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SUMMARY OF CHANGES TABLE

UPDATED FOR MAY 30, 2013 PUBLICATION, EFFECTIVE JuLY 1, 2013

As a courtesy for Providers, this Summary of Changes is designed to guide the review of new and revised content contained in this updated version
of the Provider Manual. The responsibility for thorough review of the Provider Manual content remains with the Provider.

ltem# Topic Location Summary of Changes

1 | Service Guidelines Part I, Section Il Orientation to Service Authorization Packages is modified to reflect DBHDD
memorandum dated April 25, 2013.

Service Guidelines Part I, Section Il ACT Guidelines Service Exclusions are modified clarifying access of SA-IOP and
includes allowance for CM, ICM, PSR-I, and ADSS during transition.

Service Guidelines Part I, Section Il ACT Guidelines Service Exclusions are modified clarifying the expectation of 45 days
of attempted contacts.

Service Guidelines Part I, Section Il ACT Guidelines Staffing Requirements are modified clarifying 1) hourly requirements
for physicians, RNs, and addiction practitioners and 2) expectations of service
delivered by 2 or more team members from different disciplines.

Service Guidelines Part I, Section || ACT Authorization Period is changed to 365 days per DBHDD Memorandum dated
5/23/13 (to ACT providers only).

Service Guidelines Part I, Section || ACT Guidelines Staffing Requirements are modified 1) increasing group units to 16/wk,
2) clarifying required monthly contacts during transition period, 3) clarifying median
weekly contact expectations, and 4) more clearly defining team documentation.
Service Guidelines Part I, Section |1l ACT Admission Criteria are modified to clarify criteria that apply to individuals
transitioning from state forensic or adult mental health units.

Service Guidelines Part |, Section Il CST Guideline modified for team expectations, to add authorization detail, to clarify
service definition, discharge criteria, service exclusions, face-to-face service
expectations, and clinical operations.

Service Guidelines Part |, Section Il CM Guideline modified for team expectations, to add authorization detail, to clarify
service definition, admission criteria, discharge criteria, service exclusions, and clinical
operations.
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Topic

Location

Summary of Changes

Service Guidelines

Part I, Section llI

Authorization units are modified to reflect the DBHDD memo dated April 25, 2013.

Service Guidelines

Part I, Section llI

Behavioral Assistance is removed as a service (Service Guidelines and all other related
references in ordering charts, package detail, standards, and other services are
removed).

Service Guidelines

Part I, Section llI

Structured Activity Supports is removed as a service (Service Guidelines and all other
related references in ordering charts, package detail, standards, and other services are
removed).

Service Guidelines

Part I, Section Il

In the ADSS and PSR-I definitions, all references to the UK modifier are removed (as
UK is not an approved billable modifier when associated with this code).

Service Guidelines

Part I, Section Il

Psychosocial Rehabilitation which was discontinued 5/31/13 is removed.

Service Guidelines

Part I, Section llI

Community Support for adults which was discontinued 5/31/13 is removed.

Service Guidelines

Part I, Section llI

In the 6/1/13 version of this Provider Manual, there were several remnants of the term
“CSI” which remained in adult services and in standards. Those are removed.

Service Guidelines

Part I, Section llI

In the Psychiatric Treatment service guideline, a reference is added to the Rounding
protocol which is set forth in the Community Service Standards (Part Il of this Provider
Manual).

Service Guidelines

Part I, Section Il

A “Staffing Requirements” section is added to Psychological Testing to cross-reference
the long-standing definition of “Psychologist” in Part I of this manual and to cross-
reference the Official Code of GA.

Service Guidelines

Part I, Section Il

Clarifying (and expanding) which members of the medical staff can order medication
and the administration thereof pursuant to Medical Practice Act of 2009, Subsection 43-
34-23 Delegation of Authority to Nurse and Physician Assistant. Change is noted in
Psychiatric Treatment, Nursing Assessment, SA Intensive Outpatient, Ambulatory
Detox, Medication Administration, and in the Community Standards.

Service Guidelines

Part I, Section Il

RFW service guidelines added.

Service Guidelines

Part I, Section llI

Medication Maintenance language which is included in PSR-l is added to the CM
service guideline (effective 6/1/13).
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Topic

Location

Summary of Changes

Service Guidelines

Part I, Section llI

Orders for Service and Treatment Plans which have an effective date of 5/31/2013 or
prior and name CSI will be accepted as an Order or Treatment Plan, respectively, for
CM, PSR-I, and ADSS. This is effective for the authorization period which corresponds
to the Order and Treatment Plan. Any Treatment Plan or Order with a start date on or
after 6/1/2013 may not include CSI, and instead, must reflect CM, PSR-, and/or ADDS
as medically necessary (While the above allowances are being made, please note that
when providing the above services on or after 6/1/2013, providers must bill and
document (via progress notes) the new service and their corresponding codes as
appropriate. CSI may not be provided to adults effective 6/1/2013).

Service Guidelines

Part I, Section llI

Documentation expectations in PSR-Group, AD Peer Support-Group and MH Peer
Support group are modified.

Addictive Disease Support

Service

Part I, Section llI

Correction to ADSS Service Definition: Initial and Re-authorization value is corrected to
300 units. LOCUS level corrected to reflect 1-6.

Practitioner Detalil

Part I, Section IV, Table
A

For the ADSS, PSR-I, CSI, ICM and CM service, the 6/1/13 version of the Provider
Manual was incorrect when it states that a Paraprofessional with a Bachelor's Degree
is a U5. This should have read that a Paraprofessional with a Bachelor's Degree is a
U4. This is corrected in this version of the manual and it retroactively accepted back to
6/1/13.

Licensed Dietitians

Part I, Section IV

Correction to Service X Practitioner Table (Table A) regarding Licensed Dietitian (LD):
An LD may bill Health and Behavior Assessment (96150) using the U3 modifier.
Effective 7/1/13, Nursing Assessment/Evaluation (T1001) will no longer be an effective
service that may be billed by an LD.

Practitioner Detail

Part I, Section IV, Table
B

Modified to remove Behavioral Assistance and Structured Activity Supports, to add new
services effective FY13, and to add the allowance for LCSWs and Psychologists to
order Diagnostic Assessment (effective July 1, 2012).

Community Standards

Part II, Section |

Standard modified (Section 1, 2., a., iii.1) for clarity.

Community Standards

Part Il, Section Il

Out-of-Clinic documentation justification is added (with a cross-reference to the
Modifier Definitions herein) in the COMMUNITY SERVICE STANDARDS FOR ALL
PROVIDERS, SECTION Ill: DOCUMENTATION REQUIREMENTS.
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Topic

Location

Summary of Changes

Community Standards

Part II, Section Il

While APC and AMFT are the accepted terms for licensing, this provider manual
provides an allowance for either these credential abbreviations to be used OR the older
abbreviations to be used (LAMFT and LAPC). This allows EHRs which require
reprogramming to utilize either credential during a period of transition.

Community Standards

Part Il, Section Il

The standard for national criminal records checks (NCIC) is modified.

ALL POLICIES ARE NOW POSTED IN DBHDD POLICYSTAT LOCATED AT
http://gadbhdd.policystat.com

Details are provided in Policy titled Access to DBHDD Policies for Community Providers, 04-100.

The DBHDD PolicyStat INDEX helps to identify policies applicable for Community Providers.

The New and Updated policies are listed below. Please click on the “link” and wait for a minute to see changes of an updated policy.
To see track changes version of policies, click on New and Recently Revised Policies at the bottom of PolicyStat Home Page.

1

Policy 04-107
Requests for Waiver of
Standards for DBHDD
Services

Part Ill General
Policies and
Procedures

REVISED
https://gadbhdd.policystat.com/policy/464562/latest/

Significant changes have been made to this policy. Please read it
carefully.
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CONSUMER ELIGIBILITY- CORE CUSTOMER FOR MENTAL HEALTH AND ADDICTIVE DISEASE SERVICES

CHILD & ADOLESCENT

ADULT

Stabilization services.

WWW.apsero.com).
B. CORE CUSTOMER CLASSIFICATION AND ELIGIBILITY DETERMINATION

CHILD & ADOLESCENT

Many adults/youth/families approach the state service delivery system looking for help. Not everyone who seeks assistance is in need of mental health or addictive
disease services. In order to efficiently and expeditiously address the needs of those seeking assistance, a quick assessment of the presenting circumstances is
warranted. A brief assessment should be initiated by all community-based service providers on all individuals who present for services or who are referred by the Georgia
Crisis and Access Line (GCAL) for an evaluation. For the purposes of this definition, a brief assessment refers to a rapid determination of an adult/youth's need for
services and whether there are sufficient indications of a mental illness and/or substance related disorder to warrant further evaluation and admission to at least Brief

1. If the adult/youth does not have sufficient indications of a mental iliness and/or substance related disorder, or if the individual does not appear to meet Core
Customer functional criteria for at least Brief Stabilization services, then an appropriate referral to other services or agencies is provided.

2. If the adult/youth does appear to have a mental illness and/or substance related disorder, and does appear to meet Core Customer functional criteria, then the
individual may either begin in Brief Stabilization services or have their status as a Core Customer of Ongoing Support and Recovery services determined as a
part of a more comprehensive assessment process (possibly resulting in the individual moving directly into Ongoing Services).

For all services, a provider must request a Prior Authorization via a Multipurpose Information Consumer Profile (MICP) form (see MICP User Guide at

ADULT

There are four variables for consideration to determine whether a youth qualifies as
a “core customer” for child and adolescent mental health and addictive disease
services.

1. Age: A youth must be under the age of 18 years old. Youth aged 18-21 years
(children still in high school, in DJJ or DFCS custody or when it is otherwise
developmentally/clinically indicated) may be served to assist with transitioning
to adult services.

2. Diagnostic Evaluation: The state DBHDD system utilizes the Diagnostic and
Statistical Manual of Mental Disorders (DSM) classification system to identify,
evaluate and classify a youth’s type, severity, frequency, duration and
recurrence of symptoms. The diagnostic evaluation must yield information that
supports an emotional disturbance and/or substance related disorder primary
diagnosis (or diagnostic impression) on Axis | in accordance with the latest

There are four variables for consideration to determine whether an individual
qualifies as a “Core Customer” for adult mental health and addictive disease
Services.

1. Age: An individual must be over the age of 18 years old. Individuals under
age 18 may be served in adult services if they are emancipated minors under
Georgia Law, and if adult services are otherwise clinically/developmentally
indicated.

2. Diagnostic Evaluation: The state DBHDD system utilizes the Diagnostic and
Statistical Manual of Mental Disorders (DSM) classification system to identify,
evaluate and classify an individual’s type, severity, frequency, duration and
recurrence of symptoms. The diagnostic evaluation must yield information that
supports a psychiatric disorder and/or substance related disorder primary
diagnosis (or diagnostic impression) on Axis | in accordance with the latest

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013

Page 8



http://www.apsero.com/

edition of the DSM. The diagnostic evaluation must be documented
adequately to support the diagnosis.

3. Functional/Risk Assessment: Information gathered to evaluate a
child/adolescent’s ability to function and cope on a day-to-day basis comprises
the functional/risk assessment. This includes youth and family resource
utilization and the youth's role performance, social and behavioral skills,
cognitive skills, communication skills, personal strengths and adaptive skills,
needs and risks as related to an emotional disturbance, substance related
disorder or co-occurring disorder. The functional/risk assessment must yield
information that supports a behavioral health diagnosis (or diagnostic
impression) on Axis | in accordance with the DSM.

4. Financial Eligibility: Please see Policy: Payment by Individuals for
Community Behavioral Health Services.

C. PRIORITY FOR SERVICES
CHILD & ADOLESCENT

edition of the DSM. The diagnostic evaluation must be documented
adequately to support the diagnostic impression/diagnosis.

3. Functional/Risk Assessment: Information gathered to evaluate an
individual's ability to function and cope on a day-to-day basis comprises the
functionallrisk assessment. This includes the individual’s resource utilization,
role performance, social and behavioral skills, cognitive skills, communication
skills, independent living skills, personal strengths and adaptive skills, needs
and risks as related to a psychiatric disorder, substance related disorder or co-
occurring disorder. The functional/risk assessment must yield information that
supports a behavioral health diagnosis (or diagnostic impression) on Axis | in
accordance with the DSM.

4. Financial Eligibility: Please see Policy: Payment by Individuals for
Community Behavioral Health Services.

ADULT

The following youth are priority for services:
1. The first priority group for services is Youth:

(1 Who are at risk of out-of home placements;

(] Who are in out of home placements; and,

(1 Who are currently in a psychiatric facility or a community-based crisis

residential service including a crisis stabilization unit.
2. The second priority group for services is:

1 Youth with a history of one or more hospital admissions for
psychiatric/addictive disease reasons within the past 3 years;

' Youth with a history of one or more crisis stabilization unit admissions
within the past 3 years;

[ Youth with a history of enroliment on an Intensive Family Intervention
team within the past 3 years;

1 Youth with court orders to receive services;

[ Youth under the correctional community supervision with mental iliness or
substance use disorder or dependence;

[ Youth released from secure custody (county/city jails, state
YDCs/RYDCs, diversion programs, forensic inpatient units) with mental
illness or substance use disorder or dependence;

[ Pregnant youth;

"1 Youth who are homeless; or,

The following individuals are the priority for ongoing support services:

1. The first priority group for services is individuals currently in a state operated
psychiatric facility (including forensic individuals), state funded/paid inpatient
services, a crisis stabilization unit or crisis residential program.

2. The second priority group for services is:!

) Individuals with a history of one or more hospital admissions for
psychiatric/addictive disease reasons within the past 3 years;

(1 Individuals with a history of one or more crisis stabilization unit admissions
within the past 3 years;

) Individuals with a history of enrollment on an Assertive Community
Treatment team within the past 3 years;

| Individuals with court orders to receive services (especially related to
restoring competency);

1 Individuals under the correctional community supervision with mental iliness
or substance use disorder or dependence;

O Individuals released from secure custody (county/city jails, state prisons,
diversion programs, forensic inpatient units) with mental illness or substance
use disorder or dependence;

[ Individuals aging out of out of home placements or who are transitioning
from intensive C&A services, for whom adult services are clinically and
developmentally appropriate.
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[ IV drug Users.

The timeliness for providing these services is set within the agency’s
contract/agreement with the DBHDD.

CHILD & ADOLESCENT

[ Pregnant women;
[ Individuals who are homeless; or,
[ IV drug Users.

The timeliness for providing these services is set within the agency's
contract/agreement with the DBHDD.

1 Specific to AD Women's Services, Providers shall give preference to admission to services as follows: 1)
Pregnant injecting drug users; 2) Pregnant substance abusers; 3)Injecting drug users; and then 4) All others.

D. BRIEF STABILIZATION- MENTAL HEALTH AND ADDICTIVE DISEASES

ADULT

The length of Early Intervention and Stabilization services is 90 days or less. Early
Intervention and Stabilization services are subject to the service and unit
allowances in the Brief Registration package delineated herein:

Early Intervention and Stabilization services must take place within a ninety (90)
day timeframe. Youth must be registered/authorized for Early Intervention and
Stabilization services (complete Registration-type MICP) prior to service provision
(excluding any initial screening by the Agency). Providers have 48 hours from initial
contact to submit the MICP Registration. While those registered in Early
Intervention and Stabilization services, will not need the more comprehensive prior
authorization for services (Ongoing MICP), a service plan must still be completed
to guide the provision of services in accordance with the Department’s standards
and the provider's accrediting entity, and the plan must be maintained in the
youth'’s record.

For any youth registered with a MICP Registration, a Diagnostic Impression is
allowed for 30 days after the initial engagement with the youth. The initial
engagement is defined as the Start Date on the MICP Registration. After 30
days, the youth must have a verified diagnosis in order to continue to meet the
diagnostic criteria and continue services.

Early Intervention: Indicates interventions taking place after a problem (e.g. an
emotional disturbance and/or substance related disorder) is already suspected or
identified, but that occur early enough to potentially avoid escalation of the problem
into a crisis situation or into a chronic/significantly disabling disorder. In order for
an youth to qualify for Child and Adolescent Mental Health and Addictive

The length of Brief Stabilization services is 90 days or less. Brief Stabilization
services are subject to the service and unit allowances in the Brief Registration
package delineated herein:

Brief Stabilization services must take place within a ninety (90) day timeframe.
Individuals must be registered/authorized for Brief Stabilization services (complete
Registration-type MICP) prior to service provision (excluding any initial screening by
the Agency). Providers have 48 hours from initial contact to submit the MICP
Registration. While those registered in Brief Stabilization services, will not need the
more comprehensive prior authorization for services (Ongoing MICP), a service
plan must still be completed to guide the provision of services in accordance with
the Department’s standards and the provider's accrediting entity, and the plan must
be maintained in the consumer's record.

For any individual registered with a MICP Registration, a Diagnostic Impression is
allowed for 30 days after the initial engagement with the individual. The initial
engagement is defined as the Start Date on the MICP Registration. After 30 days,
the individual must have a verified diagnosis in order to continue to meet the
diagnostic criteria and continue services.

Brief Stabilization indicates interventions taking place after a problem has been
identified (e.g. a psychiatric disturbance/disorder and/or substance related
disorder), which has either already developed into a crisis situation or has become
disabling enough to warrant at least short-term, low intensity outpatient stabilization
interventions. In order for an individual to qualify for Adult Mental Health and
Addictive Diseases Brief Stabilization services, certain diagnostic and functional
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Diseases Early Intervention services, certain diagnostic and functional criteria
must be met, including the following:

1. Diagnostic- The child or adolescent must have a primary diagnosis or
diagnostic impression on Axis |, consisting of an emotional disturbance
and/or substance related disorder.

2. Functional- The child/adolescent’s level of functioning must meet at least
one of the following criteria:

a. is affected by an emotional disturbance or substance related disorder;

b. has shown early indications of behaviors that could be disruptive to the
community and the family/support system if behaviors intensified,

¢. has shown early indications behaviors/functional problems that could
cause risk of removal from the home if problems intensified;

d. has shown early indications of poor school performance (poor grades,
disruptive behavior, lack of motivation, suspension);

e. has shown early indications of delinquent behaviors that could result in
legal system involvement; and/or

f. has shown early indications of behavioral/functional problems that could
result in multiple agency involvement if problems intensified.

Stabilization: Indicates interventions taking place after a problem has been
identified (e.g. an emotional disturbance and/or substance related disorder) and
has either developed into a crisis situation or become disabling enough to warrant
at least short-term stabilization interventions. In order for a youth to qualify for
Child and Adolescent MENTAL HEALTH AND ADDICTIVE DISEASES
STABILIZATION services, certain diagnostic and functional criteria must be met,
including the following:

1. Diagnostic- The child or adolescent must have a primary diagnosis or
diagnostic impression (allowable for 30 days only) on Axis I, consisting of an
emotional disturbance and/or substance related disorder.

2. Functional - The child/adolescent’s level of functioning must meet at least
one of the following criteria:

a. is significantly affected by a serious emotional disturbance or substance
related disorder;
b. results in behaviors that demonstrate a risk of harm to self, others, or

criteria must be met, including the following:

1. Diagnostic- The person must have a verified Axis | diagnosis or
diagnostic impression of a mental illness and/or a substance related
disorder.

2. Functional- Item “a” AND at least item “b” OR “c” must be present:

a. The person’s level of functioning must be significantly affected by the
presenting mental health and/or addictive disease issue; and one or
more of the following:

b. The person displays behaviors that are significantly disruptive to the
community, to the individual's family/support system, or to the
individual’s ability to maintain his or her current
employment/schooling, housing or personal health/safety; and/or

c. The person displays behaviors that demonstrate a potential risk of
harm to self or others.
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property;

c. causes a risk of removal from the home;

d. results in school problems such as poor grades, school failure, disruptive
behavior, lack of motivation, drop out, suspension or expulsion;

e. results in legal system involvement;

f. indicates the need for detoxification services; and/or

g. is significantly disruptive to the community or the family/support system.

E. MENTAL HEALTH ONGOING SUPPORT /TREATMENT/RECOVERY

CHILD & ADOLESCENT

ADULT

Ongoing Support and Treatment: Indicates interventions taking place after an
emotional disturbance of a severe and longer-term nature has been identified and
has become disabling enough to warrant ongoing service provision to help support
the child and family in order to improve the child’s level of functioning and
resilience. The length of Ongoing Support and Treatment services is anticipated to
be longer than 90 days (though how much longer varies by medical necessity,
need/s, resiliency, and biopsychosocial factors affecting functioning). A youth may
either start out in Ongoing Support and Treatment services or be transitioned into
this category at any point during or following Early Intervention and Stabilization
services due to changes in clinical presentation, needs, circumstances or
stressors. For a youth/family to qualify for Child and Adolescent MENTAL
HEALTH ONGOING SUPPORT AND TREATMENT services, certain diagnostic
and functional criteria must be met, including the following:

1. Diagnostic- The child/adolescent must have a verified primary diagnosis of
a serious emotional disturbance on Axis |, (for example: major depression,
an anxiety disorder, or other serious emotional disturbance). The disturbance
must have persisted for at least one year or be likely to persist for at least
one year without treatment, and must require ongoing, longer-term support
and treatment services. Without such services, out of home placement or
hospitalization is probable.

2. Functional- The child/adolescent’s ability to function has been significantly
affected by the serious emotional disturbance to the extent that there is
impairment in ability to function at an age appropriate level and difficulty with
age appropriate role performance. Functional impairment must be
demonstrated by one of the following three indicators:

a. Atotal score of 60 or higher on the 8 subscales of the CAFAS,

An individual may either begin in Ongoing Support and Recovery services or be
transitioned from Brief services into Ongoing Support and Recovery services either
during or following the 90 day Brief services allowable time period due to changes in
clinical presentation, needs, circumstances/stressors, clinician’s evolving
understanding of the individual’s clinical issues etc. An agency must complete and
submit a MICP “New Episode” or “Ongoing” for approval for individuals for whom
Ongoing Support and Recovery services are desired.

Ongoing Support and Recovery: Indicates interventions taking place after a
psychiatric disorder of a severe and longer-term nature has been identified and has
become disabling enough to warrant ongoing service provision to help support the
individual in order to improve his or her level of functioning and recovery. The length
of Ongoing Support and Recovery services varies based on individual service
needs and biopsychosocial factors affecting functioning in accordance with service
utilization guidelines. An individual may either start out in the Ongoing services
category or be transitioned to this category at any point during or following Brief
Stabilization services due to changes in clinical presentation, needs, circumstances
or stressors etc. In order for an individual to qualify for Adult Mental Health Ongoing
Support and Recovery Setrvices, certain diagnostic and functional criteria must be
met, including the following:

1. Diagnostic- The individual must have a verified Axis | diagnosis of a severe
and persistent mental iliness such as schizophrenia, major depression,
bipolar disorder or other severely disabling mental disorder that requires
ongoing and long-term support, treatment and recovery services. The
prognosis indicates a long-term, severe disability. Without supports,
hospitalization or other institutionalization (e.g. incarceration) is probable.
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--OR—

b.  Either a score of 20 or higher (moderate to severe impairment) on the
“Behavior Toward Others”, the “Self-Harmful Behavior” or the “Thinking”
CAFAS subscale, or a score of 30 (severe impairment) on the
“Moods/Emotions” CAFAS subscale,

--OR--

c. The child or adolescent has been in services for an extended period of
time (six months or longer) with a qualifying Axis | diagnosis, but does
not currently meet the functional criteria. Without the supports/services
provided, the child/adolescent would likely be unable to maintain his or
her current level of functioning to the extent that functioning would revert
back to meeting the functional criteria.

CHILD & ADOLESCENT

2. Functional- The individual's ability to function has been significantly
affected by the mental disorder to the degree that there is impairment in
activities of daily living with an inability to function independently in the
community. This difficulty with activities of daily living and difficulty in
functioning independently must be demonstrated EITHER by both “a” and
“b” below, OR by “c” alone.

a. The individual's score on the Level Of Care Utilization System (LOCUS)
indicates that the individual would be appropriate for a Level 1 level of
care.

--AND--

h. The individual has been in services for an extended period of time (six
months or longer) with a qualifying Axis | diagnosis, and functioning does
not currently meet the criteria for a LOCUS Level 2 or higher level of care.
Without the supports/services provided, the individual would likely be
unable to maintain his or her current level of recovery to the extent that his
or her functioning would revert back to meeting the criteria for a LOCUS
Level 2 or higher level of care.

--OR--
c. The individual's LOCUS score indicates that the individual would be

appropriate for a Level 2 or above level of care.
F. ADDICTIVE DISEASES ONGOING SUPPORT AND RECOVERY

ADULT

Ongoing Support and Recovery: Indicates interventions taking place after a
substance-related disorder has been identified and has become disabling enough
to warrant ongoing service provision to assist in stabilizing/supporting the child and
family, and to facilitate the child's recovery. The length of service is anticipated to
be longer than 90 days (though how much longer varies by medical necessity,
need/s, resiliency, and biopsychosocial factors affecting functioning/recovery). An
youth may either start out in Ongoing Support and Recovery services or be
transitioned into this category at any point during or following Early Intervention
and Stabilization services due to changes in clinical presentation, needs,
circumstances or stressors. For a person to qualify for Child and Adolescent
ADDICTIVE DISEASES ONGOING SUPPORT AND RECOVERY services,
certain diagnostic and functional criteria must be met, including the following:

1. Diagnostic- The child/adolescent must have a primary diagnosis on Axis | of

An individual may either begin in Ongoing Support and Recovery services or be
transitioned from Brief services into Ongoing services either during or following the
90 day Brief services allowable time period due to changes in clinical presentation,
needs, circumstances/stressors, clinician’s evolving understanding of the
individual’s clinical issues etc. An agency must complete and submit a MICP “New
Episode” or “Ongoing” form for approval for individuals for whom Ongoing Support
and Recovery services are desired.

Ongoing Support and Recovery: Indicates interventions taking place after a
substance-related disorder has been identified, and has become disabling enough
to warrant ongoing service provision to help support the individual to improve his or
her level of functioning and recovery. The length of Ongoing Support and Recovery
services varies considering support and recovery needs and by other bio-psycho-
social factors affecting functioning against criteria set forth in service utilization
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a substance related disorder (excluding substance intoxication). Substances

can refer to a drug of abuse, a medication or a toxin (Caffeine and nicotine

are excluded). This must be a verified diagnosis, not just a diagnostic
impression.

2. Functional- The child/adolescent's ability to function has been significantly
affected by the substance related disorder to the extent that there is
impairment in ability to function at an age appropriate level and difficulty with
age appropriate role performance. This functional difficulty must be
demonstrated by one of the following indicators:

a. Ascore of 20 or higher (moderate to severe impairment) on the
‘Substance Abuse” subscale of the CAFAS.

--OR--

b. The child or adolescent has been in services for an extended period of
time (six months or longer) with a qualifying Axis | diagnosis, but does not
currently meet the functional criteria. Without the supports/services
provided, the child/adolescent would likely be unable to maintain his or
her current level of functioning to the extent that functioning would revert
back to meeting the functional criteria.

CHILD & ADOLESCENT

guidelines. In order for a person to qualify for Adult ADDICTIVE DISEASE
ONGOING SUPPORT AND RECOVERY services, certain diagnostic and
functional criteria must be met, including the following:

1. Diagnostic- The person has a verified Axis | diagnosis (note: not just a
diagnostic impression) of a substance related disorder (excluding substance
intoxication). Substances can refer to a drug of abuse, a medication or a toxin.

2. Functional - The individual's level of functioning has been significantly
affected by the substance related disorder to the degree that there is a marked
decrease in health and in ability to function. This decrease in health or in
functioning must be demonstrated EITHER by both “a” and “b” below, OR
by “c” alone.

a. The individual’s LOCUS score indicates that the individual would be
appropriate for a Level 1 level of care.

--AND--

b. The individual has been in services for an extended period of time (Six
months or longer) with a qualifying Axis | diagnosis, and functioning does
not currently meet the criteria for a LOCUS Level 2 or higher level of care.
Without the supports/services provided, the individual would likely be unable
to maintain his or her current level of recovery to the extent that his or her
functioning would revert back to meeting the criteria for a LOCUS Level 2 or
higher level of care.

--OR--
c. The individual's LOCUS score indicates that the individual would be

appropriate for a Level 2 or above level of care.
G. APPROVED DIAGNOSTIC CATEGORIES

ADULT

1. Child and Adolescent Mental Health:

a. Axis | disorders classified in the most recent version of the DSM.

b. By definition, an Adjustment Disorder must resolve within 6 months of the
termination of the stressor or its consequences.

c. Exclusions: The following disorders are excluded unless co-occurring with a
qualifying primary Axis | emotional disturbance or substance related disorder
that is the focus of treatment:

1. Tic disorders;
2. Mental Retardation;

1. Adult Mental Health:

a. Schizophrenia and Other Psychotic Disorders

b. Mood Disorders

c. Anxiety Disorders

d. Adjustment Disorders (By definition, an Adjustment Disorder must resolve
within 6 months of the termination of the stressor or its consequences)

e. Mental Disorders Due to a General Medical Condition Not Elsewhere Classified

f. Exclusions: The following disorders are excluded unless co-occurring with a
qualifying primary Axis | mental or substance related disorder that is the focus
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3. Learning Disorders; of treatment:
4. Motor Skills Disorders; 1. Tic disorders;
5. Communication Disorders; 2. Mental Retardation:;
6. Organic Mental Disorders; 3. Learning Disorders;
7. Pervasive Developmental Disorders; and, 4. Motor Skills Disorders;
8.V Codes 5. Communication Disorders;
2. Child and Adolescent Addictive Diseases: 6. Organic Mental Disorders;
a. Substance Related Disorders including but not limited to substance abuse, 7. Pervasive Developmental Disorders
substance dependence, and substance withdrawal as classified in the most 8. Personality Change Due to a General Medical Condition
recent version of the DSM. 9. Mental Disorder NOS Due to a General Medical Condition
b. The severity and duration of substance related disorders are not considered in 10. V Codes
regard to the Core Customer criteria (except as they are inherent to the 2. Adult Addictive Diseases
definition of a disorder). a. Substance-Related Disorders including but not limited to substance abuse,
c. Exclusions: The following disorders are excluded: substance dependence, and substance withdrawal.
1. Caffeine-Induced Disorders; h. Severity and duration of substance related disorders are not considered in
2. Nicotine-Related Disorders; and, regard to the Core Customer criteria (except as they are inherent to definition of
3. Substance Intoxication- only excluded for Ongoing Services. disorder).
c. Exclusions:
1. Caffeine-Induced Disorders
2. Nicotine-Related Disorders
3. Substance Intoxication- only excluded for Ongoing Services.

NOTE: The presence of co-occurring mental illnesses/emotional disturbances, substance related disorders and/or developmental disabilities is not uncommon and
typically results in a more complicated clinical presentation. Individuals diagnosed with the excluded Axis | mental disorders listed above and/or with Axis Il disorders may
receive services ONLY when these disorders co-occur with a qualifying primary Axis | mental illness or substance related disorder. The qualifying Axis | mental illness or

substance related disorder must be the presenting problem and the primary diagnosis/focus of treatment, and the individual must meet the functional criteria listed above.
H. CONTINUED REVIEW OF ELIGIBILITY
CHILD & ADOLESCENT ADULT

Eligibility will be reviewed as individuals’ MICP reauthorizations become due.
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Orientation to Services Authorization Options

Overview of Service Packages

In order to make it easier for providers to request groups of services that are frequently provided concurrently, there are service packages which can be requested to support an individual.
These packages work in a manner similar to the Brief Registration package. When a request for a package is approved, the response includes authorization for all of the services in the
package without the need for the provider to individually select each of the component services. In addition, when compared to services selected individually from the A la carte menu,
packages may have different authorization periods and may authorize different quantities of units within the package to reflect the particular needs of the target group of individuals (in which
case the specific “package” parameters supersede those limits established in the Service Guidelines). In order to utilize a package, it is not necessary that the individual receive all of the
services and/or units in the package (unless otherwise noted in a specific guideline for that service).

Orders and Treatment Plans
Orders for services and treatment plans must still indicate which specific services from the package are being requested for an individual. The treatment plan must reference the individual
services and the frequency with which they will be provided. The order and treatment plan must conform to standards set forth in this manual.

Adding Additional Services to Packages

If additional services are needed once a package is authorized, providers may add services by using an MICP Update request type. Providers should be aware that, if the number of days
remaining on the package is greater than the length of the authorization period for the additional &’ la carte service selected, the end date of the package’s authorization period will be rolled
back to reflect the shorter authorization period of the additional service. For example, if there are 200 days remaining on a Medication Maintenance package and Individual Counseling (180-
day authorization period) is added, the end of the Medication Maintenance package will be rolled back to 180 days from the date Individual Counseling is added. If there had been 150 days
remaining on the Medication Maintenance package at the time Individual Counseling was added, the length of authorization for both the Medication Maintenance package and the added
Individual Counseling service would remain at 150 days. The only exception to this is the Crisis Stabilization Program service, which has an authorization period of 20 days and which will
continue to “float” over any other services authorized and will not cause the authorization periods for other services to be rolled back.

The available packages are detailed below:

Package Service Auth Max | Max

A. Brief Registration Co dg Groups Service Group Name Period | Auth | Daily
Included in Days | Units | Units

The Brief Registration Package is designed to provide a comprehensive 10101 | Beh Health Assmt & Serv Plan Development 90 32 24
package of services that can be provided to new consumers for up to 90 10102 | Psychological Testing 90 5
days. It may pe requested only through subm|SS|on ofa MIQP Reg|strat|qn. 10103 | Diagnostic Assessment 90
This package includes the services determined to be essential to completing , ,
the initial assessments and individualized resiliency/recovery plan, crisis P0001 10104 | Interactive Complexity % 24 4
intervention services, and a brief period of therapy and skills training 10110 | Crisis Intervention 90 20 16
serylicgls. dSe_rvic;ahs, r;(?xdimum t<:1ail)'/ u?it Iimits_, gnd rrlaxtir:num rl]JtnitsT ﬁgrrently 10120 | Psychiatric Treatment 2 6 1
available during the 90-day authorization period are to the right. This ;
package may only be requested for new consumers. It cannot be requested 10130 Nurs.mg.Assessr?n(?nt &.Care %0 12 12
for existing consumers, cannot follow any existing MICP authorization, and 10140 | Medication Administration 90 6 1
must either be followed by a MICP Discharge or a MICP Ongoing request. 10150 | Community Support 90 68 48
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10151 Psychosocial Rehabilitation-Individual 90 52 32
21302 Case Management 90 68 24
10152 | Addictive Disease Support Services 90 100 48
10160 Individual Outpatient Services 90 8 1
10170 Group Outpatient Services 90 480 16
10180 Family Outpatient Services 90 32
21203 Legal SkillsiCompetency Restoration 90 200
21202 Community Transition Planning 90 24 24
Package Service Auth Max | Max
B. Medication Maintenance 9 Groups Service Group Name Period | Auth | Daily
Code : ; .
Included in Days | Units | Units
This package is designed for the provider to request the units of service 10101 | Beh Health Assmt & Serv Plan Development 365 6 6
necessary to support an individual whose mental h_ealth or subs_tance abuse 10103 | Diagnostic Assessment 365 2 2
problems are essentially stable and whose needs include ongoing —
medication management and relatively fewer supports. The authorization 10120 | Psychiatric Treatment 365 6 1
period for this package is 365 days and it may be requested by submission P00 10130 | Nursing Assessment & Care 365 8 8
of a MICP New Episode or MICP Ongqmg requgst with the Me.dllca.tlon 10140 | Medication Administration 365 30 1
Maintenance package selected. Services, maximum daily unit limits, and hosocial Rehabilitation-individual
maximum units currently available during the 365-day authorization period 10151 | Psychosocial Rehabilitation-Individua %0 12 | 12
are listed to the right. 21302 | Case Management 90 36 24
10104 Interactive Complexity 365 8 4
Package Service Auth Max | Max
C. Crisis Stabilization Program 9 Groups Service Group Name Period | Auth | Daily
Code : ; .
Included in Days | Units | Units
This package is designed for use by providers that operate Crisis 20101 | Crisis Stabilization Program 20 20 1
Stabhilization Units of 16 beds or less off the grounds of a state hospital and : : —
bill Medicaid. Programs of greater than 16 beds or those on the grounds of 20102 | Community-Based Inpatient Psychiatric/Detox 20 20 1
a state hospital may not bill claims to Medicaid and should submit a MICP - . .
request for the individual Crisis Stabilization Unit service and submit 20104 | Crisis Respite Services 20 20 L
encounters as instructed in the CSU service definition. 10101 | Beh Health Assmt & Serv Plan Development 20 32 24
P0003
Providers that are eligible to bill Medicaid for services provided in a CSU 10103 | Diagnostic Assessment 20 2 2
may.b||| for the unbundlgd services listed in the pgckage, up to the daily 10110 | Crisis Intervention 20 3 8
maximum for each service, and should also submit encounters for the CSU
service as instructed in the service definition. Providers of C&A CSU 10120 Psychiatric Treatment 20 20 1
services may not bill unbundled service encounters through the C&A fee- :
10130 Nursing Assessment & Care 20 80 5

for-service system for services provided within any Crisis Stabilization Unit
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due to the fact that this is a state-contracted service. Only CSU service

| o oClviLe i : 10140 Medication Administration 20 20 1
encounters may be submitted for non-Medicaid eligible children in CSUs.
Services, maximum daily unit limits, and maximum units currently available 10170 | Group Outpatient Services 20 80 4
during the 20-day authorization period are listed to the right. 10104 | Interactive Complexity 20 2 A
Package Service Auth Max | Max
D. MH Intensive Outpatient (C&A) Co dg Groups Service Group Name Period | Auth | Daily
Included in Days | Units | Units
10101 Beh Health Assmt & Serv Plan Development 180 32 24
10102 Psychological Testing 180 10 5
This Intensive Outpatient package was designed to support agencies that 10103 | Diagnostic Assessment 180 4 2
provide services at an intensity that would be consistent with a C&A Mental 10110 | Crisis Intervention 180 24 16
Health day treatment model. Since the DBHDD was required by CMS to 10120 | Psychiatric Treatment 180 24 1
heve na 10 bl e il envces rovided winn h programs, | poco | 10130_| s Assesment Care w | 2 | 6
P prog ' 10140 | Medication Administration 180 40 1
Services, maximum daily unit limits, and maximum units currently available 10150 | Community Support 180 104 | 48
during the 180-day authorization period are listed to the right. 10160 | Individual Outpatient Services 180 26 1
10170 Group Outpatient Services 180 1170 16
10180 Family Outpatient Services 180 78 8
10104 Interactive Complexity 180 48 4
Package Service Auth Max | Max
E. MH Intensive Outpatient (Adult) Co dg Groups Service Group Name Period | Auth | Daily
Included in Days | Units | Units
10101 Beh Health Assmt & Serv Plan Development 180 32 24
10102 Psychological Testing 180 10
The Intensive Outpatient package was designed to support agencies that 10103 | Diagnostic Assessment 180 4
provide services at an intensity that would be consistent with a day 10110 | Crisis Intervention 180 24 16
treatment model. Since the DBHDD was required by CMS to discontinue 10120 | Psychiatric Treatment 180 24 1
re_|mbursemer_1t.for bundlgd day treatment services, providers have had to PO00S 10130 | Nursing Assessment & Care 180 Y 16
bill for the individual services provided within their programs.
10140 Medication Administration 180 40 1
Services, maximum daily unit limits, and maximum units currently available 10151 | Psychosocial Rehabilitation-Individual 180 104 32
during the 180-day authorization period are listed to the right. 21302 | Case Management 180 104 o4
10160 Individual Outpatient Services 180 26 1
10170 Group Outpatient Services 180 1170 16
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10180 Family Outpatient Services 180 100 8
10104 Interactive Complexity 180 48 4
Package Service Auth Max | Max
F. SA Intensive Outpatient (Adolescent) Co dg Groups Service Group Name Period | Auth | Daily
Included in Days | Units | Units
10101 Beh Health Assmt & Serv Plan Development 180 32 24
This Intensive Outpatient package was designed to support agencies that 10103 | Diagnostic Assessment 180 4 2
provide services at an intensity that would be consistent with a SA 10120 | Psychiatric Treatment 180 12 1
Adolescent day treatment model. Since the DBHDD was required by CMS 10130 | Nursing Assessment & Care 180 48 16
to d|scont|nue_ relmbursfem.e.nt for bun_dled day treatment services, providers PO006 10150 | Community Support 180 200 18
have had to hill for the individual services provided within their programs.
10160 Individual Outpatient Services 180 36 1
Services, maximum daily unit limits, and maximum units currently available 10170 | Group Outpatient Services 180 1170 | 20
during the 180-day authorization period are listed to the right. 10180 | Family Outpatient Services 180 100 8
10104 Interactive Complexity 180 48 4
Package Service Auth Max | Max
G. SA Intensive Outpatient (Adult) 9 Groups Service Group Name Period | Auth | Daily
Code : ; .
Included in Days | Units | Units
10101 Beh Health Assmt & Serv Plan Development 180 32 24
The SA Intensive Outpatient package is designed to support agencies that 10103 | Diagnostic Assessment 180 4 2
provide services at an intensity that would be consistent with a day 10120 | Psychiatric Treatment 180 12 1
treatment model. Since the DBHDD was required by CMS to discontinue 10130 | Nursing Assessment & Care 180 48 16
re_|mbursemer_1t.for bundlgd day treatment services, providers have had to 0007 10152 | Addictive Disease Support Services 180 200 18
bill for the individual services provided within their programs.
10160 Individual Outpatient Services 180 36 1
Services, maximum daily unit limits, and maximum units currently available 10170 | Group Outpatient Services 180 1170 | 20
during the 180-day authorization period are listed to the right. 10180 | Family Outpatient Services 180 100 8
10104 Interactive Complexity 180 48 4
Package Service Auth Max | Max
H. Ready For Work (RFW) Services and Supports (Adult) Co dg Groups Service Group Name Period | Auth | Daily
Included in Days | Units | Units
The Ready for Work packages are designed to allow RFW agencies to RFW 10101 | Beh Health Assmt & Serv Plan Development 180 32 24
selegt_a group qf services specified _in their contracts to support a very Intensive 10103 | Diagnostic Assessment 180 4 2
specific population (See Part I, Section V). The package format allows the Outpatient —
DBHDD to track and monitor services for this specific set of services in an 10120 | Psychiatric Treatment 180 12 1
unbundled environment. P0008 10130 | Nursing Assessment & Care 180 48 16
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modalities.

Package is intended for short-term (2 day)Mobile Crisis contact/MICP forms.
This service package is only utilized by those providers under contract with P0010
the DBHDD to deliver mobile crisis services.

Package is intended to promote administrative ease for provider who may
provide Psychosocial Rehabilitation through both of these described

10152 | Addictive Disease Support Services 180 200 48

10160 | Individual Outpatient Services 180 36 1

10170 | Group Outpatient Services 180 1170 20

10180 | Family Outpatient Services 180 100 8

10104 Interactive Complexity 180 43 4

20510 | Structured Residential- RFW/TANF! 180 180 1

10101 Beh Health Assmt & Serv Plan Development 180 32 24

Ingﬁ‘é‘i’ve 10103 | Diagnostic Assessment 180 4 2
Residential 10120 | Psychiatric Treatment 180 24 1
P0009 10130 | Nursing Assessment & Care 180 48 16

10140 Medication Administration 180 40 1

10104 Interactive Complexity 180 48 4

10110 | Crisis Intervention 2 48 24

10151 Psychosocial Rehabilitation- Individual 180 104 48

Po016 20903 Psychosocial Rehabilitation- Group 180 300 20

1 These services cannot be hilled to Medicaid and should be billed as State Contracted Services or Fee for Service

Overview of Modifiers:

Certain services in the Service Guidelines contain specific modifiers. The following is a list of the modifiers included herein and their specific description:

GT = Via Interactive audio/video telecommunication systems

HA = Child/Adolescent Program

HQ = Group Setting

HR = Family/Couple with client present
HS = Family/Couple without client present
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HT = Multidisciplinary team

U1 = Practitioner Level 1
U2 = Practitioner Level 2
U3 = Practitioner Level 3
U4 = Practitioner Level 4

U5 = Practitioner Level 5
U6 = In-Clinic

U7 = Out-of-Clinic*

UK = Collateral Contact
TG= Complex Level of Care
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The following modifiers are State created and used on state services only:

H9 = Court-ordered TB = Transitional Bed (State Code) ZJ = From Jail / YDC / RYDC (State Code)

R1 = Residential Level 1 (State Code) U2 = CSU High Intensity (State Code) ZO = From Other Institutional Setting (State Code)
R2 = Residential Level 2 (State Code) ZC = From CSU (State Code) ZP = From PRTF (State Code)

R3 = Residential Level 3 (State Code) ZH = From State Hospital (State Code)

* If a service is provided out-of-clinic and has an established U7 modifier, then that U7 modifier is utilized on the associated claim/encounter submission. “Out-of-Clinic” may only be billed when: 1) Travel by the practitioner is to a non-
contiguous location; and/or 2) Travel by the practitioner is to a facility not owned, leased, controlled or named as a service site by the agency who is billing the service(excepting visits to Shelter Plus sites); and/or 3) Travel is to a
facility owned, leased or controlled by the agency billing the service, but no more than 6 individuals are being served in the course of that day by a single practitioner in non-group services; and/or 4) Travel is to a facility owned,
leased, controlled or named as a service site by the agency, but no more than 24 individuals are being served in groups at that site in the course of a day. If the service does not qualify to be billed as "out of clinic," then the "in-clinic"
rate may still be billed.

