, as printed in 36 FR 16839).

The grantee or sub-grantee agrees that when issuing stalements, press releases,
requests for proposals, bid solicitations, and other documents describing projects
or programs funded in whole or in part with grant money, the sub-grantee shall
clearly state: (1) the percentage of the total cost of the program or project that will
be financed with grant money, (2) the dollar amovnt of grant funds for the project
of pragram, and (3) an acknowledgment of OVS grant support.
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H.

J.

RECORDS

1,

2.

Appropriate grant records and accounts will be maintained and made avatlable for
audit as prescribed by Federal and District regulations.

All grant records shall be maintained for at least three (3) years after the
completion of a project or until an andit is completed and/or any litigation is
resoived and all questions rising there from are resolved, whichever is later.
These records and supporting documentation must be sufficient for the D.C.
Inspector General’s auditors or a centified independent anditor {one who is not an
employes of the sub-grantee or a member of the sub-grantees board of directors)
to audit the project records and determine whether the costs incurmred and billed
are reasonable, atllowable and necessary under the terms of the grant.

MONITORING

1.

The Grant Administrator, or designee, will monitor the financial and
programmatic managament systems used by the grantee or sub-grantee in the
execution of the terms and conditions of the grant agreement.

The Grant Administrator, or designee, may make at least one on-site visit to the
service facilities of the grantee or sub-grantee. The failure of the graniee or sub-
grantee to maintain a financial and programmatic management system that will
assure the terms of the grant are met may result in suspension of payment, or
termination of the grant and debarment of future funds.

GRANT PERIOD

The period of this Grant Agreement shalf be from I#I/10 to 9/30/11 .

GRANT START UP AND TERMINATION

1.

Within 30 days after receipt of the grant award, steps should be taken (o easure
that the grantee or sub-grantee’s funds are not commingled with funds from other
Diistrict or Federal agencies. Each award must be accounted for separately.

The grantee or sub-grantee is responsible for notifying OVS in writing, that either
all the grant funds will not be utilized per the grant award and grant agreement or
the project will be terminated at an carlier date than indicated on the grant award
and grant agreement. The Notification of Profect Commencement Fortn must be
signed by the Project Director and returned to OVS within two weeks after project
commencement, or within 30 days of receipt of the award. Note: If the project
has not commencad within 60 days of the starting date or if Project Personnel has
not been hired within 30 days of the project start date, explanation of the steps
taken to initiate the project, the reason for delay, and the expected commencement
date must be indicated on the Notification of Project Commencement/Delay in
Project Commencement Form.
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If after 90 days adequate project funds have not been expended, OVS reserves the
right to terminate the award. At this point, OVS staff will determine whether the
delays are excessive or unwarranted. If appropriate, OVS may terminate the grant
agreement and reallocate funds to other projects.

The grant may be terminated in whole or in part by the OVS at anytime that the
OVS finds a substantial failure to comply with the provisions of regulations
promulgated there under by the Department of Justice, or the District of
Columbia, and /or the OVS, including grant award and grant agreement
conditions, work plan and outlined goals and objectives or other activities
projected in the grantee or sub-grantee’s prant proposal fapplication.

A project which is prematurely terminated will be subject to the same
requirements regarding andit, recordkeeping, and submission of reports as a
project which runs for the duration of the project period.

L. GRANT ADMINISTRATOR

The Grant Administrator for this grant agreement will be Bryan Criswell, 202-
T27-504°7 / bryan.criswell@dc.gav, Office of Victim Services, 1350
Pennsylvania Avenue, NW, Suite 407, Washington D.C. 20004,

M. AUTHORIZATION OF TERMS AND CONDITIONS OF GRANT

I understand and agree to all of the terms and conditions stated above.

[foak _  9/2 Y9000

Services _ Date
. / / ﬂ /[ )-*[99/ P,
Authprized Official Date

Printed Name and Title of Authorized Official from Grantee Organization

Signature of President of Board of Directors Date

Printed Namw of President of Board of Directors from Grantee Orpanization
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MEMORANDUM OF UNDERSTANDING
BETWEEN
DEPARTMENT OF MENTAL HEALTH
AND
OFFiCE OF VICTIM SERVICES

I. INTRODUCTEON

This Memiorandum of Understanding {*MOTJ™") is eniered into between the Distriet of Columbia
Department of Mental Health, the buyer agency (“DMH™ and Office of Victim Services, the
seller agency (“OVE™), collectively referred to herein as the ““Parties,” vn the date this
agreement is execuled by the Parties.

DMH has requested the services of OVS to provide training, coaching and consultation in
Trauma-Focused Cognitive Behavioral Therapy,

IL PROGRAM GOALS AND OBJECTIVES

DMH has as its goal to use evidence-based practices that address the issues of the children and
youth in the District of Colwmbia, One of those evidence-based practices is Trawrna-Focused
Cognilive Behavioral Therapy (TF-CBT). The training and coaching mode! that the DMH
would like to employ will involve:

A Introductory and Advanced training in the TF-CBT Model;

B. Ongoing coaching and consultalion 1o fhe trained clinicians and agencies for
implementaiion and fidelity to the model;

C. A communiiy-based leaming collaborative; and
D Access to a web-based learning site for TF-CBT.
IIl.  SCOPE OF SERYICES

Pursuant to the applicable authorities and in the furtherunce of the shared goals of the Parties to
carry owt the purposes of this MOU expeditiously and economically, the Parties do herehy agree:

A RESPONSIBILITIES OF OVS

1. Provide for thirty-five (35) to forty {40 participants the activities identified
in Aftachment A, incorporated herein by reference, which shall include:

a. Intreductory and advanced training in the TF-CBT model;
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b. Ongoing coaching and consultation 1o the trained clinicians and
agencies for implementation and {idelity to the model;

¢. A community-based leamning collaborative; and
d. Access to a web-bazed leaming site for TF-CBT.
B. RESPONSIBILITIES OF DMH
1. ldentify individuals for participation in the TF-CBT model; and

2. Provide financial support to OVS to help bolster the traming and
coachingfconsultation model.

IV. DURATION OF MOU

A, The period of this MOU shall be from the date this MOU is executed by bath
Parties, through March 31, 2013, unless terminated in writing by the Parties prior
to the expiration.

H. The Parties may extend the termn of this MQU by exeicising 2 maximuem of ong
{1} one-year aption period. Option petiods may consist of a ycar, a {raction
thereof, or multiple successive fractions of a year. DMH shall provide notzce of
its intent (o Tenew an option period prior to the expiration of the MOLL

C. The exercise of an option period is subject to the availability of funds at the time
of the exercise of the option.

v, AUTHORITY FOR MOU
D.C. Official Code § 1-301.01{k) and D.C. Official Code § 7-1131.04.
¥i. FUNDING PROVISIONS
A COST OF SERVICES
k. Total cost for services under this MOU shall not exceed one hundred and
fifty thousand dollars ($150,000.00}, Funding for the services shall not
exceed the aciual cost of the goods or services. (Sec Attachment A).
2. The estimated cost of this MOU is based on the cost of providing traimng,

consultation and coaching 1o thirty-five to forty participants frotn the
DMH as cutlined mn Attachment A during the term of this MOLUL
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3 In the event of termination of the MOU, payment to OVS shall be held in
abeyance until al) reguired fiscal reconciliation, but not longer than
September 30th of the current fiscal year.

B. PAYMENT

1. Upon execution of this MOU, DMH (buyer agency) agrecs to gansfer
funds to OVS {seller agency) in the amount of $150,060.00 via Inira-
Dristrict transfer in payment for goods and services provided for in this
MO,

2. OVS shall submnt quarterly reconciliahions which shall explain the
amounts billed for that perod. The reconciliations shall include: (1) List
of matenals and their costs; {2) Labor costs including hourly rates for all
lahorers; and (3} reasonable overhead.

3 Advances to OVS for the services to be performed/goods to be provided
shall not exceed the amount of this MOU.

4. OVS will receive the advance and bill DMH through the Intra-District
process only for those goods or services actually provided pursuant to the
terms of this MOTI. OVS will retumn any excess advance to DMH by
September 30 of the current fiscal year, unless the Parties agree to an
exienszion of the advance through Fiscal Year 2012, If extended through
2012, the Parties may further exlend the advance as necessary into Fiscal
Year 213,

5. The Parties' Direclors or their designees shal! resolve all adjustments and
disputes arising from services performed under this MOU. In the cvemt
that the Parties ate unable to resolve z financial issue, the mattcr shall be
referred to the D.C. GfTice of Financial Opcrations and Systems.

C. ANTI-DEFICIENCY CONSIDERATIONS

The Parties ackmowledge and agree that their respective obligations to fulfill financial
obligations of any kind pursuant to any and all provisions of this MOU, or any
suhsequent agreement entered into by the parties purseant to this MOU, are and shall
rentain subject to the provisions of (1) the federal Ant-Dieficiency Act, 31 US.C. §§1341,
1342, 1349, 1351, {ii} the District of Columbia Anti-Deficiency Act, D.C. Official Code
§§ 47-355.01-355.08 {2001), (iii) D.C. Official Cadc § 47-105 {2001}, and (iv) D.C.
Official Code § 1-204.46 (2006 Supp.), as the foregoing statutes may be amended from
time to time, regardless of whether a parficular obligation has been expressly so
conditioned.
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Vil. COMPLIANCE AND MONITORING

As this MOU is Funded by District of Columbia funds, the seller agency will be subject to
scheduled and unscheduled monitoring reviews lo ensure complience with all applicable
Tequirements.

VIII. RECORDS AND REPORTS

OVS shall maintain records and receipts for the expenditure of all funds provided for a penod of
no less than three vears from the date of expiration o termination of the MOU and, upon request
by DMH shall make these documents available for inspection by duly authorized representatives
of DMH and other officials as may be specified by the District of Columbia at its sole discretion.

IXX. CONFIDENTIAL INFORMATION

The Parties to this MOU will use, restrict, safeguard and dispose of all information related to
services provided by this MO, in accordance with all relevant federal and local statutes,
tegulations, policies. information received by either Party in the performance of responsibilitics
associated with the performance of this MOU shall remain the property of the buyer agency.

X. TERMINATION

Either Party may terminate this MOU in whole or in part by giving thifly {30} calendar days
advance written notice to the olher Party.

XI. NOTICE
The following individuals are the comtact points for each Party under this MOU:

Marie Monluz-Black

Yrector of Child and ¥Youth Services Division
Office of Programs and Policies

DC Department of Mental Health

64 New York Avenue NE

Washington, DC 20002

Phone 202-673-4443

Fax 2G2- 673-2192

Melizsa Hook

Dircetor of Victims Services

John A. Wiison Bailding

1350 Pennsylvania Ave, N'W, Ste 407
Washington, DC 20004

Phone 202-724-7216

Fax 202- 727-6332
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XII. MODIFICATIONS

The terms and conditions of this MOY may be modified only upon prior wrilten agrecment by
the Parties.

XI1i. MISCELLANEOUS

The Panties shall comply with all applicable laws, rules and regulations whether now in force or
hereafter enacted or promulgated.

IN WITNESS WHEREQF, the Parties hereto have execuled this MOU as follows:

Department of Mental Health

o Y151

Bxecutive Office of the Mayor
L
Mﬁ&‘&/ Date: ‘f"/ fﬁﬂf/
Melissa Hook
Directot
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iVlemorandum of Understanding
Between
The District of Columbia Public Schools
And
The District of Columbia Department of Mental Health
1. Introduction.

This Memorandum of Understanding {"MOU"} is between the District of Columbia Department of
Mental Health {DMH) and the District of Columbia Public Schools {DCPS). The purpese of this MOL
is to provide for prevention, assessment and treatment services for DCPS students through a
collaborative effort by both parties.

The shared vision of DMH and DCPS is to provide a suppoertive schocl environment in which all
children are emotionally and socially prepared, ready to learn, and able to progress toward their
next educational experignce.

The shared mission of DMH and DCPS is to create a child and family-centered school mental
health program which includes prevention, early intervention and treatment in collaboration with
community-based child and famiby serving organizations.

The DMH provides mental health seevices and supports on behalf of DCPS to DCPS students.
Currently, the DMH operates in 48 DCPS schools. BMHE dinicians are located on-site to provide
consultation, treatment and linkages to additional services. In order to ensure thorough
consubtations and referrals, DMH clinicians and school-based mental health professionals often
need to exchange information about students to ensure appropriate services are provided.

2. Overview, Program Goals and Obfectives.

DCPS collaborates with DMH in the implementation of a comprehensive system of mental health
care for DCPS students and their families,

The DCPS goal is to provide z continvum of integrated, high quality, and effective services and
programs delivered by educators, school-based and community mental health professionals that
include evidence-based practices and data-driven decision making.

DCPS collaboration with DMH will:

sCreate a safe and engaging learning environment for DCPS students;
sProvide social, emctional, and behavioral support for students;
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=Provide mental health services to DCPS students that remove barriers to learning;
»Enhance student learning; and

sEngage students and families at all levels of service delivery.

CMH provides a broad spectrum of mental health services inclusive of primary prevention, early
intervention, assessment and treatment services ta enhance the behavioral, emotional and social
skills of children and adolescents. The DMH goal is to provide a broad spectrum of mental health
services that are community-based, child-centered and family-focused, and cuiturally and
linguistically campetent.

DMH guiding principles and goals specify that services should be:
* Comprehensive, incorpoerating a broad array of services and supports;

* |ndividualized;
+ Provided in the least restrictive, appropriate setting;
» Coordinated both at the system and service delivery levels;
» |nvolve families and children as full partners; ang
*»  Emphasize sarly identification and intervention.
3. Services

DMH and DCPS have an averall goal of improving student learning through the collaboration of the
student, parent, educators and mental health professianals.

The Parties agree to work collaboratively to:

s Provide a safe, nurturing, student-centered, family friendly environment and a
comprehensive mufti-dimensianal educational program;

= To provide intensive therapeutic treatment in an academic and hame environment in
order to help students develop new skills that allow them to achieve success in the
schogl environment;

» To offer students an opportunity to achieve their fll potential to successfully manage
their life experiences and to be productive members of society;

+ Litilize Evidence-Based Interventians; and

s Integrate care through a team-based approach to service/support planning and delivery
that includes a partnership with the youth and family, all child-serving systems, and the
family’s natural support network.

4. Oblizations and Res ibilities of DMH
a. Ensure (and include a provision in its agreement with contract agencies
ensuring) that ail clinicians placed in DCPS schools submit to alt

background checks required by DCPS, including a criminal background
check as required by the Criminal Background Checks for the Protection
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of Children Act of 2004 {D.C. Code § 4-1501.01, et seq. (2009)) and rufes
promulgated thereunder. Such background check may be conducted by
DMH, provided DMH provide DCPS with the results of any backeround
check it conducts pursuant to this MOU. DMH shall alse ensure that any
clinicians who have not submitted to a background check be restricted
from serving in positions affording such individuals access to DCPS
students participating in this program. DMH must aiso submit to DCPS
annual verification of a negative tuberculesis screening for each clinician.

b. DMH will place cne clinician at each participating schoot to assist in the school mental
health program implementation.

i. The chnician will provide prevention, early intervention, and treatment andfor
assessment services to children and adolescents enrolled in the school as
appropriate,

fi.  The clinician will also provide consultation, training, and support to teachers,
administrators, and other school staff

. The clinician wil! alse provide outreach to parents through the provision of parent
workshops, family therapy and home visits as needed.