C&A Core Services

Behavioral Health Assessment

Transaction Code Detail Code | Mod | Mod Code Detail
Code 1 2

MH Practitioner Level 2, In-Clinic H0031 u2 U6 Practitioner Level 2, Out-of-Clinic
Assessment Practitioner Level 3, In-Clinic H0031 | U3 | U6 $30.01 ] Practitioner Level 3, Out-of-Clinic H0031 | U3 | U7
by a non- Practitioner Level 4, In-Clinic HO031 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic HO031 | U4 | U7

Physician Practitioner Level 5, In-Clinic HO031 | U5 | U6 $15.13 | Practitioner Level 5, Out-of-Clinic H0031 | U5 | U7
Unit Value 15 minutes Maximum Daily Units 24 units (Combined with H0032 )
Initial o 32 units (Combined with H0032 ) Re-Authorization 32 units (Combined with H0032)
Authorization
é\gg‘o‘g‘za“o" 180 days Utilization Criteria CAFAS scores; 10-240

The Behavioral Health Assessment process consists of a face-to-face comprehensive clinical assessment with the individual, which must include the youth’s perspective
as a full partner and should include family/responsible caregiver(s) and others significant in the youth's life as well as collateral agencies/treatment providers.

The purpose of the Behavioral Health Assessment process is to gather all information needed in to determine the youth's problems, symptoms, strengths, needs, abilities,
Service resources and preferences, to develop a social (extent of natural supports and community integration) and medical history, to determine functional level and degree of
Definition ability versus disability, if necessary, to assess trauma history and status, and to engage with collateral contacts for other assessment information. An age-sensitive suicide
risk assessment shall also be completed. The information gathered should support the determination of a differential diagnosis and assist in screening for/ruling-out
potential co-occurring disorders.

As indicated, information from medical, nursing, school, nutritional, etc. staff should serve as the basis for the comprehensive assessment and the resulting IRP.
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Behavioral Health Assessment

Admission 1. A known or suspected mental illness or substance-related disorder; and

Criteria 2. Initial screening/intake information indicates a need for further assessment.

gg;t'glrji'tr;?i . The youth’s situation/functioning has changed in such a way that previous assessments are outdated.

: 1. An adequate continuing care plan has been established; and one or more of the following:
Discharge o . . e
- 2. Individual has withdrawn or been discharged from service; or
Criteria s "
3. Individual no longer demonstrates need for additional assessment.
1. Any diagnosis given to an individual must come from persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis. These practitioners include a
licensed clinical social worker, licensed psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job

Reaired description or protocol.

C o?npon ents 2. As indicated, medical, nursing, peer, school, nutritional, etc. staff can provide information from records, and various multi-disciplinary resources to complete the
comprehensive nature of the assessment and time spent gathering this information may be billed as long as the detailed documentation justifies the time and need for
capturing said information.

3. An initial Behavioral Health Assessment is required within the first 30 days of service with ongoing assessments completed as demanded by changes with an individual.

Community Support

Transaction Code Detail Code Mod | Mod Code Detail Code Rate
Code 1 2
Practitioner Level 4, iti Clini
in-Clinic H2015 | U4 | Us s2030 | PractlionerLevel & InCine, | yonis | uk | us | Us $20.30
Practitioner Level 5, Practitioner Level 5, In-Clinic,
Community In-Clinic H2015 us u6 $15.13 Collateral Contact H2015 | UK us U6 $15.13
Support Practitioner Level 4, Practitioner Level 4, Out-of-
Out-of-Clinic H2015 1 U4 U7 $24.36 Clinic, Collateral Contact H2015 ) UK U4 U7 $24.36
Practitioner Level 5, Practitioner Level 5, Out-of-
Out-of-Clinic H2015 | US U7 $18.15 Clinic, Collateral Contact H2015 ) UK us U7 $18.15
Unit Value 15 minutes Maximum Daily Units 48 units
Initial o 80 units Re-Authorization 80 units
Authorization
é:trroodnzatwn 180 days Utilization Criteria CAFAS scores: 10-240
Service Community Support services consist of rehabilitative, environmental support and resources coordination considered essential to assist a youth/family in gaining
Definition access to necessary services and in creating environments that promote resiliency and support the emotional and functional growth and development of the youth.
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Community Support |

The service activities of Community Support include:
¢ Assistance to the youth and family/responsible caregivers in the facilitation and coordination of the Individual Resiliency Plan (IRP) including providing skills
support in the youth/family's self-articulation of personal goals and objectives;
¢ Planning in a proactive manner to assist the youth/family in managing or preventing crisis situations;
¢ Individualized interventions, which shall have as objectives:
1) Identification, with the youth, of strengths which may aid him/her in achieving resilience, as well as barriers that impede the development of skills
necessary for age-appropriate functioning in school, with peers, and with family;
2) Support to facilitate enhanced natural and age-appropriate supports (including support/assistance with defining what wellness means to the youth in order
to assist them with resiliency-based goal setting and attainment);
3) Assistance in the development of interpersonal, community coping and functional skills (including adaptation to home, school and healthy social
environments);
4)  Encouraging the development and eventual succession of natural supports in living, learning, working, other social environments;
5) Assistance in the acquisition of skills for the youth to self-recognize emotional triggers and to self-manage behaviors related to the youth’s identified
emotional disturbance;
6) Assistance with personal development, school performance, work performance, and functioning in social and family environment through teaching
skills/strategies to ameliorate the effect of behavioral health symptoms;
7) Assistance in enhancing social and coping skills that ameliorate life stresses resulting from the youth’s emotional disturbance;
8) Service and resource coordination to assist the youth and family in gaining access to necessary rehabilitative, medical, social and other services and
supports;
9) Assistance to youth and other supporting natural resources with iliness understanding and self-management;
10) Any necessary monitoring and follow-up to determine if the services accessed have adequately met the youth’s needs;
11) Identification, with the youth/family, of risk indicators related to substance related disorder relapse, and strategies to prevent relapse.

This service is provided to youth in order to promote stability and build towards age-appropriate functioning in their daily environment. Stability is measured by a
decreased number of hospitalizations, by decreased frequency and duration of crisis episodes and by increased and/or stable participation in school and community
activities. Supports based on the youth's needs are used to promote resiliency while understanding the effects of the emotional disturbance and/or substance
use/abuse and to promote functioning at an age-appropriate level. The Community Support staff will serve as the primary coordinator of behavioral health services
and will provide linkage to community; general entitlements; and psychiatric, substance use/abuse, medical services, crisis prevention and intervention services.

. 1. Individual must meet target population criteria as indicated above; and one or more of the following:
Admission s . : : L . . . . -
Criteri 2. Individual may need assistance with developing, maintaining, or enhancing social supports or other community coping skills; or
riteria o . ; S A : S . g . .

3. Individual may need assistance with daily living skills including coordination to gain access to necessary rehabilitative and medical services

Continuing Stay | 1. Individual continues to meet admission criteria; and

Criteria 2. Individual demonstrates documented progress or maintenance of community skills relative to goals identified in the Individualized Resiliency Plan.
1. An adequate continuing care plan has been established; and one or more of the following:

Discharge 2. Goals of Individualized Resiliency Plan have been substantially met; or

Criteria 3. Individual/family requests discharge and the individual is not imminently in danger of harm to self or others; or
4. Transfer to another service is warranted by change in the individual’s condition.
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Community Support |

1. Intensive Family Intervention may be provided concurrently during transition between these services for support and continuity of care for a maximum of four units
of CSI per month. If services are provided concurrently, CSI should not be duplication of IFI services. This service must be adequately justified in the
Individualized Resiliency Plan.

2. Assistance to the youth and family/responsible caregivers in the facilitation and coordination of the Individual Resiliency Plan (IRP) including providing skills
support in the youth/family's self-articulation of personal goals and objectives can be billed as CSI; however, the actual plan development must be billed and

Ei?lllljcs?ons provided in accordance with the service guideline for Service Plan Development.
3. The billable activities of Community Support do not include:
e  Transportation
e  Observation/Monitoring
e  Tutoring/Homework Completion
o  Diversionary Activities (i.e. activities/time for which a therapeutic intervention tied to a goal on the individual’s treatment plan is not occurring)
Clinical 1. There is a significant lack of community coping skills such that a more intensive service is needed.

Exclusi 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
xclusions o . : . ) I
Developmental Disability, Autism, Organic Mental Disorder, Traumatic Brain Injury
1. Community Support services must include a variety of interventions in order to assist the consumer in developing:
e Symptom self-monitoring and self-management of symptoms
o Strategies and supportive interventions for avoiding out-of-home placement for youth and building stronger family support skills and knowledge of the youth or
youth’s strengths and limitations
o Relapse prevention strategies and plans
2. Community Support services focus on building and maintaining a therapeutic relationship with the youth and facilitating treatment and resiliency goals.
3. Contact must be made with youth receiving Community Support services a minimum of twice each month. At least one of these contacts must be face-to-face
and the second may be either face-to-face or telephone contact (denoted by the UK modifier) depending on the youth’s support needs and documented
Required preferences of the family. . ' . o N . ' .
Components 4. Atleast 50% of CSI service units must be delivered face-to-face with the identified youth receiving the service and at least 80% of all face-to-face service units
must be delivered in non-clinic settings over the authorization period (these units are specific to single individual consumer records and are not aggregate across
an agency/program or multiple payors).
5. In the absence of the required monthly face-to-face contact and if at least two unsuccessful attempts to make face-to-face contact have been tried and
documented, the provider may bill for a maximum of two telephone contacts in that specified month (denoted by the UK modifier).
6. Unsuccessful attempts to make contact with the consumer are not hillable.
7. When the primary focus of Community Support services for youth is medication maintenance, the following allowances apply:
a. These youth are not counted in the offsite service requirement or the consumer-to-staff ratio; and
b. These youth are not counted in the monthly face-to-face contact requirement; however, face-to-face contact is required every 3 months and monthly calls are
an allowed billable service.
Staffing 1. Community Support practitioners may have the recommended consumer-to-staff ratio of 30 consumers per staff member and must maintain a maximum ratio of
Requirements 50 consumers per staff member. Youth who receive only medication maintenance are not counted in the staff ratio calculation.
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Community Support |

1. Community Support services provided to youth must include coordination with family and significant others and with other systems of care such as the school
system, juvenile justice system, and child welfare and child protective services when appropriate to treatment and educational needs. This coordination with other
child-serving entities is an essential component of Community Support and can be billed for up to 70 percent of the contacts when directly related to the support
and enhancement of the youth’s resilience. When this type of intervention is delivered, it shall be designated with a UK modifier.

2. The organization must have a Community Support Organizational Plan that addresses the following:

a. Description of the particular rehabilitation, resiliency and natural support development models utilized, types of intervention practiced, and typical daily
Clinical schedule for staff
Operations b. Description of the staffing pattern and how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including how unplanned
staff absences, illnesses, or emergencies are accommodated, how case mix is managed, access, etc.
c. Description of the hours of operations as related to access and availability to the youth served; and
d. Description of how the plan for services is modified or adjusted to meet the needs specified in every Individualized Resiliency Plan.

3. Utilization (frequency and intensity) of CSI should be directly related to the CAFAS and to the other functional elements of the youth’s assessment. In addition,
when clinical/functional needs are great, there should be complementary therapeutic services by licensed/credential professionals paired with the provision of CSI
(individual, group, family, etc.).

1. Specific to the “Medication Maintenance Track,” consumers who require more than 4 contacts per quarter for two consecutive quarters (as based upon clinical
need) are expected to be re-evaluated with the CAFAS for enhanced access to CSI and/or other services. The designation of the CSI “medication maintenance
track” should be lifted and exceptions stated above in A.10. are no longer applied.

Reportingand | When a billable collateral contact is provided, the H2015UK reporting mechanism shall be utilized. A collateral contact is classified as any contact that is not face-to-

Billing face with the individual.

Requirements

Service
Accessibility

Community Transition Planning

Transaction Code Detalil Code | Mod Rate Code Detalil Code | Mod Rate
Code 1 3 3
Community Transition Plannin ' iti '
(State Hosy tal) P s | zm 32092 | (o e Detonton ooy | T2038 | 23 $20.92
Community p (Jail / Youth Detention Center)
Transition Community Transition Planning $20,92 | Community Transition $20.92
Planning (Crisis Stabilization Unit) T2038 ZC : Planning(Other) '
Community Transition Planning
(PRTF) T2038 | ZP $2092
Unit Value 15 minutes
Initial . .
Authorization | %™ Re-Authorization 50 units
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Community Transition Planning

Authorization
Period

90 days (Registration) - - Available to those currently in qualifying facilities
180 days (New Episode) Utilization Criteria who meet Core Customer Eligibility Definition

Service
Definition

Community Transition Planning (CTP) is a service provided by Core and IFI providers to address the care, service, and support needs of youth to ensure a
coordinated plan of transition from a qualifying facility to the community. Each episode of CTP must include contact with the consumer, family, or caregiver with a
minimum of one (1) face-to-face contact with the consumer prior to release from a facility. Additional Transition Planning activities include: educating the consumer,
family, and/or caregiver on service options offered by the chosen primary service agency; participating in facility treatment team meetings to develop a transition plan.

In partnership between other community service providers and the hospital/f facility staff, the community service agency maintains responsibility for carrying out
transitional activities either by the consumer’s chosen primary service coordinator or by the service coordinator’s designated Community Transition Liaison. CTP
may also be used for Community Support staff, ACT team members and Certified Peer Specialists who work with the consumer in the community or will work with
the consumer in the future to maintain or establish contact with the consumer.

CTP consists of the following interventions to ensure the youth, family, and/or caregiver transitions successfully from the facility to their local community:

e  Establishing a connection or reconnection with the youth/parent/caregiver through supportive contacts while in the qualifying facility. By engaging with the
youth, this helps to develop and strengthen a relationship

e  Educating the youth/parent/caregiver about local community resources and service options available to meet their needs upon transition into the
community. This allows the youth/parent/caregiver to make self-directed, informed choices on service options to best meet their needs;

o Participating in qualifying facility team meetings especially in person centered planning for those in an out-of-home treatment facility for longer than 60 days,
to share hospital and community information related to estimated length of stay, present problems related to admission, discharge/release criteria, progress
toward treatment goals, personal strengths, available supports and assets, medical condition, medication issues, and community treatment needs;

e Linking the youth with community services including visits between the youth and the Community Support staff, or IFI team members who will be working
with the youth/parent/caregiver in the community to improve the likelihood of the youth accepting services and working toward change

Admission
Criteria

Individual who meet Core Customer Eligibility while in one of the following qualifying facilities:
1. State Operated Hospital
2. Crisis Stabilization Unit (CSU)
3. Psychiatric Residential Treatment Facility (PRTF)
4. Jail/Youth Development Center (YDC)
5. Other (ex: Community Psychiatric Hospital)

Continuing Stay
Criteria

Same as above.

Discharge
Criteria

1. Individual/family requests discharge; or
2. Individual no longer meets Core Customer Eligibility; or
3. Individual is discharged from a qualifying facility.

Clinical
Exclusions

Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
Developmental Disability, Autism, Organic Mental Disorder, Traumatic Brain Injury
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Community Transition Planning |

R Prior to Rele_ase from a Oualifvinq Facm_g_ When t_he youth ha_s ha_d (@) a Iength_of stay of 60 dz_ays or longer in_a facility or (b) youth is readmitted to a facility within
Components _30 days qf discharge, a community transition plan_in partnership with the facility is required. Evidence of planning shall be recorded and a copy of the Plan shall be
included in both the youth’s hospital and community record.
1. Ifyou are an IFl provider, you may provide this service to those youth who are working towards transition into the community (as defined in the CTP guideline)
and are expected to receive services from the IFl team. Please refer to the Core Guidelines for the detail.
2. Community Transition Planning activities shall include:
a) Telephone and Face-to-face contacts with youth/family/caregiver;
Clinical b) Partii:ipa}ting in youth’s clinical staffing(s) prior to.their discharge from the facility;. .
Operations c) Applications for youth resources and services prior to discharge from the facility including
i. Healthcare
ii. Entitlements for which they are eligible
jii. ~Education
iv. Consumer Support Services
v. Applicable waivers, i.e., PRTF, and/or MRDD
Service 1. This service must be available 7 days a week (if the qualifying facility discharges or releases 7 days a week).
Accessibility 2. This service may be delivered via telemedicine technology or via telephone conferencing.
Em?nogning & 1. The modifier on Prt_)c_edure Code indicates setting from which tne consumer is transitioning. - o _
Requirements 2. There must be a minimum of one face-to-face with the youth prior to release from hospital or qualifying facility in order to bill for any telephone contacts.
1. A documented Community Transition Plan for:
Documentation a. Individuals with a length of stay greater than 60 days; or
Requirements b. Individuals readmitted within 30 days of discharge.
2. Documentation of all face-to-face and telephone contacts and a description of progress with Community Transition Plan implementation and outcomes.

Crisis Intervention

Transaction Code Detail Code | Mod | Mod Rate Code Detall Code Rate
Code 1 2 3 4
Practitioner Level 1, In-Clinic | H2011 | U1 U6 $58.21 | Practitioner Level 1, Out-of-Clinic | H2011 | Ul u7
" Practitioner Level 2, In-Clinic | H2011 | U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic | H2011 | U2 u7
ﬁ]rt';'\slemion Practitioner Level 3, In-Clinic | H2011 | U3 | U6 $30.01 | Practitioner Level 3, Out-of-Clinic | H2011 | U3 | U7
Practitioner Level 4, In-Clinic | H2011 | U4 U6 $20 30 | Practitioner Level 4, Out-of-Clinic | H2011 | U4 | U7
Practitioner Level 5, In-Clinic | H2011 | U5 U6 Practitioner Level 5, Out-of-Clinic | H2011 | U5 u7
Psychotherapy | Practitioner Level 1, In-Clinic, | 90839 | Ul U6 Practitioner Level 1, Out-of-Clinic $116.42
for Crisis first 60 minutes (base code)
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Practitioner Level 2, In-Clinic, | 90839 | U2 u6 $155.88 | Practitioner Level 2, Out-of-Clinic, | 90840 | U2 $77.94
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 3, In-Clinic, | 90839 | U3 u6 $120.04 | Practitioner Level 3, Out-of-Clinic, | 90840 | U3 $60.02
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 1, In-Clinic, | 90839 | Ul u7 $296.36 | Practitioner Level 1, Out-of-Clinic, | 90840 | U1 $148.18
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 2, In-Clinic, | 90839 | U2 u7 $187.04 | Practitioner Level 2, Out-of-Clinic, | 90840 | U2 $93.52
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 3, In-Clinic, | 90839 | U3 u7 $146.72 | Practitioner Level 3, Out-of-Clinic, | 90840 | U3 $73.36
first 60 minutes (base code) add-on each additional 30 mins.
Crisis Intervention 15 minutes Crisis Intervention 16 units
Psychotherapy for 2 encounters
Unit Value . Maximum Daily Units* Crisis, base code
Psychotherapy for Crisis 1 encounter
Psychotherapy for
2 4 encounters
Crisis, add-ons
UL 48 units Re-Authorization* 48 units
Authorization*
AuoRON | 150 days Utiization Criteria CAFAS scores:10-240
Services directed toward the support of a child who is experiencing an abrupt and substantial change in behavior which is usually associated with a precipitating
situation and which is in the direction of severe impairment of functioning or a marked increase in personal distress. Crisis Intervention is designed to prevent out of
home placement or hospitalization. Often, a crisis exists at such time as a child and/or his or her family/responsible caregiver(s) decide to seek help and/or the
individual, family/responsible caregiver(s), or practitioner identifies the situation as a crisis. Crisis services are time-limited and present-focused in order to address
the immediate crisis and develop appropriate links to alternate services. Services may involve the youth and his/her family/responsible caregiver(s) and/or significant
other, as well as other service providers.
S The current family-owned safety plan, if existing, should be utilized to help manage the crisis. Interventions provided should honor and be respectful of the child and
B family’s wishes/choices by following the plan as closely as possible in line with appropriate clinical judgment. Plans/advanced directives developed during the

Assessment/IRP process should be reviewed and updated (or developed if the individual is a new consumer) as part of this service to help prevent or manage future
crisis situations.

Some examples of interventions that may be used to de-escalate a crisis situation could include: a situational assessment; active listening and empathic responses to
help relieve emotional distress; effective verbal and behavioral responses to warning signs of crisis related behavior; assistance to, and involvement/participation of
the individual (to the extent he or she is capable) in active problem solving planning and interventions; facilitation of access to a myriad of crisis stabilization and other
services deemed necessary to effectively manage the crisis; mobilization of natural support systems; and other crisis interventions as appropriate to the individual
and issues to be addressed.
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1. Treatment at a lower intensity has been attempted or given serious consideration; and #2 and/or #3 are met:
2. Youth has a known or suspected mental health diagnosis or substance related disorder; or

éd_mlgsmn 3. Youth is at risk of harm to self, others and/or property. Risk may range from mild to imminent; and one or both of the following:
riteria L o j : ! : g

a.  Youth has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or

b.  Youth demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities.

Continuing Stay | This service may be utilized at various points in the youth’s course of treatment and recovery, however, each intervention is intended to be a discrete time-limited
Criteria service that stabilizes the individual and moves him/her to the appropriate level of care.
Discharge 1. Youth no longer meets continued stay guidelines; and
Criteria 2. Crisis situation is resolved and an adequate continuing care plan has been established.
g('g;ﬁg: - Severity of clinical issues precludes provision of services at this level of care.

In any review of clinical appropriateness of this service, the mix of services offered to the individual is important. The use of crisis units will be looked at by the
Clinical External Review Organization in combination with other supporting services. For example, if an individual presents in crisis and the crisis is alleviated within an hour
Operations but ongoing support continues, it is expected that 4 units of crisis will be billed and then some supporting service such as individual counseling will be utilized to

support the individual during that interval of service.

1. 90839 and 90840 are only utilized when the content of the service delivered is Crisis Psychotherapy. Therefore, the only practitioners who can do this are those
Staffing who are recognized as practitioners for Individual Counseling in the Service X Practitioner Table A. included herein.

Requirements

2. The practitioner who will bill 90839 (and 90840 if time is necessary) must devote full attention to the individual served and cannot provide services to other
individuals during the time identified in the medical record and in the related claim/encounter/submission.

1. All crisis service response times for this service must be within 2 hours of the consumer or other constituent contact to the provider agency.

igxgsibility 2. Services are available 24-hours/ day, 7 days per week, and may be offered by telephone and/or face-to-face in most settings (e.g. home, school, community, clinic
etc).

Additional

Medicaid The daily maximum within a CSU for Crisis Intervention is 8 units/day.

Requirements
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1. Any use of a telephonic intervention must be coded/reported with a U6 modifier as the person providing the telephonic intervention is not expending the additional
agency resources in order to be in the community where the person is located during the crisis.
2. Any use beyond 16 units will not be denied but will trigger an immediate retrospective review.
3. Psychotherapy for Crisis (90839, 90840) may be billed if the following criteria are met:
e The nature of the crisis intervention is urgent assessment and history of a crisis situation, assessment of mental status, and disposition and is paired with
psychotherapy, mobilization of resources to defuse the crisis and restore safety and the provision of psychotherapeutic interventions to minimize trauma,
AND
o the practitioner meets the definition to provide therapy in the Georgia Practice Acts, AND
o the presenting situation is life-threatening and requires immediate attention to an individual who is experiencing high distress.
Reportingand  |4. Other payers may limit who can provide 90839 and 90840 and therefore a providing agency must adhere to those third party payers’ policies regarding billing
Billing practitioners.
Requirements  |5. The 90839 code is utilized when the time of service ranges between 45-74 minutes and may only be utilized once in a single day. Anything less than 45 minutes
can be provided either through an Individual Counseling code or through the H2011 code above (whichever best reflects the content of the intervention).
6. Add-on Time Specificity:
o |f additional time above the base 74 minutes is provided and the additional time spent is greater than 23 minutes, an additional encounter of 90840 may be
billed.
o |f the additional time spent (above base code) is 45 minutes or greater, a second unit of 90840 may be billed.
o |f the additional time spent (above base code) is 83 minutes or greater, a third unit of 90840 may be billed.
o |f the additional time spent (above base code) is 113 minutes or greater, a fourth unit of 90840 may be billed.
7. 90839 and 90840 cannot be submitted by the same practitioner in the same day as H2011 above.
8. 90839 and 90840 cannot be provided/submitted for billing in the same day as 90791, 90792, 90833, or 90836.

Diag nostic Assessment
Transaction . Mod | Mod
Code Code Detail Code 1 9

Practitioner Level 2, In-Clinic 90791 | U2 U6

Rate Code Detail Rate

$116.90

Practitioner Level 3, In-Clinic

Psychiatric Practitioner Level 2, Out-of- | 5791 | yp | y7 $140.28 | Practitioner Level 3, Out-of-Clinic $110.04
Diagnostic Clinic

Evaluation (no | Practitioner Level 2, Via Practitioner Level 3, Via interactive

medical service) | interactive audio and video 90791 | GT | U2 $116.90 | audio and video telecommunication | 90791 | GT | U3

systems*

Practitioner Level 2, Via interactive
$174.63 | audio and video telecommunication 90792 | GT | U2
systems

telecommunication systems

Psychiatric
Diagnostic Practitioner Level 1, In-Clinic 90792 | Ul | U6
Evaluation with

$116.90
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medical iti _of-
senvices) practiioner Level 1, Outol- | gp76p | u3 $222.26 | Practitioner Level 2, In-Clinic 90792 | U2 | Us $116.90
Practitioner Level 1, Via
interactive audio and video 90792 | GT $174.63 | Practitioner Level 2, Out-of-Clinic 90792 | U2 | U7 $140.28
telecommunication systems
Unit Value 1 encounter Maximum Daily Units* 1 unit per procedure code
Initial . S .
Authorization* 2 units Re-Authorization 2 units
ﬁgtr?oodrlzatlon 180 days Utilization Criteria CAFAS scores:10-240
Psychiatric diagnostic interview examination includes a history; mental status exam; evaluation and assessment of physiological phenomena (including co-morbidity
: between behavioral and physical health care issues); psychiatric diagnostic evaluation (including assessing for co-occurring disorders and the development of a
Service ; 1 Q- : : ; ; . ;
Definit differential diagnosis);screening and/or assessment of any withdrawal symptoms for youth with substance related diagnoses; assessment of the appropriateness of
etinition initiating or continuing services; and a disposition. These are completed by face-to-face evaluation of the youth (which may include the use of telemedicine) and may
include communication with family and other sources and the ordering and medical interpretation of laboratory or other medical diagnostic studies.
. 1. Youth has a known or suspected mental illness or a substance-related disorder and has recently entered the service system; or
Admission s o ) .
. 2. Youthis in need of annual assessment and re-authorization of service array; or
Criteria S )
3. Youth has need of an assessment due to a change in clinical/functional status.
g?iglr?:lng Y Youth'’s situation/functioning has changed in such a way that previous assessments are outdated.
Discharae 1. Anadequate continuing care plan has been established; and one or more of the following:
scharg 2. Individual has withdrawn or been discharged from service; or
Criteria s . . .
3. Individual no longer demonstrates need for continued diagnostic assessment.
Required Telemedicine may be utilized for an initial Psychiatric Diagnostic Examination as well as for ongoing Psychiatric Diagnostic Examination via the use of appropriate
Components procedure codes with the GT modifier.
Staffing The only U3 practitioner who can provide Diagnostic Assessment is an LCSW.
Requirements
Billing and 1. 90791 is used when an initial evaluation is provided by a non-physician
Reporting 2. 90792 is used when an initial evaluation is provided by a physician, PA, or APRN. This 90792 intervention content would include all general behavioral health
Requirements assessment as well as Medical assessment/Physical exam beyond mental status as appropriate.
Additional The daily maximum within a CSU for Diagnostic Assessment (Psychiatric Diagnostic Interview) for a youth is 2 units. Two units should be utilized only if it is necessary
Medicaid in a complex diagnostic case for the physician extender (PA or APRN) to call in the physician for an assessment to corroborate or verify the correct diagnosis.
Requirements
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Family Outpatient Services: Family Counseling

the identified consumer/family unit. This may include specific clinical interventions/activities to enhance family roles; relationships, communication and functioning that
promote the resiliency of the individual/family unit. Specific goals/issues to be addressed though these services may include the restoration, development, enhancement

or maintenance of;

ULy Code Detail Code S Code Detail Code Rate
Code 1 2 3

Family — BH Practitioner Level 2, In-Clinic | H0004 HS u2 U6 Practitioner Level 2, Out-of-Clinic H0004 | HS | U2 u7 $46.76
counseling/ Practitioner Level 3, In-Clinic | HO004 | HS U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic HO004 | HS | U3 | U7 $36.68
therapy (w/o Practitioner Level 4, In-Clinic | H0004 | HS u4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic HO004 | HS | U4 | U7 $24.36
client present) | Practitioner Level 5, In-Clinic | H0004 | HS U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic HO0004 | HS | U5 | U7 $18.15
Family — BH Practitioner Level 2, In-Clinic | H0004 | HR U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic H0004 | HR | U2 u7 $46.76
counseling/ Practitioner Level 3, In-Clinic | HO004 | HR U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic HO004 | HR | U3 | U7 $36.68
therapy (with Practitioner Level 4, In-Clinic | H0004 | HR U4 $20.30 | Practitioner Level 4, Out-of-Clinic HO004 | HR | U4

client present) | Practitioner Level 5, In-Clinic | H0004 | HR U5 $15.13 | Practitioner Level 5, Out-of-Clinic H0004 | HR | U5

Family Psycho- | Practitioner Level 2, In-Clinic | 90846 U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic 90846 | U2 | U7

therapy w/o the | Practitioner Level 3, In-Clinic | 90846 | U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic 90846 | U3 | U7

patient present | Practitioner Level 4, In-Clinic | 90846 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | 90846 | U4 | U7

l(iizars%p:fgﬁired) Practitioner Level 5, In-Clinic | 90846 U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic 90846 | U5 | U7

Conijoint Practitioner Level 2, In-Clinic | 90847 U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic 90847 | U2 | U7

Family Psycho- | Practitioner Level 3, In-Clinic | 90847 | U3 ué $30.01 | Practitioner Level 3, Out-of-Clinic 90847 | U3 | U7

therapy w/the | Practitioner Level 4, In-Clinic | 90847 | U4 | U6 Practitioner Level 4, Out-of-Clinic | 90847 | U4 | U7

patient present

(appropriate Practitioner Level 5, In-Clinic | 90847 U5 ué Practitioner Level 5, Out-of-Clinic 90847 | US | U7 $18.15
license required)

: . : , : 16 units (Family Training and Family Counselin
Unit Value 15 minutes Maximum Daily Units* combineg) y g y g
Initial If a MICP Registration is submitted - 32 units (combined with Family Training) Reauthorization* 60 units (Family Training and Family Counseling
Authorization* | If a MICP New Episode is submitted - 60 units (combined with Family Training) combined)

;‘:ﬂ‘o"({f"‘t'on 180 days Utilization Criteria CAFAS scores: 10-240
A counseling service shown to be successful with identified family populations, diagnoses and service needs. Services are directed toward achievement of specific
goals defined by the individual youth and by the parent(s)/responsible caregiver(s) and specified in the Individualized Resiliency Plan (Note: Although interventions may
: involve the family, the focus or primary beneficiary of intervention must always be the individual consumer). Family counseling provides systematic interactions between
gzm&?on the identified individual consumer, staff and the individual's family members directed toward the restoration, development, enhancement or maintenance of functioning of
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Family Outpatient Services: Family Counseling

1) cognitive processing skills;

2) healthy coping mechanisms;
3) adaptive behaviors and skills;
: 4) interpersonal skills;
gzmictieon 5) family roles and relationships;
confinue d, 6) the family's understanding of the person’s mental illness and substance-related disorders and methods of intervention, interaction and mutual support the
family can use to assist their family member therapeutic goals.
Best practices such as Multi-systemic Family Therapy, Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy or others appropriate
for the family and issues to be addressed should be utilized in the provision of this service.
1. Individual must have an emotional disturbance and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry
. out activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Admission N 2 L S . o
Criteria 2. Ind!v!dual s level of funct!on!ng does not preclude the provision of services in an outpatient milieu; and - _ _ o
3. Individual's assessment indicates needs that may be supported by a therapeutic intervention shown to be successful with identified family populations and individual's
diagnoses.
Continuing 1. Individual continues to meet Admission Criteria as articulated above; and

Stay Criteria 2. Progress notes document progress relative to goals identified in the Individualized Resiliency Plan, but all treatment/support goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
2. Goals of the Individualized Resiliency Plan have been substantially met; or

gl§ch§rge 3. Individual/family requests discharge and individual is not in imminent danger of harm to self or others; or
riteria > D "
4. Transfer to another service is warranted by change in individual's condition; or

5. Individual requires more intensive services.
SO Intensive Family Intervention
Exclusions

1. This service is not intended to supplant other services such as MR/DD Personal and Family Support or any day services where the individual may more appropriately
Clinical receive these services with staff in various community settings.
Exclusions 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a qualifying psychiatric condition overlaying the

primary diagnosis: mental retardation, autism, organic mental disorder, and traumatic brain injury.

Required 1. The treatment orientation, modality, and goals must be specified and agreed upon by the youth/family/caregiver.
Components 2. The Individualized Resiliency Plan for the individual includes goals and objectives specific to the family for whom the service is being provided.
Clinical Models of best practice delivery may include (as clinically appropriate) Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy, and
Operations others as appropriate the family and issues to be addressed.

1. Services may not exceed 16 Billable units (combined Family Counseling and Family Therapy) in a single day. If clinical need indicates this level of intensity, other
Service services may need to be considered for authorization.

Accessibility 2. For the purposes of this specific service, the definition of family excludes employees of Child Caring Institution, employees of DJJ or employees of DFCS as
recipients of service.
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Family Outpatient Services: Family Counseling

1. Ifthere are multiple family members in the Family Counseling session who are enrolled consumers for whom the focus of treatment is related to goals on their
treatment plans, we recommend the following:

a. Document the family session in the charts of each individual consumer for whom the treatment is related to a specific goal on the individual's IRP

b. Charge the Family Counseling session units to one of the consumers.

c. Indicate “NC” (No Charge) on the documentation for the other consumer(s) in the family session and have the note reflect that the charges for the session are
assigned to another family member in the session.

Documentation
Requirements

Family Outpatient Services: Family Training

Transaction Code Detalil Code | Mod | Mod | Mod | Mod | Rate Code Detalil Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Pract|t|oner Level 4, In-Clinic, w/o Ho014 | HS | ua Us $20.30 Pract|t|oner Level 4, In-Clinic, w/ 014 | HR | ua | us $20.30
client present client present
. . Practitioner Level 5, In-Clinic, w/o Practitioner Level 5, In-Clinic, w/

_Ili_?;?r:)r/];znnlj client present H2014 | HS | U5 u6 $15.13 client present H2014 | HR | U5 U6 ‘ $15.13

Development Pracnponer Level 4, Out-of-Clinic, H2014 | HS | U4 u7 $24.36 Prac.t|t|oner Level 4, Out-of-Clinic, Ho014 | HR | ua | U7 $24.36
w/o client present w/ client present
Pract|_t|oner Level 5, Out-of-Clinic, Ho014 | Hs | Us U7 $18.15 Prac_t|t|oner Level 5, Out-of-Clinic, o014 | HR | us | U7 $18.15
w/o client present w/ client present

Unit Value 15 minutes Maximum Daily Units* 16 units _(Fam|Iy T_rammg and Family

Counseling combined)

Initial If a MICP Registration is submitted - 32 units (combined with Family Counseling) Reauthorization * 60 units (Family Training and Family

Authorization* If a MICP New Episode is submitted - 60 units (combined with Family Counseling) Counseling combined)

é\:tr?oc:jrlzatlon 180 days Utilization Criteria CAFAS scores:10-240
A therapeutic interaction shown to be successful with identified family populations, diagnoses and service needs, provided by qualified staff. Services are directed
toward achievement of specific goals defined by the individual youth and by the parent(s)/responsible caregiver(s) and specified in the Individualized Resiliency Plan
(note: although interventions may involve the family, the focus or primary beneficiary of intervention must always be the individual consumer).

Serylgg Family training provides systematic interactions between the identified individual consumer, staff and the individual's family members directed toward the restoration,

Definition ; e S X . . . ) -
development, enhancement or maintenance of functioning of the identified consumer/family unit. This may include support of the family, as well as training and
specific activities to enhance family roles; relationships, communication and functioning that promote the resiliency of the individual/family unit.
Specific goals/issues to be addressed through these services may include the restoration, development, enhancement or maintenance of:
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Family Outpatient Services: Family Training

1) illness and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse prevention skills, knowledge of

medications and side effects, and motivational/skill development in taking medication as prescribed/helping a family member to take medication as

prescribed);

problem solving and practicing functional support;

healthy coping mechanisms;

adaptive behaviors and skills;

interpersonal skills;

daily living skills;

resource access and management skills; and

the family’s understanding of mental iliness and substance related disorders, the steps necessary to facilitate recovery/resiliency, and methods of

intervention, interaction and mutual support the family can use to assist their family member.

1. Individual must have an emotional disturbance and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to
carry out activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and

0 ~N o o1l b wiN
Nt N N eIt

é?igﬁzlon 2. Individual's level of functioning does not preclude the provision of services in an outpatient milieu; and
3. Individual's assessment indicates needs that may be supported by a therapeutic intervention shown to be successful with identified family populations and
individual's diagnoses.
Continuing Stay | 1. Individual continues to meet Admission Criteria as articulated above; and
Criteria 2. Progress notes document progress relative to goals identified in the Individualized Resiliency Plan, but all treatment/support goals have not yet been achieved
1. An adequate continuing care plan has been established; and one or more of the following:
: 2. Goals of the Individualized Resiliency Plan have been substantially met; or
Discharge - , . RS A .
- 3. Individual/family requests discharge and individual is not in imminent danger of harm to self or others; or
Criteria o L i
4. Transfer to another service is warranted by change in individual’'s condition; or
5. Individual requires more intensive services.
: 1. Designated Crisis Stabilization Unit services and Intensive Family Intervention
Service . C ; . . . s .
Exclusions 2. This service is not intended to supplant other services such as Personal and Family Support or any day services where the individual may more appropriately
receive these services with staff in various community settings
Clinical 1. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the
Exclusions primary diagnosis: mental retardation, autism, organic mental disorder, and traumatic brain injury.
Required 1. The treatment orientation, modality and goals must be specified and agreed upon by the youth/family/caregiver.

Components 2. The Individualized Resiliency Plan for the individual includes goals and objectives specific to the youth and family for whom the service is being provided.

1. Services may not exceed 16 Billable units (combined Family Counseling and Family Therapy) in a single day. If clinical need indicates this level of intensity,
other services may need to be considered for authorization.

Service 2. Family Training may not be provided in an Institution for Mental Diseases (IMD, e.g. state or private psychiatric hospital, psychiatric residential treatment facility

Accessibility or Crisis Stabilization Unit with greater than 16 beds), jail, youth development center (YDC) or prison system.

3. This service may not be provided and billed for youth who are involuntarily detained in Regional Youth Detention Centers (RYDCs) awaiting criminal
proceedings, penal dispositions, or other involuntary detainment proceedings. Any exception to this requires supporting documentation from the DJJ partners.
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Family Outpatient Services: Family Training
The provider holds the risk for assuring the youth's eligibility
4. For the purposes of this specific service, the definition of family excludes employees of Child Caring Institution, employees of DJJ or employees of DFCS as
recipients of service.

Documentation
Requirements

1. If there are multiple family members in the Family Training session who are enrolled consumers for whom the focus of treatment in the group is related to goals
on their treatment plans, we recommend the following:

a. Document the family session in the charts of each individual consumer for whom the treatment is related to a specific goal on the individual's IRP

b. Charge the Family Training session units to one of the consumers.

c. Indicate “NC” (No Charge) on the documentation for the other consumer(s) in the family session and have the note reflect that the charges for the session

are assigned to another family member in the session.

Group Outpatient Services: Group Counseling

Transaction Code Detall Code | Mod | Mod | Mod | Mod | Rate Code Detall Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Practitioner Level 2, In-Clinic | H0004 | HQ | U2 | Us gg.50 | Practitioner Level 2, Out-of-Clinic, HO004 | HQ | HR | U2 | U7 | $10.39
Multi-family group, with client present
Practitioner Level 3, In-Clinic | H0004 | HQ | U3 | Us $6.60 | Pracitioner Level 3, Out-of-Clinic, Ho04 | HQ | HR | U3 | U7 | $8.25
Multi-family group, with client present
Practitioner Level 4, In-Clinic | H0004 | HQ | U4 | Us $a.43 | Practitioner Level 4, Out-of-Clinic, HoOO4 | HQ | HR | ua | U7 | $5.41
Multi-family group, with client present
Practitioner Level 5, In-Clinic | H0004 | HQ | US | Us $3.30 | Practiioner Level 5, Out-of-Clinic, HO004 | HQ | HR | U5 | U7 | $4.03
Multi-family group, with client present
Practitioner Level 2, Out-of- Practitioner Level 2, In-Clinic, Multi-
Group.— Clinic HO004 | HQ | U2 | U7 $10.39 family group, without client present HO004 | HQ | HS | U2 | U6 $8.50
EElEE Practitioner Level 3, Out-of- Practitioner Level 3, In-Clinic, Multi-
health hy ' H0004 | HQ | U3 | U7 $8.25 ; N ' H0004 | HQ | HS | U3 | U6 $6.60
counseling and Clinic family group, without client present
Practitioner Level 4, Out-of- Practitioner Level 4, In-Clinic, Multi-
thera ' ’ '
. Clinic H0004 | HQ | U4 1 U7 3541 family group, without client present H0004 | HQ | HS | U4 | U6 $4.43
Prggt|t|onerLeveI5, Out-of- HooO4 | HQ | US U7 $4.03 PraphtmnerLeyeI 5, In-‘CI|n|c, Multi- Hooo4 | HQ | HS | Us Us $3.30
Clinic family group, without client present
Practitioner Level 2, In-Clinic, Practitioner Level 2, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ | HR | U2 [ U6 | $8.50 | Multi-family group, without client H0004 | HQ | HS | U2 | U7 | $10.39
present present
Practitioner Level 3, In-Clinic, Practitioner Level 3, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ | HR | U3 | U6 | $6.60 | Multi-family group, without client H0004 | HQ | HS | U3 | U7 $8.25
present present
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Practitioner Level 4, In-Clinic,
Multi-family group, w/ client H0004 | HQ
present

HR $4.43

Practitioner Level 4, Out-of-Clinic,
Multi-family group, without client
present

H0004 | HQ | HS

$5.41

Practitioner Level 5, In-Clinic,

Practitioner Level 5, Out-of-Clinic,

Multi-family group, w/ client H0004 | HQ | HR | U5 [ U6 | $3.30 | Multi-family group, without client H0004 | HQ
present present
Group Psycho- | Practitioner Level 2, In-Clinic 90853 | U2 $8.50 | Practitioner Level 2, Out-of-Clinic 90853 | U2
therapy other | Practitioner Level 3, In-Clinic 90853 | U3 $6.60 | Practitioner Level 3, Out-of-Clinic 90853 | U3
than of a Practitioner Level 4, In-Clinic 90853 | U4 $4.43 | Practitioner Level 4, Out-of-Clinic 90853 | U4
multiple family
girp(:)l:fpriate Practitioner Level 5, In-Clinic 90853 | U5 $3.30 | Practitioner Level 5, Out-of-Clinic 90853 | U5
license required)
Unit Value 15 minutes Maximum Daily Units * ;g 32:: g gﬂ;gﬁlzgﬁ?gon
Initial If a MICP Registration is submitted - 32 units o .
Authorization* | If a MICP Ne\?v Episode is submitted - 200 units RN AT 200 units
Qgtrrotarlzatwn 180 days Utilization Criteria CAFAS scores:10-240
A therapeutic intervention or counseling service shown to be successful with identified populations, diagnoses and service needs. Services are directed toward
achievement of specific goals defined by the youth and by the parent(s)/responsible caregiver(s) and specified in the Individualized Resiliency Plan. Services may
address goals/issues such as promoting resiliency, and the restoration, development, enhancement or maintenance of:
Service 1) cognitive skills;
Definition 2) healthy coping mechanisms;
3) adaptive behaviors and skills;
4) interpersonal skills;
5) identifying and resolving personal, social, intrapersonal and interpersonal concerns.
1. Youth must have a primary emotional disturbance/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
Admission activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. The youth’s level of functioning does not preclude the provision of services in an outpatient milieu; and
3. The individual's resiliency goalls that are to be addressed by this service must be conducive to response by a group milieu.
Continuing 1. Youth continues to meet admission criteria; and
Stay Criteria 2. Youth demonstrates documented progress relative to goals identified in the Individualized Resiliency Plan, but treatment goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goals of the Ind_ividualized R_esiliency Plan have bee_n substantial_ly met; or
Criteria 3. Youth and family requests discharge and the youth is not in imminent danger of harm to self or others; or

4. Transfer to another service/level of care is warranted by change in youth’s condition; or

5. Youth requires more intensive services.

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013

Page 37




Group Outpatient Services: Group Counseling

Requirements

gig:;?o ns See Required Components, Item 2, below.
1. Severity of behavioral health issue precludes provision of services.
o 2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical X : . . L
Exclusions 3. Thgre is a Ia(_:k of s_omal support systems such tha_t a more intensive level of service is needed. _ o
4. This service is not intended to supplant other services such as MR/DD Personal and Family Support or any day services where the individual may more
appropriately receive these services with staff in various community settings.
1. The treatment orientation, modality and goals must be specified and agreed upon by the youth/family/caregiver. If there are disparate goals between the youth and
Required family, this is addressed clinically as part of the resiliency-building plans and interventions.
Components 2. When billed concurrently with IFI services, this service must be curriculum based and/or targeted to a very specific clinical issue (e.g. incest survivor groups,
perpetrator groups, sexual abuse survivor groups).
Staffing

1. Maximum face-to-face ratio cannot be more than 10 consumers to 1 direct service staff based on average group attendance

1. The membership of a multiple family group (H0004 HQ) consists of multiple family units such as a group of two or more parent(s) from different families either with
(HR) or without (HS) participation of their child/children.

Requirements

ghmca[ 2. Practitioners and supervisors of those providing this service are expected to maintain knowledge and skills regarding group practice such as selecting appropriate

perations . . S . . : .
participants for a particular group, working with the group to establish necessary group norms and goals, and understanding and managing group dynamics and

processes.

Service 1. For the purposes of this specific service, when this service is provided to multi-family groups, the definition of family excludes employees of Child Caring

Accessibility Institution, employees of DJJ or employees of DFCS as recipients of service.

Billing and

Reporting When using 90853, and the intervention meets the definition of Interactive Complexity, the 90785 code will be submitted with the 90853 base code.

Group Outpatient Services: Group Training

Transaction Code Detall Code | Mod | Mod | Mod | Mod | Rate Code Detall Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
. Practitioner Level 4, In-Clinic H2014 | HO | U4 | s ‘ $4.43 P_ractmoner Level 4, Out-of-Clinic, w/ H2014 | HO | HR | U | U7 $5.41
Group Skills client present
Training & Practitioner Level 5, In-Clinic 2014 | HQ | U5 | Us $3.30 Pract|t|oner Level 5, Out-of-Clinic, w/ H2014 | HQ | HR | Us | u7 | $4.03
Development client present
Practitioner Level 4, Out-of-Clinic | H2014 | HQ | U4 | U7 | $5.41 | Practitioner Level 4, In-Clinic, w/o H2014 | HQ | HS | U4 | U6 $4.43
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\ client present
Practitioner Level 5, Out-of-Clinic 2014 | HO | Us | w7 $4.03 P_ractmoner Level 5, In-Clinic, wio H2014 | HO | HS | Us | U6 $3.30
client present
Pract|t|oner Level 4, In-Clinic, w/ H2014 | HO | HR | ua | us | $4.43 P_ractmoner Level 4, Out-of-Clinic, w/o H2014 | HO | HS | ua | U7 $5.41
client present client present
Pracnnoner Level 5, In-Clinic, wiw H2014 | HO | HR | Us | U6 | $3.30 Practltloner Level 5, Out-of-Clinic, w/o H2014 | HO | HS | us | U7 | $4.03
client present client present
Unit Value 15 minutes Maximum Daily Units* 16 units
Initial If a MICP Registration is submitted - 32 units o .
Authorization* If a MICP Negv Episode is submitted - 200 units R Atz 200 units
Qg??oﬂiza“m 180 days Utilization Criteria CAFAS scores: 10-240
A therapeutic interaction shown to be successful with identified populations, diagnoses and service needs. Services are directed toward achievement of specific goals
defined by the youth and by the parent(s)/responsible caregiver(s) and specified in the Individualized Resiliency Plan. Services may address goals/issues such as
promoting resiliency, and the restoration, development, enhancement or maintenance of:
1) iliness and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse prevention skills, knowledge of
medications and side effects, and motivational/skill development in taking medication as prescribed);
Service 2) problem solying skills; .
Definition 3) heaIthy coping mechanisms;
4) adaptive skills;
5) interpersonal skills;
6) daily living skills;
7) resource management skills;
8) knowledge regarding emotional disturbance, substance related disorders and other relevant topics that assist in meeting the youth’s and family’s needs; and
skills necessary to access and build community resources and natural support systems.
1. Youth must have a primary emotional disturbance/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
Admission activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. The youth’s level of functioning does not preclude the provision of services in an outpatient milieu; and
3. The individual's resiliency goalls that are to be addressed by this service must be conducive to response by a group milieu.
Continuing Stay | 1. Youth continues to meet admission criteria; and
Criteria 2. Youth demonstrates documented progress relative to goals identified in the Individualized Resiliency Plan, but treatment goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
: 2. Goals of the Individualized Resiliency Plan have been substantially met; or
Discharge . . . o _
Criteria 3. Youth and family reques_ts discharge and_ the youth is not in |mm|_nent dapger of_h_arm to self or others; or
4. Transfer to another service/level of care is warranted by change in youth's condition; or
5. Youth requires more intensive Services.
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Service 1. When billed concurrently with IFI services, this service must be curriculum based and/or targeted to a very specific clinical issue (e.g. incest survivor groups,
Exclusions perpetrator groups, sexual abuse survivor groups).
1. Severity of behavioral health issue precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Ia(;k of s.ocial support systems such tha.t a more intensive level of service is negded. . o
Exclusions 4. This service is not_mtended to Sl_JppIan_t other services such as MR/DD Rersonal and Family Support or any day services where the individual may more
appropriately receive these services with staff in various community settings.
5. Youth with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: mental retardation, autism, organic mental disorder, and traumatic brain injury.
Required The functional goals addressed through this service must be specified and agreed upon by the youth/family/caregiver. If there are disparate goals between the youth
Components and family, this is addressed clinically as part of the resiliency building plans and interventions.
Staffing

Requirements Maximum face-to-face ratio cannot be more than 10 consumers to 1 direct service staff based on average group attendance

1. Out-of-clinic group skills training is allowable and clinically valuable for some consumers; therefore, this option should be explored to the benefit of the consumer.
In this event, staff must be able to assess and address the individual needs and progress of each consumer consistently throughout the intervention/activity (e.g.
in an example of teaching 2-3 consumers to access public transportation in the community, group training may be given to help each consumer individually to

ggr:f;! - understand the bus schedule in a way that makes sense to them, to address questions/concerns each may have about how to use the bus, perhaps to spend time
riding the bus with the consumers and assisting each to understand and become comfortable with riding the bus in accordance with individual goals, etc).
2. The membership of a multiple family Group Training session (H2014 HQ) consists of multiple family units such as a group of two or more parent(s) from different
families either with (HR) or without (HS) participation of their child/children.
Reporting and
Billing 1. Out-of-clinic group skills training is denoted by the U7 modifier.

Requirements

Individual Counseling

Transaction Code Detail Code | Mod | Mod Rate Code Detail Code | Mod | Mod Rate
Code 1 2 3 4 3 4

Individual | Practitioner Level 2, In-Clinic 90832 | U2 U6 \ 64.95 | Practitioner Level 2, Out-of-Clinic | 90832

Psycho- § Practitioner Level 3, In-Clinic 90832 U3 ué \ 50.02 | Practitioner Level 3, Out-of-Clinic | 90832 | U3 | U7
therapy, 8l | Practitioner Level 4, In-Clinic 90832 | U4 ué | 33.83 | Practitioner Level 4, Out-of-Clinic | 90832 | U4 | U7
insight Practitioner Level 5, In-Clinic 90832 U5 U6 \ 25.21 | Practitioner Level 5, Out-of-Clinic | 90832 | U5 | U7
oriented, .| Practitioner Level 2, In-Clinic 90834 | U2 | U6 \ 116.90 | Practitioner Level 2, Out-of-Clinic | 90834 | U2 | U7
behavior- |25l practitioner Level 3, In-Clinic 90834 | U3 | Us \ 90.03 | Practitioner Level 3, Out-of-Clinic | 90834 | U3 | U7
modifying | Practitioner Level 4, In-Clinic 90834 | U4 U6 \ 60.89 | Practitioner Level 4, Out-of-Clinic | 90834 | U4 | U7
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and/or Practitioner Level 5, In-Clinic 90834 U5 U6 45.38 | Practitioner Level 5, Out-of-Clinic 90834 | U5 | U7
supportive Practitioner Level 2, In-Clinic 90837 U2 U6 155.87 | Practitioner Level 2, Out-of-Clinic 90837 | U2 | U7
% Practitioner Level 3, In-Clinic 90837 U3 U6 120.04 ] Practitioner Level 3, Out-of-Clinic | 90837 | U3 | U7
§ Practitioner Level 4, In-Clinic 90837 U4 U6 81.18 | Practitioner Level 4, Out-of-Clinic 90837 | U4 | U7
Practitioner Level 5, In-Clinic 90837 U5 U6 60.51 | Practitioner Level 5, Out-of-Clinic 90837 | U5 | U7
o | Practitioner Level 1, In-Clinic 90833 Ul U6 97.02 | Practitioner Level 1, Out-of-Clinic | 90833 | Ul | U7
Psvcho é Practitioner Level 2, In-Clinic 90833 U2 U6 64.95 | Practitioner Level 2, Out-of-Clinic 90833 | U2 | U7
theyrapy Add- ° Pract!t!oner Level 1 _ 90833 GT Ul 97.02 Pract!t!oner Level 2 _ 90833 | GT | U2
- o Practitioner Level 1, In-Clinic 90836 Ul U6 174.63 | Practitioner Level 1, Out-of-Clinic 90836 | Ul | U7
& | Practitioner Level 2, In-Clinic 90836 U2 U6 116.90 | Practitioner Level 2, Out-of-Clinic 90836 | U2 | U7
"| Practitioner Level 1 90836 GT Ul 174.63 | Practitioner Level 2 90836 | GT | U2
: 1 encounter (Note: Time-in/Time-out is required in the documentation as it justifies , : : .
Unit Value which code a(bove s billed) g J Maximum Daily Units 2 units
Initial o 24 units Re-Authorization* 24 units
Authorization
é:trroodrizatwn 180 days Utilization Criteria CAFAS scores: 10-240
A therapeutic intervention or counseling service shown to be successful with identified youth populations, diagnoses and service needs, provided by a qualified clinician.
Techniques employed involve the principles, methods and procedures of counseling that assist the youth in identifying and resolving personal, social, vocational,
intrapersonal and interpersonal concerns. Services are directed toward achievement of specific goals defined by the youth and by the parent(s)/responsible caregiver(s)
and specified in the Individualized Resiliency Plan. These services address goals/issues such as promoting resiliency, and the restoration, development, enhancement
or maintenance of:
1) theillness/emotional disturbance and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse
Service prevention skills, knowledg_e of m_edications and side effects, and motivational/skill development in taking medication as prescribed);
Definition 2) problem soI_vmg and cognitive skills;
3) healthy coping mechanisms;
4) adaptive behaviors and skills;
5) interpersonal skills; and
6) knowledge regarding the emotional disturbance, substance related disorders and other relevant topics that assist in meeting the youth's needs.
7) Best/evidence based practice modalities may include (as clinically appropriate): Motivational Interviewing/Enhancement Therapy, Cognitive Behavioral
Therapy, Behavioral Modification, Behavioral Management, Rational Behavioral Therapy, Dialectical Behavioral Therapy, Interactive Play Therapy, and
others as appropriate to the individual and clinical issues to be addressed.
. 1. Youth must have a primary emotional disturbance/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
é?i?;ﬁ:on activities of daily living or_pla_u:es others in danger) or distre_s_sing (cause_:s m_ental anguis_h or Sl_Jffering); and
2. The youth’s level of functioning does not preclude the provision of services in an outpatient milieu; and
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Continuing 1. Individual continues to meet admission criteria; and
Stay Criteria | 2. Individual demonstrates documented progress relative to goals identified in the Individualized Resiliency Plan, but treatment goals have not yet been achieved.
1. Adequate continuing care plan has been established; and one or more of the following:
R 2. Goglg of the Ir)dividualized Resiliency qun haye bgen subs@antially met; or
Criteria 3. Individual/family requests d|§charge and individual is not in imminent dgnger of harm to self or others; or
4. Transfer to another service is warranted by change in individual's condition; or
5. Individual requires a service approach which supports less or more intensive need.
Eiglﬁ?o ns Designated Crisis Stabilization Unit services and Intensive Family Intervention
1. Severity of behavioral health disturbance precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. There is a lack of social support systems such that a more intensive level of service is needed.
Exclusions 4. There is no outlook for improvement with this particular service
5. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: mental retardation, autism, organic mental disorder and traumatic brain injury.
ggﬂ]u;:)endems The treatment orientation, modality and goals must be specified and agreed upon by the youth/family/caregiver.
Clinical Practitio_ners and_ supervisors of those providing this service are expected to maintain knowledge and skills regarding current research trends in best/evidence based
Operatins counseling practices. _ -
2. 90833 and 90836 are utilized with E/M CPT Codes as an add-on for psychotherapy and may not be billed individually.
Bt 1. When 90833 or 90836. are provjded with an EM code, thege are submitted together to encounter/claims system.
R AR 2. 90833 is used for any intervention Wh!Ch is 16-37 minutes in length.
Requirements 3. 90836 is used for any intervention Wh!ch is 38-52 minutes in I_ength.
4. 90837 is used for any intervention which is greater than 53 minutes.
1. When 90833 or 90836 are provided with an E/M code, they are recorded on the same intervention note but the distinct services must be separately identifiable.
Documentation |2. When 90833 or 90836 are provided with an E/M code, the psychotherapy intervention must include time in/time out in order to justify which code is being utilized
Requirements (each code shall have time recorded for the two increments of service as if they were distinct and separate services). Time associated with activities used to meet
criteria for the E/M service is not included in the time used for reporting the psychotherapy service.

Interactive Complexity

Rate Code Detalil Code | Mod Rate

Transaction Code Detail Code
Code
Interactive Interactive complexity (List
Complexity separately in addition to the 90785

Interactive complexity (List

separately in addition to the code TG

$0.00 90785 $0.00

Mod | Mod | Mod | Mod Mod | Mod | Mod
1 2 3 4 2 3 4
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code forprimary procedure) | | | fo primary procecure) N
Unit Value 1 Encounter Maximum Daily Units* 4 units

Initial : o .

Authorization* 48 units Re-Authorization 48 units

Authorization b L

Period? 180 days Utilization Criteria 180 days

Interactive Complexity is not a direct service but functions as a modifier to Psychiatric Treatment, Diagnostic Assessment, Individual Therapy, and Group Counseling.

This modifier is used when:
1. Communication with the individual participant/s is complicated perhaps related to, e.g., high anxiety, high reactivity, repeated questions, or disagreement and

therefore delivery of care is challenging.

Service 2. Caregiver emotions/behaviors complicate the implementation of the treatment plan.

Definition 3. Evidence/disclosure of a sentinel event and mandated report to a third party (e.g., abuse or neglect with report to state agency) with initiation of discussion of
the sentinel event and/or report with the individual and supporters.

4. Use of play equipment, physical devices, interpreter or translator to overcome significant language barriers (when individual served is not fluent in same
language as practitioner, or when the individual has not developed or has lost expressive/receptive communication skills necessary for interactive participation
in the intervention).

Admission
Criteria
Continuing
Stay Criteria N i . . . . e . . . -
Discharge These elements are defined in the specific companion service to which this modifier is anchored to in reporting/claims submission.
Criteria
Clinical
Exclusions
1.  When this code is submitted, there must be:
a) Record of base service delivery code/s AND the Interactive Complexity code on the single note; and
Documentation b) Evidence within the multi-code service note which indicates the specific category of complexity (from the list of items 1-4 in the definition above) utilized during
Requirements the intervention.
2. The interactive complexity component relates only to the increased work intensity of the psychotherapy service, but does not change the time for the
psychotherapy service.
1. This service may only be reported/billed in conjunction with one of the following codes: 90791, 90792, 90832, 90834, 90837, 90853, and with the following codes
Reporting and only when paired with 90833 or 90836: 99201, 99211, 99202, 99212, 99203, 99213, 99204, 99214, 99205, 99215.
Billing 2. This Service Code paired with the TG modifier is only used when the complexity type from the Service Definition above is categorized under Item 4 AND an
Requirements interpreter or translator is used during the intervention. So, if play equipment is the only complex intervention utilized, then TG is not utilized.

3. Interactive Complexity is utilized as a modifier and therefore is not required in an order nor in an Individualized Recovery/Resiliency Plan.
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Medication Administration

Code Detail

Practitioner Level 2, Out-of-Clinic

Practitioner Level 3, Out-of-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 2, Out-of-Clinic

Practitioner Level 3, Out-of-Clinic

Transaction Code Detall Code | Mod | Mod
Code 1 2
Practitioner Level 2, In-Clinic | H2010 | U2 U6
Comprehensive | Practitioner Level 3, In-Clinic | H2010 | U3 U6
Medication Practitioner Level 4, In-Clinic | H2010 | U4 U6
Services Practitioner Level 5, In-Clinic | H2010 | U5 U6
Therapeutic, Practitioner Level 2, In-Clinic | 96372 | U2 U6
prophylactic or Practitioner Level 3, In-Clinic | 96372 | U3 | U6
diagnostic Practitioner Level 4, In-Clinic | 96372 | U4 | U6
injection

Practitioner Level 4, Out-of-Clinic

Alcohol, and/or
drug services,
methadone
administration
and/or service

H0020 | U2 U6

Practitioner Level 4, In-Clinic

Practitioner Level 2, In-Clinic

Practitioner Level 3, In-Clinic | H0020 | U3 U6

Unit Value 1 encounter Maximum Daily Units* 1 unit

Initial With the submission of MICP Registration - 6 units shared o _ :

Authorization* With the submission of MICP New Episode: H2010 & 96372 = 60 units shared R ALIRIENTD H2010 & 96372 = 60 units shared

;\gtr?oﬂlzam" 180 days Utilization Criteria CAFAS scores:10-240
As reimbursed through this service, medication administration includes the act of introducing a drug (any chemical substance that, when absorbed into the body of a
living organism, alters normal bodily function) into the body of another person by any number of routes including, but not limited to the following: oral, nasal, inhalant,
intramuscular injection, intravenous, topical, suppository or intraocular. Medication administration requires a written service order for Medication Administration and a
written order for the medication and the administration of the medication that complies with guidelines in Part I, Section 1, Subsection 6—Medication of the Provider Manual.
The order for and administration of medication must be completed by members of the medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-34-23
Delegation of Authority to Nurse and Physician Assistant and must be administered by licensed or credentialed* medical personnel under the supervision of a physician
or registered nurse in accordance with O.C.G.A. This service does not cover the supervision of self-administration of medications (See Clinical Exclusions below).

Service

Definition The service must include:

1. Anassessment, by the licensed or credentialed medical personnel administering the medication, of the youth’s physical, psychological and behavioral status in
order to make a recommendation regarding whether to continue the medication and/or its means of administration, and whether to refer the youth to the
physician for a medication review.

2. Education to the youth and/or family/responsible caregiver(s), by appropriate licensed medical personnel, on the proper administration and monitoring of
prescribed medication in accordance with the youth's resiliency plan.

For individuals who need opioid maintenance, the Opioid Maintenance service should be requested.
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1. Youth presents symptoms that are likely to respond to pharmacological interventions; and

2. Youth has been prescribed medications as a part of the treatment array; and

3. Youth/family/responsible caregiver is unable to self-administer/administer prescribed medication because:

a. Although the youth is willing to take the prescribed medication, it is in an injectable form and must be administered by licensed medical personnel; or

Admission b. Although youth i§ willing to take the prescribed medication, it is a Class A controlled substance which must be stored and dispensed by medical personnel
Criteria in ac_cqrdan_ce W|th_ state law; or _ _ _ _ _ _

c. Administration by licensed/credentialed medical personnel is necessary because an assessment of the youth's physical, psychological and behavioral
status is required in order to make a determination regarding whether to continue the medication and/or its means of administration and/or whether to refer
the youth to the physician for a medication review.

d. Due to the family/caregiver's lack of capacity there is no responsible party to manage/supervise self-administration of medication (refer youth/family for CSI
and/or Family or Group Training in order to teach these skills)

COMLIIITY SEY) Youth continues to meet admission criteria.
Criteria
Discharge 1. Youth no anger negds medication; o N . - o
Criteria 2. Youth/Fam|Iy/C§rgg|ver is able to self-admlnlster, administer, or supervise self-administration medication; and
3. Adequate continuing care plan has been established.
: 1. Medication administered as part of Ambulatory Detoxification is billed as “Ambulatory Detoxification” and is not billed via this set of codes.
Service o :
Exclusions 2. Must not be billed in the same day as Nursing Assessment.
3. For individuals who need opioid maintenance, the Opioid Maintenance service should be requested.
This service does not cover the supervision of self-administration of medications. Self-administration of medications can be done by anyone physically and mentally
Clinical capable of taking or administering medications to himself/herself. Youth with mental health issues, or developmental disabilities are very often capable of self
Exclusions administration of medications even if supervision by others is needed in order to adequately or safely manage self-administration of medication and other activities of
daily living.

1. There must be a written service order for Medication Administration and a written order for the medication and the administration of the medication that complies with
guidelines in Part Il, Section 1, Subsection 6—Medication of the Provider Manual. The order for and administration of medication must be completed by members of the
medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant The order must be in the
youth's chart. Telephone orders are acceptable provided they are co-signed by the appropriate members of the medical staff in accordance with DBHDD
standards.

Required 2. Documentation must support that the individual is being trained in the risks and benefits of the medications being administered and that symptoms are being
Components monitored by the staff member administering the medication.

3. Documentation must support the medical necessity of administration by licensed/credentialed medical personnel rather than by the youth, family or caregiver.

4. Documentation must support that the youth AND family/caregiver is being trained in the principles of self-administration of medication and supervision of self-
administration or that the youth/family/caregiver is physically or mentally unable to self-administer/administer. This documentation will be subject to scrutiny by
the External Review Organization in reauthorizing services in this category.

5. This service does not include the supervision of self-administration of medication.

ggaéfl:ri}% ments 1. Qualified Medication Aides working in a Community Living Arrangement (CLA) may administer medication only in a CLA.
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Medication Administration |

Clinical
Operations

1. Medication administration may not be billed for the provision of single or multiple doses of medication that a consumer has the ability to self-administer, either

independently or with supervision by a caregiver, either in a clinic or a community setting. In a group home/CCl setting, for example, medications may be
managed by the house parents or residential care staff and kept locked up for safety reasons. Staff may hand out medication to the residents but this does not
constitute administration of medication for the purposes of this definition and, like other watchful oversight and monitoring functions, are not reimbursable
treatment services.

If consumer/family requires training in skills needed in order to learn to manage his/her own medications and their safe self-administration and/or supervision of

self-administration, this skills training service can be provided via the Community Support or Family/Group Training services in accordance with the person’s

individualized recovery/resiliency plan.

. Foster parents are eligible for CSI or Family/Group Training in the supervision of medication self-administration by youth living in their care, but agency

employees, including those working in residential settings such as group homes and CCls, are not eligible for CSI or Family/Group Training in the supervision of
medication self-administration by youth in their care.

Service
Accessibility

. Medication Administration may not be provided in an Institution for Mental Diseases (IMD, e.g. state or private psychiatric hospital, psychiatric residential

treatment facility or Crisis Stabilization Unit with greater than 16 beds), jail, youth development center (YDC) or prison system.

. This service may not be provided and billed for youth who are involuntarily detained in Regional Youth Detention Centers (RYDCs) awaiting criminal proceedings,

penal dispositions, or other involuntary detainment proceedings. Any exception to this requires supporting documentation from the DJJ partners. The provider
holds the risk for assuring the youth's eligibility.

Nursing Assessment and Health Services

Transaction Code Detail Code Mod | Mod Code Detail
Code 1 2
Nursing Practitioner Level 2, In-Clinic | T1001 Uz | U6 Practitioner Level 2, Out-of-Clinic
Assessment/ — — = —
Evaluation Practitioner Level 3, In-Clinic | T1001 U3 | U6 Practitioner Level 3, Out-of-Clinic
Practitioner Level 4, In-Clinic | T1001 U4 | U6 Practitioner Level 4, Out-of-Clinic | 71001 | U4 | U7
RN Services, up | Practitioner Level 2, In-Clinic | T1002 uz2 | U6 Practitioner Level 2, Out-of-Clinic | T1002 | U2 | U7
to 15 minutes Practitioner Level 3, In-Clinic | T1002 U3 | U6 Practitioner Level 3, Out-of-Clinic
LPN Services,
upto 15 Practitioner Level 4, In-Clinic | T1003 U4 | U6 Practitioner Level 4, Out-of-Clinic $24.36
minutes
Health and Practitioner Level 2, In-Clinic | 96150 U2 U6 Practitioner Level 2, Out-of-Clinic
Behavior Practitioner Level 3, In-Clinic | 96150 U3 U6 Practitioner Level 3, Out-of-Clinic
Assessment,
Face-to-Face w/ | Practitioner Level 4, In-Clinic | 96150 U4 U6 Practitioner Level 4, Out-of-Clinic
Patient, Initial
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Nursing Assessment and Health Services

Assessment

Health and Practitioner Level 2, In-Clinic | 96151 u2 U6 Practitioner Level 2, Out-of-Clinic

Behavior Practitioner Level 3, In-Clinic | 96151 U3 U6 Practitioner Level 3, Out-of-Clinic

Assessment,

A Practitioner Level 4, In-Clinic | 96151 U4 | U6 Practitioner Level 4, Out-of-Clinic

Patient, Re-

assessment

Unit Value 15 minutes Maximum Daily Units* 16 units (32 for Ambulatory Detox)
Initial With the submission of MICP Registration -12 units B .

Authorization* With the submission of MICP New Episode - 60 units R I T 60 units

?gtrrotanzatwn 180 Days Utilization Criteria CAFAS scores:10-240

This service requires face-to-face contact with the youth/family/caregiver to monitor, evaluate, assess, and/or carry out orders of appropriate medical staff pursuant to the
Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant regarding the psychological and/or physical problems and
general wellness of the youth. Itincludes:
1) Providing nursing assessments and interventions to observe, monitor and care for the physical, nutritional, behavioral health and related psychosocial issues,
problems or crises manifested in the course of the youth’s treatment;
2) Assessing and monitoring the youth’s response to medication(s) to determine the need to continue medication and/or to determine the need to refer the youth for
a medication review,
3) Assessing and monitoring a youth's medical and other health issues that are either directly related to the mental health or substance related disorder, or to the

gi%ﬁ?o n treatment of t'he disorder (e.g. d.iabetes,.cardiac and/or.blood pressure issues, substange withdrawal symptoms, yveight gain and fluid retention, seizures, et.c);
4)  Consulting with the youth's family/caregiver about medical, nutritional and other health issues related to the individual's mental health or substance related issues;
5) Educating the youth and family/responsible caregiver(s) on medications and potential medication side effects (especially those which may adversely affect health
such as weight gain or loss, blood pressure changes, cardiac abnormalities, development of diabetes or seizures, etc);
6) Consulting with the youth and family/caregiver (s) about the various aspects of informed consent (when prescribing occurs/APRN)
7) Training for self-administration of medication;
8) Venipuncture required to monitor and assess mental health, substance disorders or directly related conditions, and to monitor side effects of psychotropic
medications, as ordered by appropriate members of the medical staff; and
9) Providing assessment, testing, and referral for infectious diseases.
Admission 1. Youth presents with symptoms that are likely to respond to medical/nursing interventions; or
Criteria 2. Youth has been prescribed medications as a part of the treatment array or has a confounding medical condition.
_ 1. Youth continues to demonstrate symptoms that are likely to respond to or are responding to medical interventions; or
Continuing Stay - - o . . . S — . .
Criteria 2. Youth exhibits acute disabling conditions of sufficient severity to bring about a significant impairment in day-to-day functioning; or

3. Youth demonstrates progress relative to medical/medication goals identified in the Individualized Resiliency Plan, but treatment goals have not yet been achieved.
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Nursing Assessment and Health Services

1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Youth no longer demonstrates symptoms that are likely to respond to or are responding to medical/nursing interventions; or
Criteria 3. Goals of the Individualized Resiliency Plan have been substantially met; or
4. Youth/family requests discharge and youth is not in imminent danger of harm to self or others.
Service - L . _
Exclusions Medication Administration, Opioid Maintenance
g:g;ﬁg: - Routine nursing activities that are included as a part of ambulatory detoxification and medication administration/methadone administration
1. Nutritional assessments indicated by a youth’s confounding health issues might be billed under this code (96150, 96151). No more than 8 units specific to nutritional
Required assessments can be billed for an individual within a year. This specific assessment must be provided by a Registered Nurse or by a Licensed Dietician (LD).
C 021 panents 2. This service does not include the supervision of self-administration of medication.
3. Each nursing contact should document the checking of vital signs (Temperature, Pulse, Blood Pressure, Respiratory Rate, and weight, if medically indicated or if
related to behavioral health symptom or behavioral health medication side effect) in accordance with general psychiatric nursing practice.
Clinical 1. Venipuncture billed via this service must include documentation that includes canula size utilized, insertion site, number of attempts, location, and consumer tolerance
; of procedure.
Operations 2. All nursing procedures must include relevant consumer-centered, family-oriented education regarding the procedure.

Pharmacy & Lab

Utilization .
Criteria CAFAS scores: 10-240
Pharmacy & Lab Services include operating/purchasing services to order, package, and distribute prescription medications. It includes provision of assistance to access
Senvice indigent medication programs, sample medication programs and payment for necessary medications when no other fund source is available. This service provides for
B appropriate lab work, such as drug screens and medication levels, to be performed. This service ensures that necessary medication/lab services are not withheld/delayed
based on inability to pay
Admission Individual has been assessed by a prescribing professional to need a psychotropic, anti-cholinergic, addiction specific, or anti-convulsant (as related to behavioral health
Criteria issue) medication and/or lab work required for persons entering services, and/or monitoring medication levels.
gzglr?: ing Stay Individual continues to meet the admission criteria as determined by the prescribing professional
Discharge 1. Individual no longer demonstrates symptoms that are likely to respond to or are responding to pharmacologic interventions; or
Criteria 2. Individual requests discharge and individual is not imminently dangerous or under court order for this intervention.
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1. Service must be provided by a licensed pharmacy or through contract with a licensed pharmacy.
Required 2. Agency must participate in any pharmaceutical rebate programs or pharmacy assistance programs that promote consumer access in obtaining medication.
Components 3. Providers shall refer all consumers who have an inability to pay for medications or services to the local county offices of the Division of Family and Children Services
for the purposes of determining Medicaid eligibility.
Additional
Medicaid Not a DBHDD Medicaid service. Medicaid recipients may access the general Medicaid pharmacy program as prescribed by the Department of Community Health.
Requirements

Psychiatric Treatment

Transaction Code Detail Code | Mod Mod Rate Code Detail Code | Mod Mod Rate
Code 1 1

g | Practitioner Level 1, In-Clinic 99201 | ULl | U6 ‘ 38.81 | Practitioner Level 2, In-Clinic 99201 | U2 | U6 ‘ 25.98

£ | Practitioner Level 1, Out-of-Clinic | 99201 | u1 | u7 | 49.39 | Practitioner Level 2, Out-of-Clinic | 99201 | U2 | U7 | 3117

= [ Practitioner Level 1 99201 | GT | U1 | 38.81 | Practitioner Level 2 99201 | GT | U2 | 25.98

o | Practitioner Level 1, In-Clinic 99202 | Ul | U6 | 77.61 | Practitioner Level 2, In-Clinic 99202 | U2 | U6 | 51.96

& | Practitioner Level 1, Out-of-Clinic | 99202 | U1 | U7 | 98.79 | Practitioner Level 2, Out-of-Clinic 99202 | U2 | U7 | 62.35

E| Practitioner Level 1 99202 | GT | U1 | 77.61 | Practitioner Level 2 99202 | GT | U2 | 51.96

E/M New o | Practitioner Level 1, In-Clinic 99203 | Ul | U6 | 116.42 | Practitioner Level 2, In-Clinic 99203 | U2 | U6 | 77.94
Patient & 2| Practitioner Level 1, Out-of-Clinic | 99203 | Ul | U7 | 148.18 | Practitioner Level 2, Out-of-Clinic 99203 | U2 | U7 | 93.52
E| Practitioner Level 1 99203 | GT | U1 | 116.42 | Practitioner Level 2 99203 | GT | U2 | 77.94

o | Practitioner Level 1, In-Clinic 99204 | Ul | U6 | 174.63 | Practitioner Level 2, In-Clinic 99204 | U2 | U6 | 116.90

2 2| Practitioner Level 1, Out-of-Clinic | 99204 | Ul | U7 | 222.26 | Practitioner Level 2, Out-of-Clinic 99204 | U2 | U7 | 140.28

E| Practitioner Level 1 99204 | GT | U1 | 174.63 | Practitioner Level 2 99204 | GT | U2 | 116.90

o | Practitioner Level 1, In-Clinic 99205 | Ul | U6 | 232.84 | Practitioner Level 2, In-Clinic 99205 | U2 | U6 | 155.88

2 2| Practitioner Level 1, Out-of-Clinic | 99205 | Ul | U7 | 296.36 | Practitioner Level 2, Out-of-Clinic 99205 | U2 | U7 | 187.04

E| Practitioner Level 1 99205 | GT | U1 | 232.84 | Practitioner Level 2 99205 | GT | U2 | 155.88

o | Practitioner Level 1, In-Clinic 99211 | U1 | U6 | 19.40 | Practitioner Level 2, In-Clinic 99211 | U2 | U6 | 12.99

w 2| Practitioner Level 1, Out-of-Clinic | 99211 | U1 | U7 | 24.70 | Practitioner Level 2, Out-of-Clinic 99211 | U2 | U7 | 1559

E| Practitioner Level 1 99211 | GT | U1 | 19.40 | Practitioner Level 2 99211 | GT | U2 | 1299

EM @ Practitioner Level 1, In-Clinic 99212 | Ul | U6 \ 38.81 | Practitioner Level 2, In-Clinic 99212 | U2 | U6 \ 25.98
Established |S Z| Practitioner Level 1, Out-of-Clinic | 99212 | U1 | U7 | 49.39 | Practitioner Level 2, Out-of-Clinic 99212 | U2 | U7 | 3117
Patient E| Practitioner Level 1 99212 | GT | U1 | 38.81 | Practitioner Level 2 99212 | GT | U2 | 2598
|_Practitioner Level 1, In-Clinic 99213 | Ul | U6 | 58.21 | Practitioner Level 2, In-Clinic 99213 | U2 | U6 | 3897

3% Practitioner Level 1, Out-of-Clinic | 99213 | Ul | U7 | 74.09 | Practitioner Level 2, Out-of-Clinic 99213 | U2 | U7 | 46.76

‘€| Practitioner Level 1 99213 | GT | U1 | 58.21 | Practitioner Level 2 99213 | GT | U2 | 38.97
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Psychiatric Treatment

o | Practitioner Level 1, In-Clinic 99214 | Ul | U6 97.02 | Practitioner Level 2, In-Clinic 99214 | U2 | U6
& 2| Practitioner Level 1, Out-of-Clinic | 99214 | U1 | U7 123.48 | Practitioner Level 2, Out-of-Clinic 99214 | U2 | U7
E| Practitioner Level 1 99214 | GT | U1 97.02 | Practitioner Level 2 99214 | GT | U2
o | Practitioner Level 1, In-Clinic 99215 | Ul | U6 155.23 | Practitioner Level 2, In-Clinic 99215 | U2 | U6
g 2| Practitioner Level 1, Out-of-Clinic | 99215 | Ul | U7 197.57 | Practitioner Level 2, Out-of-Clinic 99215 | U2 | U7
E| Practitioner Level 1 99215 | GT | U1 | 155.23 | Practitioner Level 2 99215 | GT | U2
Unit Value 1 encounter (Note:_ Tinie-in/Time-out is required in the documentation as it justifies Maximum Daily Units 1 unit (see qualifier in definition below)
which code above is billed)
Initic! o 12 units Re-Authorization 12 units
Authorization
?gtr:iotanzatwn 180 days Utilization Criteria LOCUS scores: 1-6
The provision of specialized medical and/or psychiatric services that include, but are not limited to:
a. Psychotherapeutic services with medical evaluation and management including evaluation and assessment of physiological phenomena (including co-
morbidity between behavioral and physical health care issues);
: b. Assessment and monitoring of an youth's status in relation to treatment with medication,
S c. Assessment of the appropriateness of initiating or continuing services.
Definition
Youth must receive appropriate medical interventions as prescribed and provided by members of the medical staff pursuant to the Medical Practice Act of 2009,
Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant that shall support the individualized goals of recovery as identified by the individual and
their parent/guardians and their Individualized Recovery Plan (within the parameters of the youth/family’s informed consent).
Admiission 1. Indiyidual is (ietermined to be in need of psychotherapy services and has confounding medical issues which interact with behavioral health diagnosis, requiring
Criteria meqical oversight; or . o
2. Individual has been prescribed medications as a part of the treatment array
1. Individual continues to meet the admission criteria; or
Continuing Stay 2. Individual exhipits acute disabling conditions of sufficient severity to bring about a significant impairment in day-to-day functioning; or
Criteria 3. Individual continues to present symptoms that are likely to respond to pharmacological interventions; or .
4. Individual continues to demonstrate symptoms that are likely to respond or are responding to medical interventions; or
5. Individual continues to require management of pharmacological treatment in order to maintain symptom remission.
Discharge 1. An _adequate continuing care plan nas been establishef_i; and one or more of the following:
Criteria 2. Individual has withdrawn or been discharged from service; or o .
3. Individual no longer demonstrates symptoms that need pharmacological interventions.
Eigllics?on s Not offered in conjunction with ACT
g:g;ﬁg: -— Services defined as a part of ACT
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Psychiatric Treatment

Telemedicine may be utilized for an initial Psychiatric Diagnostic Examination as well as for ongoing Psychiatric Diagnostic Examination via the use of appropriate
procedure codes with the GT modifier.

Required
Components

Clinical
Operations

1.

2.

In accordance with recovery philosophy, it is expected that individuals will be treated as full partners in the treatment regimen/services planned and received. As
such, it is expected that practitioners will fully discuss treatment options with individuals and allow for individual choice when possible. Discussion of treatment
options should include a full disclosure of the pros and cons of each option (e.g. full disclosure of medication/treatment regimen potential side effects, potential
adverse reactions--including potential adverse reaction from not taking medication as prescribed, and expected benefits). If such full discussion/disclosure is not
possible or advisable according to the clinical judgment of the practitioner, this should be documented in the individual's chart (including the specific information that
was not discussed and a compelling rationale for lack of discussion/disclosure).

Assistive tools, technologies, worksheets, etc. can be used by the served individual to facilitate communication about treatment, symptoms, improvements, etc. with
the treating practitioner. If this work falls into the scope of Interactive Complexity it is noted in accordance with that definition.

3. This service may be provided with Individual Counseling codes 90833 and 90836, but the two services must be separately identifiable.
4. For purposes of this definition, a “new patient” is an individual who has not received an E/M code service from that agency within the past three years. If an individual

has engaged with the agency, and has seen a non-physician for a BH Assessment, they are still considered a “new patient” until after the first E/M service is
completed.

Service
Accessibility

Telemedicine is the use of medical information exchanged from one site to another via electronic communications to improve a patient's health. Electronic
communication means the use of interactive telecommunications equipment that includes, at a minimum, audio and video equipment permitting two-way, real time
interactive communication between the patient, and the physician or practitioner at the distant site.

Additional
Medicaid
Requirements

1.
2.

The daily maximum within a CSU for E/M is 1 unit/day.
Even if a physician also has his/her own Medicaid number, the physician providing behavioral health treatment and care through this code should bill via the
approved provider agency’s Medicaid number through the Medicaid Category of Service (COS) 440.

Reporting and
Billing
Requirements

1.

Within this service group, a second unit with a U1 modifier may be used in the event that a Telemedicine Psychiatric Treatment unit is provided and it indicates a
need for a face-to-face assessment (e.g. 90862GTUL is billed and it is clinically indicated that a face-to-face by an on-site physician needs to immediately follow
based upon clinical indicators during the first intervention, then 90862U1, can also be billed in the same day).

Within this service group, there is an allowance for when a U2 practitioner conducts an intervention and, because of clinical indicators presenting during this
intervention, a U1 practitioner needs to provide another unit due to the concern of the U2 supervisee (e.g. Physician’'s Assistant provides and bills 90805U2U6 and
because of concerns, requests U1 intervention following his/her billing of U2 intervention). The use of this practice should be rare and will be subject to additional
utilization review scrutiny.

These E/M codes are based upon time (despite recent CPT guidance). The Georgia Medicaid State Plan (June 6, 2012) is priced on time increments and therefore
time will remain the basis of justification for the selection of codes above for the near term.

The Rounding protocol set forth in the Community Service Standards for All Providers, Section I, Documentation Requirements must be used when determining the
billing code submitted to DBHDD or DCH.

Psychological Testing: Psychological Testing — Psycho-diagnostic assessment of emotionality, intellectual abilities, personality and psycho-pathology

Transaction

Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013

Page 51




Psychological Testing: Psychological Testing — Psycho-diagnostic assessment of emotionality, intellectual abilities, personality and psycho-pathology

Code 1 2

per hour of
psychologist's or
physician’s time,
S’Vﬁ’t‘.?{;‘;‘i,;‘t’lgﬁfind Practitioner Level 2, In-Clinic 96101 | U2 U6
time interpreting test
results and
preparing report)

Practitioner Level 2, Out-of-Clinic

with qualified
healthcare
professional Practitioner Level 3, In-Clinic
interpretation and
report, administered
by technician, per

96102 | U3 U6

Practitioner Level 4, In-Clinic

hour of technician Practitioner Level 3, Out-of- 96102 | U3 u7 Practitioner Level 4, Out-of-Clinic | 96102 U4 u7 97.42
time, face-to-face Clinic

Unit Value 1 hour Maximum Daily Units 5 units

Initial Auth 5 units Re-Authorization 5 units

;\gtr?oﬂ'za“m 180 days Utilization Criteria CAFAS scares: 10-240

Psychological testing consists of a face-to-face assessment of emotional functioning, personality, cognitive functioning (e.g. thinking, attention, memory) or intellectual
abilities using an objective and standardized tool that has uniform procedures for administration and scoring and utilizes normative data upon which interpretation of results
is based.

Psychological tests are only administered and interpreted by those who are properly trained in their selection and application. The practitioner administering the test

gi%ﬁ?o n ensures that the testing environment does not interfere with the performance of the examinee and ensures that the environment affords adequate protections of privacy
and confidentiality.
This service covers both the face-to-face administration of the test instrument(s) by a qualified examiner as well as the time spent by a psychologist or physician (with the
proper education and training) interpreting the test results and preparing a written report.

Admission 1. Aknown or suspected mental illness or substance-related disorder; and

MISSI0 2. Initial screening/intake information indicates a need for additional undetermined supports and recovery/resiliency planning; and

Criteria o
3. Youth meets Core Customer eligibility.

gzglr?: ing Stay The youth’s situation/functioning has changed in such a way that previous assessments are outdated.

glr?t(::?ar ge Each intervention is intended to be a discrete time-limited service that modifies treatment/support goals or is indicated due to change in illness/disorder.
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Psychological Testing: Psychological Testing — Psycho-diagnostic assessment of emotionality, intellectual abilities, personality and psycho-pathology

g?é{:ﬂ%mems 1. The term “psychologist” is defined in the Approved Behavioral Health Practitioners table in Section Il of this manual (Reference § 43-39-1 and § 43-39-7).

Required 2. There may be no more than one comprehensive battery of 96101 and 96102 provided to one individual within a year.

Components 3. There may be no more than 10 combined hours of 96101 and 96012 provided to one individual within a year.

glpl::rczglions The individual consumer (and caregiver/responsible family members etc as appropriate) must actively participate in the assessment processes.

Documentation | In addition to the authorization produced through this service, documentation of clinical assessment findings from this service should also be completed and placed in the
Requirements individual's chart.

Service Plan Development

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod

Code 1 2 3 4 3 4

Practitioner Level 2, In-Clinic H0032 | U2 | U6 $38.97 | Practitioner Level 2, Out-of-Clinic H0032 | U2 | U7
Service Plan — — — —
Development |_Praciitioner Level 3, In-Clinic H0032 | U3 | U6 \ Practitioner Level 3, Out-of-Clinic \
Practitioner Level 4, In-Clinic H0032 | U4 | U6 | $20.30 | Practitioner Level 4, Out-of-Clinic H0032 | U4 | U7 \
Practitioner Level 5, In-Clinic H0032 | U5 | U6 | $15.13 | Practitioner Level 5, Out-of-Clinic H0032 | U5 | U7 \
Unit Value 15 minutes Maximum Daily Units* 24 units (Combined with H0031)
Initial : . . S . . .
Authorization* 32 units (Combined with H0031) Re-Authorization 32 units (Combined with H0031)
é\:tr?oc:jrlzatlon 180 days Utilization Criteria CAFAS scores:10-240
Youth/Families access this service when it has been determined through an initial screening that the youth has mental health or addictive disease concerns. The
Individualized Recovery/Resiliency Plan (IRP) results from the Diagnostic and Behavioral Health Assessments and is required within the first 30 days of service, with ongoing
plans completed as demanded by individual consumer need and/or by service policy.

: Information from a comprehensive assessment should ultimately be used to develop, together with the youth and/or caretakers an IRP that supports resilience and that is
Service based on goals identified by the individual with parent(s)/responsible caregiver(s) involvement. As indicated, medical, nursing, peer, school, nutritional, etc staff should
Definition provide information from records, and various multi-disciplinary assessments for the development of the IRP.

The cornerstone component of the youth IRP involves a discussion with the child/adolescent and parent(s)/responsible caregiver(s) regarding what resiliency means to them
personally (e.g. the youth having more friends, improvement of behavioral health symptoms, staying in school, improved family relationships etc), and the development of
goals (i.e. outcomes) and objectives that are defined by and meaningful to the youth based upon the individual's articulation of their recovery hopes. Concurrent with the

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013 Page 53



Service Plan Development

development of the IRP, an individualized safety plan should also be developed, with the individual youth and parent(s)/responsible caregiver(s) guiding the process through
the free expression of their wishes and through their assessment of the components developed for the safety plan as being realistic for them.