€. DMH will work in accordance with the DMH Team Fermation and Team Functioning Practice
Guidelines Protocal for Children and Youth in order to ensure that all childrenfyouth
enrolled in the public mental health system receive coordinated services/supports that
reflect the family's engagement and participation of all parties involved in the
youth/family’s life.

d. DMH shall immediately notify the school principal and the DCPS Office of Youth
Engagement whenever there are any allegations of misconduct made against DCPS staff and
provide supporting documentation as soon as it is available.

e. DivH shall provide comprehensive mental health services to students and their families
enrolled in participating DCFS schaols. DMB will seek reimbursement from applicable
health insurance providers for treatment services provided to those students with
diagnosable mental health disorders.

f.  Students within Full Service Schools {F5S) who have behavioral support
services as part of an IEP will have the option to be served by DMH
clinicians, pending caselaad capacity and case review by DMH and DCPS
Program managers.

g. Students attending participating schools and receiving special education
servicas that de not include behavioral support services may receive
individual or group counseling services by the DMH ¢linician assigned to
their school.

el
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h. DMH will provide the curriculum, supplies and training necessary to implement the
prevention, early intervention and treatment services needed to mest the individual mental
health needs of the students served in each of the participating schools. Clinical supervision
will be provided to DMH clinicians.

i. Although not a schocl employee, the DMH clinician is expected to work closely with the
school staff to share non-confidential and confidential information only as permitted by the
Mental Health Information Act, D.C. Code Section 7-1201.01. DMH will maintain separate
clinlcai records for each student served by the DMH clinician, Compliance with a request to
share any other information related to a student’s treatment will require an appropriate
refease by the student’s legal guardian or by the student if the student is 18 or older. DMH
agrees to share information with DCPS to the extent permitted by law, subject to the
requirements and limitations set forth in section 7 below.

i- DMH will provide menthly summary reports of aggregate mental health data to each
participating school’s principal indicating students in receipt of mental health referrals,
names of students receiving services to the extent permitted by law, types of therapeutic
group counsaling and a total number of clients served. . In FSS, caseload information for
students served by the mental health clinicians, including DMH clinicians, must be kept and
shared in the DCP3S FS5 Quickbase Services Tracker. Informatien will include student name,
number of individual student contacts, and number of parent contacts made with the
student. This infermation sharing will be subject to the requirements and limitations set
forth in section 7 below.

k. DMH clinicians may visit students’ homes as necessaty and without obtaining permission
from the schocl. DMH cdlinicians assigned to a particular school may be deployed to
angther schoo! far several days to provide school-based crisis services.

I Although functioning in a school setting, the clinician is governed by the DMH policies and
procedures. DMH clinicians will be compensated and supervised by DMH, but under the
direct centrol of DCPS regarding direct access to personally identifiable information in
education records.

5. Obligations and Responsibilities of DCPS

a. Upon request and subject to the limitations/requirements set forth in Section 7 of this
MOU, DCPS will provide DMH clinicians the following personally identifiable information
from the education records of a student who has consulted with the DMH clinician: {a)
Student D, (b) sttendance records, {c} student behavior tracker data, and (d} grades.

b. Subject to obtaining any use agreements which may be required by the Office of Public
Education Facilities Moderization, DCPS will provide BMH clinicians with private locked
office spaces with resources available in existing DCPS inventory, including desks, chairs,
locking file cabinets to maintain confidential records, computers and access to printers,
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internet access, and dedicated phone lines prior to, or immediately after, placement of a
clinictan in a scheal.

DCPS shall immediztely notify DMH whenever there are any allegations of misconduct
made against DMH clinicians and provide supporting documentation as soon as it is
available.

All participating schools are expected to hold ongoing Student Support Team (S5T}
meetings. School mental health pregram (SMHP) clinicians are ta be included as members
of the 55T and fufl participants of these meetings wherever possible, subject to the
requirements and limitations set forth in section 7 below. SMHP staff will assist in the
design and implementation of appropriate interventions developed by the 55T, In FSS, DMH
clinicians will operate as part of the FS5 Leadership Team.

DCPS will provide a contact persen to work with DMH who is responsible for assisting with
problem-salving and communication in order to facilitate effective implementation of the
5MHF at DCP5 sites. This person will ke identified by DCPS Central Office and the person's
name and contact information will be provided to DMH and DCPS school staff,

DCP5 wili communicate to DMH’s designee the roles of and expectations for DMH clinicians,
DCPS social workers and psychologists, DCPS teachers, DCPS schoal counselors, and DCPS
schoot administrators in the service of effective collaboration that utilizes the scope and the
expertise of each professional.

Mutual Okligatians of DMH and DEPS.

DCPS and DMH will jointly review and identify schools annually for the SMHP based upan
utilization patterns from the previcus school year, current need, availability of existing
rnental health resources and readinass for the program.

CMH and DCPS will collaborate to serve and support youth/families from a team-based
approach

DMH and DCPS agree to wark collaboratively and continually to design and develop a
comprehensive program that will reflect a strong therapeutic and educational program
designed to address the needs of all students at participating schools. Both parties will
wark collaboratively to promote growth in the emotional, behavioral and academic areas.

OCPS and DMH will identify and implement standard quality indicators and benchmarks far

measuring student progress and overall program progress in achieving the goals set forth in
this MOU.
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7. Data Sharing and Confidentiality

a. DCP5 and EMH agree to maintain confidential all personally identifiable
information contained in student educational records {as defined in 34 CF.R. &
99.3), and 3} persanally identifiable student mental health information
{“Confidential Information™).

b. Ininstances where a student is recaiving services under the Minor Consent Law
(DChR 600.7), DM must have the student’s written consent to receive those
services. However, parental consent must still be sought when sharing
personally identifiable infarmation fram student recards if such student is under
18 years of age.

c.  Confidential information will be shared only with DCPS or DMH persannel who
need access to the information to fulfill their professional respansikilities, and
only with consent, as follows:

CCPS will seek consent annually fram the parentfguardian, or student if
18 years or ¢lder, to share personally identifiable information from
student aducation records {including student health records maintained
by the schogl nurse) with DMH clinicians. Consent will be in a form
confarming to the requirements of 34 C.F R, § 93.30{b),

DCPS will abtain parental consent (for a student less than 18 years old)
befare sharing student mental hezlth data (maintained by DCPS school
mental health providers) with DMH clinicians, Head Start Family Service
workers, or other personnel not emplayed by DCPS who need access to
strdent mentzl realth data to do their jebs, Consent will be in a form
conforming to the requirements af 34 € F.R. § 99.30{h).

DMH will obtain parental consent (for a student less than 18 years old if
parents consented to treatment) and student consent {for a student 14
years or plder] before sharing student mentat health data with School
Cfficials, CPS staff, Head 5tart Famify Service warkers, or other
personnel who need access to student mental health data to fulfill their
professional respansibilities. Consent will be in a form conforming to
the requiraments of BC Code § 7-1202 02

d. The cansents described in cli-fil] of this section shall specifically provide far
sharing of the following student information:

DCPS wilf request authorization to share [a} student narne, (k) student
12 number, {¢] attendance records, (d) student behavior tracker data,
and {e} grades from the educational records of a student that has
consulted with DMH,

DMH will request authorization to share (2) student name, {B) type of
treatment, and [c} progress in treatment.

e. The use of personally identifiable student information shall be limited as

follows:
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i, DCPS and its agents and employees agree 1o use student mental health
information provided by DMH employess exclusively for the purposes
specified in this MOU, and in accardance with ail applicahle District and
Federal [aws and regulations, and as specifically consented to by a
parent/guardian (if the student is under 18) and student {if 14 years or
older).

ii. DMH and its agents and employees agree to use educational record
information received from DCPS exclusively for the purposes specified in
this MOU, and in accordance with all applicable District and Federal
laws and regulations, and a3 specifically consented to by a
parent/guardian or student if 1B years or older.

i, DCP% DMH, and their respective agents and employees will abtain
written consent from: a parent/guardian fand student if 14 years or
older for mental health information) or student if 18 years or older
before disclosing information specified in i-ii of this section to a third
party, even in furtherance of a previously consented to purpase, except
as permitted by law.

iv. Agents and emplayees of DCPS and DMH shall have access to and may
use Confidential information anly to the extent necessary ta do their
jabs.

Any student mental health data obtained from DMH will be kept confidential
perthe DC Mental Health Information Act of 2001, and will not be released
te any third parties, except as required by law ar with the written consant of the
student’s custodial parent or guardian if such parent or guardian gave informed
cansent for treatment and the student if 14 years or older.,

Adl parties will ensure secure data transfers in accordance with applicable
law when sharing data.

DCPS and DMH will comply with the students” mental health and persanally
identifiable information (PN confidentiality requirements af the Family
Educational Rights and Privacy Act (FERPA] appraved 20 U.5.C. § 1232g, and the
repulations promulgated under FERPA, including 34 CFR Part 99; the Health
Insurance Portability and Accountability Act (RIPAA) appraved 42 145.C. 5 13204
£t seq., and the regulations promulgated under HIPAA, including 45 CFR Part
164; and the District of Columbia Mental Health Infermation Act of 1978,
effective March 3, 1579 (D.C. Law 2-136; D.C. Official Code & 7-1201.041 ef seq.).

Privacy Compliance.

DMH and DCPS shalk, at various times during the term of this MOU, each act as a "covered
entity” and as each other’s "business associate,” as those terms are defined in 45 CFR

160.103.

Termination.
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10,

11.

12.

13,

14.

Either Party may terminate this MOU by providing the other party 30 days notice.
Natices.

Any notice reguired pursuant to this MOU shall be in writing and shall be deemed to have
been delivered and given fer all purpozes {a) on the delivery date if delivered by confirmed
facsimile or delivered personally to the Party to whom the notice is addressed; (b} one (1)
business day after deposit with a commercial evernight carrier with written verification of
receipt; or {c} five {5} business days after the mailing date, whether or not actually received,
if sent by US Mail, return receipt requested, postage and charges prepaid or any other
means of rapid mail delivery for which a receipt is available.

The following individuals are the contact points for each Party under this MOU:

Barbara Parks

Clinical Program Administrator, Prevention & Early Intervention Programs
Department of Mental Hezlth

202-598-1871

Diana Bruce

Director of Health and Wellness
Pristrict of Columbia Public 5chools
202-442-5103

Term.

This agreement shall be for a period of five years beginning upon executien and ending
September 30, 2015, unless terminated in writing by the Parties prior to the expiration.

Entire Agreement.

Thizs MOU centains the entire understanding of the Partics with respect to the matters
contained herein, and supersedes any and all other agreements between the parties
relating to the matters contained herein, No oral or written statements not specifically
incorporated or referenced herein shall be of any force or effect.

Modifications.

This MQU may only be amended by a written instrument signed by both Parties.

Headihgs: Counterparts.
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The headings in this MOU are for purposes of reference only and shall not limit or define
the meaning of any provision hereof. This MOU may be executed in any number of

counterparts, each of which shall be deemcd to be an original, but all of which together
shall constitute one and the same document.

15. Authority of the Parties.

By executing this MOU, each Party represents to the ather party that it is authorized to
enter into this MOLU, that the person signing on its behalf is duly suthorized to execute this
MOU and that no other signatures are necessary,

IN WITNESS WHEREQF, the undersigned hereby execute this MOU on behalf of their respective
organizations as of the Effective Date.

_Ehancellnr,

District gf Columbja Pyblic Schogls
Chavelthoferso

Date i_?’\z’ ?”XP -
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EXTENSION NUMBER ONE EXERCISING FIRST OFTION TO RENEW
MEMORANDUM OF UNDERSTANDING
FOR INTRA-DISTRICT EUNDING
BETWEEN
THE OFFICE OF THE STATE SUPERINTENDENT OF EDUCATION
AND
THE DEPARTMENT OF MENTAL HEALTH

The Parties hereto hereby exercise the first option to renew the Memorandum of Understanding
executed October 19, 2009 for intra-District funding between the District of Columbia Office of
the State Superintendent of Education {(“OSSE") and District of Columbia Department of Mental
Health (“DMH"), to find the Full Service Schools wrap pilot project through a care management
entity, as follows:

1. The MOLU is hereby renewed for 2 peried of one year from October 1, 2010 through
September 30, 2011.

2. OSSE shall transfer the arnount of 51,375,284 (one million fhree bundred seventy-five
thousand two hundred eighty-four dollars), the same amournt as transferred in FY201G
under the eriginal MOU, to DMH in one intra-Distrist advance as of October 1, 2010.

: 3. The funding levels, the scope of services, the nugmber of schools 10 be served, the number

- of wrap-around slots, reporting requirements, the respective responsibilities of the parties,
and alf pther tarms and conditions of the MO entered or October 19, 2009 shall remam
in full force and effect.

IN WITNESS WHEREQF, the indersigned hereby execute this Extension Number One to the
MOU between DMH and OSSE on behalf of their mapwuve orgamzahc«na, effective as of the

"""""""""" ~huite this Foyeement is gigned by el parties: - e

o / | Date: y/ /2"5j kl

bue__1 /24 [10

Ko Biigzs Dt . (ol e yi

,Lﬂmtﬁ Superintendent for Educati

fn\lsw{m
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MEMORANDUNM OF UNDERSTANDING
FOR INTRA-DISTRICT FURDING
BETWEEN THE DISTRICT OF COLUMBIA
OFFICE OF THE STATE SUPERINTENDENT OF EBUCATION
AND
DEPARTMENT OF MENTAL HEALTH
FOR FISCAL YEAR 2010

L INTRODLUCTION

This Memorandum of Understanding (*MOU"} is entered into between the Office of the
State Superintendent for Education (“0SSE"), the Buyer agency, and the Department of
Mental Health {“DMH"}, the Seller agency, collectively referred to herein as the
”PErtEE‘EH,

FROGRAM GOALS AND OBIECTIVES

The purpose of this MOU is to fund a pilot project that provides wraparound services for
110 students attending the Full Service Schools ("FSS”) pilot project through a care
management entity {"CME”) with whichk DMH has entered into a contract
{“Contractor®).

The funding for the F55 pilot project includes staff safaries, training, flex funds and other
program-related costs. The F55 pilot is one of a series of initiatives to be implemented in
response to an agreement reachad through the Blackman/iones Alternative Dispute
Process.

This MOU establishes funding for the total expected costs for contracting with the CME
fer the periad of October 1, 2009 through September 30, 1010. CME performance
oversight shall be regarded as an agency shared responsibifity. This shared
responsibility shall be accomplished through the Wraparcund Implementation Work
Group, which consists of designated liaisons of DMH, OSSE, and District of Columbia
Public Schools {"DCPS"), as well as designees of other D.C. child serving agencies.

ir, SCOPE OF SERVICES

Pursuant to the applicable authorities and in furtherance of the shared goals of the
Parties to carry out the purposes of this MOU expeditiously and ecanomically, the
Parties do hereby agree:

A. RESPONSIBILITIES OF THE OSSE

1. The OSSE shall:

Pagelaf 3
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a. Transfer funding in the amount of 51,375,284 (one millien
three hundred seventy five thousand two hundred eighty four
dollars} to DMH to cover servicas related to the FSS pilot
initiative in one (1) Intra-District advance, in the foilowing
manner;

i. Transfer funding in the amount of 51,375,284 (one
million three hundred seventy five thousand two
hundred eighty four dollars to DMH as of October 1,
2004,

b. Name a senicr manager to serve as the agency designee to the
Wraparaund Implementation Work Group, which shall:

i. Engage in the oversight and management of the
contract {which includes regular attendance at work
groups, participation in planning sessions, responding
to data requests, preparation of reports and evaluation
of and comments on materials); and

ii, Develop a funding strategy for full-scale
implementation of the Wrapargund process;

¢. Assign the State Superintendent or her designee to participate
in the Wraparound Steering Committea, which is responsible
for aversight and management of the contract, policy and
resource-related decisicns.

d. Support DMH in facilitating implementation of the services
related to the FS5 pilot.

B. RESPONSIEILITIES OF DMH
1. DMH shall:

a. Ensure that the Contractor hires and trains staff as outlined in the F55-
pilot budget.

b. Ensure that the FS5 Wrap-Care Coordinators are hired and trained.

c. Ensure that one FSS Wrap-Care Coordinator is placed in each of the
elevan {11) DCPS middle schools participating in the pilot.

d. Ensure that the Contractor fulfills reporting obligations set forth in this
MOU.