The entire process should involve the youth as a full partner and should focus on service and resiliency goals/outcomes as identified by the youth and his/her family as well
as collateral agencies/treatment providers/relevant individuals.

Recovery/Resiliency planning shall set forth the course of care by:

e Prioritizing problems and needs;
Stating goals which will honor achievement of stated hopes, choice, preferences and desired outcomes of the youth/family;
Assuring goals/objectives are related to the assessment;
Defining goals/objectives that are individualized, specific, and measurable with achievable timeframes;
Defining discharge criteria and desired changes in levels of functioning and quality of life to objectively measure progress;
Transition planning at onset of service delivery;
Selecting services and interventions of the right duration, intensity, and frequency to best accomplish these objectives;
Assuring there is a goal/objective that is consistent with the service intent; and

o |dentifying qualified staff who are responsible and designated for the provision of services.
1. Aknown or suspected mental illness or substance-related disorder; and

é‘:&ﬁ:'on 2. Initial screening/intake information indicates a need for additional undetermined supports and recovery/resiliency planning; and

3. Youth meets Core Customer eligibility.
gg;t'gl:i'tr;?i . The youth’s situation/functioning has changed in such a way that previous assessments are outdated.
g'r?tcer:g g€ Each intervention is intended to be a discrete time-limited service that modifies treatment/support goals or is indicated due to change in illness/disorder.
ggqmuggende nts The service plan must include elements articulated in the Community Standards chapter in this Provider Manual.

1. The individual consumer (and caregiver/responsible family members etc as appropriate) should actively participate in planning processes.

2. The Individualized Resiliency Plan should be directed by the individual's/family’s personal resiliency goals as defined by them.

3. Safety/crisis planning should be directed by the youth/family and their needs/wishes to the extent possible and clinically appropriate. Plans should not contain
Clinical elements/components that are not agreeable to, meaningful for, or realistic for the youth/family and that the youth/family is therefore not likely to follow through with.
Operations 4. The Multipurpose Informational Consumer Profile (MICP) format for treatment planning does not meet the requirements for a comprehensive IRP and should not be

used as such. Detailed guidelines for treatment planning are contained in the “Community Standards” in this Provider Manual and must be adhered to.
5. For youth at or above age 17 who may need long-term behavioral health supports, plan elements should include transitional elements related to post-primary education,
adult services, employment (supported or otherwise), and other transitional approaches to adulthood.
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CHILD & ADOLESCENT SPECIALTY SERVICES

Community Based Inpatient Psychiatric & Substance Detoxification

Code 1 2 3 4 1 2 3 4
Psychiatric
Heal_th Facility H2013
Service, Per
Diem
Unit Value Per Diem Maximum Daily Units 1 unit
,IAnlIJttIﬁ:)rization 5 days Re-Authorization 3 days
?gtrrotanzatwn 5 days Utilization Criteria CAFAS scores:190-240:
A short-term stay in a licensed and accredited community-based hospital for the treatment or rehabilitation of a psychiatric and/or substance related disorder. Services are
Service of short duration and provide treatment for an acute psychiatric or behavioral episode. For clinically appropriate transitional age youth, this service may also include
Definition Medically Managed Inpatient Detoxification at ASAM Level IV-D.
1. Youth with SED that is experiencing serious impairment; persistent, recurrent, severe, or major symptoms (such as psychoses); or who is experiencing major suicidal,
homicidal or high risk tendencies as a result of the mental illness; or
2. Youth's need is assessed for 24/7 supports which must be one-on-one and may not be met by any service array which is available in the community; or
. 3. Youth is assessed as meeting diagnostic criteria for a Substance Related Disorder according to the latest version of the DSM; and one or more of the following:
Admission . Lo ) A ; : ; .
Criteria A. Yout'h is experiencing signs of severe wﬂhdrawal, or.t.here is evidence (pased on history of §ubstance intake, age, gender, withdrawal history, present symptoms,
physical condition, and/or emotional/behavioral condition) that severe withdrawal syndrome is imminent; or
B. Level IV-D is the only available level of service that can provide the medical support and comfort needed by the youth, as evidenced by:
i. A detoxification regimen or Youth's response to that regimen that requires monitoring or intervention more frequently than hourly, or
ii. The youth's need for detoxification or stabilization while pregnant, until she can be safely treated in a less intensive service.
Continuing 1. Youth continues to meet admission criteria; and
Stay Criteria 2. Youth’s withdrawal signs and symptoms are not sufficiently resolved to the extent that they can be safely managed in less intensive services;
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1. An adequate continuing care plan has been established; and one or more of the following:
: 2. Youth no longer meets admission and continued stay criteria; or
Discharge 3. Fami disch d youth is not imminently d It or others;
Criteria . y requests discharge and youth is not imminently dangerous to self or others; or
4. Transfer to another service/level of care is warranted by change in the individual's condition; or
5. Individual requires services not available in this level of care.
Service This service may not be provided simultaneously to any other service in the service array excepting short-term access to services that provide continuity of care or support
Exclusions planning for discharge from this service.
Clinical Youths with any of the following unless there is clearly documented evidence of an acute psychiatric/addiction episode overlaying the primary diagnosis: Autism, Mental
Exclusions Retardation/Developmental Disabilities, Organic Mental Disorder; or Traumatic Brain Injury
1. If providing detoxification services, the program must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse Treatment Programs, 290-4-2 OR is
Required licensed as a hospital/specialty hospital.
Components 2. A physician’s order in the individual's record is required to initiate detoxification services. Verbal orders or those initiated by a Physician’s Assistant or Clinical Nurse
Specialist are acceptable provided they are signed by the physician within 24 hours or the next working day.
Staffing Only nursing or other licensed medical staff under supervision of a physician may provide detoxification services.
Requirements

Crisis Stabilization Unit (CSU) Services

Transaction
Code
Behavioral
Health; Short-
term Residential
(Non-Hospital
Residential
Treatment
Program
Without Room
& Board, Per
Diem)
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Crisis Stabilization Unit (CSU) Services

Behavioral
Health; Short-
term Residential
(Non-Hospital
Residential
Treatment
Program
Without Room
& Board, Per
Diem)
Unit Value 1 day Maximum Daily Units 1 unit
Initial o 20 units CAFAS scores: 140-240; OR “clinical information to
Authorization o . e — e PP .
Authorization Utilization Criteria justify the service provided in the Ju_st|f|cat|on text
Period 20 days on the MICP if CAFAS scores are higher/lower.
This is a residential alternative to or diversion from inpatient hospitalization, offering psychiatric stabilization and detoxification services. The program provides medically
monitored residential services for the purpose of providing psychiatric stabilization and substance detoxification services on a short-term basis. Specific services may
include:
Service 1) Ps_y(_:hiatric medical assessment; _
Definition 2) Cr|5|§ assessment, support and intervention; -
3)  Medically Monitored Residential Substance Detoxification (at ASAM Level 111.7-D).
4)  Medication administration, management and monitoring;
5)  Brief individual, group and/or family counseling; and
6) Linkage to other services as needed.
1. Treatment at a lower level of care has been attempted or given serious consideration; and #2 and/or #3 are met:
2. Child/Youth has a known or suspected iliness/disorder in keeping with target populations listed above; or
3. Child/Youth is experiencing a severe situational crisis which has significantly compromised safety and/or functioning; and one or more of the following:
Admission a.  Child/Youth presents a substantial risk of harm or risk to self, others, and/or property or is so unable to care for his or her own physical health and safety as to
Criteria create a life-endangering crisis. Risk may range from mild to imminent; or
b.  Child/Youth has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or
c.  Child/youth demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities to manage the crisis; or
d.  For detoxification services, individual meets admission criteria for Medically Monitored Residential Detoxification.
Continuing Stay | This service may be utilized at various points in the child's course of treatment and recovery; however, each intervention is intended to be a discrete time-limited service
Criteria that stabilizes the individual
o e 1. Yo'u'th no Ionger meets admission guidelines rquirgments; or .
Criteria 2. Crisis situation is reslqlvedlar?d an adequat.e continuing care plan has been estabhshed; o .
3. Youth does not stabilize within the evaluation period and must be transferred to a higher intensity service.
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Crisis Stabilization Unit (CSU) Services

Clinical 1. Youthis notin crisis. _ _ _ _
Exclusions 2. Youth_does not present a risk of harm to _sglf or other_s oris ab_le to care _for hls_/her physical health and safety.

3. Severity of clinical issues precludes provision of services at this level of intensity.

1. CSUs providing medically monitored short-term residential psychiatric stabilization and detoxification services shall be designated by the Department as both an
emergency receiving facility and an evaluation facility and must be surveyed and licensed by the DBHDD.

2. In addition to all service qualifications specified in this document, providers of this service must adhere to the DBHDD Rules and Regulations for Children and
Adolescent Crisis Stabilization Units, Chapter 82-4-1

3. The maximum length of stay in a crisis bed is 14 adjusted days (excluding Saturdays, Sundays and state holidays) for children and adolescents.

: 4. The maximum length of stay in crisis AND transitional beds combined is 29 adjusted calendar days (excluding Saturdays, Sundays and state holidays).
Required , - . . . ) . . . .
Components 5. Youth occupying trans!nonql beds must receive services from outside thg (;SU (i.e. commynlty-pqsed semces) ona daqu b§3|s. . . .

6. Services must be provided in a facility designated as an emergency receiving and evaluation facility that is not also an inpatient hospital, a freestanding Institute for
Mental Disease (IMD), or a licensed substance abuse detoxification facility.

7. A CSU must have documented operating agreements and referral mechanisms for psychiatric disorders, addictive disorders, and physical healthcare needs that are
beyond the scope of the CSU and that require inpatient treatment. Operating agreements must delineate the type and level of service to be provided by the private or
public inpatient hospital or treatment facility. These agreements must specifically address the criteria and procedures for transferring the youth to a designated
treatment facility when the CPS is unable to stabilize the youth.

1. A physician or a staff member under the supervision of a physician, practicing within the scope of State law, must provide CSU Services.

2. All services provided within the CPS must be delivered under the direction of a physician. A physician must conduct an assessment of new admissions, address issues
of care, and write orders as required.

Staffing 3. A CSU must employ a fulltime Nursing Administrator who is a Registered Nurse.
Requirements | 4. A CSU must have a Registered Nurse present at the facility at all times.

5. Staff-to-client ratios must be established based on the stabilization needs of clients being served and in accordance with the aforementioned Rules and Regulations.

6. Functions performed by Physician Assistants, Nurse Practitioners, Clinical Nurse Specialists, Registered Nurses, and Licensed Practical Nurses must be performed
within the scope of practice allowed by State law and Professional Practice Acts.

1. A physician must evaluate a child/youth referred to a CSU within 24 hours of the referral.

2. A CSU must follow the seclusion and restraint procedures included in the Department’s Rules and Regulations for Crisis Stabilization Units.

Clinical 3. For youth with co-occurring diagnoses including mental retardation/developmental disabilities, this service must target the symptoms, manifestations, and skills-
Operations development related to the identified behavioral health issue.

4. Youth served in transitional beds may access an array of community-based services in preparation for their transition out of the CSU, and are expected to engage in

community-based services daily while in a transitional bed.
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Crisis Stabilization Unit (CSU) Services

Additional
Medicaid
Requirements

1. Crisis Stabilization Units with 16 beds or less should bill individual/discrete services for Medicaid recipients.
2. The individual services listed below may be billed up to the daily maximum listed when provided in a CSU. Billable services and daily limits within CSUs are as follows:

Service Daily Maximum Billable Units
Crisis Intervention 8 units
Diagnostic Assessment 2 units
Psychiatric Treatment 1 unit (Pharmacological Mgmt only)
Nursing Assessment and Care 5 units
Medication Administration 1 unit
Group Training/Counseling 4 units
Beh Health Assmnt & Serv. Plan Devel. 24 units
Medication Administration 1 unit

3. Medicaid claims for the services in E.2. above may not be billed for any service provided to Medicaid-eligible individuals in CSUs with greater than 16 beds.

Reporting and
Billing
Requirements

1. Providers must report information on all consumers served in CSUs no matter the funding source:
a. The CSU shall submit MICPs for all individuals served (state-funded, Medicaid funded, private pay, other third party payor, etc);
b. The CSU shall submit per diem encounters (HO018HAU2 or HO018HATBU2) for all individuals served (state-funded, Medicaid funded, private pay, other third party
payor, etc) even if sub-parts cited in E.2 above are also billed as a claim to Medicaid;
c. Providers must designate either CSU bed use or transitional bed use in encounter submissions through the absence of or use of the TB modifier. TB represents
“Transitional Bed.”
2. Unlike all other DBHDD residential services, the start date of a CSU span encounter submission may be in one month and the end date may be in the next. The span
of reporting must cover continuous days of service and the number of units must equal the days in the span.

Documentation
Requirements

In order to report a per diem encounter, the consumer must have participated in the program for a minimum of 8 hours in the identified 12:00AM to 11:59PM day.

For individuals transferred to transitional beds, the date of transfer must be documented in a progress note and filed in the individual's chart.

Daily engagement in community-based services must also be documented in progress notes for those occupying transitional beds.

The notes for the program must have documentation to support the per diem AND, if the program bills sub-parts to Medicaid (in accordance with Additional Medicaid
Requirements above), each discrete service delivered must have documentation to support that sub-billable code (e.g. Group is provided for 1 hour, Group is billed for
1 hour, Group note is for 4 units at the 15 minute rate and meets all the necessary components of documentation for that sub-code).

Hwn =

Intensive Family Intervention

Transaction Code Detalil Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod Mod | Mod
Code 1 2 3 4 3 4
Intensive . - . -
Family Practitioner Level 3, In-Clinic H0036 | U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic H0036 | U3 u7
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Intensive Family Intervention

Intervention Practitioner Level 4, In-Clinic H0036 | U4 U6 $22.14 | Practitioner Level 4, Out-of-Clinic H0036 | U4 | U7
Practitioner Level 5, In-Clinic H0036 | U5 U6 $16.50 | Practitioner Level 5, Out-of-Clinic H0036 | U5 | U7
Unit Value 15 minutes Maximum Daily Units 48 Units is the standard maximum
,Ibr\llljttlﬁl)rization 288 units Re-Authorization 288 units
Qgtrrotanzatwn 90 days Utilization Criteria /i\(\)/gllslfcl)e to those with CAFAS scores:
A service intended to improve family functioning by clinically stabilizing the living arrangement, promoting reunification or preventing the utilization of out of home
therapeutic venues (i.e. psychiatric hospital, therapeutic foster care, psychiatric residential treatment facilities, or therapeutic residential intervention services) for the
identified youth. Services are delivered utilizing a team approach and are provided primarily to youth in their living arrangement and within the family system. Services
promote a family-based focus in order to:
o  Defuse the current behavioral health crisis, evaluate its nature and intervene to reduce the likelihood of a recurrence;
e Ensure linkage to needed community services and resources; and
Service o Improve the individual child's/adolescent’s ability to self-recognize and self-manage behavioral health issues, as well as the parents’/responsible caregivers’
Definition capacity to care for their children.

Services should include crisis intervention, intensive supporting resources management, individual and/or family counseling/training, and other rehabilitative supports to

prevent the need for out-of-home placement or other more intensive/restrictive services. Services are based upon a comprehensive, individualized assessment and are

directed towards the identified youth and his or her behavioral health needs/strengths and goals as identified in the Individualized Resiliency Plan.

Services shall also include resource coordination/acquisition to achieve the youth's and their family’s' goals and aspirations of self-sufficiency, resiliency, permanency, and

community integration.

1. Youth has a diagnosis and duration of symptoms which classify the illness as SED (youth with SED have a diagnosable mental, behavioral, or emotional disorder of
sufficient duration to meet DSM diagnostic criteria and results in a functional impairment which substantially interferes with or limits the child’s role or functioning in the
family, school, or community activities) and/or is diagnosed with a Substance Related Disorder; and one or more of the following:

2. Youth has received documented services through other services such as Core Services and exhausted less intensive out-patient programs. Treatment at a lower
intensity has been attempted or given serious consideration, but the risk factors for out-of-home placement are compelling (see item G.1. below); The less intensive

Admission services previously provided must be documentgd ?n the clinical record. (even if it via by self-report of.the yogth and family). or N
Criteria 3. Youth and/or fam!ly has |n_suff|C|ent or_severely limited resources or sk|I_Is_ necessary to cope with an |mmed|_ate_ behay|oral hea!th crisis; or _

4. Youth and/or family behavioral health issues are unmanageable in traditional outpatient treatment and require intensive, coordinated clinical and supportive
intervention; or

5. Because of behavioral health issues, the youth is at immediate risk of out-of-home placement or is currently in out-of-home placement (non-institutional-See D.3. and
D.4. below) and reunification is imminent (therefore, intensive work needs to begin with the youth and family regarding the youth’s treatment goals); or

6. Because of behavioral health issues, the youth is at immediate risk of legal system intervention or is currently involved with DJJ for behaviors/issues related to SED
and/or the Substance-related disorder
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Continuin
Stay Crit e?i " Same as above.
1. Anadequate continuing care plan has been established; and one or more of the following:
2. Youth no longer meets the admission criteria; or
Discharge 3. Goals of the Individualized Resiliency Plan have been substantially met; or
Criteria 4. Individual and family request discharge, and the individual is not imminently dangerous; or
5. Transfer to another service is warranted by change in the individual's condition; or
6. Individual requires services not available within this service.
1. Not offered in conjunction with Individual Counseling, Family Counseling/Training, Crisis Intervention Services, and/or Crisis Stabilization Unit, PRTF, or inpatient
hospitalization.
2. Community Support may be used for transition/continuity of care.
3. This service may not be provided to youth who reside in a congregate setting in which the caregivers are paid (such as group homes, child caring institutions,
intensive residential treatment facilities, or any other living environment that is not comprised of family, guardians, or other more permanent caregivers). A short-term
Service exception would be if the youth were preparing for transition back to a single-family unit, the family member is present during the intervention, and the service is
Exclusions directed to supporting the unification/reunification of the youth and his/her identified family/caregiver and takes place in that home and community.
4. The billable activities of IFI do not include:
a) Transportation
b) Observation/Monitoring
¢) Tutoring/Homework Completion
d) Diversionary Activities (i.e. activities without therapeutic value)
1. Youth with any of the following unless there is clearly documented evidence of an acute psychiatric/addiction episode overlaying the primary diagnosis: Autism
Clinical Spectrum Disorders including Asperger’s Disorder, Mental Retardation/Developmental Disabilities, Organic Mental Disorder; or Traumatic Brain Injury
Exclusions 2. Youth can effectively and safely be treated at a lower intensity of service. This service may not be used in lieu of family preservation and post-adoption services for
youth who do not meet the admission criteria for IFI.
1. The organization has procedures/protocols for emergency/crisis situations that describe methods for intervention when youth require psychiatric hospitalization.
2. Each IFI provider must have policies and procedures governing the provision of outreach services, including methods for protecting the safety of staff that engage in
outreach activities.
3. The organization must have an Intensive Family Intervention Organizational Plan that addresses the description of:
o Particular evidence-based family preservation, resource coordination, crisis intervention and wraparound service models utilized (MST, DBT, MDFT, etc), types
R of intgrvention prgcticed. The organizatipn must ;how documen.tation that each §t§ff member is trained in the model for in-home treatment (i.e., certification,
C ongoing supervision provided by the training entity, documentation of annual training in the model).
omponents o . ; o . .
e The organization must have demonstrable evidence that they are working towards fidelity to the model that they have chosen (via internal Quality Assurance
documentation, staff training documentation, etc). There should not be an eclectic approach to utilizing models. Fidelity to the chosen model is the expectation
for each IFI team. If an agency chooses to develop a plan which incorporates more than one evidenced-based model within the organization, there must be a
particular evidenced-based model chosen for each IFI team (e.g. an agency administers 3 teams, 2 which will adhere to one model, one to another model).
Documentation of training for each staff person on the evidenced-based in-home model they will be utilizing in the provision of services should exist in their
personnel files. Some models do not have the stringent staffing requirements that this service requires. The expectation is that staffing patterns in accordance
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with the specific model used are in compliance with staffing requirements noted in this service definition,
e Hours of operation, the staff assigned, and types of services provided to consumers, families, parents, and/or guardians,
o How the plan for services is modified or adjusted to meet the needs specified in each Individualized Resiliency Plan, and
At least 60% of service units must be provided face-to-face with youth and their families and 80% of all face-to-face service units must be delivered in non-clinic
settings over the authorization period.
At least 50% of IFI face-to-face units must include the identified youth. However, when the child is not included in the face-to-face contacts, the focus of the contacts
must remain on the child and their goals as identified on their IRP.
Documentation of how the team works with the family and other agencies/support systems (such as LIPTSs, provider agencies, etc) to build a clinically oriented
transition and discharge plan is required and should be documented in the clinical record of the consumer.
IFl is an individual intervention and may not be provided or billed for more than 1 youth at the same time (including siblings); however, youth participating in an IFl
program may receive group skills training and/or group counseling in keeping with his/her individual recovery plan. Siblings who are each authorized to receive IFI
must receive individualized services, but family interventions can be done jointly, with only one bill being submitted to the payor (For example, Sibling 1 and Sibling 2
are being seen for 2 units with the parents. Sibling 1 and Sibling 2 each have the documentation in both records, but only one claim for 2 units of reimbursement may
be submitted to the payor source.)
IFI is intended to be provided to youth/families in their living arrangement. Services provided in school settings are allowable up to 3 hours/week as a general rule and
the clinical record shall include documentation of partnership with the school. Exceptions to this 3 hours/week should be documented to include approval by the IF|
Team Leader of clinical need (CAFAS scores, recent discharge from inpatient hospitalization, PRTF, CSU, etc.). The record should indicate why a specific
intervention took place in the school during school hours instead of after school in the home or community. Youth receiving this service must never be taken out of the
classroom for the convenience of the service provider. IFI should not supplant what schools must provide for support of a child based on the IEP.

Staffing
Requirements

Intensive Family Intervention is provided by a team consisting of the family and the following practitioners:

e One fulltime Team Leader who is licensed (and/or certified as a CAC Il if the target population is solely diagnosed with substance related disorders) by the State
of Georgia under the Practice Acts and has at least 3 years of experience working with children with severe emotional disturbances. AMFT, LMSW, APC staff do
not qualify for this position. The team leader must be actively engaged in the provision of the IFI service in the following manner:

a) convene, at least weekly, team meetings that serve as the way to staff a child with the team, perform case reviews, team planning, and to provide for the
team supervision and coordination of treatment/supports between and among team members. When a specific plan for a specific youth results from this
meeting, there shall be an administrative note made in the youth’s clinical record. In addition, there should exist a log of meeting minutes from this weekly
team meeting that documents team supervision. In essence, there should be two documentation processes for these meetings; one child specific in the
clinical record, and the other a log of meeting minutes for each team meeting that summarizes the team supervision process. This supervision and team
meeting process is not a separately-billable activity, but the cost is accounted for within the rate methodology and supports the team approach to treatment.
Weekly time for group supervision and case review is scheduled and protected.

b) meet at least twice a month with families face-to-face or more often as clinically indicated.

c) provide weekly, individual, clinical supervision to each IFI team member (outside of the weekly team meeting) for all services provided by that member of
the IFI team. The individual supervision process is to be one-on-one supervision, documented in a log, with appropriate precautions for consumer
confidentiality and indicating date/time of supervision, issues addressed, and placed in the personnel file for the identified IFI team staff.

d) be dedicated to a single IFI team (“Dedicated” means that the team leader works with only one team at least 32 hours/week [up to 40 hours/week] and is a
full-time employee of the agency [not a subcontractor/1099 employee]). The Team Leader is available 24/7 to IFI staff for emergency
consultation/supervision.
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Intensive Family Intervention
e Two to three fulltime equivalent paraprofessionals who work under the supervision of the Team Leader.

e The team may also include an additional mental health professional, substance abuse professional or paraprofessional. The additional staff may be used .25
percent between 4 teams.

2. To facilitate access for those families who require it, the specialty IFI providers must have access to psychiatric and psychological services, as provided by a
Physician, Psychiatrist or a Licensed Psychologist (via contract or referral agreement). These contracts/agreements must be kept in the agency’s administrative files
and be available for review.

3. Practitioners providing this service are expected to maintain knowledge/skills regarding current research trends in best/evidence based practices. Some examples of
best/evidence based practice are multi-systemic therapy, multidimensional family therapy, dialectic behavioral therapy and others as appropriate to the child, family
and issues to be addressed. Their personnel files must indicate documentation of training and/or certification in the evidenced-based model chosen by the
organization. There shall be training documentation indicating the evidenced-based in-home practice model each particular staff person will be utilizing in the
provision of services.

4. The IFl Team’s family-to-staff ratio must not exceed 12 families for teams with two paraprofessional, and 16 families for teams with three paraprofessionals (which is
the maximum limit which shall not be exceeded at any given time). The staff-to-family ratio takes into consideration evening and weekend hours, needs of special
populations, and geographic areas to be covered.

5. Documentation must demonstrate that at least 2 team members (one of whom must be licensed/credentialed) are providing IFI services in the support of each
consumer served by the team in each month of service. One of these team members must be appropriately licensed/credentialed to provide the professional
counseling and treatment modalities/interventions needed by the consumer and must provide these modalities/interventions as clinically appropriate according to the
needs of the youth.

6. Itis critical that IFI team members are fully engaged participants in the supports of the served individuals. To that end, no more than 50% of staff can be
“contracted’/1099 team members. Team members must work for only one IFI organization at a time and cannot be providing this service when they are a member of
another team because they cannot be available as directed by families need or for consumer crises while providing on-call services for another program.

7. When a team is newly starting, there may be a period when the team does not have a “critical mass” of individuals to serve. During this time, a short-term waiver may
be granted to the agency’s team by the DBHDD Regional Coordinator/s for the counties served. The waiver request may address the part-time nature of a team
leader and the paraprofessionals serving less than consumer-load capacity. For example, a team may only start by serving 4-6 families (versus full capacity 12-16
families) and therefore could request to have the team leader serve ¥z time and a single paraprofessional. A waiver of this nature will not be granted for any time
greater than 6 months. The waiver request to a Regional Coordinator must include:

(@) the agency’s plan for building consumer capacity (not to exceed 6 months)

(b) the agency’s corresponding plan for building staff capacity which shall be directly correlated to the item above
The Regional Coordinator has the authority to approve these short-term waivers and must copy APS Healthcare on its approval and/or denial of these waiver
requests. No extension on these waivers will be granted.

8. Itis understood that there may be periodic turn-over in the Team Leader position; however, the service fails to meet model-integrity in the absence of a
licensed/credentialed professional to provide supervision, therapy, oversight of Individualized Recovery/Resiliency Plans, and team coordination. Understanding this
scenario, an IFl team who loses a Team Leader must provide the critical functions articulated via one of the following means:

e  Documentation that there is a temporary contract for Team Leader who meets the Team Leader qualifications; or

e Documentation that there is another fully licensed/credentialed professional who meets the Team Leader qualifications and is currently on the team
providing the Team Leader functions temporarily (this would reduce the team staff to either 2 or 3 members based on the numbers of families served by the
team); or

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013 Page 63



Intensive Family Intervention

e Documentation that there is another fully licensed/credentialed professional who meets the Team Leader qualifications and is currently employed by the
agency providing the Team Leader functions temporarily (this professional would devote a minimum of 15-20 hours/week to supervision, therapy, oversight
of Individualized Recovery/Resiliency Plans, and team coordination); or

o Documentation that there is an associate-licensed professional who could work full-time dedicated to therapy, oversight of Individualized
Recovery/Resiliency Plans, and team coordination with a fully licensed/credentialed professional supporting the team for 5 hours/week for clinical
supervision.

For this to be allowed, the agency must be able to provide documentation that recruitment in underway. Aggressive recruitment shall be evidenced by documentation
in administrative files of position advertising. In the event that a position cannot be filled within 60 days OR in the event that there is no ability to provide the coverage
articulated in this item (B.8.), there shall be notification to the State DBHDD Office and the Regional Coordinator of the intent to cease billing for the IFI service.

9. IFl providers may not share contracted team members with other IFI agencies. Staff may not work part-time for one agency and part-time with another agency due to
the need for staff availability in accord with the specific needs, requirements, and requests of the families served. Team members must be dedicated to each specific
team to ensure intensity, consistency, and continuity for the consumers served.

1. In-home services include consultation with the individual, parents, or other caregivers regarding medications, behavior management skills, and dealing with the
responses of the individual, other caregivers and family members, and coordinating with other child-serving treatment providers.

2. Individuals receiving this service must have a qualifying and verified diagnosis present in the medical record prior to the initiation of services.

3. The Individualized Resiliency Plan must be individualized, strengths-based, and not developed from a template used for other consumers and their families. Team
services are individually designed for each family, in full partnership with the family, to minimize intrusion and maximize independence.

4. IFI must be provided through a team approach (as evidenced in documentation) and flexible services designed to address concrete therapeutic and environmental
issues in order to stabilize a situation quickly. Services are family-driven, child focused, and focus on developing resiliency in the child. They are active and
rehabilitative, and delivered primarily in the home or other locations in the community. Services are initiated when there is a reasonable likelihood that such services
will lead to specific, observable improvements in the individual’s functioning (with the family’s needs for intensity and time of day as a driver for service delivery).

5. Service delivery must be preceded by a thorough assessment of the child and the family in order to develop an appropriate and effective treatment plan. This
assessment must be clearly documented in the clinical record.

Clinical 6. IFI services provided to children and youth must be coordinated with the family and significant others and with other systems of care such as the school system, the
Operations juvenile justice system, and children’s protective services when appropriate to treatment and educational needs.

7. The organization must have policies that govern the provision of services in natural settings and can document that it respects the youth's and/or family’s right to
privacy and confidentiality when services are provided in these settings.

8. When a projected discharge date for the service has been set, the youth may begin to receive more intensified Community Support services two weeks prior to IFI
discharge for continuity of care purposes only.

9.  When there is a crisis situation identified or there is potential risk of youth harm to self or others, there must be documentation that a licensed/credentialed practitioner
is involved in that crisis resolution.

10. The IFI organization will be expected to develop and demonstrate comprehensive crisis protocols and policies, and must adhere to all safety planning criteria as

specified below. Safety planning with the family must be evident at the beginning of treatment, and must include evidence that safety needs are assessed for all youth
and families. The family shall be a full participant in the safety planning, and all crisis stabilization steps will be clearly identified. All parties involved, including
community partners, will need to know the plan and who is responsible for supporting its implementation. When aggression is an issue within the family, a written
safety plan must be developed and signed by the parents/caregivers, staff, youth, and other agency staff involved in the plan. Safety plans should also include
natural supports and should not rely exclusively on professional resources. This plan must be given to the family, other agency staff, the youth, and a copy kept in the
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consumer’s record.

11. Service delivery should be organized in a way such that there is a high frequency of services delivered at the onset of support and treatment and a tapering off as the

youth moves toward discharge. As it applies to the specific youth, this shall be documented in the record.

Service
Accessibility

1. Services must be available 24 hours a day, 7 days a week, through on-call arrangements with practitioners skilled in crisis intervention. A team response is preferable
when a family requires face-to-face crisis intervention.

2. Due to the intensity of the service, providers must offer a minimum of 3 contacts per week with the youth/family except during periods where service intensity is being
tapered toward the goal of transition to another service or discharge.

3. Intensive Family Intervention may not be provided in an Institution for Mental Diseases (IMD, e.g. state or private psychiatric hospital, psychiatric residential treatment
facility or Crisis Stabilization Unit with greater than 16 beds), jail, youth development center (YDC) or prison system.

4. This service may not be provided and billed for youth who are involuntarily detained in Regional Youth Detention Centers (RYDCs) awaiting criminal proceedings,
penal dispositions, or other involuntary detainment proceedings. Any exception to this requires supporting documentation from the DJJ partners. The provider holds

the risk for assuring the youth’s eligibility

5. Services provided for over 6 hours on any given day must be supported with rigorous reasons in the documentation. Anything over 6 hours would need to relate to a
crisis situation and the support administrative documentation should spell out the reasons for extended hours and be signed by the Team Leader.

Documentation
Requirements

1. If admission criteria #2 is utilized to establish admission, notation of other services provision intensity/failure should be documented in the record (even if it is self-

reported by the youth/family).

2. As the team, youth, and family work toward discharge, documentation must indicate planning with the youth/family for the supports and treatment needed post-

discharge from the IFI service. Referrals to subsequent services should be a part of this documentation.

ed Resigentia DPO
Transaction Code Detail Code Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Structured . .
Residential Child Program HO0043 | HA As negotiated
Unit Value 1 day Maximum Daily Units | 1 unit
Initial .
Al 180 days Re-Authorization 180 days
ﬁgm'zam" 180 days Utilization Criteria | CAFAS scores; 140-240
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Structured Residential Supports (formerly Rehabilitation Supports for Individuals in Residential Alternatives, Levels 1 & 2) are comprehensive rehabilitative services to aid
youth in developing daily living skills, interpersonal skills, and behavior management skills; and to enable youth to learn about and manage symptoms; and aggressively
improve functioning/behavior due to SED, substance abuse, and/or co-occurring disorders. This service provides support and assistance to the youth and caregivers to
identify, monitor, and manage symptoms; enhance participation in group living and community activities; and, develop positive personal and interpersonal skills and
behaviors to meet the youth’s developmental needs as impacted by his/her behavioral health issues.
ggm;:t?on Services are delivered to youth according to their specific needs. Individual and group activities and programming must consist of services to develop skills in functional
areas that interfere with the ability to live in the community, participate in educational activities; develop or maintain social relationships; or participate in social,
interpersonal, recreational or community activities.
Rehabilitative services must be provided in a licensed residential setting with no more than 16 individuals and must include supportive counseling, psychotherapy and
adjunctive therapy supervision, and recreational, problem solving, and interpersonal skills development. Residential supports must be staffed 24 hours/day, 7 days/week.
1. Youth must have symptoms of a SED or a substance related disorder; and one or more of the following:
2. Youth’s symptoms/behaviors indicate a need for continuous monitoring and supervision by 24-hour staff to ensure safety; or
Admission 3. Youth/family has insufficient or severely limited skills to maintain an adequate level of functioning, specifically identified deficits in daily living and social skills and/or
Criteria community/family integration; or
4. Youth has adaptive behaviors that significantly strain the family’s or current caretaker’s ability to adequately respond to the youth’s needs; or
5. Youth has a history of unstable housing due to a behavioral health issue or a history of unstable housing which exacerbates a behavioral health condition.
Gty Youth continues to meet Admissions Criteria.
Stay Criteria
R 1. Youth/family requests disgharge; or . . .
Criteria 2. Youth has acquired reha_b|l|t_at|ve skills to mdepende_ntly manage h|_s,(her own housing; or
3. Transfer to another service is warranted by change in youth’s condition
gip{lﬁ?o ns Cannot be hilled on the same day as Crisis Stabilization Unit.
1. Severity of identified youth issues precludes provision of services in this service
Clinical 2. Youth with the f_oIIowing condition_s are echuded from admission unless_ there is clearly documented evidence of psychiatric condition overlaying the primary diagnosis:
Exclusions menta] retafdatlon,.autlsm, organic mental disorder, or traumatic brain injury. . . . . .
3. Youth is actively using unauthorized drugs or alcohol (which should not indicate a need for discharge, but for a review of need for more intensive services).
4. Youth can effectively and safely be supported with a lower intensity service.
1. The organization must have an executive director or program director charged with the responsibility for day-to-day management of the organization.
2. If applicable, the organization must be licensed by the Georgia Department of Human Services/CCI or the Department of Community Health/HRF to provide residential
Required services to youth with SED and/or substance abuse diagnosis. If the agency does not have a license/letter from either the DHS/CCI or DCH/HFR related to operations,
Components there must be enough administrative documentation to support the non-applicability of a license.
3. The residential program must provide a structured and supported living environment 24 hours a day, 7 days a week.
4. Structured Residential Supports must provide at least 5 hours per week of structured programming and/or services.
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Staffing
Requirements

. The organization that provides direct residential services must have written policies and procedures for selecting and hiring residential and clinical staff in accordance

Any Level 5 and higher practitioner may provide all Residential Rehabilitation Services.

If applicable, facilities must comply with any staffing requirements set forth for mental health and substance abuse facilities by the Department of Community Health,
Healthcare Facilities Regulation Division (see Required Components, ltem 2 above).

An independently licensed practitioner/CACII/MAC/CADC must provide clinical supervision for Residential Support Services. This person is available for emergencies
24 hours/7 days a week.

with their applicable license/accreditation/certification.
The organization must have a mechanism for ongoing monitoring of staff licensure, certification, or registration such as an annual confirmation process concurrent with
a performance evaluation that includes repeats of screening checks outlined above.

Clinical
Operations

The organization must have a written description of the Structured Residential Support services it offers that includes, at a minimum, the purpose of the service; the
intended population to be served; treatment modalities provided by the service; level of supervision and oversight provided; and typical treatment objectives and
expected outcomes.

Structured Residential Supports assist youth in developing daily living skills that enable them to manage the symptoms and behaviors linked to their psychiatric or
addictive disorder. Services must be delivered to individuals according to their specific needs. Individual and group activities and programming consists of services
geared toward developing skills in functional areas that interfere with the youth's ability to participate in the community, retain school tenure, develop or maintain social
relationships, or age-appropriately participate in social, interpersonal, or community activities.

Structured Residential Supports must include symptom management or supportive counseling; behavioral management; medication education, training and support;
support, supervision, and problem solving skill development; development of community living skills that serve to promote age-appropriate utilization of community-
based services; and/or social or recreational skill training to improve communication skills, manage symptoms, and facilitate age-appropriate interpersonal behavior.

Add’l Medicaid
Requirements

This is not a Medicaid-billable service.

Documentation
Requirements

1.

3.

The organization must develop and maintain sufficient written documentation to support the Structured Residential Support Services for which billing is made. This
documentation, at a minimum, must confirm that the individual for whom billing is requested was a resident of the residential service on the date of service. The
youth's record must also include each week’s programming/service schedule in order to document the provision of the required amount of service.

Weekly progress notes must be entered in the youth’s record to enable the monitoring of the youth’s progress toward meeting treatment and rehabilitation goals and
to reflect the Individualized Resiliency Plan implementation. Each note must be signed and dated and must include the professional designation of the individual
making the entry.

Documentation must be legible and concise and include the printed name and the signature of the treating practitioner. The name, title, and credentials of the
individual providing the service must reflect the staffing requirements established for the Rehabilitation Service being delivered.

Facilities
Management

Applicable to traditional residential settings such as group homes, treatment facilities, etc.

e e o e

Structured Residential Supports may only be provided in facilities that have no more than 16 beds.

Each residential facility must be arranged and maintained to provide adequate measures for the health, safety, access and well being of the residents.

Each residential facility must comply with all relevant fire safety codes.

All areas of the residential facility must appear clean, safe, appropriately equipped, and furnished for the services delivered.

The organization must comply with the Americans with Disabilities Act.

The organization must maintain a written evacuation plan to be used in the case of fire or other disaster. An appropriate written certificate of compliance must be
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obtained indicating that all applicable fire and safety code requirements have been satisfied. Periodic fire drills must be conducted.
7. Evacuation routes must be clearly marked by exit signs.
8. The program must be responsible for providing physical facilities that are structurally sound and meet all applicable federal, state, and local regulations for adequacy
of construction, safety, sanitation, and health.

Substance Abuse Intensive Outpatient Package: (SA Adolescent Day Treatment)

Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detall Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
See Additional Medicaid Requirements below.
Unit Value See Authorization/Group Package Detail Maximum Daily Units | See Authorization/Group Package Detalil
Initial _— . o o .
i See Authorization/Group Package Detail Re-Authorization See Authorization/Group Package Detail
’sgtr?OOJ'za“O" 180 Days Utilization Criteria | CAFAS Scores 100-240

A time limited multi-faceted approach treatment service for adolescents who require structure and support to promote resiliency and achieve and sustain recovery from
substance related disorders. These specialized services are available after school and/or weekends and include:

Behavioral Health Assessment

Nursing Assessment

Psychiatric Treatment

Diagnostic Assessment

Community Support

Individual Counseling

Group Counseling (including psycho-educational groups focusing, relapse prevention and recovery)
Family Counseling/Psycho-Educational Groups for Family Members

Service
Definition

N~ WN

These services are to be available at least 5 days per week to allow youth's access to support and treatment within his/her community, school, and family. These services
are to be age appropriate and providers are to use best/evidenced based practices for service delivery to adolescent consumers. Intense coordination with schools and
other child serving agencies is mandatory. This service promotes resiliency and recovery from substance abuse disorders incorporating the basic tenets of clinical
practice. These services should follow Adolescent ASAM Level Guidelines. These guidelines are as follows: 1.1 (at least 6 hours of structured programming per week);
1.2 (at least 9 hours per week); 1.3 (at least 12 hours per week); I1.4 (at least 15 hours per week); and I1.5 (at least 20 hours of structured activity per week). The
maximum number of units that can be billed differs depending on the individual service. Please refer to the table below or in the Mental Health and Addictive Disease
Orientation to Authorization Packages Section of this manual.
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A consumer may have variable length of stay. The level of care should be determined as a result of consumers’ multiple assessments. It is recommended that individuals
attend at a frequency appropriate to their level of need. Ongoing clinical assessment should be conducted to determine step down in level of care.

1. ADSM IV diagnosis of Substance Abuse or Dependence or substance- related disorder with a co-occurring DSM IV-TR diagnosis of mental iliness and

2. Consumer meets the age criteria for adolescent treatment; and

3. Youth’s biomedical conditions are stable or are being concurrently addressed (if applicable) and one or more of the following:

a. Youth is currently unable to maintain behavioral stability for more than a 72 hour period, as evidenced by distractibility, negative emotions, or generalized anxiety or
b. Youth has a diagnosed emotional/behavioral disorder that requires monitoring and/or management due to a history indicating a high potential for distracting the

Admission S
i individual from recovery/treatment, or
c. There is a likelihood of drinking or drug use without close monitoring and structured support
d. The substance use is incapacitating, destabilizing or causing the individual anguish or distress and the individual demonstrates a pattern of alcohol and/or drug use
that has resulted in a significant impairment of interpersonal, occupational and/or educational
See also Adolescent ASAM Level Il continued service criteria
1. Youth continues to meet admission criteria 1, 2, and/or 3 or
2. Youth is responding to treatment as evidenced by progress towards goals, but has not yet met the full expectation of the objectives or
e 3. Youth begins to recognize and understand his/her responsibility for addressing his/her illness, but still requires services and strategies to sustain personal responsibility
Stay Criteria and progress in treatment or _ N _ _ _ o _
4. Youth recognizes and understands relapse triggers, but has not developed sufficient coping skills to interrupt or postpone gratification or to change related inadequate
impulse control behaviors or
5. Youth’s substance seeking behaviors, while diminishing, have not been reduced sufficiently to support function outside of a structure treatment environment
An adequate continuing care or discharge plan is established and linkages are in place; and one or more of the following:
1. Goals of the treatment plan have been substantially met; or
2. Youth's problems have diminished in such a way that they can be managed through less intensive services; or
3. Youth recognizes the severity of his/her drug/alcohol usage and is beginning to apply the skills necessary to maintain recovery by accessing appropriate community
supports
4. Clinical staff determines that youth no longer needs ASAM Level Il and is now eligible for aftercare and/or transitional services
g'r?g:g ge Transfer to a higher level of service is warranted by change in the

1. Youth’s condition or nonparticipation; or

The youth refuses to submit to random drug screens; or

Youth's exhibits symptoms of acute intoxication and/or withdrawal or

The youth requires services not available at this level or

Youth has consistently failed to achieve essential treatment objectives despite revisions to the treatment plan and advice concerning the consequences of continues
alcohol/drug use to such an extent that no further process is likely to occur

See also Adolescent ASAM Level Il discharge criteria

abkown
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Service 1. Substance Abuse C&A Intensive Outpatient Package cannot be offered at the same time as C&A Mental Health IOP Package. Documentation must indicate efforts to
Exclusions minimize duplication of services and effectively transition the individual to the appropriate services. This combination of services is subject to review by the ERO.
Clinical 1. Youth m.anifests overt physi.ological Withdravyal symptoms . o o . . . . . .
: 2. Youth with any of the following unless there is clearly documented evidence of an acute psychiatric/addiction episode overlaying primary diagnosis: Autism,
Exclusions o . . . e
Developmental Disabilities, Organic mental disorder, Traumatic Brain Injury.
1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse Treatment Programs, 290-4-2.
2. The program provides structured treatment or therapeutic services, utilizing activity schedules as part of its operational method, i.e., plans or schedules of days or
times of day for certain activities. The program should also utilize group and/or individual counseling and/or therapy.
3. Bestlevidence based practice must be utilized. Some examples are motivational interviewing, behavioral family therapy, functional family therapy, brief strategic
family therapy, cognitive behavioral therapy, seven challenges, teen MATRIX and ACRA.
4. The program utilizes methods, materials, settings, and outside resources appropriate to the developmental and cognitive levels, capabilities, age, and gender of
participants.
5. The program utilizes methods, materials, approaches, activities, settings, and outside resources appropriate for and targeted to individuals with co-occurring disorders
R of mental illness and substance abuse and @argeted to individuals with co-occurring and supstance abuse when such individuals are referred to the program.
Components 6. The program _condugts random drug screening and uses the results of these tests for mark!r)g c_onsumers_’ progress tpward goals and for sgrwce_pl_anr_ur_]g.
7. The program is provided over a period of several weeks or months and often follows detoxification or residential services and should be evident in individual youth
records.
8. Intense coordination with schools and other child serving agencies is mandatory.
9. This service must operate at an established site approved to bill Medicaid for services. However, limited individual or group activities may take place off-site in natural
community settings as is appropriate to each individual's treatment plan.

a. Narcotics Anonymous (NA) and/or Alcoholics Anonymous (AA) meetings offsite may be considered part of these limited individual or group activities for billing
purposes only when time limited and only when the purpose of the activity is introduction of the participating individual to available NA and/or AA services, groups
or sponsors. NA and AA meetings occurring during the SA C&A Intensive Outpatient Package may not be counted toward the billable hours for any individual
outpatient services, nor may billing related to these meetings be counted beyond the basic introduction of an individual to the NA/AA experience.