Fage 2 of 9
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g. Support and ensure that the students selected for the Wrap-Care
Coordinators case-loads are determined at the local school level by
the school administrators and staff consistent with the high fidelity
Wraparpund model which will be implemented in eleven {11) DCPS
middie schools.

f. Allocate 110 wrap-slots and associated Flex Funds of one hundred
sixty flve thousand dollars ($165,000.00) for students who attend the
11 middle schools participating in the F5S pilot.

g. Sarve as the lead agency for the contract with the Contractor and shall
exercise full responsibility for managing the procurement with the
Blackman/Jones procurement exemption” and shall serve as the lead
agency with respect to contract management;

h. Ensure that the MOU funds are used for the expenses incusred under
the CME contract, as it may be renewed, modified or extended.

i. Ensure that the vendor will participate in monthly meetings, provide
reports on progress of the Care Coordinators; and participate in an
independent evaluation of the FS5 pilot project.

i. Facilitate and coordinate activities of the Wraparound Implementation
Work Group. The Work Group, shalk:

i,  Engage in the oversight and managemant of the Contract
{whizh includes regular attendance at work groups,
participation in planning sessions, responding to data
requests, preparation of repeorts and evaluation of and
- ——g@mments on materials}; and

ii. Extend an invitation to DCPS to join the Wraparound
Implementation Work Grour,; gmd

ii. Develop a funding strategy for full-scale implementation of
the wraparound procaess.

ill. DURATION GF MOU

' Pursuant to the requirements of 2 consent decree antered August 24, 2006, in Blockman, et of,
v. District of Cofurnbia, et al., Civil Action No. 97-2629 {PLF), consolidated with Joneg, gt al. w.
District of Columbla, Civil Action No. $7-2402 (PLF} {D.D.C.) "Consent Decree”. Paragraph 139 of
the Consent Decree provides that: “Under this Consent Decree, the Cefendants are not baund
by the 0.C. Procurenent Practices Act, 0,C. Code §2-301.01 et saq., aad ather District or federal
[aw relating to procurement, and any regulations there under”

Page 3 of 9
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A. The period of this MOU shall be as of Qctober 1, 2009 thraugh September 30,
2010, unless terminated in writing by the Parties prior to the expiration.

B. The O55E may extend the term of this MOU by exercising a maximum of three
{3} one-year option pericds. Option periods may consist of a year, a fraction
thereof, or muitiple successive fractions of a year. The OSSE shail provide notice
of its intent to renaw an option period prior to the expiration of the MOU,

{. The exercise of an aption peried is subject to the availability of funds at the time
of the exercise of the option.

IV. AUTHORITY FOR MOU

A. The authority for this MOU is D.C. Officia! Code § 1-301.01 [{k] and any other
authority under the Parties’ programs.

B. DMH js the agency within the Government of the District of Columbia
responsible or developing a system of care for persons with mental iliness,
including children, youth and their families. DMH operates in accordance with
the requirements of the Mental Health Establishment Amendment Act of 2001,
[r.C. Official Code §7-1131, {the “Act”) which is required to be construed in a
rmanner consistent with all outstanding orders of the United States District Court
in Dixon, et ol. v. Fenty, et al,, including the Final Plan adopted by the District
Court in its April 2, 2001 order {the “Dixon Plan”). DMH is authorized to enter
inta this MOA pursuant to B.C. Officigl Code §§ 1-301.01(k), and 7-1131.04,

C.The OSSE is the agency within the Government of the District of Columbia
respansible for all state-level functions of the District’s public education system.
The O55E sets academic standards, provides resources, and helds local education

v e e —-. Agencies accountable for providing all students with a free appropriatepublle . |

education.

0. The OS5E was established and operates in accordance with the reguirements of
the Public Fducation Refarm Amendment Act of 2007 {D.C. Law 17-9} D.C. Official
Code §38-2602 et seq., which consolidated state-level education functions inte
ohe agency, the Office of the State Superintendent of Education {OSSE).

E. Under this lagisiation, the OS5E also assumed responsibility for compliance with
all autstanding orders and judicial decraes as they pertain to state-level
educational functions, incfuding the Blackman/lones Consent Decree. Additional
responsibilities ensued when the District reached a non-binding agreement with
the Blackman/lanes ¢lass counsel on Dacember 10, 2007, This agreement is
referred to as the “Alternative Cispute Resolution Agreement of the Parties to
Blackman/jones case” (“ADR Agraemant”).

Paged of 9
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V. FUNDING PROVISICNS
A. COST OF SERVICES

1. Total cost for sarvices under this MOU shall not exceed $1,375,284
{one million three hundred seventy five thousand two hundred eighty
four dellars) for Fiscal Year 2020 activities.

2. This amount wili fund the costs of the services described in the F35
CME Wraparound Services Contract batween DMH and D.C. Choices,
Inc. (RM-09-5A5-052-BY}-VIM} through February 24, 2010, which DMH
plans te medify to serve 110 students through the FSS gilot, and any
subsequent contract or cantracts entered into between DMH and a
CME for the F$5 pilot wraparound services deseribed in this MOL,

3. Inthe event of termination of the MOU, payment to DMH shall be
held in abeyance until all required fiscal reconciliation has been
completed, but not longer than September 30, 2010,

B. PAYMENT

1. Payment for all of the goods and serviges shall be made through one
intra-District advance by the OSSE t¢ DMH based on the total amount
of this MCU. The one Intra-District advance shall be made in the
following amount: 51,375,284.00 {one million three hundred seventy-
five thousand two hundred eighty four dollars} for Fiscal Year 2010.

2. Pursuant to the Financial Review process {“FRP”) mandated by the

services provided through Intra-District funding shall be reported in
the Buyer Agency’s FRP submission to the Office of Budget and
Flanning.

3. Advances to DMH for the services to be perfermed/goods to be
provided shall not exceed the amount of this MOLL

4, DMH will use funds transferred through the Intra-District advance
only for those goods or services actually provided pursuant to the
terms of this MOU. DMH will return any excess ar unspent funds to
the O5SE by September 30 of each fiscal year this Agreement is in
effect.

Page 5 of 9
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5. The Parties’ Directors or their designees shall resolve all adjustrments
and disputes arising from services performed under this MOU. In the
event that the Parties are unable to resolve a financial issue, the
matter shall be referred to the D.C. Office of Financial Operations and
Systems,

VI, ANTI-DEFICIENCY CONSIDERATIONS

The Parties acknowledge and agree that their respective abligations to fulfill financial
obifgations of any kind pursuznt ta any and all provisions of this MOU, or any
subseguent agreement entered into by the parties pursuant to this MOU, are and shall
remain subject to the provisions of (i} the federal Anti-Ceficiency Act, 31 U.5.C, §§1341,
1342, 1349, 1351, {ii) the District of Columbia Anti-Deficiency Act, D.C. Official Code §§
47-355.01-355.08 (2001), {iii) D.C. Official Code § 47-105 {2001}, and {iv) D.C. Official
Code § 1-204.46 {2006 Supp.), as the foregoing statutes may be amended from time to
time, regardless of whether a particular obligation has been expressly so conditioned.

VIi.  COMPLIANCE AND MONRITORING

As this MOU is funded by District of Columbia funds, the seiler agency will be subject to
scheduled and unscheduled monitoring reviews to ensure compliance with all applicable
requirements.

VIH. RECORDS AND REPORTS

A. DMH shal! submit to the QSSE a copy of the monthly payments made by DMH
to Choices, which will identify the number of children receiving services from the
CME at the cost identified in the contract between DMH and D.C. Chaices, Inc. as
described in Section VI(I}{2} above, In addition, DMH shall require the

following information:

1. Operaticnal detatls, including: number of service providers hired, number of
students sarved and caseloads, progress towards goals, number of face-to-face
contacts with famities, number of Due Process complaints filed by families on
service provider caseloads and number of Hearing Officar Decisions issued in
respect of students on service pravider caseloads.

2. Strengths and weaknesses observed within the District’s school system,
particufarly within the spacial education system. Non-exhaustive examples of
topics for such reports include; rates of, and reasons for, placement in nonpublic
schoals; barriers to implementation of 557, IEPs and HODs/5As; alohg with
vulnerabilities in the network of related services.

Page G of9
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3. Use of flex funds {refers to funds associated with the OMH MOU) used within
the reporting period, including an accounting of ail monies disbursed.

4. Number of students referred and connected o community-based services.
5. Services spught for Madicaid reimbursament and subsequent collection.
6. Any other aspects of the program deemed pertinent by the parties.

8. The Seiler agency shall maintain records and receipts for the expenditure of afl
funds provided for a period of no less than three years from the date of
expiration or termination of the MOU and, upon the District of Columbia’s
request, make these documents available for inspection by duly authorized
representatives of the buyer agency and other officials as may be specified by
the District of Columbia at its sole discretion.