10. This service may operate in the same building as other services; however, there must be a distinct separation between services in staffing, program description, and
Required physical space during the hours the SA Intensive Outpatient Services is in operation.
Components, 11. Adequate space, equipment, furnishings, supplies, and other resources must be provided in order to effectively provide services and so that the program environment
continued is clean and in good repair. Space, equipment, furnishings, supplies, transportation, and other resources for participating individuals’ use within the Substance Abuse

C&A Intensive Outpatient package must not be substantially different from that provided for other uses for similar numbers of individuals.
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Clinical
Operations

1. The program must be under the clinical supervision of a Level 4 or above who is onsite a minimum of 50% of the hours the service is in operation.

2. Services must be provided by staff who are at least:
a. An APC, LMSW, CACII, CADC, CCADC, and Addiction Counselor Trainee with supervision
b. Paraprofessionals, RADTs under the supervision of a Level 4 or above

3. ltis necessary for staff who treat “co-occurring capable” services to have basic knowledge in the Georgia DBHDD Suggested Best Practices catering co-occurring
consumers

4. Programs must have documentation that there is one Level 4 staff (excluding Addiction Counselor Trainee) that is “co-occurring capable.” This person’s knowledge
must go beyond basic understanding and must demonstrate actual staff capabilities in using that knowledge for individuals with co-occurring disorders. Personnel

: documentation should demonstrate that this staff person has received a minimum of 4 hours of training in co-occurring treatment within the past 2 years.
Staffing . X Lo . o L
Requirements 5. There must be at least a LeveI.4 on-site at all times the service is in operation, regardless of the number of mdmduals participating. .

6. The maximum face-to-face ratio cannot be more than 10 youths to 1 direct program staff based on average daily attendance of individuals in the program.

7. Aphysician and/or a Registered Nurse or a Licensed Practical Nurse with appropriate supervision must be available to the program either by a physician and/or nurse
employed by the agency, through a contract with a licensed practitioner, or by written referral or affiliation agreement with another agency or agencies that offer such
Services.
a. The physician is responsible for addiction/psychiatric consultation/assessment/care (including but not limited to ordering medications and/or laboratory testing) as

needed.

b. The nurse is responsible for nursing assessments, health screening, medication administration, health education, and other nursing duties as needed.

8. Staff identified in Item 2. above may be shared with other programs as long as they are available as required for supervision and clinical operations and as long as
their time is appropriately allocated to staffing ratios for each program.

1. Itis expected that the transition planning for less intensive service will begin at the onset of these services. Documentation must demonstrate this planning.

2. Each consumer must be assisted in the development/acquisition of skills and resources necessary to achieve sobriety and/or reduction in abuse/maintenance of

recovery.
3. Substance Abuse C&A Intensive Outpatient Package must offer a range of skill-building and recovery activities within the program. The functions/activities of the

Substance Abuse C&A Intensive Outpatient Package include but are not limited to:
a. Group Outpatient Services:
i. Age appropriate psycho-educational activities focusing on the disease of addiction, prevention, and recovery
ii. Therapeutic group treatment and counseling
iii. Linkage to natural supports and self-help opportunities
b. Individual Outpatient Services
i. Individual counseling
ii. Individualized treatment, service, and recovery planning
C. Family Outpatient Services
i. Family education and engagement focusing on adolescent developmental issues and impact of addiction on the family
ii. Interpersonal skills building including family communication and developing relationships with healthy individuals
d. Community Support
e. Educational/Vocational readiness and support
i. Services/resources coordination unless provided through another service provider
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ii. Community living skills
jii. Linkage to health care
f. Structured Activity Supports
i. Leisure and social skill-building activities without the use of substances
g. Behavioral Health Assessment & Service Plan Development and Diagnostic Assessment
i. Assessment and reassessment

h. Pharmacy/Labs (Core providers may report cost via “Pharmacy/Lab”)

i.  Drug screening/toxicology examinations
4. In addition to the above required activities within the program, the following must be offered as needed either within the program or through referral to/or affiliation with

another agency or practitioner, and may be billed in addition to the billing for Substance Abuse C&A Intensive Outpatient Package:
Community Support —for housing, legal and other issues
Individual counseling in exceptional circumstances for traumatic stress and other mental illnesses for which special skills or licenses are required
Physician assessment and care
Psychological testing

e. Health screening (Nursing Assessment & Care)
5. Services are to be age appropriate and include an educational component, relapse prevention/refusal skills, healthy coping mechanisms and sober social activities.
6. The program must have a Substance Abuse C&A Intensive Outpatient Services Organizational Plan addressing the following:

a. The philosophical model of the program and the expected outcomes for program participants (i.e., harm reduction, abstinence, beginning of or maintaining
individually defined recovery, employment readiness, relapse prevention, stabilization and treatment of those with co-occurring disorders).
The schedule of activities and hours of operations.
Staffing patterns for the program.
How assessments will be conducted.
How staff will be trained in the administration of addiction services and technologies
How staff will be trained in the recognition and treatment of substance abuse and treatment in an adolescent population
How services for individuals with co-occurring disorders will be flexible and will include services and activities addressing both mental health and substance
abuse issues of varying intensities and dosages based on the symptoms, presenting problems, functioning, and capabilities of such individuals.
h. How individuals with co-occurring disorders who cannot be served in the regular program activities will be provided and/or referred for time-limited special

integrated services that are co-occurring enhanced as described in the Georgia Suggested Best Practices
i.  How services will be coordinated with the substance abuse array of services including assuring or arranging for appropriate referrals and transitions.
j.  How the requirements in these service guidelines will be met.

a0 op

@—~oaooT

1. This package is to be available at least 5 days per week to allow youth's access to support and treatment within his/her community, school, and family.
Service Access | 2. These services should follow Adolescent ASAM Level Guidelines 11.1 (at least 6 hours of structured programming/week) and 11.5 (at least 20 hrs of structured
activity/week).

The Substance Abuse C&A Intensive Outpatient Package allows providers to select all services that will be offered in a substance abuse outpatient setting. Billable

Addmoryal services and daily limits within SA C&A Intensive Outpatient are as follows:

Medicaid - - — - - - n

Requirements Service Maximum Authorization Units Maximum Daily Units
Behavioral Health Assessment & Service Plan 32 24
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Development

Diagnostic Assessment 4 2
Psychiatric Treatment 12 1
Nursing Assessment & Care 48 16
Community Support 200 96
Individual Outpatient Services 36 1
Group Outpatient Services 1170 20
Family Outpatient Services 100 8

Documentation
Requirements

Every admission and assessment must be documented.

Progress notes must include written daily documentation of important occurrences; level of functioning; acquisition of skills necessary for recovery; progress on goals
identified in the IRP including acknowledgement of addiction, progress toward recovery and use/abuse reduction and/or abstinence; use of drug screening results by
staff; and evaluation of service effectiveness.

Daily attendance of each youth participating in the program must be documented showing the number of units in attendance for billing purposes.

ADULT CORE SERVICES
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Addictive Diseases Support Services (Added Effective 6/1/13 replacing Community Support for AD Adults)

Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Add|ct|ve Pracgt[oner Level 4, H2015 | HE Ua U6 $20.30 Pr_a(_:tltloner Level 4, Out-of- H2015 HE U4 U7 $24.36
Diseases In-Clinic Clinic
Support Practitioner Level 5, Practitioner Level 5, Out-of-
Services in-Clinic H2015 | HF U5 U6 $15.13 Clinic H2015 | HF us u7 $18.15
Unit Value 15 minutes Maximum Daily Units 48 units
il o 300 units Re-Authorization 300 units
Authorization
Qg:roodrlzatlon 180 days Utilization Criteria LOCUS scores: 1-6

Specific to adults with addictive disease issues, Addictive Diseases Support Services (ADSS) consist of substance abuse recovery services and supports which
build on the strengths and resilience of the individual and are necessary to assist the person in achieving recovery and wellness goals as identified in the
Individualized Recovery Plan. The service activities include:

e  Assistance to the person and other identified recovery partners in the facilitation and coordination of the Individual Recovery Plan (IRP) including the use
of motivational interviewing and other skills support to promote the person’s self-articulation of personal goals and objectives;

e  Relapse Prevention Planning to assist the person in managing and/or preventing crisis and relapse situations with the understanding that when individu-
als do experience relapse, this support service can help minimize the negative effects through timely re-engagement/intervention and, where appropriate,
timely connection to other treatment supports;

o Individualized interventions through all phases of recovery (pre-recovery preparation, initiation of recovery, continuing recovery, and relapse) which shall
have as objectives:

1) Identification, with the person, of strengths which may aid him/her in achieving and maintaining recovery from addiction issues, as well as barriers that

Service impede the development of skills necessary for functioning in work, with peers, and with family/friends;

Definition 2) Support to facilitate enhanced natural supports (including comprehensive support/assistance in connecting to a recovery community);

3) Assistance in the development of interpersonal, community coping and functional skills (which may include adaptation to home, adaptation to work,

adaptation to healthy social environments, learning/practicing skills such as personal financial management, medication self-monitoring, symptom self-

monitoring, etc);

) Assistance in the skills training for the person to self-recognize emotional triggers and to self-manage behaviors related to the addiction issues;

5) Assistance with personal development, work performance, and functioning in social and family environments through teaching skills/strategies to reduce
the effects of addiction symptoms;

6) Assistance in enhancing social and coping skills that reduce life stresses resulting from the person’s addiction;

7) Facilitating removal of barriers and swift entry to necessary supports and resources. Supports/Resources may include but are not limited to medical
services, employment, education, etc.

8) ADSS focuses on building and maintaining a therapeutic relationship with the individual and monitoring, coordinating, and facilitating treatment and
recovery goals.
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1. Individuals with one of the following: Substance-Related Disorder, Co-Occurring Substance-Related Disorder and MH Diagnosis, or Co-Occurring Substance-
Related Disorder and DD and

éﬂgﬁ;'on 2. Must pe_ willing to enroll in a program targeted to reduc_e ar_1d_/or stop the use of ha_rmful substances; and one or both _of the_ following:
a. Individual may need assistance with developing, maintaining, or enhancing social supports or other community coping skills; or
b. Individual may need assistance with daily living skills including coordination to gain access to necessary rehabilitative and medical services
Continuing Stay | 1. Individual continues to meet admission criteria; and
Criteria 2. Individual demonstrates documented progress or maintenance of community skills relative to goals identified in the Individualized Recovery Plan
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge a. Goglg of the Individuglized Recovery Rlan have peen §upstantially met; or
S b. Individual requests discharge and the individual is not in imminent danger of harm to self or others; or
Criteria . ' S Lo
c. Transfer to another service/level of care is warranted by change in individual’s condition; or
d. Individual requires more intensive services.
1. The individual's current status precludes his/her ability to understand the information presented and participate in the recovery planning and

Clinical support/treatment process;

Exclusions 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Substance Use
Disorder: Developmental Disability, Autism, Organic Mental Disorder, Traumatic Brain Injury

1. ACT and ADSS may be provided concurrently during transition between these services for support and continuity of care for a maximum of four units of
ADSS per month. If services are provided concurrently, ADSS should not be duplication of ACT services. This service must be adequately justified in the

Service Individualized Resiliency Plan.

Exclusions 2. CM/ICM and ADSS may be authorized/provided at the same time to individuals with co-occurring mental health/addiction issues, but there is an expectation
that one of these services serves as the primary coordination resource for the person. If these services co-occur, there must be documentation of
coordination of supports in a way that no duplication occurs.

1. The agency providing this service must be a CORE provider, an Intensive Outpatient Program (IOP) specialty provider, or a Ready for Work (RFW) provider.
Contact must be made with the individual receiving ADSS services a minimum of twice each month. At least one of these contacts must be face-to-face and

Required the second may be either face-to-face or telephone contact depending on the individual's support needs and documented preferences.

Components 2. Atleast 50% of ADSS service units must be delivered face-to-face with the identified individual receiving the service. In the absence of the required monthly
face-to-face contact and if at least two unsuccessful attempts to make face-to-face contact have been tried and documented, the provider may bill for a
maximum of two telephone contacts in that specified month.

Staffing ADSS practitioners have a recommended consumer-to-staff caseload ratio of 30 consumers per staff member but must not exceed a maximum caseload ratio of

Requirements

50 consumers per staff member.

Clinical
Operations

1. ADSS may include (with the written permission of the Adult consumer) coordination with family and significant others and with other systems/supports (e.g.,
work, religious entities, corrections, aging agencies, etc) when appropriate for treatment and recovery needs.

2. Any necessary monitoring and follow-up to determine if the services and resources accessed have adequately met the person’s needs in achieving and
sustaining recovery are allowable. Coordination is an essential component of ADSS when directly related to the support and enhancement of the person’s
recovery.

3. The organization must have an ADSS Organizational Plan that addresses the following;
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schedule for staff

o description of the particular rehabilitation, recovery and natural support development models utilized, types of intervention practiced, and typical daily

o description of the staffing pattern and how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including how
unplanned staff absences, illnesses, or emergencies are accommodated, case mix, access, etc.

o description of the hours of operations as related to access and availability to the individuals served and
o description of how the plan for services is modified or adjusted to meet the needs specified in every Individualized Recovery Plan
4. Utilization (frequency and intensity) of ADSS should be directly related to the LOCUS and to other functional elements in the assessment. In addition, when
clinical/functional needs are great, there should be complementary therapeutic services by licensed/credentialed professionals paired with the provision of
ADSS (individual, group, family, etc.).

Reporting and
Billing
Requirements

face-to-face with the individual.

1. Unsuccessful attempts to make contact with the consumer are not billable.
2. When a billable collateral contact is provided, that is documented as a part of the progress note. A collateral contact is classified as any contact that is not

Documentation
Requirements

Orders for Service and Treatment Plans which have an effective date of 5/31/2013 or prior and name CSI will be accepted as an Order or Treatment Plan, respectively,
for CM, PSR-I, and ADSS. This is effective for the authorization period which corresponds to the Order and Treatment Plan. Any Treatment Plan or Order with a start
date on or after 6/1/2013 may not include CSl, and instead, must reflect CM, PSR-, and/or ADDS as medically necessary. (While the above allowances are being
made, please note that when providing the above services on or after 6/1/2013, providers must bill and document (via progress notes) the new service and their
corresponding codes as appropriate. CSI may not be provided to adults effective 6/1/2013.)

Behavioral Health Assessment

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detall Code Mod | Mod | Mod | Mod4 | Rate
Code 1 2 3 4 3

Mental Health | Practitioner Level 2, In-Clinic | H0031 | U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic H0031 \

Assessment | Practitioner Level 3, In-Clinic | H0031 | U3 | U6 $30.01 | Practitioner Level 3, Out-of-Clinic H0031 | U3 u7 \

by a non- Practitioner Level 4, In-Clinic | H0031 | U4 | UG $20.30 | Practitioner Level 4, Out-of-Clinic HO031 | U4 U7 |

Physician Practitioner Level 5, In-Clinic | H0031 | U5 | U6 $15.13 | Practitioner Level 5, Out-of-Clinic HO031 | U5 u7 \

Unit Value 15 minutes Maximum Daily Units 24 units (Combined with H0032)

Initial . . . o . . .

i 32 units (Combined with H0032) Re-Authorization 32 units (Combined with H0032)

purtonzoN | 10 ays Utilization Criteria LOCUS scores: 1-6
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Service The Behavioral Health Assessment process consists of a face-to-face comprehensive clinical assessment with the individual, which must include the individual's
Definition perspective as a full partner, and may also include consumer-identified family and/or significant others as well as collateral agencies, treatment providers (including
Certified Peer Specialists who have been working with consumers on goal discovery), and other relevant individuals.
The purpose of the assessment process is to gather all information needed to determine the individual's problems, strengths, needs, abilities, resources, and
preferences, to develop a social (extent of natural supports and community integration) and medical history, to determine functional level and degree of ability versus
disability, and to engage with collateral contacts for other assessment information. A suicide risk assessment shall also be completed. The information gathered should
support the determination of a differential diagnosis and assist in screening for/ruling-out potential co-occurring disorders.
As indicated, information from medical, nursing, peer, vocational, nutritional, etc. staff should serve as content basis for the comprehensive assessment and the
resulting IRP.
Admission 1. Individual has a known or suspected mental illness or substance-related disorder; and
Criteria 2. Initial screening/intake information indicates a need for further assessment; and
3. ltis expected that individual meets Core Customer eligibility.
gtoar;,“gl:i'tr;?ia Individual's situation/functioning has changed in such a way that previous assessments are outdated.
Discharge 1. Anadequate continuing care plan has been established; and one or more of the following:
Criteria 2. Individual has withdrawn or been discharged from service.
Service . .
Exclusions Assertive Community Treatment
1. Any diagnosis given to an individual must come from persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.
2. Asindicated, medical, nursing, peer, school, nutritional, etc. staff can provide information from records, and various multi-disciplinary resources to complete the
Required comprehensive nature of the assessment and time spent gathering this information may be billed as long as the detailed documentation justifies the time and need
Components for capturing said information.
3. Aninitial Behavioral Health Assessment is required within the first 30 days of service with ongoing assessments completed as demanded by changes with an
individual.

Case Management (Added Effective 6/1/13 partially replacing Community Support for MH Adults)

HIPAA Code Detalil Code | Mod | Mod | Mod | Mod | Rate Code Detalil Code Mod Mod Mod | Mod Rate
Transaction 1 2 3 4 1 2 3 4
Code
Practitioner Level 4, Practitioner Level 4, In-Clinic,
e n-Clinic T1016 | U4 | U6 $20.30 Collateral Contact T1016 UK U4 U6 $20.30
Management Practitioner Level 5, Practitioner Level 5,In-Clinic,
In-Clinic T1016 | U5 | U6 $15.13 | collateral Contact T1016 UK U5 U6 $15.13
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iti Practitioner Level 4, Out-of-Clinic,
practtoner Level | 1016 | ua $24.36 | collateral Contact TI016 | UK | u4 | U7 $24.36
Practitioner Level 5, Practitioner Level 5, Out-of-Clinic,
Out-of-Clinic T1016 | U5 $18.15 | collateral Contact T1016 UK us u7 $18.15
Unit Value 15 minutes Maximum Daily Units 24 units
Initial . o .
e 80 units Re-Authorization 80 units
Authorization o L )
Period 180 days Utilization Criteria LOCUS scores: 1-6
Case Management services consist of providing environmental support and care coordination considered essential to assist the individual with improving their functioning,
gaining access to necessary services, and creating an environment that promotes recovery as identified in their individual recovery plan (IRP). The focus of interventions
include assisting the individual with 1) identifying service needs; 2) developing strategies and interventions that support the individual to avoid the need for more intensive
services; 3) assisting individuals to increase their social networks that ameliorate life stressors resulting from the individual's behavioral health condition; and 4) coordinating
rehabilitative services as specified in the IRP.
The performance outcome expectations for individuals receiving this service include decreased hospitalizations, decreased incarcerations, decreased episodes of
homelessness, increased housing stability, and increased participation in employment or job related activities.
Case Management Services shall consist of four (4) major components:
Partner in the Development of an Individual Recovery Plan
Using the information collected through behavioral health assessments, the Case Manager (CM) works in partnership with the individual’s core provider, specialty provider,
residential provider, primary care physician, and other identified supports to develop an Individual Recovery Plan (IRP) which includes the medical, behavioral, wellness,
Service social, educational, vocational, co-occurring, housing, financial, and other service needs of the eligible individual.
Definition

Recovery Plan Implementation
The CM working in full partnership with the individual and other identified supports, leads the IRP implementation to coordinate the delivery of all services to maintain their
recovery. The IRP should include Crisis Planning to coordinate crisis responses to deescalate crisis situations.

Referral & Linkage, Care Coordination, and Related Activities

The CM (1) locates needed services and makes referrals and linkages to treatment and support services related to the Individual Recovery Plan; (2) provides care
coordination to ensure the individual gains access to needed services by assisting the individual as he/she moves between and among services and supports (e.g. making
and keeping appointments, assisting with paperwork required for these services/supports, etc.); and (3) actively assisting the individual to acquire needed resources including
income, entitlement benefits, housing, transportation, etc..

Monitoring and Follow-Up
Based on the outcome of the behavioral health assessment, the CM ensures the individual is receiving the appropriate quantity, quality, and effectiveness of services
consistent with meeting the goals of the Individual Recovery Plan. The CM convenes with the individual and their identified supports as frequently as needed or at least
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every 180 days to review the IRP to ensure (1) services are provided in accordance with the Individual Recovery Plan; (2) services are adequate to meet the IRP goals; (3)
IRP reflects the current and changing needs or status of the individual; and (4) accessed services and resources remain available and constant as needed (e.g. housing,
services, social supports, family/natural supports, income, transportation, etc.)

1. Individual must meet Core customer eligibility criteria:
AND
2. Individual has a mental health diagnosis or co-occurring mental health and substance-related disorder and one or more of the following:

e Admission to a psychiatric inpatient setting or crisis stabilization unit (i.e. within past 2 years);

Released from jail or prison (i.e. within past 2 years);

Demonstrates difficulty maintaining stable housing evidenced by two or more episodes of homelessness (i.e. within past 2 years);
Frequent use of emergency rooms for reasons related to their mental iliness evidenced by 3 or more visits (i.e. within past 2 years);

Transitioning or recently discharged from Assertive community Treatment (ACT), Community Support Team (CST), or Intensive Case Management (ICM) services.
OR
3. Individual has functional impairments that interfere with maintaining their recovery and needs assistance with one (1) or more of the following areas:

a. navigate and self manage necessary services;
b. maintain personal hygiene;
Admission c. meet nutritional needs;
Criteria d. care for personal business affairs;
e. obtain or maintain medical, legal, and housing services;
f.  recognize and avoid common dangers or hazards to self and possessions;
g. perform daily living tasks ;
h.  obtain or maintain employment at a self-sustaining level or consistently perform homemaker roles (e.g., household meal preparation, washing clothes,
budgeting, or childcare tasks and responsibilities);
i.  maintain a safe living situation
AND
4. Individual is engaged in their Recovery Plan but demonstrates difficulty implementing the plan which has led to the exacerbation of problematic symptoms. Individual
needs assistance with one (1) or more of the following areas in order to successfully implement their Recovery Plan and maintain their recovery:
a. taking prescribed medications; or
b. following a crisis plan; or
c. maintaining community integration; or
d.  keeping appointments with needed services.
1. Individual meets the requirements above; and
Continuing Stay | 2. Continued difficulty participating in traditional clinic-based services or a community setting at a less intensive level of service/supports; and/or
Criteria 3. Substandard housing, homeless, or at imminent risk of becoming homeless due to functional impairments associated with behavioral health issues.
4. Individual continues to have a documented need for a CM intervention at least twice monthly.
1. There has been a planned reduction of units of service delivered and related evidence of the individual sustaining functioning through that reduction plan; and
: 2. Individual has established recovery support networks to assist in maintenance of recovery (such as peer supports, AA, NA, etc); and
Discharge iy : : ) . : .
Criteria 3. Individual has demonstrated ownership and engagement with her/his own iliness self management as evidenced by:

j- navigating and self managing necessary services;
k. maintaining personal hygiene;
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meeting his/her own nutritional needs;

caring for personal business affairs;

obtaining or maintaining medical, legal, and housing services;

recognizing and avoiding common dangers or hazards to self and possessions;

performing daily living tasks ;

obtaining or maintaining employment at a self-sustaining level or consistently performing homemaker roles (e.g., household meal preparation, washing clothes,
budgeting, or childcare tasks and responsibilities); and

r. maintaining a safe living situation.

LT o0 5 37

1. This service may not duplicate any discharge planning efforts which are part of the expectation for hospitals, ICF-MRs, Institutions for Mental Disease (IMDs), and
Psychiatric Residential Treatment Facilities (PRTFs).

Service 2. This service is not available to any individual who receives a waiver service via the Department of Community Health. Payment for Intensive Case Management Services
Exclusions under the plan shall not duplicate payments made to public agencies or private entities under other program authorities for this same purpose.

3. Individuals with a substance-related disorder are excluded from receiving this service unless there is clearly documented evidence of a primary psychiatric diagnosis.

4. ACT, CST, ICM are service exclusions. Individuals may receive CM and one of these service for a limited period of time to facilitate a smooth transition.

Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition co-occurring with the diagnosis
Exclusions of: mental retardation; and/or autism; and/or organic mental disorder; and/or traumatic brain injury.

1. Each provider must have policies and procedures related to referral including providing outreach to agencies who may serve the targeted population including but not
limited to psychiatric inpatient hospitals, Crisis Stabilization Units, jails, prisons, homeless shelters, etc..

2. The organization must have policies and procedures for protecting the safety of staff that engage in these community-based service delivery activities.

3. Because of the complex needs of this target population, CM services may only be delivered by a DBHDD designated Core Provider.

4.  Contact must be made with the individual receiving CM a minimum of two (2) times a month. At least one of the monthly contacts must be face-to-face in non-
clinic/lcommunity-based setting and the other may be either face-to-face or telephone contact (denoted by the UK modifier) depending on the individual's identified
support needs. While the minimum number of contacts is stated above, individual clinical need is always to be met and may require a level of service higher than the
established minimum criteria for contact.

5. Atleast 50% of CM service units must be delivered face-to-face with the identified individual receiving the service and the majority of all face-to-face service units must
be delivered in non-clinic settings over the authorization period (these units are specific to single individual consumer records and are not aggregate across an
agency/program or multiple payors).

Required 6. The majority of all face-to-face service units must be delivered in non-clinic settings (i.e. any place that is convenient for the consumer such as FQHC, place of
Components employment, community space) over the course of the authorization period (these units are specific to single individual consume records and are not aggregate across

an agency/program or multiple payors).

7. Inthe absence of meeting the minimum monthly face-to-face-contact and if at least two (2) unsuccessful attempts to make face-to-face contact have been tried and
documented, the provider may bill for a maximum of one (1) telephone contact in that specified month (denoted by the UK modifier). Billing for collateral contact only
may not exceed 30 consecutive days.

8.  After four (4) unsuccessful attempts at making face to face contact with a consumer, the CM and members of the treatment team will re-evaluate the treatment plan and
utilization of services.

9. Inthe event that a CM has documented multiple attempts to locate and make contact with a consumer and has demonstrated diligent search, after 60 days of
unsuccessful attempts the consumer may be discharged.

10. Individuals for whom there is a written transition/discharge plan may receive a tapered benefit based upon individualized need as documented in that plan.

11. When the primary focus of CM is on medication maintenance, the following allowances apply:

a. These individuals are not counted in the off-site service requirement or the consumer-to-staff ratio; and
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b. These individuals are not counted in the monthly face-to-face contact requirement; however a minimum of one (1) face-to-face contact is required
every three (3) months; and monthly calls are an allowed billable service.
12. Individuals for whom there is a written transition/discharge plan may receive a tapered benefit based upon individualized need as documented in that plan.
13. After 4 unsuccessful attempts at making face to face contact with a consumer, the CM and members of the treatment team will re-evaluate the treatment plan and

utilization of services.
14. Inthe event that a CM has documented multiple attempts to locate and make contact with a consumer and has demonstrated diligent search, after 60 days of

unsuccessful attempts the consumer may be discharged.

Staffing
Requirements

HwhE

Oversight of CM is provided by an independently licensed practitioner.

It is recommended that the CM caseload not exceed 50 enrolled individuals.

Individuals who receive only medication maintenance are not counted in the staff ratio calculation.

A practitioner delivering Case Management should be able to provide skills training when needed by the individual, but the skills training activity must be billed as PSR-
and not Case Management.

Clinical
Operations

. CM may include (with the consent of the Adult consumer) coordination with family and significant others and other systems/supports (e.g., work, religious entities,
corrections, aging agencies, etc) when appropriate for treatment and recovery needs.
CM providers must have the ability to deliver services in various environments, such as homes, homeless shelters, or street locations. The provider should keep in mind
that individuals may prefer to meet staff at a community location other than their homes or other conspicuous locations (e.g. their place of employment), especially if staff
drive a vehicle that is clearly marked as a state or agency vehicle, or if staff must identify themselves and their purpose to gain access to the individual in a way that may
potentially embarrass the individual or breech the individual’s privacy/confidentiality. Staff should be sensitive to and respectful of individuals’ privacy/confidentiality rights
and preferences in this regard to the greatest extent possible (e.g. if staff must meet with an individual during their work time, if the consumer wishes, mutually agree upon
a meeting place nearby that is the least conspicuous from the individual's point of view).
CM is expected to participate in planning, coordinating, and accessing services and resources when an enrolled individual experiences an episode of psychiatric
hospitalization, incarceration, and/or homelessness.
It is expected that the individual served will receive ongoing physician assessment and treatment as well as other recovery-supporting services. These services may be
provided by a Core Provider or by an external agency. There shall be documentation during each Authorization Period to demonstrate the team’s efforts at consulting
and collaborating with the physician and other recovery-supporting services.
It is expected that the Case Management practitioner will assist all eligible individuals with the application process to obtain entitlement benefits including SSI/SSDI, Food
Stamps, VA, Medicaid, etc..including making appointments, completing applications and related paperwork.
. The organization must have policies that govern the provision of services in natural settings and can document that the organization respects individuals’ rights to privacy
and confidentiality when services are provided in these settings.
The organization has established procedures/protocols for handling emergency and crisis situations that includes:
a. joint development of a crisis plan between the individual, organization, core provider, and other providers where the organization is engaged with the individual to
ensure that the plan is complete, current, adequate, and communicated to all appropriate parties; and
b. an evaluation of the adequacy of the individual’s crisis plan and its implementation occurs at periodic intervals including post-crisis events.
= while respecting the individual's crisis plan and identified points of first response, the policies should articulate the role of the core provider agency to be
the primary responsible provider for providing crisis supports and intervention as clinically necessary.
. The organization must have an CM Organizational Plan that addresses the following:
a. description of the role of a Case Management practitioner during a crisis in partnership with the individual’s core services either within the agency or with an outside
clinical home where the individual receives ongoing physician assessment and treatment, as well as other recovery support services.
b. description of the staffing pattern and how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including how unplanned staff
absences, ilinesses, or emergencies are accommodated, case mix, access, etc.;
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c. description of the hours of operations as related to access and availability to the individuals served;

d. description of how the IRP plan constructed, modified and/or adjusted to meet the needs of the individual and to facilitate broad natural and formal support
participation; and

e. description of how CM agencies engage with other agencies who may serve the target population.

1. There must be documented evidence that service hours of operation include evening, weekend, and holiday hours.

Requirements

Service 2. “Medication Maintenance Track,” consumers who require more than 4 contacts per quarter for two consecutive quarters (as based upon need) are expected to be

Accessibility re-evaluated with LOCUS for enhanced access to CM. The designation of “medication maintenance track” should be lifted and exceptions stated above are no
longer allowed.

Reportingand | \\ ... 3 pilaple collateral is provided, the UK reporting modifier shall be utilized. A collateral is classified hat is not face-to-face with th

BiIIing en a billable collateral contact Is proviaed, the reportlng modifier shall be utilized. A collateral contact is classified as any contact that Is not face-to-face with the

individual.

Documentation
Requirements

Orders for Service and Treatment Plans which have an effective date of 5/31/2013 or prior and name CSI will be accepted as an Order or Treatment Plan, respectively, for
CM, PSR-I, and ADSS. This is effective for the authorization period which corresponds to the Order and Treatment Plan. Any Treatment Plan or Order with a start date on or
after 6/1/2013 may not include CSI, and instead, must reflect CM, PSR-1, and/or ADDS as medically necessary (While the above allowances are being made, please note
that when providing the above services on or after 6/1/2013, providers must bill and document (via progress notes) the new service and their corresponding codes as
appropriate. CSI may not be provided to adults effective 6/1/2013.).

Community Transition Planning

Transaction Code Detail Code | Mod | Mod | Mod | Mod [ Rate Code Detail Code | Mod
Code 1 2 3 4 1
Community Community Transition Planning (State $20.92 Community Transition Planning
Transition Hospital) 12038 | ZH < | (Jail /Prison) 72038 | ZJ
Planning , " . Community Transition Plannin
Community Transition Planning (CSU) 12038 | zC $20.92 (Other) y 9 12038 | 70
UriEe 15 minutes Authorization Period 230(1 ggg?ﬁgﬁtgzggée)
Initial , .
Authorization | *°1""° Re-Authorization 50 units
Community Transition Planning (CTP) is a service for contracted Core and ACT providers to address the care, service, and support needs of adults with mental illness
Seni and/or addictive diseases to ensure a coordinated plan of transition from a qualifying facility to the community. Each episode of CTP must include contact with the
ervice AR . e . ) . - iy
— consumer and their identified supports with a minimum of one (1) face-to-face contact with the consumer prior to release from the state hospital/facility. Additional
Definition " . L , ; S ; : . : R
Transition Planning activities include: educating the consumer and identified supports on service options offered by the chosen primary service agency; participating in
state hospital or facility treatment team meetings to develop a transition plan, and making collateral contacts with other agencies and community resources when
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Community Transition Planning

indicated.

In partnership between other community service providers and the hospital/facility staff, the community service agency maintains responsibility for carrying out
transitional activities either by the consumer’s chosen primary service coordinator or by the service coordinator’s designated Community Transition Liaison. CTP may
also be used for Case Management/ICM/AD Support Services staff, ACT team members and CPSs who work with the consumer in the community or will work with the
consumer in the future to maintain or establish contact.

CTP consists of the following interventions to ensure the person transitions successfully from the facility to their local community:

e Establishing a connection or reconnection with the person through supportive contacts while in the qualifying facility. By engaging with the person, this helps to
develop and strengthen a foundation for the therapeutic relationship.

e Educating the person and his/her identified supports about local community resources and service options available to meet their needs upon transition into the
community. This allows the person to make self-directed, informed choices on service options that they feel will best meet their needs and increases the
likelihood of post-facility engagement

e Participating in qualifying facility team meetings especially in person centered planning for those in a treatment facility for longer than 60 days, to share hospital
and community information related to estimated length of stay, present problems related to admission, discharge/release criteria, progress toward treatment goals,
personal strengths, available supports and assets, medical condition, medication issues, and community treatment needs.

e Linking the adult with community services including visits between the person and the CM/ICM/AD Support Services staff, ACT team members and/or CPSs who
will be working with the consumer in the community (including visits and telephone contacts between the consumer and the community-based providers).

Individual who meet Core Customer Eligibility while in one of the following qualifying facilities:
1. State Operated Hospital

AT 2. Crisis Stabilization Unit (CSU)
Criteria D
3. Jail/Prison
4. Other (ex: Community Psychiatric Hospital)
Continuing
Stay Criteria Same as above.
Discharge 1. Individual/family requests discharge; or
Criteriag 2. Individual no longer meets Core Customer Eligibility; or
3. Individual is discharged from a state hospital or qualifying facility.
Service This service is utilized only when an individual is transitioning from an institutional setting and therefore is not provided concurrent to an ongoing community-based
Exclusions service package.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
Exclusions Developmental Disability, Autism, Organic Mental Disorder, Traumatic Brain Injury
: Prior to Release from a State Hospital or Qualifying Facility: When the person has had (a) a length of stay of 60 days or longer in a facility or (b) youth is readmitted to a
Required p——— . , " ; o o ; . :
C facility within 30 days of discharge, a community transition plan in partnership with the facility is required. Evidence of planning shall be recorded and a copy of the Plan
omponents . . . . _
shall be included in both the adult's hospital and community records.
Clinical Community Transition Planning activities shall include:
Operations 1. Telephone and Face-to-face contacts with consumer and their identified family;
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Community Transition Planning

2. Participating in consumer’s clinical staffing(s) prior to their discharge from the facility;
3. Applications for consumer resources and services prior to discharge from the facility including:

a. Healthcare

b. Entitlements (i.e., SSI, SSDI) for which they are eligible

C. Self-Help Groups and Peer Supports

d. Housing

e. Employment, Education, Training

f. Consumer Support Services
Service 1. This service must be available 7 days a week (if the state hospital/qualifying facility discharges or releases 7 days a week).
Accessibility 2. This service may be delivered via telemedicine technology or via telephone conferencing.
gi(ﬁ?n%ﬂlng i 1. The modifier on Prt_)c_edure Code indicates settin_g from_wh_ic_h the consumer is transitioning: - o _
Requirements 2. There must be a minimum of one face-to-face with the individual prior to release from hospital or qualifying facility in order to bill for any telephone contacts.

1. Adocumented Community Transition Plan for;

Documentation a. Individuals with a length of stay greater than 60 days; or
Requirements b. Individuals readmitted within 30 days of discharge.

2. Documentation of all face-to-face and telephone contacts and a description of progress with Community Transition Plan implementation and outcomes.

Crisis Intervention

Transaction Code Detall Code Mod | Mod

Code 1 2

Practitioner Level 1, In-Clinic H2011 Ul U6
Practitioner Level 2, In-Clinic H2011 U2 U6
Practitioner Level 3, In-Clinic H2011 U3 U6
Practitioner Level 4, In-Clinic H2011 U4 U6
Practitioner Level 5, In-Clinic H2011 U5 U6
Practitioner Level 1, In-Clinic, 90839 U1l U6
first 60 minutes (base code)
Psychotherapy | Practitioner Level 2, In-Clinic, 90839 u2 ué
for Crisis first 60 minutes (base code)
Practitioner Level 3, In-Clinic, 90839 VK] ué
first 60 minutes (base code)

Rate Code Detail Code | Mod | Mod Rate

Mod | Mod Mod | Mod
3 4 3 4

$58.21 | Practitioner Level 1, Out-of-Clinic | H2011 | Ul U7
$38.97 | Practitioner Level 2, Out-of-Clinic | H2011 | U2 U7
$30.01 | Practitioner Level 3, Out-of-Clinic | H2011 | U3 U7
$20.30 | Practitioner Level 4, Out-of-Clinic | H2011 | U4 U7
$15.13 | Practitioner Level 5, Out-of-Clinic | H2011 | U5 U7
$232.84 | Practitioner Level 1, Out-of-Clinic

Crisis
Intervention

$18.15
$116.42

$155.88 | Practitioner Level 2, Out-of-Clinic,
add-on each additional 30 mins.
$120.04 | Practitioner Level 3, Out-of-Clinic, | 90840 | U3 U6

add-on each additional 30 mins.
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Practitioner Level 1, In-Clinic, 90839 Ul u7 $296.36 | Practitioner Level 1, Out-of-Clinic, | 90840 | Ul | U7 $148.18
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 2, In-Clinic, 90839 u2 u7 $187.04 | Practitioner Level 2, Out-of-Clinic, | 90840 | U2 | U7 $93.52
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 3, In-Clinic, 90839 U3 u7 $146.72 | Practitioner Level 3, Out-of-Clinic, | 90840 | U3 | U7 $73.36
first 60 minutes (base code) add-on each additional 30 mins.
Crisis Intervention 15 minutes Crisis Intervention 16 units
Psychotherapy for 2 encounters
Unit Value . Maximum Daily Units Crisis, base code
Psychotherapy for Crisis 1 Encounter
Psychotherapy for
7 4 encounters
Crisis, add-ons
Initial . et .
. 48 Units Re-Authorization 48 units
Authorization
Qgtrrotanzatwn 180 days Utilization Criteria LOCUS scores:1-6
Crisis Intervention supports the individual who is experiencing an abrupt and substantial change in behavior which is usually associated with a precipitating situation and
which is in the direction of severe impairment of functioning or a marked increase in distress. Interventions are designed to prevent out of community placement or
hospitalization. Often, a crisis exists at such time as an individual consumer and his/her identified natural resources decide to seek help and/or the individual, identified
natural resources, or practitioner identifies the situation as a crisis. Crisis services are time-limited and present-focused to address the immediate crisis and develop
appropriate links to alternate services.
The individual's current behavioral health care advanced directive, if existing, should be utilized to manage the crisis. Interventions provided should honor and respect
. the individual's wishes/choices by following the plan/advanced directive as closely as possible in line with clinical judgment. Plans/advanced directives developed during
Serylgg the Behavioral Health Assessment/IRP process should be reviewed and updated (or developed if the individual is a new consumer) as part of those services to help
Definition prevent or manage future crisis situations.
Some examples of interventions that may be used to de-escalate a crisis situation could include: a situational assessment; active listening and empathic responses to
help relieve emotional distress; effective verbal and behavioral responses to warning signs of crisis related behavior; assistance to, and involvement/participation of the
individual (to the extent he or she is capable) in active problem solving planning and interventions; facilitation of access to a myriad of crisis stabilization and other
services deemed necessary to effectively manage the crisis; mobilization of natural support systems; and other crisis interventions as appropriate to the individual and
issues to be addressed.
1. Treatment at a lower intensity has been attempted or given serious consideration; and #2 and/or #3 are met:
2. Individual has a known or suspected mental health diagnosis or Substance Related Disorder; or
Admission 3. Individual is experiencing severe situational crisis and is at risk of harm to self, others and/or property. Risk ranges from mild to imminent; and one/both of the
Criteria following:
a. Individual has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or
b. Individual demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities.
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Continuing

This service may be utilized at various points in the individual's course of treatment and recovery, however, each intervention is intended to be a discrete time-limited

Stay Criteria service that stabilizes the individual and moves him/her to the appropriate level of care.
Discharge 1. Individual no longer meets continued stay guidelines; and
Criteria 2. Crisis situation is resolved and an adequate continuing care plan has been established.
Cllnlca] Severity of clinical issues precludes provision of services at this level of care.
Exclusions
In any review of clinical appropriateness of the service, the mix of services offered to the individual is key. Crisis units will be looked at by the External Review
Clinical Organization in combination with other supporting services. For example, if an individual presents in crisis and the crisis is alleviated within an hour but ongoing support
Operations continues, it is expected that 4 units of crisis is billed and then some supporting service such as individual counseling will be utilized to support the individual during that
interval of service
1. 90839 and 90840 are only utilized when the content of the service delivered is Crisis Psychotherapy. Therefore, the only practitioners who can do this are those who
Staffing are recognized as practitioners for Individual Counseling in the Service X Practitioner Table A. included herein.

Requirements

2. The practitioner who will bill 90839 (and 90840 if time is necessary) must devote full attention to the individual served and cannot provide services to other individuals
during the time identified in the medical record and in the related claim/encounter/submission.

1. All crisis service response times for this service must be within 2 hours of the consumer or other constituent contact to the provider agency.

ig(r:\ggsibility 2. Ster)vices are available 24-hours/day, 7 days/week, and may be offered by telephone and/or face-to-face in most settings (e.g. home, jail, community hospital, clinic
etc).
Additional
Medicaid The daily maximum within a CSU for Crisis Intervention is 8 units/day.
Requirements
1. Any use of a telephonic intervention must be coded/reported with a U6 modifier as the person providing the telephonic intervention is not expending the additional
agency resources in order to be in the community where the person is located during the crisis.
2. Any use beyond 16 units will not be denied but will trigger an immediate retrospective review.
3. Psychotherapy for Crisis (90839, 90840) may be billed if the following criteria are met:
o The nature of the crisis intervention is urgent assessment and history of a crisis situation, assessment of mental status, and disposition and is paired with
psychotherapy, mobilization of resources to defuse the crisis and restore safety and the provision of psychotherapeutic interventions to minimize trauma, AND
o the practitioner meets the definition to provide therapy in the Georgia Practice Acts, AND
Reporting and o the presenting s_ituation is Iife-threatening and requires immediate attentio_n toan individual who is experiencing_ high distress. N S
Billing 4, Othe_r payers may limit who can provide 90839 and 90840 and therefore a providing agency must adhere to those third party payers’ policies regarding billing
. practitioners.
Requirements

5. The 90839 code is utilized when the time of service ranges between 45-74 minutes and may only be utilized once in a single day. Anything less than 45 minutes can
be provided either through an Individual Counseling code or through the H2011 code above (whichever best reflects the content of the intervention).
6. Add-on Time Specificity:
o |f additional time above the base 74 minutes is provided and the additional time spent is greater than 23 minutes, an additional encounter of 90840 may be
billed.
o |f the additional time spent (above base code) is 45 minutes or greater, a second unit of 90840 may be billed.
If the additional time spent (above base code) is 83 minutes or greater, a third unit of 90840 may be billed.
o |f the additional time spent (above base code) is 113 minutes or greater, a fourth unit of 90840 may be billed.
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7. 90839 and 90840 cannot be submitted by the same practitioner in the same day as H2011 above.
8. 90839 and 90840 cannot be provided/submitted for billing in the same day as 90791, 90792, 90833, or 90836.