C. The Seller shall report monthly in writing about the status of the program
objectives, progress against goals and cutcomes. The Seiler shail also report
varbally when requested and continuously inform the coordinating committee
established by the Seller fo provide communication, coordination and
recommendations for this program.

IX. CONFIDENTIAL INFORMATION

The Parties to this MOU will use, restrict, safeguard and dispose of all infermation
related to the services provided by this MOLU, in accardance with all relevant federal 2nd
tocat statutes, regulations and policies inciuding HIPAA and the £.C. Mental Health
Information Act.

X. TERMINATION

Either Party may terminate this MOU in whole or in part by giving ninety (9C) calendar
days advance written notice to the other Party.

Xl. NOTICE

The following individuais are the contact points for each Party under this MOU:

Cantact person far OMH:
Barbarz J. Bazron, Ph.D.

Deputy Director, Office of Programs & Policy
Department of Mental Health

ATTHN: Laurie Ellington

64 New York Avenue, NE, 47 Floar
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Washington, DC 20001
Phone 202-673-4443
Fax 202- £§71-3191

e-mail address: Barbara. Bazron@dc.gov and Laurie.Ellington@dc.gov

Contact person for the OSSE:

Tameria Lewis

Acting Assistant Superintendent of Special Education
Office of the State Superintendent for Education
ATTN: Charity Hallman

51N Street, 7% Floor, NE

Washington, DC 20002

Phone 202-741-0478

g-majl addresses: tameria.lewis@dc.gov and charity.hallman@de gov

X1l MODIFICATIONS

The terms and conditions of this MOU may be modified only upon prior written
agreement by the Parties.

XIIY. MISCELLANEOUS

The Parties shall comply with all applicable laws, rules and regulations whether now in
force or hereafter enacted or promulgated.

A

. APPLICABLE LAWS

The Parties shall comply with ail applicable |aws, rules and regulations whether
now in force or hereafter enacted or promulgated.

KO RIGHTS CREATED

This MOU shail not be construed to create any rights, substantive or procedural,
enfarceable at law by any person in any matter, administrative, civil or criminal,

IN WITNESS WHEREOQF, the Parties hereto have executed this MOU as follows:
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ChIEf Financial Dfﬁce
Office,of the State Superintandent of Education

A l% Date: "0 }'\5' 4

Kerri L. Brlggs, PhO.
State Superintendent,
Cffice of the State Superintendent of Education

Q\&*—nc-_-\_ﬂ“;\\ SN Date f@!iSf{J?

Chief Fmanctar Dcher )

/’/. Date: /j/t/?é,}

' Eaﬁa’r'!, Director
DEpH rement of Mental Health
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IV: Narrative Plan

O. State Behavioral Health Advisory Council
Page 49 of the Application Guidance

Narrative Question:

Each State is required to establish and maintain a State advisory council for services for individuals with a mental disorder. SAMHSA strongly
encourages States to expand and use the same council to advise and consult regarding issues and services for persons with or at risk of
substance abuse and substance use disorders as well. In addition to the duties specified under the MHBG, a primary duty of this newly formed
behavioral health advisory council would be to advise, consult with and make recommendations to SMHAs and SSAs regarding their activities.
The council must participate in the development of the Mental Health Block Grant State plan and is encouraged to participate in monitoring,
reviewing and evaluating the adequacy of services for individuals with substance abuse disorders as well as individuals with mental disorders

within the State.
Please complete the following forms regarding the membership of your State's advisory council. The first form is a list of the Advisory Council

for your State. The second form is a description of each member of the behavioral health advisory council.

Footnotes:
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DMH in consultation with the District Office of Boards and Commissions has revised
the 1988 Mayoral Order establishing the planning council. The process of revising
the Mayoral Order began in 2010, prior to the change in administration and the
issuance of the instructions from SAMHSA regarding establishing a behaivoral health
advisory council. DMH elected to proceed with updating the Mayoral Order
establishing the Sate Mental Health Planning Council, rather than stopping the
process, because the existing order is very old and needed to be updated to reflect
the current organizational structure in the District and for use in membership
recruiting. As DMH begins to engage in more extensive planning with APRA about
behavioral health, we will explore the expanding the State Mental Health Planning
Council to include substance abuse and substance use disoreders.

The revised order is currently pending signature by the Mayor. After the revised
order is issued, DMH will work with the Mayor's Office of Board and Commissions to
recruit new members so that all vacancies are filled.

A copy of a Tletter from the State Mental Health Planning Council chairman commenting

on the District's FY 2012 Mental Health Block Grant application is attached and
marked as Attachment 0-1.

Page 1
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DISTRICT OF COLUMBIA
STATE MENTAL HEALTH PLANNING COUNCIL

August 30, 2011

Yirginia Simmons

Grants Management Officer
Drvision of Grants Maragement
OFR/SAMHSA

1 Choke Cherry Road-Rm. 7-1109
Rockville, MD 20857

Dear Ms. Simmons:

| am submitting this letter on behalf of the District of Columbia State Mental Health Planning
Council (D.C.SMHPC) to convey our views ahout the District of Columbia FY 2012-2013
Mental Health Services Block Grant Application,

D.C. SMHPC View of Department of Mental Health Initiatives, Programs, and Services

Our Council’s fundamental belief about the Department of Mental Health {DMH) initiatives,
programs and services in general, and those specifically funded by the Mental Health Block
Grant, 1s that they should: 1) directly benefit children and youth with serious emotional
disturbances (SED) and their families, and adults with scrious mental illness (SMI); 2) are
innovative including use of evidence-based, best and/or promising practices; 3) identify
measurable results; 4) describe consumer outcomes; and 5} are monitored and evaluated. It is
this belief that guides our Council’s deliberations and activities, participation in DMH and other
planmng initiatives, and our review and ¢ntique of the District’s Mental Health Plan.

Status of Concerns in the FY 2011 Mental Health Block Grant

The Coungil pointed out several issues related to the FY 2011 Mental Health Block Grant.

o Transitwn Age Youth: DMH received FY 2011 Mental Health Block Grant funds for
continued implementation of the development phase of tins initiative that was also funded
in FY 2010. It remains unclear how this imtiative will become fully integrated into the
service delivery system. Since the FY 2012- FY 2013 Block Grant Application is silent
on this issue, our Council recommends that it should be addressed during FY 2012,

¢ Older Adults: There appears to have been no activities during FY 2011 that would move
DMH closer to articulating a service strategy for older adults. Our Council would like to
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reiterate the questions that were raised over the past two (2) years that might be helpful to
this process: What is currently known about older adulis? How many are in the system?
Where are they in the system? What unique service needs do they represent? What
services do they receive? What is the relationship between the services they need and
these they receive? What public and private community resources are available to assist
DMH te address their service needs? What partnerships can DMH form related to
available resources for these populations? How do other statcs address the service needs
of this population? What resources will be identified to implement any planned service
strategies for this population?

A small amount of funds were set-aside in the FY 2011 Mental Health Block Grant to
begin the process of developing an Older Adult Initiative. Qur Council expressed an
interest in helping DMH to move this process forward; however neither party took the
initiative during FY 2011, Since the FY 2012- FY 2013 Block Grant Application is silent
on this issue, our Council rccommends that it should be addressed during FY 2012.

System Re-Dresign: In our Council's letter regarding the FY 2011 Mental Health Block,
we recomunended that: 1) transition age youth and older adults be identified among
priority populations that are addressed in the System Redesign Plan, and 2) that a public
revicw and comment period be built into the process before the System Redesign Plan is
finalized. With regard to the first issue, as previously noted during FY2012 the Planning
Council would like to know the specific plans, services, and outcontes related to these
populations. With regard to the second issue, our Council would like to konow the results
of this planning process including what initiatives have been and/or are being
implemented.

Comments About the FY 2012 — FY2013 Mental Health Block Grant

Description of Substance Abuse and Mental Health Services Administration (SAMHSA)
Mandatery Reporting Requirements Using the Eight (8) Strafegic Inifiatives

The D.C. SMHPC believes that the DMH description of Criterion 1, Comprehensive
Community-Based Mental Health Service Systems, using the SAMHSA Eight (8) Strategic
Initiatives was both interesting and informative. [t provided a national context by which our
Council could see how the District’ mental health system’s initiatives, programs, and services
address these issues. We are pleascd by the large armay of different services that DMH is able to
affer to the public,

CQur Council belicves that expanding services to our criminal justice system, as well as court
SETVICE AgENCics IS a very aggressive approach to reducing crime and preventing inappropriate
placement of mental health consumers in jails and correctional facilities. Alse, the expansion of
mental health services to our schools to help reduce the risk of emotional and traumatic
experiences through early screening and diagnostic assessments; and counseling to parents,
teachers, children and youth is exceptional and outstanding.
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There are a number of other noteworthy DMH sponsored and/or supported initiatives that
address the child and adult systems of care. These include but are not limited to the following:

1) the carly identification and intervention projects (Healthy Start, Parent [nfant Early Childhood
Enhancement Program, Early Childhood Mental Health Consultation Project-Healthy Futures,
and Primary Project); 2) the Juvenile Behavioral Diversion Project; 3} the Youth Suicide
Prevention Project (Citywide Approach to Reduce Risk for and Eliminate Youth Suicide-Capital
CARES); and 4) the Mobile Crisis Services Homicide Survivor Response Project in
collaboration with the Office of Victim Services and the D.C. Metropelitan Police Department.

The Planning Council also commends DMH and the Office of Consumer and Family Affairs for
supperting consumer imitiatives. These include: 1) funding consumer-run organizations to
provide advocacy, obtain consumer feedback, provide training and outreach to consumers, and to
operate a self-help center; 2} employing Peer Transition Specialists who assist persons leaving
the hospital with community reimtegration; 3) implementing the Peer Specialist Certification
Training program; and 4) convening the annual Olmstead Conference held in ¢collaboration with
the D.C. Office of Disability Rights (second and third annual conferences focused on social
inclusion).

There were some areas where our Council would like more clarity about the approach and/or
practices that arc being implemented. For example, with regard to the section on reduction in
hospital utilization a number of initiatives/activitics are cited. Tt is not ¢lear what underlying
philosophy and/or best practice is being implemented to achieve a specific outcome (e.g., care
transition model).

Another 1ssue was being able to discern specifically what DMH and/or other agencies are doing
related to a specific issue. For example, with regard to Health Information Technology

DHCF and DMH need to move to adopt an affordable and good governance electronic health
record {EHRY) that will allow the District to better control costs and effectively deliver a higher
quality of service. This would facilitate moving to a health information exchange (HIE) process
that allows monitoring, the exchange of patient information, and better coordination of care for
behavior health and primary health consumers.

Also, our Planning Council views the recommendations that resulted from the evaluation of the
D.C. Regional Health Information Organization (RHIO), D.C. Primary Carc Association
(DCPCA), as important and critical to developing and sustaining this entity. The Planning
Council believes they should be implemented.

Description of Behavioral Health Assessment and Plan

Behavioral Health Planning, Training and Service Initiatives- Qur Council is pleased to see that
there are a number of DMH behavioral health related initiatives including some collaboration
with the Addiction Prevention Recovery Administration (APRA). This includes: 1) the
acknowledgment of the D.C. SMHPC collaboration with APRA regarding the teview of
substance use disorder proposals in response to our Council’s 2012 Block Grant Request for
Projects process; 2) continuation of the 72-hour Co-Occurring Clinical Competency Curriculum
Certificate Program through the DMH Training Institute; 3) expansion of services at the Court

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 336 of 345



Attachment O-1
Page 4 of 6

Urgent Care Clinic to include substance use disorder assessment and referral: 4) Mental Health
Rehabilitation Standards requirement that DMH programs and the provider netwerk assess,
document, and provide care coordination related to substance use disorder;, 5} some DMH
certified MHRS providers are also APRA certified treatment programs and facilities; and

6) DMH substance use disorder ireatment and/or support services are provided through the
Mental Health Services Division, Comprehensive Psychiatric Emergency Program components,
and Saint Elizabeths Hospital.

The Planning Council is less clear how substance use disorder services are provided for children
and youth. Our Council would like to know more about the services for this population provided
by DMH and APRA.

Behavioral Health and Primary Health Initiatives- The Chrenic Care Initiative (CCI) in Mental
Heazlth and the Integration of Mental Health Services into Primary Care Settings were briefly
described from a process perspective. Our Council would like more information about the CCI
outcomes and the specific recommendations for integrating mental health and primary care.

Study of District of Columbia Behavioral Health Care System- The RAND Corporation findings
1dentify five (3) priority areas: 1) reduce unmet need for public mental health care; 2} track and
coordinate care for individuals in the public system with mental health diagnoses; 3) improve the
availability and accessibility of substance abuse treatment services; 4) increase the coerdination
of care for individuals with co-morbid mental health and substance abuse conditions; and

5} tundamentally upgrade the data infrastructure of the public behavioral health care system to
allow for improved monitoring of service utilization, quality of care, and consumer outcomes.

Qur Council 1s pleased that DMH has begun addressing some of the findings. This includes:

1 the Service Utilization Task Force work to develop a format for regular reporting and analysis
of MHRS service utilization patterns and gaps; and 2) the Co-occurring Certification Project that
DMH and APRA has begun in an effort to coordinate carc for individuals with mental health and
substance abusc disorders.

The Planning Council believes that the other proposed priority planning initiatives are also very
important. These include: 1) integration of key performance and outcome measurcs into
standard reporting processes; 2) evaluating the Juvenile Behavioral Diversion Program; and

3) the development of performance indicators and data bases for two (2) of the early childhood
identification and intervention programs {Healthy Start and Parent Infant Early Childhood
Enhancement),

D.C. SMHPC Activities

There are three (3} activities that the Planning Council would like to highlight. They include:
1) D.C. Mental Health First Aid Propgram, 2) Request for Projects, and 3) Regional Health
Surmmuit.

D.C. Mental Health First Aid Program- The Planning Council established a Public Education
Forum Committee to obtain information and develop a proposal to launch the Judge Aubrey E.
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Rebinson, Jr. Memorial Lecture Series during FY 2011. The agreed upon proposal was to create
a District of Columbia Mental Health First Aid (D.C. MHFA) Program. [n previous years, the
Planning Council has convened and reported in the Block Grant outcomes associated with the
Annual Judge E. Robinson, Jr. Memorial Annual Mental Health Conference.

The design for the D.C. MHFA Program introduced this important public education program to a
diverse audience including: consumers, family members, advocates, previders (mental health,
substance use disorder, health, and others), government and other public agencics, community-
based and other private agencies, faith-based community, academia, and the general public. The
Council partnered with DMH in implementing this initiative.

The D.C. MHFA Program used two (2) primary communicaticn metheds: 1) a 4-hour kick-off
event, and 2) four (4) community orientation sessions. Also, a [2-hour certificate course was
planned. The program was so well received there were several unanticipated outcomes: 1) one of
the community orientation sessions included a presentation at the Department of Human Services
conference on TANF issues at their request; 2) another comimunity orientation session was
convened specifically for D.C. Public Libranes staff {also at their request); 3) DMH will sponsor
a 12-hour Certificate Course in addition to the course the Planning Councit will sponsor in
September 2011; and 4} a proposal from DMH to expand the D.C. MHFA Program focusing on
additional certificate courses and an instructor’s course will receive Homeland Security funding
in FY 2012.

Request for Projects- The D.C. SMHPC Council incorporated the new SAMHSA focus on
behavioral health, as well as the SAMHSA Eight (8) Strategic Initiatives into our Request for
Projects process for funding consideration under the FY 2012 Mental Health Block Grant. The
applicants were required to review and identify the strategic initiative and the specific goal their
project addressed. As previously mentioned, our Council received input from APRA about
project proposals that addressed substance use disorder issues. The Planning Council wanted to
be sure that these projects were consistent with APRA initiatives and services and whether there
were available funds to help support them. While there were no available funds for FY 2012,
DMH and the Council should continue to collaborate with APRA on joint projects and funding
opportunities.