Diagnostic Assessment

Transaction Code Detail Code | Mod | Mod Rate Code Detail Code | Mod | Mod Rate
Code 1 2 3 4 3 4
. Practitioner Level 2, In-Clinic 90791 | U2 | U6 $116.90 | Practitioner Level 3, In-Clinic 90791 | U3 U6
Efg;‘(‘)a;;‘g Practitioner Level 2, Out-of-Clinic | 90791 | U2 | U7 $140.28 | Practitioner Level 3, Out-of-Clinic | 90791 | U3 | U7 $110.04
Evaluation (no Pra_ctitioner_LeveI 2, Via interactive Pra(_:titioner I__eveI 3, Via interactive
medical service) audio and wdeo‘ 90791 | GT | U2 $116.90 | audio and v!deq 90791 | GT u3
telecommunication systems telecommunication systems*
Practitioner Level 2, Via interactive
Psychiatric Practitioner Level 1, In-Clinic 90792 | Ul | U6 $174.63 | audio and video telecommunication | 90792 | GT | U2 $116.90
Diagnostic systems
Evaluation with | Practitioner Level 1, Out-of-Clinic | 90792 | Ul | U7 $222.26 | Practitioner Level 2, In-Clinic 90792 | U2 ub $116.90
medical Practitioner Level 1, Via interactive
services) audio and video 90792 | GT | U1 $174.63 | Practitioner Level 2, Out-of-Clinic $140.28
telecommunication systems
Unit Value 1 encounter Maximum Daily Units* 1 unit per procedure code
Initial Auth 2 units Re-Authorization* 2 units
Auth Period 180 days Utilization Criteria LOCUS scores:1-6
Psychiatric diagnostic interview examination includes a history; mental status exam; evaluation and assessment of physiological phenomena (including co-morbidity
: between behavioral and physical health care issues); psychiatric diagnostic evaluation (including assessing for co-occurring disorders and the development of a
gzm;:t?on differential diagnosis);screening and/or assessment of any withdrawal symptoms for the individual with substance related diagnoses; assessment of the appropriateness
of initiating or continuing services; and a disposition. These are completed by face-to-face evaluation of the individual (which may include the use of telemedicine) and
may include communication with family and other sources and the ordering and medical interpretation of laboratory or other medical diagnostic studies.
Admiission 1. Ind?v?dual _ha_s a known or suspected mental illness or a s_ubs_tance-rela_ted disorder and has recently entered the service system; or
Criteria 2. Ind!v!dual is in need of annual assessment and re-authquza_tlc_)n of service array; or
3. Individual has need of an assessment due to a change in clinical/functional status.
gzglr?: ing Stay Individual's situation/functioning has changed in such a way that previous assessments are outdated.
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Diagnostic Assessment

: 1. Anadequate continuing care plan has been established; and one or more of the following:
Discharge e . . o
Criteri b. Individual has withdrawn or been discharged from service; or

riteria L "

c. Individual no longer demonstrates need for additional assessment.

Service . .
Exclusions Assertive Community Treatment
Required Telemedicine may be utilized for an initial Psychiatric Diagnostic Examination as well as for ongoing Psychiatric Diagnostic Examination via the use of appropriate
Components procedure codes with the GT modifier.
Staffing . . . . .
Requirements The only U3 practitioner who can provide Diagnostic Assessment is an LCSW.
Billing and 1. 90791 is used when an initial evaluation is provided by a non-physician
Reporting 2. 90792 is used when an initial evaluation is provided by a physician, PA, or APRN. This 90792 intervention content would include all general behavioral health
Requirements assessment as well as Medical assessment/Physical exam beyond mental status as appropriate.
Additional The daily maximum within a CSU for Diagnostic Assessment (Psychiatric Diagnostic Interview) for adults is 2 units. Two units should be utilized only if it is necessary in
Medicaid a complex diagnostic case for the physician extender (PA or APRN) to call in the physician for an assessment of the individual to corroborate or verify the correct
Requirements | diagnosis.

Family Outpatient Services: Family Counseling

Transaction Code Detail Code | Mod | Mod | Mod Code Detall Rate
Code 1 2 3
Family - BH Practitioner Level 2, In-Clinic | HO004 | HS u2 U6 Practitioner Level 2, Out-of-Clinic $46.76
counseling/ Practitioner Level 3, In-Clinic | H0004 | HS U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic HO004 | HS | U3 | U7 $36.68
therapy (w/o Practitioner Level 4, In-Clinic | H0004 | HS U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic HO004 | HS | U4 | U7 $24.36
client present) | Practitioner Level 5, In-Clinic | H0004 | HS | U5 | U6 $15.13 | Practitioner Level 5, Out-of-Clinic | H0004 | HS | U5 | U7 $18.15
Family - BH Practitioner Level 2, In-Clinic | HO004 | HR u2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic H0004 | HR | U2 | U7 $46.76
counseling/ Practitioner Level 3, In-Clinic | H0004 | HR U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic HO004 | HR | U3 | U7 $36.68
therapy (with Practitioner Level 4, In-Clinic | HO004 | HR U4 $20.30 | Practitioner Level 4, Out-of-Clinic HO004 | HR | U4
client present) | Practitioner Level 5, In-Clinic | H0004 | HR us $15.13 | Practitioner Level 5, Out-of-Clinic HO0004 | HR | U5
Family Psycho- | Practitioner Level 2, In-Clinic | 90846 | U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic 90846 | U2 | U7
therapy wio the | Practitioner Level 3, In-Clinic | 90846 | U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic 90846 | U3 | U7
patient present | Practitioner Level 4, In-Clinic | 90846 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | 90846 | U4 | U7
fiacgzrs%pggﬁired) Practitioner Level 5, In-Clinic | 90846 | U5 u6 $15.13 | Practitioner Level 5, Out-of-Clinic 90846 | U5 | U7
Conjoint Practitioner Level 2, In-Clinic | 90847 | U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic 90847 | U2 | U7
Family Psycho- | Practitioner Level 3, In-Clinic | 90847 | U3 ué $30.01 | Practitioner Level 3, Out-of-Clinic 90847 | U3 | U7
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Family Outpatient Services: Family Counseling

therapy w/ the | Practitioner Level 4, In-Clinic | 90847 | U4 U6 Practitioner Level 4, Out-of-Clinic 90847 | U4 | U7
patient present
(appropriate Practitioner Level 5, In-Clinic | 90847 | U5 ué Practitioner Level 5, Out-of-Clinic 90847 | U5 | U7 $18.15
license required)
Unit Value 15 minutes Maximum Daily Units* 8 units (Fgmily Training and Family Counseling
combined)
Initial If a MICP Registration is submitted -32 units (combined with Family Training) Reauthorization* 60 units (Family Training and Family Counseling
Authorization* | If a MICP New Episode is submitted - 60 units (combined with Family Training) combined)
Qgtrrotarlzatwn 180 days Utilization Criteria —Ii_%CUS SCOMES.
A therapeutic intervention or counseling service shown to be successful with identified family populations, diagnoses and service needs, provided by a qualified clinician
or practitioner. Services are directed toward achievement of specific goals defined with/by the individual consumer and targeted to the consumer-identified family and
specified in the Individualized Recovery Plan (note: although interventions may involve the family, the focus or primary beneficiary of intervention must always be the
individual consumer). Family counseling provides systematic interactions between the identified individual consumer, staff and the individual's identified family members
directed toward the restoration, development, enhancement or maintenance of functioning of the identified consumer/family unit. This includes support of the family and
specific therapeutic interventions/activities to enhance family roles, relationships, communication and functioning that promote the recovery of the individual. Specific
goalsfissues to be addressed though these services may include the restoration, development, enhancement or maintenance of:
Service 1. processing skills;
Definition 2. healthy coping mechanisms;
3. adaptive behaviors and skills;
4. interpersonal skills;
5. family roles and relationships;
6. the family’s understanding of mental illness and substance related disorders, the steps necessary to facilitate recovery, and methods of intervention, interaction
and mutual support the family can use to assist their family member.
Best practices such as Multi-systemic Family Therapy, Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy or others appropriate for
the family and issues to be addressed should be utilized in the provision of this service.
1. Individual must have a mental illness and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out activities
. of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Admission NS - - o . o
Criteria 2. Ind!v!dual s level of funct!on!ng does not preclude the provision of services in an outpatient milieu; and - . ' o
3. Individual's assessment indicates needs that may be supported by therapeutic intervention shown to be successful with identified family populations and individual's
diagnoses.
Continuing 1. Individual continues to meet Admission Criteria as articulated above; and
Stay Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery Plan, but all treatment/support goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria 3. Individual requests discharge and individual is not in imminent danger of harm to self or others; or
4. Transfer to another service is warranted by change in individual's condition; or
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Family Outpatient Services: Family Counseling

5. Individual requires more intensive services

Service

Requirements

Exclusions ACT
1. Severity of behavioral health impairment precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Iac;k of s.ocial support systems such tha.t a more intensive level of service is negded. . o .
Exclusions 4. This service is not mtende_d to supplant_other services such_as MR/DD Personal and Family Support or any day services where the individual may more appropriately
receive these services with staff in various community settings.
5. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: developmental disability, autism, organic mental disorder and traumatic brain injury.
1. The treatment orientation, modality and goals must be specified and agreed upon by the individual.
Required 2. Couples counseling is included under this service code as long as the counseling is directed toward the identified consumer and his/her goal attainment as identified in
Components the Individualized Recovery Plan.
3. The Individualized Recovery Plan for the individual includes goals and objectives specific to the consumer-identified family for whom the service is being provided.
Clinical Models of best practice delivery may include (as clinically appropriate) Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy, and
Operations others as appropriate the family and issues to be addressed.
Service Services may not exceed 8 Billable units (combined Family Counseling and Family Therapy) in a single day. If clinical need indicates this level of intensity, other services
Accessibility may need to be considered for authorization.
If there are multiple family members in the Family Counseling session who are enrolled consumers for whom the focus of treatment is related to goals on their treatment
plans, the following applies:
Documentation 1. Document the family session in the charts of each individual consumer for whom the treatment is related to a specific goal on the individual's IRP

2. Charge the Family Counseling session units to one of the consumers.
3. Indicate “NC” (No Charge) on the documentation for the other consumer(s) in the family session and have the note reflect that the charges for the session are
assigned to another family member in the session.

Family Outpatient Services: Family Training

Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Pr_a(_:t|t|or_1er Leve_)l 4, In- H2014 | HS U4 Us $20.30 P_ractmoner Level 4, In-Clinic, with H2014 | HR | U4 Us $20.30
Clinic, without client present client present
. . Practitioner Level 5, In- Practitioner Level 5, In-Clinic, with
??;m%;g"nlg Clinic, without client present H2014 | HS us ue $15.13 client present H2014 | HR | US| U6 $15.13
Development | Fractitioner Level 4, Outof- |\ o0, ) 1 e gy | g $24.36 | Practitioner Level 4, Out-of-Clinic, |\ o0, | yp [ us | U7 $24.36
Clinic, without client present with client present
Pr_aqtltlor_ler Levgl 5, Out-of- H2014 | HS Us U7 $18.15 Practlt_loner Level 5, Out-of-Clinic, H2014 | HR | Us | U7 $18.15
Clinic, without client present with client present
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Family Outpatient Services: Family Training

Unit Value 15 minutes Maximum Daily Units* 8 unit_s (Family Training and Family Counseling
combined)
Initial If a MICP Registration is submitted -32 units (combined with Family Training) Reauthorization* 60 units (Family Training and Family Counseling
Authorization* | If a MICP New Episode is submitted - 60 units (combined with Family Training) combined)
Qgtrrotarlzatwn 180 days Utilization Criteria LOCUS scores:1-6
A therapeutic interaction shown to be successful with identified family populations, diagnoses and service needs. Services are directed toward achievement of specific
goals defined by the individual consumer and targeted to the consumer-identified family and specified in the Individualized Recovery Plan (note: although interventions
may involve the family, the focus or primary beneficiary of intervention must always be the individual consumer). Family training provides systematic interactions between
the identified individual consumer, staff and the individual's identified family members directed toward the enhancement or maintenance of functioning of the identified
consumer/family unit. This may include support of the family, as well as training and specific activities to enhance functioning that promote the recovery of the individual.
Specific goalsfissues to be addressed though these services may include the restoration, development, enhancement or maintenance of:
1. illness and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse prevention skills, knowledge of
Service medications and side effects, and motivational/skill development in taking medication as prescribed);
Definition 2. problem solving and practicing functional skills;
3. healthy coping mechanisms;
4. adaptive behaviors and skills;
5. interpersonal skills;
6. daily living skills;
7. resource access and management skills; and
8. the family’s understanding of mental illness and substance related disorders, the steps necessary to facilitate recovery, and methods of intervention, interaction and
mutual support the family can use to assist their family member.
1. Individual must have a mental illness and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out activities
Admission of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. Individual's level of functioning does not preclude the provision of services in an outpatient milieu; and
3. Individual's assessment indicates needs that may be supported by a therapeutic intervention shown to be successful with identified family populations and diagnoses.
Continuing 1. Individual continues to meet Admission Criteria as articulated above; and
Stay Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery Plan, but all treatment/support goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
: 2. Goals of the Individualized Recovery Plan have been substantially met; or
Discharge - . T S _
Criteria 3. Individual requests dlscharg_e and individual is not in imminent d,anger Qf harm to self or others; or
3. Transfer to another service is warranted by change in individual’s condition; or
4. Individual requires more intensive services.
Service
Exclusions ACT
Clinical 1. Severity of behavioral health impairment precludes provision of services.
Exclusions 2. Severity of cognitive impairment precludes provision of services in this level of care.
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Family Outpatient Services: Family Training

3. There is a lack of social support systems such that a more intensive level of service is needed.
4. There is no outlook for improvement with this particular service.
5. This service is not intended to supplant other services such as Personal and Family Support or any day services where the individual may more appropriately receive
these services with staff in various community settings.
6. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: developmental disability, autism, organic mental disorder and traumatic brain injury.
Required 1. The treatment orientation, modality and goals must be specified and agreed upon by the individual.
Components 2. The Individualized Recovery Plan for the individual includes goals and objectives specific to the consumer-identified family for whom the service is being provided.
Service Services may not exceed 8 Billable units (combined Family Counseling and Family Therapy) in a single day. If clinical need indicates this level of intensity, other services
Accessibility may need to be considered for authorization.
If there are multiple family members in the Family Training session who are enrolled consumers for whom the focus of treatment in the group is related to goals on their
treatment plans, the following applies:
Documentation a. Document the family session in the charts of each individual consumer for whom the treatment is related to a specific goal on the individual’'s IRP

Requirements

b. Charge the Family Training session units to one of the consumers.

c. Indicate “NC” (No Charge) on the documentation for the other consumer(s) in the family session and have the note reflect that the charges for the session
are assigned to another family member in the session.

Group Outpatient Services: Group Counseling

Transaction Code Detall Code | Mod | Mod | Mod | Mod | Rate Code Detalil Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Practitioner Level 2, In-Clinic Hooo4 | HO | U2 | Us $8.50 Praqtltlongr Level 2, OUF-Of-ChI’]IC, HoO4 | HO |HR | U2 |u7 |$1039
Multi-family group, w/ client present
Group - Practitioner Level 3, In-Clinic Hooo4 | HO | U3 | Us $6.60 Practitioner Level 3, Out-of-Clinic, HOOO4 | HO |HR | U3 |u7 |$8.25
Behavioral Multi-family group, w/ client present
health _ Practitioner Level 4, In-Clinic HooO4 | HO | U4 | Us $4.43 Prac_t|t|on_er Level 4, Ou_t-of-CI|n|c, HOOO4 | HQ |HR |ua |u7 |$5.41
counseling and Multi-family group, w/ client present
therapy Practitioner Level 5, In-Clinic Ho0O4 | HO | Us | Us $3.30 Pragt|t|on§r Level 5, OuF-of-Chmc, HOOO4 | HQ |HR |Us |u7 |$4.03
Multi-family group, w/ client present
Practitioner Level 2, Out-of-Clinic HO004 | HQ | U2 | U7 | $10.39 | Practitioner Level 2, In-Clinic, Multi- | H0004 | HQ [ HS | U2 | U6 | $8.50
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Group Outpatient Services: Group Counseling

3. The individual's recovery goal/s which are to be addressed by this service must be conducive to response by a group milieu.

\ family group, without client present
Practitioner Level 3, Out-of-Clinic HooO4 | HO | U3 | U7 $8.25 rra(_:titioner Le\(el 3, In-_CIinic, Multi- HoO4 | HQ |HS | U3 | U6 | $6.60
amily group, without client present
Practitioner Level 4, Out-of-Clinic HooO4 | HO |ua | u7 ‘ $5.41 rra(_:t|t|oner Le\(el 4, In-_CI|n|c, Multi- HOOO4 | HQ |HS |ua | U6 |$443
amily group, without client present
Practitioner Level 5, Out-of-Clinic Hooo4 | HO |Us | U7 ‘ $4.03 fPra.ctltloner Le\{el 5, In-.C||n|c, Multi- HoO4 | HO [HS | Us |us |$330
amily group, without client present
Practitioner Level 2, In-Clinic, Multi- Practitioner Level 2, Out-of-Clinic,
family group, with client present HO004 | HQ | HR | U2 | U6 | $850 | Multi-family group, without client H0004 | HQ | HS | U2 | U7 | $10.39
present
rra(_:titioner Le\(el 3,_ In-Clinic, Multi- Hooo4 | HO |[HR |us |ue |s$6.60 Prac_tition_er Level 3, Out-_of-CIinic, HoO4 | HQ |HS |us |u7 |$8.25
amily group, with client present Multi-family group, w/o client present
rragtitioner Level 4 In-Clinic, Multi- HooO4 |HQ |HR |ua |ue |s$443 Pragtitiongr Level 4, Out-pf-CIinic, HOO4 | HQ [HS |ua |u7 |$5.41
amily group, w/ client present Multi-family group, w/o client present
fPra.ctltloner Level 5 In-Clinic, Multi- H0004 | HO | HR $3.30 Praqtltlongr Level 5, Out-pf-Cllnlc, HoO4 | HQ |HS |us |u7 |$403
amily group, w/ client present Multi-family group, w/o client present
Group Psycho- | Practitioner Level 2, In-Clinic 90853 | U2 | U6 $8.50 | Practitioner Level 2, Out-of-Clinic 90853 | U2 | U7
therapy other | Practitioner Level 3, In-Clinic 90853 | U3 | U6 $6.60 | Practitioner Level 3, Out-of-Clinic 90853 | U3 | U7
thanofa | Practitioner Level 4, In-Clinic 90853 | U4 | U6 $4.43 | Practitioner Level 4, Out-of-Clinic | 90853 | U4 | U7
multiple family " practitioner Level 5, In-Clinic N N
group (appropriate 90853 | U5 | U6 $3.30 | Practitioner Level 5, Out-of-Clinic 90853 | U5 | U7
license required)
Unit Value 15 minutes Maximum Daily Units 20 units
" If a MICP Registration is submitted - 32 units o :
ey A If a MICP Ne\?v Episode is submitted - 200 units R 200 units
Auth Period 180 days Utilization Criteria LOCUS scores:1-6
A therapeutic intervention or counseling service shown to be successful with identified populations, diagnoses and service needs, provided in a group format by a
qualified clinician or practitioner. Services are directed toward achievement of specific goals defined by the individual consumer and specified in the Individualized
Recovery Plan. Services may address goals/issues such as promoting recovery, and the restoration, development, enhancement or maintenance of:
Service 1) cognitive processing skills;
Definition 2) healthy coping mechanisms;
3) adaptive behaviors and skills;
4) interpersonal skills;
5) identifying and resolving personal, social, intrapersonal and interpersonal concerns
1. Individual must have a primary mental illness/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
Admission activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. The individual's level of functioning does not preclude the provision of services in an outpatient milieu; and
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Group Outpatient Services: Group Counseling

Reguirements

Continuing 1. Individual continues to meet admission criteria; and
Stay Criteria 2. Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan, but treatment goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
R 2. Goa.|S. of the Individuqlized Recovery Fflgn haye beQn .sub§tantially met; or
Criteria 3. Individual requests dlscharge and |nd|V|d.uaI is not in imminent de.mgerlof harm to se!f.or others; or
4. Transfer to another service/level of care is warranted by change in individual's condition; or
5. Individual requires more intensive services.
Eisl/lljcs?on s See Required Components, items 2 and 3 below.
1. Severity of behavioral health impairment precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Iagk of spcial support systems such tha.t a more intensive level Qf service is needed. ' . . o
Exclusions 4. This service is not mtended to supplan.t otherl services such as MR/DD \'Nalver'PersonaI and Family Support Services or any day services where the individual may
more appropriately receive these services with staff in various community settings.
5. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: developmental disability, autism, organic mental disorder and traumatic brain injury.
1. The treatment orientation, modality and goals must be specified and agreed upon by the individual.
2. Group outpatient services should very rarely be offered in addition to day services such as Psychosocial Rehabilitation. Any exceptions must be clinically justified in
Required the record and may be subject to scrutiny by the external review organization. Exceptions in offering group outpatient services external to day services include such
Components sensitive and targeted clinical issue groups as incest survivor groups, perpetrator groups, and sexual abuse survivors groups. When an exception is clinically
justified, services must not duplicate day services activities.
3. When hilled concurrently with ACT services, group counseling must be curriculum-based (See ACT Service Guideline for requirements).
Staffing

Maximum face-to-face ratio cannot be more than 10 consumers to 1 direct service staff based on average group attendance

1. The membership of a multiple family group (H0004 HQ) consists of multiple family units such as a group of two or more parent(s) from different families either with
(HR) or without (HS) participation of their child/children.

Requirements

Clinical , . I, ) . I . . . , .
Operations 2. Practitioners and supervisors of those providing this service are expected to maintain knowledge and skills regarding group practice such as selecting appropriate
P participants for a particular group, working with the group to establish necessary group norms and goals, and understanding and managing group dynamics and

processes.
Additional . . i . - _ .
Medicaid The daily maximum within a CSU for combined Group Training/Counseling is 4 units/day.

Group Outpatient Services: Group Training
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Group Outpatient Services: Group Training
Transaction Code Detall Code | Mod | Mod | Mod Rate Code Detall Code | Mod | Mod | Mod | Mod Rate
4

Code 1 2 3
Practitioner Level 4, In-Clinic | H2014 | HQ u4 ué $4.43

Practitioner Level 4, Out-of-Clinic,
with client present

Practitioner Level 5, Out-of-Clinic,
with client present

Practitioner Level 4, In-Clinic,

H2014 | HQ | HR | U4 | U7 $5.41

Practitioner Level 5, In-Clinic | H2014 | HQ us U6 $3.30 H2014 | HQ | HR | U5 | U7 $4.03

Practitioner Level 4, Out-of-

GrqupSkllls Clinic H2014 | HQ U4 u7 $5.41 without client present H2014 | HQ | HS | U4 | U6 $4.43

Training & Practitioner Level 5, Out-of- Practitioner Level 5, In-Clinic

Development ey ’ H2014 | HQ U5 u7 $4.03 . . ’ ’ H2014 | HQ | HS | U5 | U6 $3.30
Clinic without client present

Practitioner Level 4, In-
Clinic, with client present
Practitioner Level 5, In- Practitioner Level 5, Out-of-Clinic,
Clinic, with client present without client present H2014 | HQ | HS | US| U7 $4.03
Unit Value 15 minutes Maximum Daily Units 20 units

If a MICP Registration is submitted - 32 units

Practitioner Level 4, Out-of-Clinic,

H2014 | HQ HR us ue $4.43 without client present

H2014 | HQ | HS | U4 | U7 $5.41

H2014 | HQ HR us U6 $3.30

i) A0ty If a MICP New Episode is submitted - 200 units R ALIRIENTD 200 units
Auth Period 180 days Utilization Criteria LOCUS scores:1-6
A therapeutic interaction shown to be successful with identified populations, diagnoses and service needs. Services are directed toward achievement of specific goals
defined by the individual and specified in the Individualized Resiliency Plan. Services may address goals/issues such as promoting recovery, and the restoration,
development, enhancement or maintenance of:
1) iliness and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse prevention skills, knowledge of
medications and side effects, and motivational/skill development in taking medication as prescribed);
: 2) problem solving skills;
Service : L
Definition 3) health_y coping mechanisms;
4) adaptive skills;
5) interpersonal skills;
6) daily living skills;
7) resource management skills;
8) knowledge regarding mental iliness, substance related disorders and other relevant topics that assist in meeting the youth's and family’s needs; and
9) skills necessary to access and build community resources and natural support systems.

1. Individuals must have a primary mental illness/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
Admission activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and

Criteria 2. The individual's level of functioning does not preclude the provision of services in an outpatient milieu; and
3. The individual's resiliency goalls that are to be addressed by this service must be conducive to response by a group milieu.
Continuing 1. Individual continues to meet admission criteria; and
Stay Criteria 2. Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan, but treatment goals have not yet been achieved.
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Group Outpatient Services: Group Training
An adequate continuing care plan has been established; and one or more of the following:
2. Goals of the Individualized Recovery Plan have been substantially met; or

g'§Ch.a '9¢ 3. Individual requests discharge and the individual is not in imminent danger of harm to self or others; or
riteria . . C S "
4. Transfer to another service/level of care is warranted by change in individual's condition; or
5. Individual requires more intensive services
Eitr:\llllj(;?on s See also Required Components, item 2. below.
1. Severity of behavioral health issue precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Iac_:k of s_ocial support systems such tha_t a more intensive level of service is negded. _ o
Exclusions 4. This service is not intended to s_upplar!t other services such as I\/IR/DD I_Dersonal and Family Support or any day services where the individual may more
appropriately receive these services with staff in various community settings.
5. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: developmental disability, autism, organic mental disorder, traumatic brain injury.
1. The functional goals addressed through this service must be specified and agreed upon by the individual.
Required 2. _Group outpatient services shc_)uld very ra_rely be offered in addit_ion to day_ ser_vices such as Ps_ychosgcial Rehabilitatipn. Any _exceptions must be cIinipaIIy_justified
Components in the recqrq and may be subjggt to scrutiny by the gxternal review organization. Exceptions in offering group outpatient services external to day services mglqde
such sensitive and targeted clinical issue groups as incest survivor groups, perpetrator groups, and sexual abuse survivors groups. When an exception is clinically
justified, services must not duplicate day services activities.
ggaéfl:ri}% ments Maximum face-to-face ratio cannot be more than 10 consumers to 1 direct service staff based on average group attendance
1. Practitioners providing this service are expected to maintain knowledge and skills regarding group practice such as selecting appropriate participants for a
particular group, working with the group to establish necessary group norms and goals, and understanding and managing group dynamics and processes.

- 2. Out-of-clinic group skills training is allowable and clinically valuable for some consumers; therefore, this option should be explored to the benefit of the consumer.
Clinical . I . . : hy .
Operations In this event, staff must be able to assess and addresg the mdmduql ngeds and progress of each consumer cons]stently throughout the mteryenpqn/achwty (e.g.in

an example of teaching 2-3 consumers to access public transportation in the community, group training may be given to help each consumer individually to
understand the bus schedule in a way that makes sense to them, to address questions/concerns each may have about how to use the bus, perhaps to spend time
riding the bus with the consumers and assisting each to understand and become comfortable with riding the bus in accordance with individual goals, etc).
Additional
Medicaid The daily maximum within a CSU for combined Group Training/Counseling is 4 units/day.

Requirements
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Individual Counseling

Transaction Code Detall Code Mod Mod od Mod Rate Code Detail Code Mod | Mod
Code 1 1 2
Practitioner Level 2, In-Clinic 90832 u2 U6 64.95 | Practitioner Level 2, Out-of-Clinic 90832 u2 u7

Mod | Mod Rate
3 4

77.93

Individual % Practitioner Level 3, In-Clinic 90832 | U3 U6 50.02 | Practitioner Level 3, Out-of-Clinic | 90832 | U3 | U7 61.13
Psycho- 5 Practitioner Level 4, In-Clinic 90832 u4 ué 33.83 | Practitioner Level 4, Out-of-Clinic 90832 | U4 | U7 40.59
therapy, Practitioner Level 5, In-Clinic 90832 | U5 U6 25.21 | Practitioner Level 5, Out-of-Clinic | 90832 | U5 | U7 30.25
insight | Practitioner Level 2, In-Clinic | 90834 | U2 | U6 116.90 | Practitioner Level 2, Out-of-Clinic | 90834 | U2 | U7 140.28
ggﬁgﬁr ~‘ Practitioner Level 3, In-Clinic | 90834 | U3 | Us 90.03 | Practitioner Level 3, Out-of-Clinic | 90834 | U3 | U7 110.04
modifying 2| | Practitioner Level 4, In-Clinic 90834 U4 U6 60.89 | Practitioner Level 4, Out-of-Clinic 90834 uda | U7 73.07
and/or Practitioner Level 5, In-Clinic 90834 U5 U6 45.38 | Practitioner Level 5, Out-of-Clinic 90834 us | U7 54.46

155.87 | Practitioner Level 2, Out-of-Clinic 90837 u2 u7
120.04 | Practitioner Level 3, Out-of-Clinic 90837 U3 U7

187.04
146.71

supportive Practitioner Level 2, In-Clinic 90837 U2 U6
face-to-face Practitioner Level 3, In-Clinic 90837 U3 U6

~60 minutes

w/ patient Practitioner Level 4, In-Clinic 90837 | U4 U6 81.18 | Practitioner Level 4, Out-of-Clinic | 90837 | U4 | U7 97.42
Practitioner Level 5, In-Clinic 90837 U5 ué 60.51 ] Practitioner Level 5, Out-of-Clinic | 90837 | U5 | U7 72.61
.| Practitioner Level 1, In-Clinic 90833 Ul U6 97.02 | Practitioner Level 1, Out-of-Clinic | 90833 | Ul | U7 123.48
Psvcho 7 § Practitioner Level 2, In-Clinic 90833 U2 U6 64.95 | Practitioner Level 2, Out-of-Clinic | 90833 | U2 | U7 77.93
theyrapy Add- Pract!t!oner Level 1 _ 90833 GT Ul 97.02 Pract!t!oner Level 2 _ 90833 | GT | U2 64.95
- g Practitioner Level 1, In-Clinic 90836 Ul U6 174.63 ] Practitioner Level 1, Out-of-Clinic | 90836 | Ul | U7 226.26
< g Practitioner Level 2, In-Clinic 90836 U2 U6 116.90 [ Practitioner Level 2, Out-of-Clinic 90836 u2 | U7 140.28
Practitioner Level 1 90836 GT Ul \ 174.63 ] Practitioner Level 2 90836 | GT | U2 116.90
Unit Value 1 encounter (Note:_ Tir_ne-in/Time-out is required in the documentation as it justifies Maximum Daily Units 2 uniits
which code above is billed)
,Ibr\llljttlﬁl)rization 24 units Re-Authorization 24 units
?gtrrotanzatwn 180 days Utilization Criteria LOCUS scores:1-6
A therapeultic intervention or counseling service shown to be successful with identified populations, diagnoses and service needs, provided by a qualified clinician.
Techniques employed involve the principles, methods and procedures of counseling that assist the person in identifying and resolving personal, social, vocational,
intrapersonal and interpersonal concerns. Services are directed toward achievement of specific goals defined by the individual consumer and specified in the
Individualized Recovery Plan. These services address goals/issues such as promoting recovery, and the restoration, development, enhancement or maintenance of;
Service 1. illness and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse prevention skills, knowledge of
Definition medications and side effects, and motivational/skill development in taking medication as prescribed);

problem solving and cognitive skills;
healthy coping mechanisms;
adaptive behaviors and skills;
interpersonal skills; and

o w
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Individual Counseling

6. knowledge regarding mental iliness, substance related disorders and other relevant topics that assist in meeting the individual’s or the support system'’s needs.
Best/evidence based practice modalities may include (as clinically appropriate): Motivational Interviewing/Enhancement, Cognitive Behavioral Therapy, Behavioral
Modification, Behavioral Management, Rational Behavioral Therapy, Dialectical Behavioral Therapy, and others as appropriate to the individual and clinical issues to be
addressed.
Admiission 1. Ind_iv_idual must ha_lv_e a primary mental iI_Iness/substanc_e-relat_ed disorder diagnosis that is at Ieast_destabilizing (markedly interferes with the ability to carry out
Criteria activities Qf daily living or plac_es pthers in danger) or dlstressmg (causes m.entall anguish or §uﬁerlﬂg); and
2. The individual's level of functioning does not preclude the provision of services in an outpatient milieu.
Continuing Stay | 1. Individual continues to meet admission criteria; and.
Criteria 2. Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan, but treatment goals have not yet been achieved.
1. Adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goqls of the Individuglized Recovgry _Pl_an he_lve be.en. sub_stantially met; or
Criteria 3. Individual requests dlscharge and individual is not in imminent danger Qf harm to self or others; or
4. Transfer to another service is warranted by change in individual's condition; or
5. Individual requires a service approach that supports less or more intensive need.
gip{lﬁ?o ns ACT and Crisis Stabilization Unit services
1. Severity of behavioral health impairment precludes provision of services.
Clinical 2. Severit_y of cognitive i_mpairment precludes provision of ser\_/ices in this level of care.
Exclusions 3. Thgrf_a isa Iac_k of social support systems such that a more intensive level of service is needed. _ o N _ _
4. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: developmental disability, autism, organic mental disorder and traumatic brain injury.
ggqmuggende nts The treatment orientation, modality and goals must be specified and agreed upon by the individual.
Clinical 1. Practitioners and'supervisors of those providing this service are expected to maintain knowledge and skills regarding current research trends in best/evidence based
Operations counseling practices. - _ o
2. 90833 and 90836 are utilized with E/M CPT Codes as an add-on for psychotherapy and may not be billed individually.
Bt 1. When 90833 or 90836. are provjded vvjth an E/M code, thege are submitted together to encounter/claims system.
AR 2. 90833 is used for any intervention Wh!Ch is 16-37 minutes in length.
Requirements 3. 90836 is used for any intervention Wh!Ch is 38-52 minutes in Igngth.
4. 90837 is used for any intervention which is greater than 53 minutes.
Documentation 1. When 90833 or 90836 are prov@ded W@th an E/M code, they are recorded on the same intervgntion note b_ut Fhe distir_1ct services_, must be_ separate_ly idgntifia_ple.
Requirements 2. When 90833 or 90836 ar.e.prowded with an E/M cpde, the psychothgrapy intervention must mplude time in/time outin order to justify which (;ode is being utilized.
Time associated with activities used to meet criteria for the E/M service is not included in the time used for reporting the psychotherapy service.

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013 Page 98



Intensive Case Management

Partner in the Development of an Individual Recovery Plan

HIPAA Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate
Transaction 1 2 3 4 1 2 3 4
Code
Pr_ac_tltloner Level 4, In- 71016 | HK | U2 | Us $20.30 Practitioner Level 4, In-Clinic, 11016 | HK | UK | ua | us $20.30
Clinic Collateral Contact
. Prgqﬂﬂoner Level 5, In- 11016 | HK | Us | Us $15.13 Practitioner Level 5, In-Clinic, 11016 | BK | Uk | us | us $15.13
Intensive Case | Clinic Collateral Contact
M ; — - — )
anagemen Pracptl_oner Level 4, Out 71016 | HK | ua | U7 $24.36 Pr_ac_tltloner Level 4, Out-of 11016 | HK | UK | va | u7 $24.36
of-Clinic Clinic, Collateral Contact
Practitioner Level 5, Out- | 116 |y | ys | U7 g1g.15 | Practiioner Level 5, Outof- | 2506y |k | us | U7 | $1815
of-Clinic Clinic, Collateral Contact
Unit Value 15 minutes Maximum Daily Units 24 units
i e 208 units Re-Authorization 208 units
Authorization
ﬁz:ihoodrlzatlon 180 days Utilization Criteria LOCUS scores: 4-6
Intensive Case Management consists of environmental supports and resource coordination considered essential to assist a person with improving functioning, gaining
access to necessary services, and creating an environment that promotes recovery as identified in the individualized service plan. The focus of the interventions include
assisting the individual with 1) identifying service needs; 2) developing strategies and supportive interventions to avoid out-of-home placement or the need for more
intensive services; 3) assisting individuals to increase social support networks to ameliorate life stresses resulting from the individual's condition; and 4) coordinating
rehabilitative services as specified in the Individual Recovery Plan (IRP).
The performance outcome expectations for individuals receiving this service include decreased hospitalizations, decreased incarcerations, decreased episodes of
homelessness, increased housing stability, and increased participation in employment activities.
Service
Definition Intensive Case Management shall consist of four (4) major components:

Using the information collected through behavioral health assessments, the Intensive Case Manager (ICM) works in partnership with the individual's core provider,
specialty provider, residential provider, primary care physician, and other identified supports to develop an Individual Recovery Plan (IRP) that meets the medical,

behavioral, wellness, social, educational, vocational, co-occurring, housing, financial, and other service needs of the eligible individual.

Recovery Plan _Implementation

The ICM, working in full partnership with the individual and other identified supports, leads the IRP implementation to coordinate the delivery of all services. The IRP
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should include Transitional Planning for those individuals moving from an institution or psychiatric inpatient setting into the community and Crisis Planning, coordinating
crisis responses to deescalate crisis situations.

Referral, Coordination, and Related Activities

The ICM (1) locates needed treatment and support services and makes referrals and arrangements including mental health, substance abuse, medical identified on the
Individual Recovery Plan; (2) ensures that the individual gains access to needed services by assisting the individual as he/she moves between and among services and
supports (e.g. making and keeping appointments, assisting with paperwork required for these services/supports, etc.); and (3) actively assists the individual to acquire
needed resources including income, entitlement benefits, housing, transportation, etc., identified on the IRP.

Monitoring
The ICM ensures that the individual receives the appropriate quantity, quality, and effectiveness of services consistent with meeting their goals on the Individual

Recovery Plan. The ICM periodically convenes with the individual and their identified supports to review the IRP to ensure (1) the services are being provided in
accordance with the Individual Recovery Plan; (2) the services are adequate to meet the IRP goals; (3) the IRP reflects the current and changing needs or status of the
individual; and (4) the accessed services and resources remain available and constant as needed (e.g. housing, services, social supports, family/natural supports,
income, transportation, etc.).

Admission
Criteria

1. Individual must meet Core customer eligibility criteria; AND
2. Individual has a severe and persistent mental illness that seriously interferes with their ability to live in the community and:
a. transitioning or recently discharged (i.e., within past 6 months) from a psychiatric inpatient setting; or
b. frequently admitted to a psychiatric inpatient facility (i.e. 3 or more times within past 12 months) or crisis stabilization unit for psychiatric stabilization and/or
treatment; or
chronically homeless (i.e. continuously homeless for a year or more, or 4 episodes of homelessness within past 3 years); or
recently released from jail or prison (i.e. within past 6 months); or
frequently seen in the emergency room (i.e. 3 or more times within past 12 months) for behavioral health needs; or
f.  transitioning or have been recently discharged from Assertive Community Treatment services; AND
3. Individual has significant functional impairments that interfere with integration in the community and needs assistance in two (2) or more of the following areas
which, despite support from a care giver or behavioral health staff (i.e.CM, AD Support Services) continues to be an area that the individual cannot complete. Needs
significant assistance to:
navigate and self manage necessary services;
maintain personal hygiene;
meet nutritional needs;
care for personal business affairs;
obtain or maintain medical, legal, and housing services;
recognize and avoid common dangers or hazards to self and possessions;
perform daily living tasks ;
obtain or maintain employment at a self-sustaining level or consistently perform homemaker roles (e.g., household meal preparation, washing clothes,
budgeting, or childcare tasks and responsibilities);
i.  maintain a safe living situation (e.g. evicted from housing, or recent loss of housing, or imminent risk of loss of housing);AND
4. Individual is engaged in their Recovery Plan but needs assistance with one (1) or more of the following areas as an indicator of demonstrated ownership and

® oo

Se o oo T
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engagement with his/her own illness self management:
e. taking prescribed medications, or
f.  following a crisis plan, or
g. maintaining community integration, or
h. keeping appointments with needed services which have resulted in the exhibition of specific behaviors that have led to two or more of the following within
the past 18 months:
i.  hospitalization,
ii.  incarceration,
ili.  homelessness, or use of other crisis services (i.e. CSU, ER, etc.)
1. Individual meets the requirements above; and
_— 2. Continued difficulty participating in traditional clinic-based services or a community setting at a less intensive level of service/supports;
antmumg Stay and/or
Gl 3. Substandard housing, homeless, or at imminent risk of becoming homeless due to functional impairments associated with behavioral health issues;
4. Individual continues to have a documented need for an ICM intervention at least one (1) time weekly.
1. There has been a planned reduction of units of service delivered and related evidence of the individual sustaining functioning through that reduction plan; and
2. Individual has established recovery support networks to assist in maintenance of recovery (such as peer supports, AA, NA, etc); and
3. Individual has demonstrated some ownership and engagement with her/his own illness self management as evidenced by:
a. navigating and self managing necessary services;
b.  maintaining personal hygiene;
, c. meeting his/her own nutritional needs;
Discharge . . e
Criteria d. cann_g_for perso_nal _bL_Jsmess aﬁalrs, _ -
e. obtaining or maintaining medical, legal, and housing services;
f.  recognizing and avoiding common dangers or hazards to self and possessions;
g. performing daily living tasks;
h.  obtaining or maintaining employment at a self-sustaining level or consistently performing homemaker roles (e.g., household meal preparation, washing
clothes, budgeting, or childcare tasks and responsibilities); and
i.  maintaining a safe living situation.
1. This service may not duplicate any discharge planning efforts which are part of the expectation for hospitals, ICF-MRs, Institutions for Mental Disease (IMDs), and
Psychiatric Residential Treatment Facilities (PRTFs) for youth transition population.
Service 2. This service is not available to any individual who receives a waiver service via the Department of Community Health. Payment for ICM Services under the plan
: shall not duplicate payments made to public agencies or private entities under other program authorities for this same purpose.
Exclusions o . ! g . . . , . L .
3. Individuals with a substance-related disorder are excluded from receiving this service unless there is clearly documented evidence of a primary psychiatric diagnosis.
4. For individuals receiving this service, “Service Plan Development” authorization via the current service package will be limited and supplanted with this service.
5. ACT, CST, and CM are Service Exclusions. Individuals may receive ICM and one of these services for a limited period of time to facilitate a smooth transition.
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Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition co-occurring with the
diagnosis of:
Clinical e mental retardation; and/or
Exclusions e autism; and/or
e organic mental disorder; and/or
e traumatic brain injury;

1. Each provider must have policies and procedures related to referral including providing outreach to agencies who may serve the targeted population, including but
not limited to psychiatric inpatient hospitals, Crisis Stabilization Units, jails, prisons, homeless shelters, etc..

2. The organization must have policies and procedures for protecting the safety of staff that engage in these community-based service delivery activities.

3. Maintain face-to-face contact with individuals receiving Intensive Case Management services, providing a supportive and practical environment that promotes
recovery and maintain adherence to the desired performance outcomes that have been established for individuals receiving ICM services. It is expected that
frequency of face-to-face contact is increased when clinically indicated in order to achieve the performance outcomes, and the intensity of service is reflected in the
individual's IRP.

4. Additional client contacts may be through telephone or collateral contact (denoted by the UK modifier) depending on the individual's support needs.

5. A median of 4 face-to-face visits must be delivered on a monthly basis. Additional contacts may be either face-to-face or telephone collateral contact (denoted by
the UK modifier) depending on the individual's support needs.

6. 60% of total units must be face-to-face contacts with the individual.

7. Atleast 50% of all face-to-face service units must be delivered in non-clinic/community-based settings (i.e., any place that is convenient for the consumer such as a

Required FQHC, place of employment, community space) over the authorization period (these units are specific to single individual consumer records and are not aggregate
Components across an agency/program or multiple payors).

8. Inthe absence of monthly face-to-face contacts and if at least two unsuccessful attempts to make face-to-face contact have been tried and documented, the
provider may bill for a maximum of 2 telephone contacts in that specified month (denoted by the UK modifier). This may occur for no more than 60 consecutive
days.

9. After 8 unsuccessful attempts at making face to face contact with a consumer, the ICM and members of the treatment team will re-evaluate the standing IRP and
utilization of services.

10. ICM is expected to retain a high percentage of enrolled consumers in services with few drop-outs. In the event that an ICM has documented multiple attempts to
locate and make contact with a consumer and has demonstrated diligent search, after 60 days of unsuccessful attempts the consumer may be discharged due to
drop out.

11. Individuals for whom there is a written transition/discharge plan may receive a tapered benefit based upon individualized need as documented in that plan.

12. Team meetings must be held a minimum of once a week and time dedicated to discussion of support and service to individuals must be documented in the
Treatment Team Meetings Log. Each individual must be discussed, even if briefly, at least one time monthly. ICM staff members are expected to attend Treatment
Team Meetings

1. The following practitioners may provide ICM services:

o Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 4 rate)
Staffing o Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
Requirements o Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)
o Practitioner Level 4: LMSW; LAPC; LAMFT; Psychologist/LCSW/LPC/LMFT's supervisee/trainee with at least a Bachelor's degree in one of the helping
professions such as social work, community counseling, counseling, psychology, or criminology, functioning within the scope of the practice acts of the state;
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MAC, CAC-Il, CADC, CCADC, GCADC (Il Ill); CPS, PP, CPRP, CAC-I or Addiction Counselor Trainees with at least a Bachelor's degree in one of the helping
professions such as social work, community counseling, counseling, psychology, or criminology
o Practitioner Level 5: CPS; PP; CPRP; or, when an individual served is co-occurring diagnosed with a mental illness and addiction issue CAC-I, RADT (, I, or
1), Addiction Counselor Trainees with high school diploma/equivalent under supervision of one of the licensed/credentialed professionals above.
Each ICM provider shall have a minimum of 11 staff members which must include 1 full-time licensed supervisor and 10 full-time case managers. When provided by
one of the practitioners cited below, must be under the documented supervision (organizational charts, supervisory notation, etc.) of one of the independently
licensed/credentialed professionals above:
+ Certified Peer Specialists
+ Paraprofessional staff
+ Certified Psychiatric Rehabilitation Professional
+ Certified Addiction Counselor-|
* Registered Alcohol and Drug Technician (1,11, or 1k
+ Addiction Counselor Trainee

. Oversight of an intensive case manager is provided by an independently licensed practitioner.
. Staff to consumer ratio for ICM services shall be a maximum caseload of 1:20 quarterly in rural areas and 1:30 in urban areas. Minimum caseloads in rural areas are

1:15 and 1:25 in urban areas. These ratios reflect a maximum team capacity of 200 in rural areas and 300 in urban areas. Urban counties are delineated in the
annual Georgia County Guide with the term “Metropolitan County.”

Clinical
Operations

ICM may include (with the consent of the Adult consumer) coordination with family and significant others and with other systems/supports (e.g., work, religious
entities, corrections, aging agencies, etc) when appropriate for treatment and recovery needs.

ICM providers must have the ability to deliver services in various environments, such as homes, homeless shelters, or street locations. The provider should keep in
mind that individuals may prefer to meet staff at a community location other than their homes or other conspicuous locations (e.g. their place of employment),
especially if staff drive a vehicle that is clearly marked as a state or agency vehicle, or if staff must identify themselves and their purpose to gain access to the
individual in a way that may potentially embarrass the individual or breech the individual's privacy/confidentiality. Staff should be sensitive to and respectful of
individuals’ privacy/confidentiality rights and preferences in this regard to the greatest extent possible (e.qg. if staff must meet with an individual during their work time,
if the consumer wishes, mutually agree upon a meeting place nearby that is the least conspicuous from the individual's point of view).

ICM must incorporate assertive engagement techniques to identify, locate, engage, and retain the most difficult to engage enrolled consumers who cycle in and out
of intensive services. ICM must demonstrate the implementation of well thought out engagement strategies to minimize discharges due to drop out including the use
of street and shelter outreach approaches and collateral contacts with family, friends, probation or parole officers.

ICM is expected to assertively participate in transitional planning, coordinating, and accessing services and resources when an enrolled consumer is being
discharged from a psychiatric hospital; released from jail; or experiencing an episode of homelessness. An ICM provider that is also a Core Provider may use
Community Transition Planning to establish a connection or reconnection to the individual while in a state operated hospital, crisis stabilization unit, jail/prison, or
other community psychiatric hospital, and participate in discharge planning meetings. Because of the complex needs of the target population, ICM may only be
delivered by a Core Provider. Itis expected that any individual receiving ICM services will be connected to a Core Provider or a non-core service provider where
they receive ongoing physician assessment and treatment as well as other recovery-supporting services. There shall be documentation during each Authorization
Period that demonstrates ICM collaboration efforts with the individual’s physician and other recovery supporting services.

The organization must have policies that govern the provision of services in natural settings and can document that the organization respects individuals’ rights to
privacy and confidentiality when services are provided in these settings.

The organization has established procedures/protocols for handling emergency and crisis situations:
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a. The organization jointly develops the crisis plan in partnership with the individual. The organization is engaged with the individual to ensure that the plan is

complete, current, adequate and communicated to all appropriate parties.

b. There is evaluation of the adequacy of the individual's crisis plan and its implementation at periodic intervals including post-crisis events.
o while respecting the individual’s crisis plan and identified points of first response, the policies should articulate the role of the core provider agency to

be the primary responsible provider for providing crisis supports and intervention as clinically necessary
o0 describe methods for supporting individuals as they transition to and from psychiatric hospitalization/crisis stabilization.

7. The organization must have an ICM Organizational Plan that addresses the following:
a. Description of the role of ICM during a crisis in partnership with the individual, and core provider or non-core clinical home service provider where the

individual receives ongoing physician assessment and treatment as well as other recovery supporting services.

b. Description of the staffing pattern and how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including how unplanned staff
absences, illnesses, or emergencies are accommodated, case mix, access, etc.

c. Description of the hours of operations as related to access and availability to the individuals served;

d. Description of how the IRP plan constructed, modified and/or adjusted to meet the needs of the individual and to facilitate broad natural and formal support

participation; and

e. Description of how ICM agencies engage with other agencies who may serve the target population.

Requirements

individual.

igtr:\gg;bility There must be documented evidence that service hours of operation include evening, weekend, and holiday hours.
Reporting and | /., 4 piaple collateral is provided, th ing modifier shall be utilized. A collateral is classified hat is not face-to-face with th
Biling When a billable collateral contact is provided, the UK reporting modifier shall be utilized. A collateral contact is classified as any contact that is not face-to-face with the

Interactive Complexity

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code Mod | Mod | Mod | Rate
Code 1 2 3 4 2 3 4
Interactive Interactive complexity (List Interactive complexity (List
Complexity separately in addition to the 90785 $0.00 | separately in addition to the code | 90785 | TG
code for primary procedure) for primary procedure)
Unit Value 1 Encounter Maximum Daily Units* 4 units
Initial : N .
Authorization® 48 units Re-Authorization 48 units
ég:?ocglzanon 180 days Utilization Criteria 180 days
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Interactive Complexity is not a direct service but functions as a modifier to Psychiatric Treatment, Diagnostic Assessment, Individual Therapy, and Group Counseling.
This modifier is used when:

1. Communication with the individual participant/s is complicated perhaps related to, e.g., high anxiety, high reactivity, repeated questions, or disagreement and

therefore delivery of care is challenging.

Service 2. Caregiver emotions/behaviors complicate the implementation of the treatment plan.

Definition 3. Evidence/disclosure of a sentinel event and mandated report to a third party (e.g., abuse or neglect with report to state agency) with initiation of discussion of
the sentinel event and/or report with the individual and supporters.

4. Use of play equipment, physical devices, interpreter or translator to overcome significant language barriers (when individual served is not fluent in same
language as practitioner, or when the individual has not developed or has lost expressive/receptive communication skills necessary for interactive participation
in the intervention).

Admission
Criteria
Continuing
Stay Criteria N - . . . . S . . . -
Discharge These elements are defined in the specific companion service to which this modifier is anchored to in reporting/claims submission.
Criteria
Clinical
Exclusions
1.  When this code is submitted, there must be:
a) Record of base service delivery code/s AND the Interactive Complexity code on the single note; and
Documentation b) Evidence within the multi-code service note which indicates the specific category of complexity (from the list of items 1-4 in the definition above) utilized during
Requirements the intervention.
2. The interactive complexity component relates only to the increased work intensity of the psychotherapy service, but does not change the time for the
psychotherapy service.
1. This service may only be reported/billed in conjunction with one of the following codes: 90791, 90792, 90832, 90834, 90837, 90853, and with the following codes
Reporting and only when paired with 90833 or 90836: 99201, 99211, 99202, 99212, 99203, 99213, 99204, 99214, 99205, 99215.
Billing 2. This Service Code paired with the TG modifier is only used when the complexity type from the Service Definition above is categorized under Item 4 AND an
Requirements interpreter or translator is used during the intervention. So, if play equipment is the only complex intervention utilized, then TG is not utilized.
3. Interactive Complexity is utilized as a modifier and therefore is not required in an order nor in an Individualized Recovery/Resiliency Plan.

Legal Skills / Competency Training

Transaction Code Code Detail Code Mod 1
Patient Education, Not otherwise Classified, Non-Physician Provider, Individual per Session S9445 H9
Patient Education, Not otherwise Classified, Non-Physician Provider, Group per Session S9446 H9
Unit Value 15 minutes (1 Session = 1 Unit = 15 minutes) Utilization Criteria Available to anyone with a court order for competency restoration.
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A therapeutic interaction shown to be successful with mentally ill or developmentally disabled individuals involved with the criminal justice system. Services are directed
toward achievement of specific goals defined in a Court Order and/or pretrial forensic report. Services will address goals/issues related to development or restoration of
skills related to competency to stand trial. This would include some or all of the following:
Service 1) Communication skills that enable the individual to effectively convey information to another
Definition 2) Listening skills that allow the individual to summarize information heard, maintain attention, and identify false statements
3) Decision making skills to aid in responding to well-explained alternatives
4)  Knowledge of the role of courtroom participants and procedures
5) Understanding of the adversarial nature of legal proceedings and one’s role as a defendant
Admission 1. Individuals must have a court order authorizing community restoration for competency and
Criteria 2. The individual’s level of functioning does not preclude the provision of services in an outpatient milieu.
Confinuing 1. Itn'dilvidugl continues to be incompetent to stand trial or is presently competent, but needs additional intervention or refresher sessions to maintain competency until
. rial; an
Stay Criteria 2. Individual remains under a court order that authorizes competency restoration.
1. Individual is presently competent to stand trial as determined by a DHR Forensic Evaluator or judge and not in need of ongoing training to maintain competency for
trial.
Discharge 2. Individual continues to be incompetent to stand trial and it has been determined by a DHR Forensic Evaluator or judge that the individual is not restorable or
Criteria 3. Individual has participated in this service for 12 consecutive months; or
4. Transfer to another service/level of care is warranted by change in individual's condition; or
5. Individual requires more intensive services.
g("c];ﬁg: - Individual presents significant and imminent risk to self or other such that a more intensive level of service is needed.
1. The functional goals addressed through this service must be specified.
2. Any service >3 hours in a given day (combination of individual legal/competency skills training, group legal/competency skills training) is subject to scrutiny by the ERO.
3. Provider shall notify DHR Evaluator Contact of decompensation in consumer mental status or need for more intensive services.
Required 4. Provider shall notify DHR Evaluator Contact in a timely manner of either of the following situations:
Components a. the individual appears to have attained competency
b. it is determined that the individual has achieved maximum benefits
5. Practitioners are to utilize accepted or established competency training materials consistent with best practices. (Practitioners may request sample materials from
DBHDD's Office of Forensic Services and may submit proposed materials for review.)
1. Training is provided by staff with a minimum education of bachelor’s degree.
Staffing 2. For Individual Interventions: Maximum consumer to staff ratio cannot be more than one consumer to one direct service staff.
Requirements | 3. For Group Interventions: Maximum consumer to staff ratio cannot be more than 10 consumers to one direct service staff.
4. Practitioners providing this service are expected to maintain knowledge and skills regarding group training and competency restoration.
: 1. Consumers will be referred by the Director of Forensic Services or designee at the state hospital in the catchment area of the provider.
Service X . . . P~ . . . . .
Accessiblty 2. ST::/iE‘rac;wder will notify the referring state hospital if the consumer appears to be competent, is not likely to ever become competent, or is in need of more intensive
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Additional

Medicaid This is not a Medicaid reimbursable service.

Requirements

Reporting and

Billing Utilization shall be reported through the submission of encounters via the MICP reporting process.

Requirements

Medication

Administration

Transaction Code Detalil Code | Mod | Mod Code Detall Rate
Code 1 2
Practitioner Level 2, In-Clinic | H2010 | U2 U6 Practitioner Level 2, Out-of-Clinic
C_ompreh_en-_ Practitioner Level 3, In-Clinic | H2010 | U3 U6 Practitioner Level 3, Out-of-Clinic
Z'Zrevi’\gsglca“on Pract?t?oner Level 4, In-CI?n?c H2010 | U4 U6 Practitioner Level 4, Out-of-Clinic
Practitioner Level 5, In-Clinic | H2010 | U5 ué
Therapeutic, Practitioner Level 2, In-Clinic | 96372 | U2 U6 Practitioner Level 2, Out-of-Clinic
prophylactic or | Practitioner Level 3, In-Clinic | 96372 | U3 U6 Practitioner Level 3, Out-of-Clinic
ﬁ:;%?i%iuc Practitioner Level 4, In-Clinic | 96372 | U4 ué Practitioner Level 4, Out-of-Clinic
Alcohol, and/or drug services, methadone administration and/or service (provision of the drug by a licensed For individuals who need opioid maintenance, the Opioid Maintenance service should be
program) requested
Unit Value 1 encounter Maximum Daily Units 1 encounter
Initial - W@th the subm@ss!on of MICP Registrqtion - 6 units shared . Re-Authorization® H2010 & 96372= 60 units shared
Authorization* | With the submission of MICP New Episode: H2010 & 96372= 60 units shared
Qgtrrotarlzatwn 180 days Utilization Criteria LOCUS scores:1-6
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Medication Administration

As reimbursed through this service, medication administration includes the act of introducing a drug (any chemical substance that, when absorbed into the body of a living
organism, alters normal bodily function) into the body of another person by any number of routes including, but not limited to the following: oral, nasal, inhalant,
intramuscular injection, intravenous, topical, suppository or intraocular. Medication administration requires a written service order for Medication Administration and a
written order for the medication and the administration of the medication that complies with guidelines in Part I, Section 1, Subsection 6—Medication of the Provider
Manual. The order for and administration of medication must be completed by members of the medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-
34-23 Delegation of Authority to Nurse and Physician Assistant and must be administered by licensed or credentialed* medical personnel under the supervision of a
Service physician or registered nurse in accordance with O.C.G.A.

Definition

The service must include:

1. Anassessment by the licensed/credentialed medical personnel administering the medication of the individual's physical/psychological/behavioral status in order to
make recommendations regarding whether to continue medication and/or its means of administration and whether to refer the individual to the physician for
medication review.

2. Education to the individual, by appropriate licensed medical personnel, on the proper administration and monitoring of prescribed medication in accordance with the
individual's recovery plan.

1. Individual presents symptoms that are likely to respond to pharmacological interventions; and

Individual has been prescribed medications as a part of the treatment array; and

3. Individual /family/responsible caregiver is unable to self-administer/administer prescribed medication because:

a. Although the individual is willing to take the prescribed medication, it is in an injectable form and must be administered by licensed medical personnel; or
b.  Although individual is willing to take the prescribed medication, it is a Class A controlled substance which must be stored and dispensed by medical personnel

N

é‘:&ﬁ:'on in ac_cqrdan_ce with_ state law; or _ _ _ o _ _ _

c. Administration by licensed/credentialed medical personnel is necessary because an assessment of the individual's physical, psychological and behavioral
status is required in order to make a determination regarding whether to continue the medication and/or its means of administration and/or whether to refer the
individual to the physician for a medication review.

d. Due to the family/caregiver’s lack of capacity there is no responsible party to manage/supervise self-administration of medication (refer individual /family for CSl
and/or Family or Group Training in order to teach these skills)

gg;,t'gl:i't';?i . Individual continues to meet admission criteria.
Discharge 1. Ind?v?dual no longer needs medication; or
Criteria 2. Individual is aple tlo self-administer medication; .and
3. Adequate continuing care plan has been established
1. Does not include medication given as part of an Ambulatory Detoxification protocol. Medication administered as part of this protocol is billed as Ambulatory
Service Detoxification. _ _
Exclusions 2. Must not be b!IIed in t_he same dqy as Nursing A.sse.ssmen.t. . - o - o .
3. Must not be hilled while enrolled in ACT except if this Medication Administration service is utilized only for the administration of methadone (for Medicaid recipients).
4. May not be billed in conjunction with Intensive Day Treatment (Partial Hospitalization).
Clinical This service does not cover supervision of self-administration of medications. Self-administration of medications can be done by anyone physically and mentally capable
Exclusions of taking or administering medications to himself/herself. Youth and adults with mental health issues, or developmental disabilities are very often capable of self-
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Medication Administration

administration of medications even if supervision by others is needed in order to adequately or safely manage self-administration of medication and other activities of daily
living.

Required
Components

1.

2.

3.
4.

5.

There must be a written service order for Medication Administration and a written order for the medication and the administration of the medication that complies with
guidelines in Part Il, Section 1, Subsection 6—Medication of the Provider Manual. The order for and administration of medication must be completed by members of
the medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant. The order must be in
the individual's chart. Telephone/verbal orders are acceptable provided they are signed by an appropriate member of the medical staff in accordance with DBHDD
standards.

Documentation must support that the individual is being trained in the risks and benefits of the medications being administered and that symptoms are being
monitored by the staff member administering the medication.

Documentation must support the medical necessity of administration by licensed/credentialed medical personnel rather than by the individual, family or caregiver.
Documentation must support that the individual is being trained in the principle of self-administration of medication or that the individual is physically or mentally unable
to self-administer. This documentation will be subject to scrutiny by the External Review Organization in reauthorizing services in this category.

This service does not include the supervision of self-administration of medication.

Staffing
Requirements

Qualified Medication Aides working in a Community Living Arrangement (CLA) may administer medication only in a CLA

1. Medication administration may not be billed for the provision of single or multiple doses of medication that a consumer has the ability to self-administer, either

independently or with supervision by a caregiver, either in a clinic or a community setting. In a group home/CCl setting, for example, medications may be managed by
the house parents or residential care staff and kept locked up for safety reasons. Staff may hand out medication to the residents but this does not constitute

Requirements

CI|n|ca[ administration of medication for the purposes of this definition and, like other watchful oversight and monitoring functions, are not reimbursable treatment services.
Operations . . A . X . X A S
2. If consumer/family requires training in skills needed in order to learn to manage his/her own medications and their safe self-administration and/or supervision of self-
administration, this skills training service can be provided via the PSR-, AD Support Services, or Family/Group Training services in accordance with the person’'s
individualized recovery/resiliency plan.
Additional
Medicaid As in all other settings, the daily maximum within a CSU for Medication Administration is 1 unit/day.

Nursing Assessment and Health Services

Transaction Code Detall Code Mod | Mod Code Detail
Code 1 2
Nursing Practitioner Level 2, In-Clinic T1001 Uz | U6 Practitioner Level 2, Out-of-Clinic
Assessment/ — — — —
Evaluation Practitioner Level 3, In-Clinic T1001 U3 U6 Practitioner Level 3, Out-of-Clinic

Practitioner Level 4, In-Clinic T1001 U4 U6

$20.30 | Practitioner Level 4, Out-of-Clinic | T1001 | U4 u7

RN Services, up
to 15 minutes

Practitioner Level 2, In-Clinic T1002 U2 U6

$38.97 | Practitioner Level 2, Out-of-Clinic | 71002 | U2 | U7

Practitioner Level 3, In-Clinic T1002 U3 U6

$30.01 | Practitioner Level 3, Out-of-Clinic | T1002 | U3 u7

LPN Services,

Practitioner Level 4, In-Clinic T1003 U4 U6

$20.30 | Practitioner Level 4, Out-of-Clinic | T1003 | U4 u7
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Nursing Assessment and Health Services

up to 15 minutes
Health and Practitioner Level 2, In-Clinic 96150 U2 U6 Practitioner Level 2, Out-of-Clinic
Behavior Practitioner Level 3, In-Clinic 96150 Us | U6 Practitioner Level 3, Out-of-Clinic
Assessment,
EZEZ:E -Il;?t(i:; W Practitioner Level 4, In-Clinic 96150 u4 ué Practitioner Level 4, Out-of-Clinic $24.36
Assessment
Health and Practitioner Level 2, In-Clinic 96151 U2 U6 Practitioner Level 2, Out-of-Clinic
Behavior Practitioner Level 3, In-Clinic 96151 Us | U6 Practitioner Level 3, Out-of-Clinic
Assessment,
EZEZ:E -Ezt_:e W Practitioner Level 4, In-Clinic 96151 U4 | U6 Practitioner Level 4, Out-of-Clinic
assessment
Unit Value 15 minutes Maximum Daily Units 16 units (32 for Ambulatory Detox)
Initial With the submission of MICP Registration -12 units Re-Authorization 60 units
Authorization With the submission of MICP New Episode- 60 units
Auth Period 180 days Utilization Criteria LOCUS scores:1-6
This service requires face-to-face contact with the individual to monitor, evaluate, assess, and/or carry out a physician’s orders regarding the physical and/or
psychological problems of the individual. It includes:
1) Providing nursing assessments and interventions to observe, monitor and care for the physical, nutritional, behavioral health and related psychosocial issues,
problems or crises manifested in the course of an individual’s treatment;
2) Assessing and monitoring individual's response to medication(s) to determine the need to continue medication and/or to determine the need to refer the
individual for a medication review;
3) Assessing and monitoring an individual's medical and other health issues that are either directly related to the mental health or substance related disorder, or to
the treatment of the disorder (e.g. diabetes, cardiac and/or blood pressure issues, substance withdrawal symptoms, weight gain and fluid retention, seizures,
: etc);
g:mictfo n 4)  Consulting with the individual and individual-identiﬁed family and significant other(s) about medical, nutritional and other health issues related to the individual's
mental health or substance related issues;
5) Educating the individual and any identified family about potential medication side effects (especially those which may adversely affect health such as weight
gain or loss, blood pressure changes, cardiac abnormalities, development of diabetes or seizures, etc);
6) Consulting with the individual and the individual-identified family and significant other(s) about the various aspects of informed consent (when prescribing
occurs);
7) Training for self-administration of medication;
8) Venipuncture required to monitor and assess mental health, substance disorders or directly related conditions, and to monitor side effects of psychotropic
medications, as ordered by as ordered by an appropriate member of the medical staff; and
9) Providing assessment, testing, and referral for infectious diseases.
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Nursing Assessment and Health Services

Admission 1. Individual presents with symptoms that are likely to respond to medical/nursing interventions; or
Criteria 2. Individual has been prescribed medications as a part of the treatment array or has a confounding medical condition.
i S 1. Ind?vidual con_tir?ues to demon;trate symptoms that.a.re likely to respond to or are re.spplndingl to m.edical interventions; o
Criteria 2. Ind!v!dual exhibits acute disabling conqmons of sufﬁmen_t_seyenty to bnr_]g ab_out a significant impairment in day-to-day functioning; or _
3. Individual demonstrates progress relative to goals identified in the Individualized Recovery Plan, but treatment goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Individual no longer demonstrates symptoms that are likely to respond to or are responding to medical/nursing interventions; or
Criteria 3. Goals of the Individualized Recovery Plan have been substantially met; or
4. Individual requests discharge and individual is not in imminent danger of harm to self or others.
Eisl/lljcs?on s ACT, Medication Administration, Opioid Maintenance.
g:g;ﬁg: -— Routine nursing activities that are included as a part of medication administration/methadone administration
1. Nutritional assessments indicated by an individual's confounding health issues may be billed under this code (96150, 96151). No more than 8 units specific to
nutritional assessments can be billed for an individual within a year. This specific assessment must be provided by a Registered Nurse or by a Licensed Dietician.
2. This service does not include the supervision of self-administration of medication.
: 3. Each nursing contact should document the checking of vital signs (Temperature, Pulse, Blood Pressure, Respiratory Rate, and weight, if medically indicated or if
Required : . AT . ) S . )
Components relatgd to behavioral heglth symptom or Iqehaworal hgalth medication side effect) in accprdance with ggneral psych|atr|g nursing practice. o
4. Nursing assessments will assess health risks, health indicators, and health conditions given that behavioral health conditions, behavioral health medications, and
physical health are intertwined. Personal/family history of Diabetes, Hypertension, and Cardiovascular Disease should be explored as well as tobacco use history,
substance use history, blood pressure status, and Body Mass Index (BMI). Any sign of major health concerns should yield a medical referral to a primary health care
physician/center.
Clinical 1. Venipuncture services must include documentation that includes canula size, insertion site, number of attempts, location, and consumer tolerance of procedure.
Operations 2. All nursing procedures must include relevant consumer centered education regarding the procedure.
Additional
Medicaid The daily maximum within a CSU for Nursing Assessment and Health Services is 5 units/day.
Requirements

Pharmacy & Lab

Pharmacy and Lab Services include operating or purchasing services to order, package, and distribute prescription medications. It includes provision of assistance to
consumers to access indigent medication programs, sample medication programs and payment for necessary medications when no other funding source is available.
This service provides for appropriate lab work, such as drug screens and medication levels to be performed. This service is to ensure that necessary medication and lab
services are not withheld or delayed to consumers based on inability to pay.

Service
Definition
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Admission Individual has been assessed by a prescribing professional to need a psychotropic, anti-cholinergic, addiction specific, or anti-convulsant (as related to behavioral health
Criteria issue) medication and/or lab work required for persons entering services, and/or monitoring medication levels.
gg;t'glrji'tr;?i . Individual continues to meet the admission criteria as determined by the prescribing professional
Discharge 1. Individual no longer demonstrates symptoms that are likely to respond to or are responding to pharmacologic interventions; or
Criteria 2. Individual requests discharge and individual is not imminently dangerous or under court order for this intervention.
1. Service must be provided by a licensed pharmacy or through contract with a licensed pharmacy.
Required 2. Agency must participate in any pharmaceutical rebate programs or pharmacy assistance programs that promote consumer access in obtaining medication.
Components 3. Providers shall assist consumers who have an inability to pay for medications in accessing the local Division of Family & Children Services or the Social Security
Administration to explore options for Medicaid eligibility.
':‘Aicgitg?gl Not a Medicaid Rehabilitation Option “service.” Medicaid recipients may access the general Medicaid pharmacy program as defined by the Department of Community
Requirements Health.
Reporting and
Billing The agency shall adhere to expectations set forth in its contract for reporting related information.
Requirements

Psychiatric Treatment

Code Detail

Code

Mod

Practitioner Level 2, In-Clinic

Practitioner Level 2, Out-of-Clinic

Mod | Mod
3 4

Transaction Code Detail Code | Mod | Mod
Code 1 2

g Practitioner Level 1, In-Clinic 99201 | U1 U6

& Practitioner Level 1, Out-of-Clinic | 99201 | u1 | u7

Practitioner Level 1 99201 | GT | Ul

i Practitioner Level 1, In-Clinic 99202 | Ul | U6

EMNew R 3 Practitioner Level 1, Out-of-Clinic | 99202 | U1 | U7
Patient Practitioner Level 1 99202 | GT | U1
i Practitioner Level 1, In-Clinic 99203 | U1 U6

= 3 Practitioner Level 1, Out-of-Clinic | 99203 | U1l | U7

Practitioner Level 1 99203 | GT | Ul

< | Practitioner Level 1, In-Clinic 99204 | Ul | U6

E 1 Practitioner Level 1, Out-of-Clinic | 99204 | U1 u7

Practitioner Level 2 99201 | GT | U2
77.61 | Practitioner Level 2, In-Clinic 99202 | U2 | U6
98.79 | Practitioner Level 2, Out-of-Clinic 99202 | U2 | U7
77.61 | Practitioner Level 2 99202 | GT | U2
116.42 | Practitioner Level 2, In-Clinic 99203 | U2 U6
148.18 | Practitioner Level 2, Out-of-Clinic 99203 | U2 u7
116.42 | Practitioner Level 2 99203 | GT | U2
174.63 | Practitioner Level 2, In-Clinic 99204 | U2 U6
222.26 | Practitioner Level 2, Out-of-Clinic 99204 | U2 u7
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Practitioner Level 1 99204 | GT | U1 174.63 | Practitioner Level 2 99204 | GT | U2 | 116.90
i Practitioner Level 1, In-Clinic 99205 | Ul | U6 232.84 | Practitioner Level 2, In-Clinic 99205 | U2 | U6 | 155.88
3 2 Practitioner Level 1, Out-of-Clinic | 99205 | U1 | U7 296.36 | Practitioner Level 2, Out-of-Clinic 99205 | U2 | U7 | 187.04
Practitioner Level 1 99205 | GT | U1 232.84 | Practitioner Level 2 99205 | GT | U2 | 155.88
i Practitioner Level 1, In-Clinic 99211 | Ul | U6 19.40 | Practitioner Level 2, In-Clinic 99211 | U2 | U6 | 1299
> 2 Practitioner Level 1, Out-of-Clinic | 99211 | Ul | U7 24.70 | Practitioner Level 2, Out-of-Clinic 99211 | U2 | U7 | 1559
Practitioner Level 1 99211 | GT | U1 19.40 | Practitioner Level 2 99211 | GT | U2 | 1299
i Practitioner Level 1, In-Clinic 99212 | Ul | U6 38.81 ] Practitioner Level 2, In-Clinic 99212 | U2 | U6 | 2598
= 2 Practitioner Level 1, Out-of-Clinic | 99212 | U1 | U7 49.39 | Practitioner Level 2, Out-of-Clinic 99212 | U2 | U7 | 3117
Practitioner Level 1 99212 | GT | U1 38.81 | Practitioner Level 2 99212 | GT | U2 | 2598
E/M $_ Practitioner Level 1, In-Clinic 99213 | Ul | U6 58.21 | Practitioner Level 2, In-Clinic 99213 | U2 | U6 | 3897
Established |2 | Practitioner Level 1, Out-of-Clinic | 99213 | U1 | U7 74.09 | Practitioner Level 2, Out-of-Clinic 99213 | U2 | U7 | 46.76
Patient E | Practitioner Level 1 99213 | GT | U1 58.21 | Practitioner Level 2 99213 | GT | U2 | 38.97
« Practitioner Level 1, In-Clinic 99214 | Ul | U6 97.02 | Practitioner Level 2, In-Clinic 99214 | U2 | U6 | 64.95
Qg Practitioner Level 1, Out-of-Clinic | 99214 | Ul | U7 123.48 | Practitioner Level 2, Out-of-Clinic 99214 | U2 | U7 | 77.93
Practitioner Level 1 99214 | GT | U1 97.02 | Practitioner Level 2 99214 | GT | U2 | 64.95
« Practitioner Level 1, In-Clinic 99215 | Ul | U6 155.23 ] Practitioner Level 2, In-Clinic 99215 | U2 | U6 | 103.92
3? Practitioner Level 1, Out-of-Clinic | 99215 | Ul | U7 197.57 ] Practitioner Level 2, Out-of-Clinic 99215 | U2 | U7 | 124.69
Practitioner Level 1 99215 | GT | U1 155.23 | Practitioner Level 2 99215 | GT | U2 | 103.92
Unit Value 1 encounter (Note:. Time-in/Time-out is required in the documentation as it justifies Maximum Daily Units 1 unit (see qualifier in definition below)
which code above is hilled)
i) o 12 units Re-Authorization 12 units
Authorization
é\:tr?oodnzatlon 180 days Utilization Criteria LOCUS scores: 1-6
The provision of specialized medical and/or psychiatric services that include, but are not limited to:
a. Psychotherapeutic services with medical evaluation and management including evaluation and assessment of physiological phenomena (including co-morbidity
between behavioral and physical health care issues);
: b. Assessment and monitoring of an individual's status in relation to treatment with medication,
SZR?:ict?on c. Assessment of the appropriateness of initiating or continuing services.

Individuals must receive appropriate medical interventions as prescribed and provided by appropriate members of the medical staff pursuant to the Medical Practice Act of
2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant that shall support the individualized goals of recovery as identified by the individual and
their Individualized Recovery Plan (within the parameters of the person’s informed consent).
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Admission 1 Indiv_idual is d(_atermined to be in need of psychotherapy services and has confounding medical issues which interact with behavioral health diagnosis, requiring
Criteria meQ|_caI oversight; or _ o
2. Individual has been prescribed medications as a part of the treatment array
1. Individual continues to meet the admission criteria; or
o 2. Individual exhibits acute disabling conditions of sufficient severity to bring about a significant impairment in day-to-day functioning; or
Continuing St&Y"| 3 |1 4ivigual continues to present symptoms that are likely to respond to pharmacological interventions; o
Criteria L . P ymp v P P gical | L .
4. Individual continues to demonstrate symptoms that are likely to respond or are responding to medical interventions; or
5. Individual continues to require management of pharmacological treatment in order to maintain symptom remission.
R 1. An 'a('jequate continuing care plan has been establisheq; and one or more of the following:
Criteria 2 Ind!v!dual has withdrawn or been discharged from service; or o _
3. Individual no longer demonstrates symptoms that need pharmacological interventions.
Eig\l/l':;?o ns Not offered in conjunction with ACT
g('g;ﬁ‘;l - Services defined as a part of ACT
Required Telemedicine may be utilized for an initial Psychiatric Diagnostic Examination as well as for ongoing Psychiatric Diagnostic Examination via the use of appropriate
Components procedure codes with the GT modifier.

1. Inaccordance with recovery philosophy, it is expected that individuals will be treated as full partners in the treatment regimen/services planned and received. As
such, it is expected that practitioners will fully discuss treatment options with individuals and allow for individual choice when possible. Discussion of treatment
options should include a full disclosure of the pros and cons of each option (e.g. full disclosure of medication/treatment regimen potential side effects, potential
adverse reactions--including potential adverse reaction from not taking medication as prescribed, and expected benefits). If such full discussion/disclosure is not
possible or advisable according to the clinical judgment of the practitioner, this should be documented in the individual's chart (including the specific information that

Clinical was not discussed and a compelling rationale for lack of discussion/disclosure).
Operations 2. Assistive tools, technologies, worksheets, etc. can be used by the served individual to facilitate communication about treatment, symptoms, improvements, etc. with
the treating practitioner. If this work falls into the scope of Interactive Complexity it is noted in accordance with that definition.

3. This service may be provided with Individual Counseling codes 90833 and 90836, but the two services must be separately identifiable.

4. For purposes of this definition, a “new patient” is an individual who has not received an E/M code service from that agency within the past three years. If an individual
has engaged with the agency, and has seen a non-physician for a BH Assessment, they are still considered a “new patient” until after the first E/M service is
completed.

Service Telemed_icin_e is the use of medica_l information exchangeq frqm one s_ite to anotht_ar via electronic_chmunicat_ions to improve a patient's he_a!th. Electronic _

Accessibility communication means Fhe use of interactive telecommunlcat[ops equipment that |ncIude§, ata minimum, audio and video equipment permitting two-way, real time
interactive communication between the patient, and the physician or practitioner at the distant site.

Additional 1. The daily maximum within a CSU for E/M is 1 unit/day.

Medicaid 2. Evenif a physician also has hisfher own Medicaid number, the physician providing behavioral health treatment and care through this code should bill via the

Requirements approved provider agency's Medicaid number through the Medicaid Category of Service (COS) 440.
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1. Within this service group, a second unit with a U1 modifier may be used in the event that a Telemedicine Psychiatric Treatment unit is provided and it indicates a need

Reporting and
Billing
Requirements

for a face-to-face assessment (e.g. 90862GTU1 is hilled and it is clinically indicated that a face-to-face by an on-site physician needs to immediately follow based
upon clinical indicators during the first intervention, then 90862U1, can also be billed in the same day).
2. Within this service group, there is an allowance for when a U2 practitioner conducts an intervention and, because of clinical indicators presenting during this
intervention, a U1 practitioner needs to provide another unit due to the concern of the U2 supervisee (e.g. Physician’s Assistant provides and bills 90805U2U6 and
because of concerns, requests U1 intervention following his/her billing of U2 intervention). The use of this practice should be rare and will be subject to additional

utilization review scrutiny.

3. These E/M codes are based upon time (despite recent CPT guidance). The Georgia Medicaid State Plan (June 6, 2012) is priced on time increments and therefore
time will remain the basis of justification for the selection of codes above for the near term.

Transaction
Code

Code Detail

Code

Mod

Mod

Mod | Mod
3 4

per hr of psychologist
or physician time,
both face-to-face w/
the patient and time
interpreting test
results and preparing
report)

Practitioner Level 2, In-Clinic

96101

u2

U6

Rate

Code Detall

Code | Mod | Mod

Psychological Testing: Psychological Testing — Psycho-diagnostic assessment of emotionality, intellectual abilities, personality and psycho-pathology

Mod | Mod
3 4

w/ qualified
healthcare
professional
interpretation and
report, administered
by technician, per hr
of technician time,
face-to-face

Practitioner Level 3, In-Clinic

96102

U3

U6

$155.87

Practitioner Level 2, Out-of-Clinic

Practitioner Level 3, Out-of-
Clinic

96102

u3

u7

$120.04

Practitioner Level 4, In-Clinic

96102 | U4 | U6

$146.71

Practitioner Level 4, Out-of-Clinic

96102 | U4 | U7

Rate

$187.04

$81.18

$97.42

Unit Value 1 hour Maximum Daily Units 5 units

i) . 5 units Re-Authorization 5 units
Authorization

é:trroodnzatwn 180 days Utilization Criteria LOCUS scores:1-6
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Psychological Testing: Psychological Testing — Psycho-diagnostic assessment of emotionality, intellectual abilities, personality and psycho-pathology

Psychological testing consists of a face-to-face assessment of emotional functioning, personality, cognitive functioning (e.g. thinking, attention, memory) or intellectual
abilities using an objective and standardized tool that has uniform procedures for administration and scoring and utilizes normative data upon which interpretation of
results is based.

Service Psychological tests are only administered and interpreted by those who are properly trained in their selection and application. The practitioner administering the test

Definition ensures that the testing environment does not interfere with the performance of the examinee and ensures that the environment affords adequate protections of privacy
and confidentiality.
This service covers both the face-to-face administration of the test instrument(s) by a qualified examiner as well as the time spent by a psychologist or physician (with the
proper education and training) interpreting the test results and preparing a written report.

. 1. Aknown or suspected mental illness or substance-related disorder; and
Admission o - . R " . . -
— 2. Initial screening/intake information indicates a need for additional undetermined supports and recovery/resiliency planning; and
Criteria . L
Individual meets Core Customer eligibility.

g?ar;}'glrji'tr;?i " The Individual’s situation/functioning has changed in such a way that previous assessments are outdated.

g'r?g:g ge Each intervention is intended to be a discrete time-limited service that modifies treatment/support goals or is indicated due to change in iliness/disorder.

ggaéfl:ri}% ments 1. The term “psychologist” is defined in the Approved Behavioral Health Practitioners table in Section Il of this manual (Reference § 43-39-1 and § 43-39-7).

Required 2. There may be no more than one comprehensive battery of 96101 and 96102 provided to one individual within a year.

Components 3. There may be no more than 10 combined hours of 96101 and 96012 provided to one individual within a year.

Psychosocial Rehabilitation-Individual (Added Effective 6/1/13 partially replacing Community Support for MH Adults)

Transaction Code Detalil Code | Mod | Mod | Mod | Mod | Rate Code Detalil Code Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
. Practitioner Level 4, In- H2017 | HE | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H2017 | HE | U4 | U7 $24.36

Psychosocial Clinic
RIS gﬁ‘]‘i’g“"”er Level 5,10 o017 | HE | Us | Us $15.13 | Practitioner Level 5, Out-of-Clinic | H2017 | HE | U5 | U7 $18.15
Unit Value 15 minutes Maximum Daily Units 48 units
Initial . o )
i 80 units Re-Authorization 80 units
Authorization 180 days Utilization Criteria LOCUS scores: 1-6
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Psychosocial Rehabilitation-Individual (Added Effective 6/1/13 partially replacing Community Support for MH Adults)

Period

Service
Definition

Psychosocial Rehabilitation-Individual (PSR-1) services consist of rehabilitative skills building, the personal development of environmental and recovery supports
considered essential in improving a person’s functioning, learning skills to promote the person’s self-access to necessary services and in creating environments that
promote recovery and support the emotional and functional improvement of the individual. The service activities of Psychosocial Rehabilitation-Individual include:

e  Providing skills support in the person’s self-articulation of personal goals and objectives;

e  Assisting the person in the development of skills to self-manage or prevent crisis situations;

¢ Individualized interventions in living, learning, working, other social environments, which shall have as objectives:

1) Identification, with the person, of strengths which may aid him/her in achieving recovery, as well as barriers that impede the development of skills necessary

for functioning in work, with peers, and with family/friends;

2) Supporting skills development to build natural supports (including support/assistance with defining what wellness means to the person in order to assist

them with recovery-based goal setting and attainment);

3) Assistance in the development of interpersonal, community coping and functional skills (which may include adaptation to home, adaptation to work,
adaptation to healthy social environments, learning/practicing skills such as personal financial management, medication self-monitoring, symptom self-
monitoring, etc);

Assistance in the acquisition of skills for the person to self-recognize emotional triggers and to self-manage behaviors related to the behavioral health issue;
Assistance with personal development, work performance, and functioning in social and family environments through teaching skills/strategies to ameliorate
the effect of behavioral health symptoms;

Assistance in enhancing social and coping skills that ameliorate life stresses resulting from the person’s mental illness/addiction;

Assist the person in his/her skills in gaining access to necessary rehabilitative, medical, social and other services and supports;

Assistance to the person and other supporting natural resources with illness understanding and self-management (including medication self-monitoring);
Identification, with the individual and named natural supporters, of risk indicators related to substance related disorder relapse, and the development of skills
and strategies to prevent relapse.

o1
—_ =

© 00 N O
— N —

This service is provided in order to promote stability and build towards functioning in the person’s daily environment. Stability is measured by a decreased number of
hospitalizations, by decreased frequency and duration of crisis episodes and by increased and/or stable participation in community/work activities. Supports based on
the person’s needs are used to promote recovery while understanding the effects of the mental illness and/or substance use/abuse and to promote functioning.

Admission
Criteria

1. Individuals with one of the following: Mental Health (MH) Diagnosis, Substance-Related Disorder, Co-Occurring Substance-Related Disorder and MH Diagnosis,
Co-Occurring MH Diagnosis and Developmental Disabilities (DD), or Co-Occurring Substance-Related Disorder and DD and one or more of the following:

. Individual may need assistance with developing, maintaining, or enhancing social supports or other community coping skills; or

. Individual may need assistance with daily living skills including coordination to gain access to necessary rehabilitative and medical services

Continuing Stay
Criteria

. Individual continues to meet admission criteria; and
. Individual demonstrates documented progress or maintenance of community skills relative to goals identified in the Individualized Recovery Plan

Discharge
Criteria

. An adequate continuing care plan has been established; and one or more of the following:

. Goals of the Individualized Recovery Plan have been substantially met; or

. Individual requests discharge and the individual is not in imminent danger of harm to self or others; or
. Transfer to another service/level of care is warranted by change in individual's condition; or

. Individual requires more intensive services.

O wNhDEFEPEINNEFPRoN
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Psychosocial Rehabilitation-Individual (Added Effective 6/1/13 partially replacing Community Support for MH Adults)

1. There is a significant lack of community coping skills such that a more intensive service is needed.

Requirements

Cllmca_l 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
Exclusions L X : . ) o
Developmental Disability, Autism, Organic Mental Disorder, Traumatic Brain Injury
1. Psychosocial Rehabilitation-Individual services must include a variety of interventions in order to assist the consumer in developing:
o Symptom self-monitoring and self-management of symptoms
o Strategies and supportive interventions for avoiding out-of-community treatment for adults and building stronger knowledge of the adult’s strengths and
limitations
o Relapse prevention strategies and plans
2. Psychosocial Rehabilitation-Individual services focus on building and maintaining a therapeutic relationship with the individual and facilitating treatment and
recovery goals.
3. Contact must be made with the individual receiving PSR- services a minimum of twice each month.
Required 4. In the absence of the required monthly face-to-face contact and if at least two unsuccessful attempts to make face-to-face contact have been tried and
Components documented, the provider may bill for a maximum of two telephone contacts in that specified month.
5. There may be instances where a person has an order and authorization to receive PSR-Group in addition to PSR-I. When the person is in attendance at the
PSR-Group program and a staff provides support to the served individual on a one-to-one basis, the PSR Specialty provider may bill this PSR-l code. In this
specific circumstance, the PSR group program shall not count for that time within in its hourly claims submission. There must be a PSR-I note which is
individualized and indicates the one-to-one nature of the intervention.
6. When the primary focus of PSR- is for medication maintenance, the following allowances apply:
a. These consumers are not counted in the offsite service requirement or the consumer-to-staff ratio; and
b. These consumers are not counted in the monthly face-to-face contact requirement; however, face-to-face contact is required every 3 months and monthly calls
are an allowed billable service.
Staffing PSR-I practitioners may have the recommended consumer-to-staff ratio of 30 consumers per staff member and must maintain a maximum ratio of 50 consumers per

staff member. Individuals who receive only medication maintenance are not counted in the staff ratio calculation.

Clinical
Operations

1. The organization must have a Psychosocial Rehabilitation-Individual Organizational Plan that addresses the following:

= description of the particular rehabilitation, recovery and natural support development models utilized, types of intervention practiced, and typical daily
schedule for staff:

= description of the staffing pattern and how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including how unplanned
staff absences, illnesses, or emergencies are accommodated, case mix, access, etc.;

= description of the hours of operations as related to access and availability to the individuals served;

= description of how the plan for services is modified or adjusted to meet the needs specified in every Individualized Recovery Plan; and

= f the service is offered through an agency which provides PSR-Group, then there is a description of how the agency has protocols and accountability
procedures to assure that there is no duplication of billing when the person is being supported through the group model.

2. Utilization (frequency and intensity) of PSR-I should be directly related to the LOCUS and to other functional elements in the assessment. In addition, when
clinical/functional needs are great, there should be complementary therapeutic services by licensed/credential professionals paired with the provision of PSR-|
(individual, group, family, etc.).
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Psychosocial Rehabilitation-Individual (Added Effective 6/1/13 partially replacing Community Support for MH Adults)

Service
Accessibility

1. There must be documented evidence that service hours of operation include evening, weekend, and holiday hours.

2. “Medication Maintenance Track,” consumers who require more than 4 contacts per quarter for two consecutive quarters (as based upon need) are expected to
be re-evaluated with LOCUS for enhanced access to PSR-I. The designation of PSR-I “medication maintenance track” should be lifted and exceptions stated
above are no longer allowed.

Reporting and
Billing
Requirements

Unsuccessful attempts to make contact with the consumer are not billable.

Documentation
Requirements

Orders for Service and Treatment Plans which have an effective date of 5/31/2013 or prior and name CSI will be accepted as an Order or Treatment Plan, respectively, for
CM, PSR-I, and ADSS. This is effective for the authorization period which corresponds to the Order and Treatment Plan. Any Treatment Plan or Order with a start date on or
after 6/1/2013 may not include CSI, and instead, must reflect CM, PSR-, and/or ADDS as medically necessary (While the above allowances are being made, please note
that when providing the above services on or after 6/1/2013, providers must bill and document (via progress notes) the new service and their corresponding codes as
appropriate. CSI may not be provided to adults effective 6/1/2013.).