Regional Health Summit- The Planning Council Interim Chair informed and invited the Council
to participate in this event, which he attended. The Summit was convened on May 12, 2011,
which was the second ime this event was held. The inaugural summit in 2010 focused on
bringing together community stakcholders interested in impreving health cutcomes of vulnerable
populations in Prince George’s County. A key outcome noted was the lack of primary carc
resources in the target area. As a resvlt, many residents were seeking care in the District of
Columbia because of the lack of primary care resources in Prince George’s County. Tt was also
determined that a regional approach was needed to address the problem.

The May 12, 2011 Summit was a regional response and addressed “Greater Scat Pleasant Puhblic
Health and Health Equity: Target Service Area Inner Beltway in Prince George’s County and
Ward 7 and Ward 8 in the District of Columbia.” An added fearure was the Townhall meeting to
solicit community input.
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The 24th and 25th legislative district in Prince George's County and Wards 7 and § in the
District of Columbia have many of the worst health outcomes in the region. The health outcomes
of the residents in both areas are abysmally low. In addition, the burden of the uninsured are
threatening the sustainability of the two (2) safety net hospitals serving this population— Prince
(eorge’s Hospital Center and United Medical Center (formally Greater Southeast Medical
Center). The purpose of the Health Summit was to present a model for action to immediately
address health disparities in the 24th and 25th legislative district in Prince George’s County and
Wards 7 and 8 in the District of Columbia. The goal is that collective efforts will meet the
objectives of the health reform legislation to improve health outcomes and lower costs.

Our Cowuncil looks forward to continuing to wotk with DMH programs in order to improve the
delivery of mental health services for District residents.

Sincerely,

Burton E. Wheeler, Jr.
Internim Chair D.C. State Mental Health Planning Council
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IV: Narrative Plan

Table 11 List of Advisory Council Members
Pages 51 and 52 of the Application Guidance

Start Year: |2012

End Year: |2013

Agency or Organization Address, Phone, and

Represented Fax Email (if available)

Type of Membership

1133 North Capitol
Street, N.E., , Suite 242

BL(;)rr\r(;/s State Employees Housing Washington, DC 20002 Ibonds@dchousing.org
PH: 202-535-
2737 FAX: 202-535-1102
825 N. Capitol Street, NE,
Merita Suite 8116
Carter State Employees Education Washington, DC 20002
PH: 202-442-
5640 FAX: 202-442-5602
1843 S Street, NW
Ricardo Providers Andromeda Transcultural Washington, DC 20009
Galbis Mental Health Center PH: 202-291-
4707 FAX: 202-723-4560
825 North Capitol Street,
Maude NE, Room 4330
Holt State Employees Medicaid Washington, DC 20002  maude.holt@dc.gov
PH: 202-724-
7491 FAX: 202-478-1397
1923 Vermont Avenue,
Henry . . NW, Suite N121
Lesansky State Employees Criminal Justice Washington, DC 20001 henry.lesansky@dc.gov

PH: 202-671-2066

64 New York Avenue, NE,
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6th Floor

'\:Zggg State Employees Social Services Washington, DC 20002  peggy.massey@dc.gov
y PH: 202-671-
4346 FAX: 202-279-8742
810 First Street, NE, 10th
Edmund 219
State Employees Vocational Rehabilitation Washington, DC 20002 edmund.neboh@dc.gov
Neboh ,
PH: 202-442-
8633 FAX: 202-442-8742
64 New York Avenue, NE,
Juanita 5th Floor
State Employees Mental Health Washington, DC 20002  juanita.reaves@dc.gov
Reaves )
PH: 202-671-
4080 FAX: 202-673-4386
Family Members of Individuals in S23 QUEEiErios Szt
SOl Recovery (from Mental Iliness and NE ssimps2100@aol.com
Simpson Addictio&s) Washington, DC 20011 P '
PH: 202-529-2134
461 H Street, NW , Suite
. . Individuals in Recovery (from Mental 919 .
Effie Smith Iliness and Addictions) Washington, DC 20001 esmith@can-dc.org
PH: 202-408-1817
Lvnne Family Members of Individuals in 921 French Street, NW
S)r/nith Recovery (from Mental Iliness and Washington, DC 20001  lynne.smith@dc.gov
Addictions) PH: 202-412-3999
. - . 3800 25th Street, NE
Burton Ezr:(y\yexe(?grirsl\gr:tna?I;I/IIr?::slsaLnd Washington, DC 20018 burton.globalbiz@gmail.com
Wheeler Addictions PH: 202-468- ' '
) 5607 FAX: 202-392-1014
4201 Fort Dupont
L . Terrace, SE
:;':;EL :ﬂg;‘gggig X]dz‘iagt?;ﬁ?)/ dienn LA Washington, DC 20020  samuel.awosika@dc.gov
PH: 202-299-
5157 FAX: 202-561-6974
1719 First Street, NW
Bertha Others (Not State employees or . ' . .
Holliday  providers) Washington, DC 20001  bhollidaypsy@gmail.com

PH: 202-265-8308
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District of Columbia 64 New York Avenue, NE,
State Employees Department of Mental 4th Floor sharon.white@dc.gov
Health Washington, DC 20002

Sharon
White

Footnotes:

There are currently three (3) vacancies on the State Mental Health Planning Council. DMH in consultation with the District Office of Boards
and Commissions has revised the Mayoral Order establishing the planning council, which was originally issued in 1988. The revised order is
currently pending signature by the Mayor. After the revised order is issued, DMH will work with the Mayor's Office of Board and
Commissions to recruit new members so that all vacancies are filled.



IV: Narrative Plan

Table 12 Behavioral Health Advisory Council Composition by Type of Member
Pages 52 and 52 of the Application Guidance

Start Year: |2012

End Year: |2013

Type of Membership Percentage

Total Membership 18

Individuals in Recovery (from Mental Iliness and Addictions) 2

Family Members of Individuals in Recovery (from Mental Iliness

and Addictions) e

Vacancies (Individuals and Family Members) 3

Others (Not State employees or providers) 1

Total Individuals in Recovery, Family Members & Others 9 50%
State Employees 8

Providers 1

Leading State Experts 0

Federally Recognized Tribe Representatives 0

Vacancies 0

Total State Employees & Providers 9 50%
Footnotes:

There are currently three (3) vacancies on the State Mental Health Planning Council. DMH in consultation with the District Office of Boards
and Commissions has revised the Mayoral Order establishing the planning council, which was originally issued in 1988. The revised order is
currently pending signature by the Mayor. After the revised order is issued, DMH will work with the Mayor's Office of Board and
Commissions to recruit new members so that all vacancies are filled.

OMB No. 0930-0168 Approved: 07/19/2011 Expires: 07/31/2014 Page 343 of 345



IV: Narrative Plan

P. Comment On The State Plan
Page 50 of the Application Guidance

Narrative Question:

SAMHSA statute requires that, as a condition of the funding agreement for the grant, States will provide opportunity for the public to
comment on the State plan. States should make the plan public in such a manner as to facilitate comment from any person (including Federal
or other public agencies) during the development of the plan (including any revisions) and after the submission of the plan to the Secretary. In
the section below, States should describe their efforts and procedures to obtain public comment on the plan in this section.

Footnotes:
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The District of Columbia FY 2012- FY 2013 Mental Health Services Block Grant
Application will be published on the Department of Mental Health (DMH) website and
comments solicited from the public (inclusive of Federal, District and other public
and private agencies). Also, DMH will compile a 1list of specific community-based
organizations that will be asked to review and comment on the Plan. The comments
will be integrated at the various stages of the planning process (development,
implementation, and submission), as appropriate.

The D.C. State Mental Health Planning Council served as the first Tevel of review
and comments are included in their Tetter in this Application. DMH and the Planning
Council have received input from the Addiction Prevention and Recovery
Administration (APRA) related to areas of mutual interests and projects for funding
consideration. APRA will be asked to review and provide input on the Plan as their
review of this document did not occur prior to the September 1, 2011 due date.

Since the District’s FYy 2012 -FYy 2013 Block Grant Application will be submitted to
the Substance Abuse and Mental Health Services Administration (SAMHSA) before the
comment period is completed, for any changes deemed warranted by the Planning
Council and DMH a Plan Amendment will be developed. Any amendment will be forwarded
to SAMHSA upon completion.

Page 1
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