Service Plan Development

Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 3 4

Practitioner Level 2, In-Clinic | H0032 | U2 U6 $38.97 | Practitioner Level 2, Out-of-Clinic H0032

Service Plan — — — —

Development Practitioner Level 3, In-Clinic | H0032 | U3 U6 Practitioner Level 3, Out-of-Clinic
Practitioner Level 4, In-Clinic | H0032 | U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic H0032 | U4 | U7
Practitioner Level 5, In-Clinic | H0032 | U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic H0032 | U5 | U7

Unit Value* 15 minutes Maximum Daily Units* 24 units (Combined with H0031)

Initial .| 32units (Combined with H0031 - Behavioral Health Assessment) Re-Authorization* 32 units (Combined with H0031)

Authorization

?gtrrotarlzatwn 180 days Utilization Criteria LOCUS scores:1-6
Individuals access this service when it has been determined through an assessment that the individual has mental health or addictive disease concerns. The
Individualized Recovery Plan (IRP) results from the Diagnostic and Behavioral Health Assessments and is required within the first 30 days of service, with ongoing plans
completed as demanded by individual consumer need and/or by service policy.

Service

Definition Information from a comprehensive assessment should ultimately be used to develop with the individual an IRP that supports recovery and is based on goals identified by
the individual. Friends, family and other natural supports may be included at the discretion and direction of the individual for whom services/supports are being planned.
Also, as indicated, medical, nursing, peer support, community support, nutritional staff, etc. should provide information from records, and various multi-disciplinary
assessments for the development of the IRP.
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Service Plan Development

The cornerstone component of the IRP involves a discussion with the individual regarding what recovery means to him/her personally (e.g. getting/keeping a job, having
more friends/improved relationships, improvement of behavioral health symptoms, etc.), and the development of goals (i.e. outcomes) and objectives that are defined by
and meaningful to the individual based upon his/her articulation of their recovery hopes. Concurrent with the development of the IRP, the individual should be offered the
opportunity to develop an Advanced Directive for behavioral healthcare with the individual guiding the process through the free expression of their wishes and through
his/her assessment of the components developed for the Advanced Directive as being realistic for him/her.

The entire process should involve the individual as a full partner and should focus on service and recovery goals/outcomes as identified by the individual.

Recovery planning shall set forth the course of care by:

e  Prioritizing problems and needs;
Stating goals which will honor achievement of stated hopes, choice, preferences and desired outcomes of the individual;
Assuring goals/objectives are related to the assessment;
Defining goals/objectives that are individualized, specific, and measurable with achievable timeframes;
Defining discharge criteria and desired changes in levels of functioning and quality of life to objectively measure progress;
Transition planning at onset of service delivery;
Selecting services and interventions of the right duration, intensity, and frequency to best accomplish these objectives;
Assuring there is a goal/objective that is consistent with the service intent; and

o |dentifying qualified staff who are responsible and designated for the provision of services.
1. Aknown or suspected mental illness or substance-related disorder; and

Aqm|§s|on 2. Initial screening/intake information indicates a need for additional undetermined supports and recovery/resiliency planning; and
Criteria e I
3. Individual meets Core Customer eligibility.
gg;/tlgl:iltggia The individual's situation/functioning has changed in such a way that previous assessments are outdated.
g:izt:;rge Each intervention is intended to be a discrete time-limited service that modifies treatment/support goals or is indicated due to change in illness/disorder.
Serwcg Assertive Community Treatment
Exclusions
Required . . . . , . o .
Components The service plan must include elements articulated in the Documentation Guideline chapter in this Provider Manual.
1. The individual consumer (and any other consumer-identified natural supports) should actively participate in planning processes.
2. The Individualized Recovery Plan should be directed by the individual's personal recovery goals as defined by that individual.
Clinical 3. Advanced Directive/Crisis Planning shall be directed by the individual served and their needs/wishes to the extent possible and clinically appropriate. Plans should
Operations not contain elements/components that are not agreeable to, meaningful for, or realistic for the person and that the person is, therefore, not likely to follow through

with.
4. Guidelines for treatment planning are contained in the DBHDD Standards for Community Providers in this Provider Manual.
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Service Plan Development

Additional
Medicaid
Requirements

The daily maximum within a CSU for combined Behavioral Health Assessment and Service Plan Development is 24 units/day

Documentation
Requirements

1. The initial authorization/IRP and each subsequent authorization/IRP must be completed within the time-period specified by DBHDD.
2. Every record must contain an IRP in accordance with these Service Guidelines and with the DBHDD Standards contained in this Provider Manual.

ADULT SPECIALTY SERVICES:

AD Peer Support Services- Group (effective 3/1/13)

Transaction Code Detall Code | Mod | Mod | Mod | Mod | Rate Code Detall Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
SA Program, Group Setting, SA Program, Group Setting,
AD Peer Support | Practitioner Level 4, In-Clinic Ho038 | HF HQ V4 ve | 1172 Practitioner Level 4, Out-of-Clinic H0038 | HF | HQ | U4 Ur | 2164
Services SA Program, Group Setting, SA Program, Group Setting,
Practitioner Level 5, In-Clinic H0038 HF HQ us ue 1320 Practitioner Level 5, Out-of-Clinic H0038 HF HQ us U7 16.12
Unit Value 1 hour Maximum Daily Units 5 units
Initial . . . , o 3600 units (combined with other Peer Support
Authorization 3600 units (combined with other Peer Support services) Re-Authorization services)
ﬁg:?oodrlzatlon 180 days Utilization Criteria LOCUS scores: 3-6
This service provides structured activities (in an agency or community-based setting) which promote recovery, self-advocacy, relationship enhancement, self
awareness and values, and self-directed care. Individuals served are introduced to the reality that there are many different pathways to recovery and each individual
determines his or her own way. Supports are recovery-oriented. This occurs when individuals share the goal of long-term recovery. Individuals served are
encouraged to initiate and lead group activities and each participant identifies his/her own individual goals for recovery. Activities must promote self-directed recovery
Service by honoring the many pathways to recovery, by tapping into each participant's strengths and by helping each to recognize his/her “recovery capital”, the reality that
Definition each individual has internal and external resources that they can draw upon to keep them well.
Interventions are approached from a lived experience perspective but also are based upon the Science of Addiction Recovery framework. Supportive interactions
include motivational interviewing, recovery planning, resource utilization, strengths identification and development, support in considering theories of change, building
recovery empowerment and self-efficacy. There is also advocacy support with the individual to have recovery dialogues with their identified natural and formal
supporters.
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AD Peer Support Services- Group (effective 3/1/13)

1. Individual must have a primary substance related issue; and one or more of the following:
. a. Individual needs peer-hased recovery support for the acquisition of skills needed to engage in and maintain recovery, or
Admission o . , : : .
Criteria b. Ind!v!dual needs assistance to develop self-advocacy skills to achieve decrease_d dependency on formalized treatment systems; or
c. Individual needs assistance and support to prepare for a successful work experience; or
d. Individual needs peer modeling to increase responsibilities for his /her own recovery.
Continuing Stay | 1. Individual continues to meet admission criteria; and
Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery Plan, but treatment/recovery goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria 3. Individual served/family requests discharge; or
4. Transfer to another service/level is more clinically appropriate.
Ei(r:\lll:?s(ieons Crisis Stabilization Unit (however, those utilizing transitional beds within a Crisis Stabilization Unit may access this service).
(E:)llgllﬁgilons 1. Individuals diagnosed with a mental iliness that have no co-occurring Substance-Related Disorder.
1. AD Peer Support services may operate as a program within a CORE provider, an Intensive Outpatient Provider (IOP) specialty provider, a Ready For Work (RFW)
provider or an established peer program.
2. The agency which administers this program must be a licensed Drug Abuse Treatment Program.
3. AD Peer Support Services must be operated for no less than 3 days a week, no less than 12 hours/week, no less than 4 hours per day, typically during day,
evening and weekend hours. Any agency may offer additional hours on additional days in addition to these minimum requirements (up to the daily max).
, 4. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the activities that are conducted or
Required . L o X X .
Components services offered within the AD Peer Support program, and about tbe schedule of those activities and services, as well as other operational issues.
5. AD Peer Support should operate as an integral part of the agency’s scope of services.
6. When needed and in collaboration with a participant, the Program Leader may call multidisciplinary team meetings regarding that individual’s needs and desires,
and a Certified Peer Specialist Addictive Diseases (CPS-AD) providing services for and with an individual must be allowed to participate in multidisciplinary team
meetings.
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AD Peer Support Services- Group (effective 3/1/13)

1. The individual leading and managing the day-to-day operations of the program must be a CPS-AD.

2. AD Peer Support shall be supervised by an independently licensed practitioner or one of the following addiction credentials: CAC Il, GCADC II/1ll, or MAC.

3. CPS-AD Program Leader is dedicated to the service at least 20 hours per week.

4. The Program Leader and other CPS-ADs AD Peer Support Recovery program may be shared with other programs as long as the Program Leader is present at
least 50% of the hours the Peer Recovery program is in operation, and as long as the Program leader and the CPS-AD are available as required for supervision

Staffing and (_:Iinical operations_, and as long as _they are not counted in consumer to staff ratios for 2 different programs qp_erating at the same time._ -
Requirements 5. Services must be _prowded and/or activities Ic_ad by staff who are CPS-ADs or other consumers under the supervision of a CPS-AD. A specific activity may be led
by someone who is a consumer but is an invited guest.

6. The maximum face-to-face ratio cannot be more than 15 consumers to 1 CPS-AD direct service/program staff, based on the average daily attendance in the past
three (3) months of consumers in the program.

7. All CPS-ADs providing this support must have an understanding of recovery principles as defined by the Substance Abuse Mental Health Services Administration
and the Recovery Bill of Rights published by Faces and Voices of Recovery, Inc. and must possess the skills and abilities to assist other consumers in their own
recovery processes.

1. This service must operate at an established site approved to bill Medicaid for services. However, individuals or group activities may take place offsite in natural
community settings as appropriate for the individualized Recovery Plan (IRP) developed by each consumer with assistance from the Program Staff.

2. Individuals receiving AD Peer Support services must demonstrate or express a need for recovery assistance.

3. Individuals entering AD Peer Support services must have a qualifying diagnosis present in the medical record prior to the initiation of formal clinical services. The
diagnosis must be given by persons identified in O.C.G.A. Practice Acts as qualified to provide a diagnosis.

4. This service may operate in the same building as other day services; however, there must be a distinct separation between services in staffing, program
description, and physical space during the hours the Peer Recovery program is in operation except as noted above.

Clinical 5. Adequate space, equipment, furnishings, supplies, and other resources must be provided in order to effectively provide services and so that the program
Operations environment is clean and in good repair. Space, equipment, furnishings, supplies transportation, and other resources for consumer use within the Peer Recovery
program must not be substantially different from space provided for other uses for similar numbers of individuals.

6. Staff of the AD Peer Support program must be treated as equal to any other staff of the facility or organization and must be provided equivalent opportunities for
training (both mandated and offered) and pay and benefits competitive and comparable to the state’s peer workforce and based on experience and skill level.

7. When this service is used in conjunction with Psychosocial Rehabilitation or ACT, documentation must demonstrate careful planning to maximize the effectiveness
of this service as well as appropriate reduction in service amounts. Utilization of this service in conjunction with these services is subject to review by the External
Review Organization.

8. Each consumer must be provided the opportunity for peer assistance in the form of recovery coaches and allies and community networking to achieve stated
goals.

9. AD Peer Support Programs must offer a range recovery activities developed and led by consumers, with the recognition of and respect for the fact that there are

many pathways to recovery.

10. The program must have an AD Peer Support Organizational Plan addressing the following:

a. A Recovery Bill of Rights as developed and promoted by Faces and Voices of Recovery, Inc. This philosophy must be actively incorporated into all services
and activities and:
1. View each individual as the driver of his/her recovery process
2. Promote the value of self-help, peer support, and personal empowerment to foster recovery
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AD Peer Support Services- Group (effective 3/1/13)

Clinical

Operations, g.
continued

k.

.
m.

3. Promote information about the science of addiction, recovery

4. Promote peer-to-peer training of individual skills, community resources, group and individual advocacy and the concept of “giving back”.

5. Promote the concepts of employment and education to foster self-determination and career advancement

6.  Support each individual to embrace SAMHSA'’s Recovery Principles and to utilize community resources and education regarding health, wellness and
support from peers to replace the need for clinical treatment services

7. Support each individual to fully participate in communities of their choosing in the environment most supportive of their recovery and that promotes
housing of his/her choice and to build and support recovery connections and supports within his/her own community.

8. Actively seek ongoing input into program and service content so as to meet each individual's needs and goals and fosters the recovery process.

A description of the particular consumer empowerment models utilized, types of activities offered, and typical daily activities and schedule. If offered, meals

must be described as an adjunctive peer relation building activity rather than as a central activity.

A description of the staffing pattern plans for staff who have or will have CPS-AD and appropriate addiction counselor credentials, and how staff are deployed

to assure that the required staff-to-consumer ratios are maintained, including how unplanned staff absences, illnesses, and emergencies are accommodated.

A description of how peer practitioners within the agency are given opportunities to meet with or otherwise receive support from other peers (including CPS-

AD) both within and outside the agency.

A description of how consumers are encouraged and supported to seek Georgia certification as CPS-AD through participation in training opportunities and

peer or other counseling regarding anxiety following certification.

A description of test-taking skills and strategies, assistance with study skills. Information about training and testing opportunities, opportunities to hear from

and interact with peers who are already certified, additional opportunities for peer staff to participate in clinical team meetings at the request of a participant,

and the procedure for the Program Leader to request a team meeting.

A description of the hours of operation, the staff assigned, and the types of services and activities provided for and by individuals served, as well as for

families, parents, and /or guardians.

A description of the program’s decision-making processes, including how participants’ direct decision-making about both individual and program-wide

activities and about key polices and dispute resolution processes.

A description of how individuals participating in the service at any given time are given the opportunity to participate inand make decisions about the

activities that are conducted or services offered within the Peer Recovery program, about the schedule of those activities and services, and other operational

issues.

A description of the space furnishings, materials, supplies, transportation, and other resources available for individuals participating in the Peer Recovery

services.

A description of the governing body and /or advisory structures indicating how this body/structure meets requirements for peer leadership and cultural

diversity.

A description of how the plan for services and activities is modified or adjusted to meet the needs specified in IRP

A description of how consumer requests for discharge and change in service or service intensity are handled.

11. Assistive tools, technologies, worksheets, (e.g. SOAR; Recovery Check-Ins; Motivational Interviewing; Cultural Competence, Stigma & Labeling etc.) can be used
by the Peer Recovery staff to work with the served individual to improve hisfher communication about treatment, symptoms, improvements, etc. with treating
behavior health and medical practitioners.

Documentation | 1. Providers must document services in accordance with the specifications for documentation requirements specified in Part Il, Section V of the Provider Manual.
Requirements 2. The provider has several alternatives for documenting progress notes:
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AD Peer Support Services- Group (effective 3/1/13)

a. Weekly progress notes must document the individual's progress relative to functioning and skills related to the person-centered goals identified in his/her
IRP. This progress note aligns the weekly PSR-Group activities reported against the stated interventions on the individualized recovery plan, and
documents progress toward goals. This progress note may be written by any practitioner who provided services over the course of that week; or

b. If the agency’s progress note protocol demands a detailed daily note which documents the progress above, this daily detail note can suffice to
demonstrate functioning, skills, and progress related to goals and related to the content of the group intervention; or

c. Ifthe agency’'s progress note protocol demands a detailed hourly note which documents the progress above, this daily detail note can suffice to
demonstrate functioning, skills, and progress related to goals and related to the content of the group intervention.

While billed in increments, the Peer Support service is a program model. Daily time in/time out is tracked for while the person is present in the program, but due to
time/in out not being required for each intervention, the time infout may not correlate with the units billed as the time in/out will include breaks taken during the
course of the program. However, the units noted on the log should be consistent with the units billed and, if noted, on the weekly progress note. If the units
documented are not consistent, the most conservative number of units will be utilized and may result in a billing discrepancy.

Rounding is applied to the person’s cumulative hours/day at the Peer program (excluding non-programmatic time). The provider shall follow the guidance in the
rounding policy included in this Provider Manual, and, specific to this service, the person served must have participated in at least 50% of the hour in order to bill
for one unit of this service. So for instance, if an individual participates in the program from 9-1:15 excluding a 30 minute break for lunch, his/her participating hours
are 3.75 hours. The rounding policy is applied to the .75 hour and the units billed for that day are 4 units. Practitioner type must still be addressed and so that 4

units must be adequately assigned to either a U4 or U5 practitioner type as reflected in the log for that day’s activities.

5. A provider shall only record units in which the consumer was actively engaged in services. Meals and breaks must not be included in the reporting of units of
service delivered. Should a consumer leave the program or receive other services during the range of documented time in/time out for Peer Support hours, the
absence should be documented on the log.

AD Peer Support Services- Individual (effective 3/1/13)

Transaction Code Detalil Code | Mod | Mod | Mod | Mod Rate Code Detalil Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4

SA Program, Practitioner SA Program, Practitioner Level 4,

/ngl;gt:,tr Level 4. In-Clinic H0038 | HF U4 U6 20.30 Out-of-Clinic H0038 | HF | U4 | U7 24.36

S SA Program, _P_ract|t|oner Hoo38 | HE U5 U6 1513 SA Progr_alr_n, Practitioner Level 5, Hoos | HE | us | u7 18.15
Level 5, In-Clinic Out-of-Clinic

Unit Value 15 minutes Maximum Daily Units 48 units

Initial . . ) . _ . 3600 unit (combined with other Peer Support

Authorization 3600 unit (combined with other Peer Support services) Re-Authorization senvices)

/S:tr::)odnzanon 180 days Utilization Criteria LOCUS scores: 3-6

Service This service provides interventions (in an agency or community-based setting) which promote recovery, self-advocacy, relationship enhancement, self awareness and
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Definition values, and self-directed care. Individuals served are introduced to the reality that there are many different pathways to recovery and each individual determines his or
her own way. Supports are recovery-oriented and occur when individuals share the goal of long-term recovery. Each participant identifies his/her own individual goals for
recovery. Interventions must promote self-directed recovery by honoring the many pathways to recovery, by tapping into each participant's strengths and by helping each
to recognize his/her “recovery capital”, the reality that each individual has internal and external resources that they can draw upon to keep them well.

Interventions are approached from a lived experience perspective but also are based upon the Science of Addiction Recovery framework. Supportive interactions include
motivational interviewing, recovery planning, resource utilization, strengths identification and development, support in considering theories of change, building recovery
empowerment and self-efficacy. There is also advocacy support with the individual to have recovery dialogues with their identified natural and formal supporters.
2. Individual must have a primary substance related issue; and one or more of the following:
. a. Individual needs peer-based recovery support for the acquisition of skills needed to engage in and maintain recovery, or
Admission y : ) : ; _
Criteria b. Ind!v!dual needs assistance to develop self-advocacy skills to achieve decrease_d dependency on formalized treatment systems; or
c. Individual needs assistance and support to prepare for a successful work experience; or
d. Individual needs peer modeling to increased responsibilities for his /her own recovery.
Continuing 1. Individual continues to meet admission criteria; and
Stay Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recover Plan, but treatment/recovery goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:

Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or

Criteria 3. Individual served/family requests discharge; or
4. Transfer to another service/level is more clinically appropriate.

Ei%@?ons Crisis Stabilization Unit (however, those utilizing transitional beds within a Crisis Stabilization Unit may access this service).

E)llgllﬁgilons 1. Individuals diagnosed with a mental illness that have no co-occurring Substance-Related Disorder.

1. AD Peer Supports are provided in 1:1 CPS-AD to person-served ratio.
2. Ifan agency is providing AD Peer Supports-Individual, it shall also operate an AD Peer Supports group model program, meeting all of the expectations of AD Peer
Support Group as set forth in this manual.
3. This service will operate within one of the following administrative structures: as a CORE provider, an Intensive Outpatient Provider (IOP) specialty provider, a Ready
For Work (RFW) provider or an established peer program.
, 4. The agency which administers this service must be a licensed Drug Abuse Treatment Program.
Required - s . . . , e . . . .
Components 5. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about person-centered interactions offered by

the CPS-AD.

6. AD Peer Support should operate as an integral part of the agency’s scope of services.

7. When needed and in collaboration with a participant, the Program Leader may call multidisciplinary team meetings regarding that individual's needs and desires, and
a Certified Peer Specialist Addictive Diseases (CPS-AD) providing services for and with an individual must be allowed to participate in multidisciplinary team meetings.
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Staffing
Requirements

The providing practitioner is a Georgia-Certified Peer Specialist- Addictive Diseases (CPS-AD).

The work of the CPS-AD shall be supervised by a independently licensed practitioner or one of the following addiction credentials; CAC I, GCADC II/lll, or MAC.

The individual leading and managing the day-to-day operations of the program is a CPS-AD.

There must be at least 1 CPS-AD on staff who may also serve as the program leader.

The maximum caseload ratio for CPS-AD cannot be more than 30 consumers to 1 CPS-AD direct service/program staff, based on the average daily attendance in the
past three (3) months of consumers in the program.

All CPS-ADs providing this support must have an understanding of recovery principles as defined by the Substance Abuse Mental Health Services Administration and
the Recovery Bill of Rights published by Faces and Voices of Recovery, Inc. and must possess the skills and abilities to assist other consumers in their own recovery
processes.

Clinical
Operations

© No o

Individuals receiving AD Peer Support services must demonstrate or express a need for recovery assistance.
Individuals entering AD Peer Support services must have a qualifying diagnosis present in the medical record prior to the initiation of formal clinical services. The
diagnosis must be given by persons identified in O.C.G.A. Practice Acts as qualified to provide a diagnosis.
If a CPS-AD serves as staff for an AD Peer Support- Group program and provides AD Peer Support-Individual, the agency has written work plans which establish the
CPS-AD’s time allocation in a manner that is distinctly attributed to each program.
CPS-ADs providing this service must be treated as equal to any other staff of the facility or organization and must be provided equivalent opportunities for training
(both mandated and offered) and pay and benefits competitive and comparable to the state’s peer workforce and based on experience and skill level.
Consumers should set their own individualized goals each will be assisted and encouraged to identify and utilize his/her existing “recovery capital’.
Each service intervention is provided only in a 1:1 ratio between a CSP-AD and a person-served.
Each consumer must be provided the opportunity for peer assistance in the form of recovery coaches and allies and community networking to achieve stated goals.
AD Peer Support Programs must offer a range recovery activities developed and led by consumers, with the recognition of and respect
for the fact that there are many pathways to recovery.
The program must have an AD Peer Support Organizational Plan addressing the following:
a. A Recovery Bill of Rights as developed and promoted by Faces and Voices of Recovery, Inc. This philosophy must be actively incorporated into all services and
activities and:
1. View each individual as the driver of his/her recovery process
2. Promote the value of self-help, peer support, and personal empowerment to foster recovery
3. Promote information about the science of addiction, recovery
4. Promote peer-to-peer training of individual skills, community resources, group and individual advocacy and the concept
of “giving back”.
Promote the concepts of employment and education to foster self-determination and career advancement
6. Support each individual to embrace SAMHSA's Recovery Principles and to utilize community resources and education regarding health, wellness and
support from peers to replace the need for clinical treatment services
7. Support each individual to fully participate in communities of their choosing in the environment most supportive of their recovery and that promotes housing
of histher choice and to build and support recovery connections and supports within his/her own community.
8. Actively seek ongoing input into program and service content so as to meet each individual's needs and goals and fosters the recovery process.

o
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AD Peer Support Services- Individual (effective 3/1/13)

b. A description of the particular consumer empowerment models utilized, types of activities offered, and typical daily activities and schedule. If offered, meals must
be described as an adjunctive peer relation building activity rather than as a central activity.

c. A description of the staffing pattern plans for staff who have or will have CPS-AD and appropriate addiction counselor credentials, and how staff are deployed to
assure that the required staff-to-consumer ratios are maintained, including how unplanned staff absences, illnesses, and emergencies are accommodated.

d. A description of how CPS-ADs within the agency are given opportunities to meet with or otherwise receive support from other peers both within and outside the
agency.

e. A description of how consumers are encouraged and supported to seek Georgia certification as CPS-AD through participation in training opportunities and peer
or other counseling regarding anxiety following certification.

f. A description of test-taking skills and strategies, assistance with study skills. Information about training and testing opportunities, opportunities to hear from and
interact with peers who are already certified, additional opportunities for peer staff to participate in clinical team meetings at the request of a participant, and the
procedure for the Program Leader to request a team meeting.

Clinical g. A description of the hours of operation, the staff assigned, and the types of services and activities provided for and by individuals served, as well as for families,
Operations, parents, and /or guardians.
continued h. A description of the program'’s decision-making processes, including how participants’ direct decision-making about both individual and program-wide activities

and about key polices and dispute resolution processes.
i.  Adescription of how individuals participating in the service at any given time are given the opportunity to participate in and make decisions about the activities
that are conducted or services offered within the Peer Recovery program, about the schedule of those activities and services, and other operational issues.
A description of the materials, supplies, transportation, and other resources available for individuals participating in the Peer Recovery services.
A description of the governing body and /or advisory structures indicating how this body/structure meets requirements for peer leadership and cultural diversity.
A description of how the plan for services and activities is modified or adjusted to meet the needs specified in IRP.
A description of how consumer requests for discharge and change in service or service intensity are handled, and
Assistive tools, technologies, worksheets, (e.g. SOAR; Recovery Check-Ins; Motivational Interviewing; Cultural Competence, Stigma & Labeling etc.) can be used
by the Peer Recovery staff to work with the served individual to improve his/her communication about treatment, symptoms, improvements, etc. with treating
behavior health and medical practitioners.

s3— =~

Documentation

Requirements Providers must document services in accordance with the specifications for documentation requirements in Part II, Section V of the Provider Manual.

Ambulatory Substance Abuse Detoxification

Transaction Code Detail Code Mod | Mod
Code 1 2

3 4

20.30

Alcohol And/Or | practitioner Level 2, In-Clinic | H0014 | U2 | U6
Drug Services;

Ambulatory . .
Detoxification Practitioner Level 3, In-Clinic | HO014 | U3 | U6

Practitioner Level 4, In-Clinic
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Ambulatory Substance Abuse Detoxification

Unit Value 15 minutes Maximum Daily Units 32 units
,Ibr\llljttlﬁl)rization 60 units Re-Authorization 60 units
Authorization L . LOCUS score:
Period 30 days Uilizaien ST 4-Medically-monitored Non-Residential
This service is the medical monitoring of the physical process of withdrawal from alcohol or other drugs in an outpatient setting for those individuals with an appropriate
level of readiness for behavioral change and level of community/social support. Itis indicated when the individual experiences physiological dysfunction during
withdrawal, but life or significant bodily functions are not threatened.
Service
Definition This service must reflect ASAM (American Society of Addiction Medication) Levels I-D (Ambulatory Without Extended On-Site Monitoring) and II-D (Ambulatory With
Extended Onsite Monitoring) and focuses on rapid stabilization and entry into the appropriate level of care/treatment based upon the ASAM guidelines placement criteria.
These services may be provided in traditional Outpatient, Intensive Outpatient, Day Treatment, Intensive Day Treatment or other ambulatory settings.
Individual has a Substance Related Disorder (ASAM PPC-2, Dimension-1) that is incapacitating, destabilizing or distressing. If the severity is incapacitating, there must
be sufficient optimization in other dimensions of the individual’s life to provide for safe detoxification in an outpatient setting, and individual meets the following three
criteria:
1. Individual is experiencing signs and symptoms of withdrawal, or there is evidence (based on history of substance intake, age, gender, previous withdrawal history,
. present symptoms, physical condition, and/or emotional/behavioral condition) that withdrawal is imminent; and the individual is assessed to be at minimal (Level I-D) to
Admission . . . . . . }
Criteria modgrate (Level II.-D) nsk'of severe mthdrawal syndrpme outgdg the program setting and can safely be mqqaggd at th|§ service level; and
2. Individual has no incapacitating physical or psychiatric complications that would preclude ambulatory detoxification services; and
3. Individual is assessed as likely to complete needed detoxification and to enter into continued treatment or self-help recovery as evidenced by: 1) Individual or support
persons clearly understand and are able to follow instructions for care, and 2) Individual has adequate understanding of and expressed interest to enter into
ambulatory detoxification services, or 3) Individual has adequate support services to ensure commitment to completion of detoxification and entry into ongoing
treatment or recovery, or 4) Individual evidences willingness to accept recommendations for treatment once withdrawal has been managed.
Continuing Individual's withdrawal signs and symptoms are not sufficiently resolved so that the individual can participate in self-directed recovery or ongoing treatment without the
Stay Criteria need for further medical or detoxification monitoring.
1. Adequate continuing care plan has been established; and one or more of the following:
2. Goals of the Individualized Recovery Plan have been substantially met; or
Discharge 3. Individual/family requests discharge and individual is not imminently dangerous; or
Criteria 4. Withdrawal signs and symptoms have failed to respond to treatment and have intensified (as confirmed by higher scores on CIWA-Ar or other comparable
standardized scoring system) such that transfer to a more intensive level of detoxification service is indicated, or
5. Individual has been unable to complete Level I-D/II-D despite an adequate trial.
Eitr:\llllj(;?on s ACT, Nursing and Medication Administration (Medication administered as a part of Ambulatory Detoxification is not billed separately as Medication Administration.)
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Ambulatory Substance Abuse Detoxification

1. Substance Abuse issue has incapacitated the individual in all aspects of daily living, there is resistance to treatment as in ASAM Dimension 4, relapse potential is high
Clinical (Dimension 5), and the recovery environment is poor (Dimension 6).
Exclusions 2. Concomitant medical condition and/or other behavioral health issues warrant inpatient/residential treatment.
3. This service code does not cover detoxification treatment for cannabis, amphetamines, cocaine, hallucinogens and phencyclines.
1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse Treatment Programs, 290-4-2.
R 2. There_ must be a written servk_:e order for Ambulato_ry Substance_ Abuse Detoxification_ a_nd must be comp!eted by r_m_embers of the _medicql staff pursuant to the Medical
Components Practl_c_e A_ct of 20(_)9, Subsection 43-34-23 DeIe_g;a_tlon of Authority to Nurse and Physician ASS|sta_1nt and in the individual's recor_d is required to initiate ambulato_ry_
detoxification services. Verbal orders or those initiated by other appropriate members of the medical staff are acceptable provided the physician signs them within 24
hours or the next working day.
1. The severity of the individual's symptoms, level of supports needed, and the authorization of appropriate medical staff for the service will determine the setting, as well
as the amount of nursing and physician supervision necessary during the withdrawal process. The individual may or may not require medication, and 24-hour nursing
- services are not required. However, there is a contingency plan for “after hours” concerns/emergencies.
Clinical . L ; . e s ? . . ) . e . . . .
Operations 2. Indmdua_ls receiving this service must have a quallfylng dlagnosls present |n.the medical record prior to the initiation of services. The diagnosis must be given by
persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.
3. In order for this service to have best practice impact, the Individualized Recovery/Resiliency Plan should consider group and individual counseling and training to fully
support recovery.

Assertive Community Treatment

Transaction Code Detall Code | Mod | Mod Rate Code Detall Code | Mod | Mod Rate
Code 1 2 3 4 3 4
Practitioner Level 1, In-Clinic | HO039 | U1 U6 $32.46 | Practitioner Level 3, Out-of-Clinic H0039 | U3 U7
Practitioner Level 2, In-Clinic | HO039 | U2 U6 $32.46 | Practitioner Level 4, Out-of-Clinic H0039 | U4 U7
Practitioner Level 3, In-Clinic | H0039 | U3 | U6 $32.46 | Practitioner Level 5, Out-of-Clinic H0039 | U5 | U7
Practitioner Level 1, Via interactive
Practitioner Level 4, In-Clinic | H0039 | U4 | U6 $32.46 | audio and video telecommunication H0039 | GT | Ul
Assertive systems
Community Practitioner Level 2, Via interactive
Treatment Practitioner Level 5, In-Clinic | HO039 | U5 u6 $32.46 | audio and video telecommunication H0039 | GT
systems
E{fr‘]‘i’é”"’”er Level 1, Outof | oosg | L1 | U7 $32.46 | Muttidisciplinary Team Meeting H0039 | HT
Eﬁgnoner Level 2, Outof | ooag | U2 | U7 $32.46 | Practitioner Level 3, Group, In-Clinic H0039 | HQ | U3 ) Us $6.60
Practitioner Level 4, Group, H0039 | HQ | U4 $4.43 | Practitioner Level 5, Group, In-Clinic H0039 | HQ | U5 | U6 $3.30
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Assertive Community Treatment
In-Clinic

Unit Value 15 minutes Maximum Daily Units 96 units
Initial Auth 480 units Re-Authorization 480 units
Auth Period 365 days Utilization Criteria LOCUS scores: 4-6

ACT is an Evidence Based Practice that is client-centered, recovery-oriented, and a highly intensive community based service for individuals who have serious and
persistent mental iliness. The individual's mental iliness has significantly impaired his or her functioning in the community. The individual has been unsuccessfully
treated in the traditional mental health service system because of his/her high level of mental health acuity. The use of the traditional clinic based services for the
individual in the past or present have usually been greater than 8 hours of service per month. The recipient may have experienced chronic homelessness and/or
criminal justice involvement; and may have had multiple and/or extended stays in state psychiatric/public hospitals. ACT provides a variety of interventions twenty-
four (24) hours, seven days a week. The service utilizes a multidisciplinary mental health team from the fields of psychiatry, nursing, psychology, social work,
substance abuse, and vocational rehabilitation; additionally, a Certified Peer Specialist is an active member of the ACT Team providing assistance with the
development of natural supports, promoting socialization, and the strengthening of community living skills. The ACT Team works as one organizational unit
providing community based interventions that are rehabilitative, intensive, integrated, and stage specific. Services emphasize social inclusiveness though
relationship building and the active involvement in assisting individuals to achieve a stable and structured life style. The service providers must develop
programmatic goals that clearly articulate the use of best/evidence-based practices for ACT recipients using co-occurring and trauma-informed service delivery and
support. Practitioners of this service are expected to maintain knowledge and skills according to the current research trends in best/evidence-based practices. ACT
is a unique treatment model in which the majority of mental health services are directly provided internally by the ACT program in the recipient’s natural
environment. ACT services are individually tailored with each consumer to address his/her preferences and identified goals, which are the basis of the
Individualized Recovery Plan (IRP). Based on the needs of the individual, services may include (in addition to those services provided by other systems):

1. Assistance to facilitate the individual's active participation in the development of the IRP;

2. Psycho educational and instrumental support to individuals and their identified family;

3. Crisis planning, Wellness Recovery Action Plan (WRAP), assessment, support and intervention;

4. Psychiatric assessment and care; nursing assessment and care; psychosocial and functional assessment which includes identification of strengths,
skills, resources and needs;
Curriculum-based group treatment;
6. Individualized interventions, which may include:

a. ldentification, with the consumer, of barriers that impede the development of skills necessary for independent functioning in the community; as
well as existing strengths which may aid the individual in recovery and goal achievement;

b.  Support to facilitate recovery (including emotional/therapeutic support/assistance with defining what recovery means to the individual in order to
assist individual with recovery-based goal setting and attainment);

c.  Service and resource coordination to assist the individual with the acquisition and maintenance of recovery capital (i.e. gaining access to
necessary internal and external rehabilitative, medical and other services) required for recovery initiation and self-maintenance;

d. Family counseling/training for individuals and their families (as related to the person’s IRP);

e. Assistance to develop both mental iliness and physical health symptom monitoring and illness self-management skills in order to identify and
minimize the negative effects of symptoms which interfere with the individual’s daily living (may include medication administration and/or
observation and assistance with self- medication motivation and skills) and to promote wellness;

f.  Assistance with accessing entitlement benefits and financial management skill development;

Service
Definition

o
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g. Motivational assistance to develop and work on goals related to personal development and school or work performance;

h.  Substance abuse counseling and intervention (e.g. motivational interviewing, stage based interventions, refusal skill development, cognitive
behavioral therapy, psycho educational approaches, instrumental support such as helping individual relocate away from friends/neighbors who
influence drug use, relapse prevention planning and techniques etc);

i.  Individualized, restorative one-to-one psychosocial rehabilitation and skill development, including assistance in the development of
interpersonal/social and community coping and functional skills (i.e. adaptation/functioning in home, school and work environments);

. Psychotherapeutic techniques involving the in depth exploration and treatment of interpersonal and intrapersonal issues, including trauma issues;
and

k. Any necessary monitoring and follow-up to determine if the services accessed have adequately met the individual's needs.

I Individuals receiving this intensive level of community support are expected to experience increased community tenure and decreased frequency
and/or duration of hospitalization/crisis services. Through individualized, team-based supports, it is expected that individuals will achieve housing
stability, decreased symptomatology (or a decrease in the debilitating effects of symptoms), improved social integration and functioning, and
increased movement toward self-defined recovery.

1. Individuals with serious and persistent mental illness that seriously impairs the ability to live in the community. Priority is given to people recently discharged
from an institutional setting with schizophrenia, other psychotic disorders, or bipolar disorder, because these illnesses more often cause long-term psychiatric
disability; and

2. Individuals with significant functional impairments as demonstrated by the need for assistance in 3 or more of the following areas which despite support from a
care giver or behavioral health staff continues to be an area that the individual cannot complete:

Maintaining personal hygiene;

Meeting nutritional needs;

Caring for personal business affairs;

Obtaining medical, legal, and housing services;

Recognizing and avoiding common dangers or hazards to self and possessions;

Persistent or recurrent failure to perform daily living tasks except with significant support or assistance from others such as friends, family, or relatives;

Admission Employment at a self-sustaining level or inability to consistently carry out homemaker roles (e.g., household meal preparation, washing clothes, budgeting

Criteria or childcare tasks and responsibilities);

h. Maintaining a safe living situation (e.g., evicted from housing, or recent loss of housing, or imminent risk of loss of housing); and

3. Past (within 180 days of admission) or current response to other community-based intensive behavioral health treatment has shown minimal effectiveness
(e.g. Psychosocial Rehabilitation, CS, etc).* Admission documentation must include evidence to support this criterion.

4. Individuals with two or more of the following issues that are indicators of continuous high-service needs (i.e., greater than 8 hours of service per month):

a. High use of acute psychiatric hospitals or crisis/emergency services including mobile, in-clinic or crisis residential (e.g., 3 or more admissions in a year) or
extended hospital stay (60 days in the past year) or psychiatric emergency services.
b. Persistent, recurrent, severe, or major symptoms that place the individual at risk of harm to self or others (e.g., command hallucinations, suicidal ideations
or gestures, homicidal ideations or gestures, self harm).
c. Coexisting substance use disorder of significant duration (e.g., greater than 6 months) or co-diagnosis of substance abuse.
High risk for or a recent history of criminal justice involvement related to mental illness (e.g., arrest and incarceration).
e. Chronically homeless (e.g., 1 extended episode of homelessness for a year, or 4 episodes of homelessness within 3 years).

@ ooo o

o
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f. Residing in an inpatient bed (i.e., state hospital, community hospital, CSU) or in a supervised community residence, but clinically assessed to be able to
live in a more independent living situation if intensive services are provided, or requiring a residential or institutional placement if more intensive services
are not available.

g. Inability to participate in traditional clinic-cased services (must provide evidence of multiple agency trials if this is the only requirement met on the list).

5.Individuals meet one or more of the criteria below, criteria #3 above is waived, other criterion 1,2,4, must be met;

a. Individual is transitioning from a state forensic or adult mental health unit after an extended length of stay and the hospital's treatment team determines
that due to the individual's history and/or potential risk if non-compliant with clinic-based community services a period of ACT is clinically necessary prior
to transition to less intensive services.

b.  Within the last 180 days, the individual has been incarcerated 2 or more times related to a behavioral health condition; or

c.  Within the last 180 days, individual has been admitted to a psychiatric hospital or crisis stabilization unit 2 or more times.

Individual meets two (2) or more of the requirements below:

1. Individual has been admitted to an inpatient psychiatric hospital and/or received crisis intervention services one or more times in the past six (6) months;

2. Individual has had contact with Police/Criminal Justice System due to behavioral health problems in the past six (6) months;

3. Individual has displayed inability to maintain stable housing in the community due to behavioral health problems during the past six (6) months;

Continuing Stay | 4. Individual continues to demonstrate significant functional impairment s and/or difficulty developing a natural support system which allows for consistent

Criteria maintenance of medical, nutritional, financial, and legal responsibilities without incident in the past six (6) months;

5. Individual has displayed persistent, recurrent, severe, or major symptoms that place him/her at risk of harm to self or others (e.g. command hallucinations,
suicidal ideation or gestures, homicidal ideation or gestures, self harm) in the past six (6) months.

6. Documented efforts of multiple attempts to transition a consumer within the prior 3 months have resulted in unsuccessful engagement in traditional clinic-
based behavioral health services and the subsequent need for ACT level intensity of services continues.

1. Anadequate continuing care plan has been established; team has adhered to 45 consecutive days of assertive outreach attempts to re-engage consumers;

and one or more of the following:

a. Individual no longer meets admission criteria; or

b.  Goals of the Individualized Recovery Plan have been substantially met; or

c. Individual requests discharge and is not in imminent danger of harm to self or others, or

d

e

f.

Discharge

Criteria . . L o
Transfer to another service/level of care is warranted by a change in individual’s condition, or

Individual requires services not available in this level of care.
No consumer should be considered for discharge prior to 45 days of consecutive outreach and documentation of attempted contacts (calls, visits to various
locations, collateral/informal contacts etc.).

1. ACT is a comprehensive team intervention and most services are excluded, with the exceptions of

Peer Supports,

Residential Supports,

Community Transition Planning (to be utilized as a person is transitioning to/from an inpatient setting, jail, or CSP)

Group Training/Counseling (within parameters listed in Section A), and

Supported Employment

Psychosocial Rehabilitation

Service
Exclusions
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. SA Intensive Outpatient (If an addiction issue is identified and documented as a clinical need unable to be met by the ACT team Substance Abuse
counselor, and the individual’s current treatment progress indicates that provision of ACT services alone, without an organized SA program model, is
not likely to result in the individual's ability to maintain sobriety ACT teams may assist the individual in accessing this service, but must ensure clinical
coordination in order to avoid duplication of services. If ACT and SAIOP are provided by the same agency, the agency may update the existing
authorization to include group services to be utilized by the SAIOP program. (effective 5/1/13).

. Group therapy is not a service exclusion when the needs of a consumer exceed that which can be provided by the ACT team, the consumer may
participate in SA group treatment provided by a Core provider or SA-IOP provider upon documentation of the demonstrated need.

2. Onan individual basis, up to four (4) weeks of some services may be provided to ACT consumers to facilitate a smooth transition from ACT to these other
community services. A transition plan must be adequately documented in the IRP and clinical record. These services are:

Case Management/Intensive Case Management

Psychosocial Rehabilitation Individual/Group

AD Support Services

Behavioral Health Assessment

Service Plan Development

Diagnostic Assessment

Physician Assessment (specific to engagement only)

) Individual Counseling (specific to engagement only)

3. ACT recipients who also receive a DBHDD Residential Service may not receive ACT-provided skills training which is a part of the “residential” service. The

ACT provider shall be in close coordination with the Residential provider such that there is no duplication of services supports/efforts.

4. Those receiving Medicaid DD Waivers who meet the admission criteria above may be considered for this service as long as his/her waiver service plan is not
so comprehensive in nature as to be duplicative to the ACT service scope.

Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of psychiatric condition overlaying the primary

Exclusions diagnosis: developmental disability, autism, organic mental disorder, substance-related disorder.

1. Assertive Community Treatment must include a comprehensive and integrated set of medical and psychosocial services provided in non-office settings 80% of
the time by a mobile multidisciplinary team. The team must provide community support services interwoven with treatment and rehabilitative services and
regularly scheduled team meetings which will be documented in the served individual's medical record.

2. ldeally, and in accordance with the Dartmouth Assertive Community Treatment Scale (DACTS), the Treatment Team meeting must be held a minimum of 4
times a week with time dedicated to discussion of support to a specific individual, and documentation in the log of the Treatment Team Meetings as indicated in
the Documentation Requirements section below. Each consumer must be discussed, even if briefly, in each Treatment Team Meeting. The Treatment Team
Meetings are to review the status of all consumers and the outcome of the most recent staff contacts, develop a master staff work schedule for the day’s
activities, and all ACT team members are expected to attend; exception of nonattendance can be made and documented by the Team Leader. Effective 7/1/11,
the psychiatrist must participate at least one time/week in the ACT team meetings.

3. Each ACT team will identify an Individual Treatment Team (ITT) for each enrolled ACT consumer.

4. Services and interventions must be individually tailored to the needs, goals, preferences and assets of the individual with the goals of maximizing independence
and recovery as defined by the consumer.

5. Atleast 80% of all service units must involve face-to-face contact with consumers. Eighty percent (80%) or more of face-to-face service units must be provided

Required
Components
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outside of program offices in locations that are comfortable and convenient for consumers (including the individual’s home, based on individual need and

preference and clinical appropriateness).

6. During the course of ACT service delivery, the ACT Team will provide the intensity and frequency of service needed for each individual. ACT teams are
expected to achieve fidelity with the DACTS Model. To achieve a score of "4" in the Frequency of Contact Measure within DACTS, ACT Teams must provide a
median of 3-3.99 face-to-face contacts per week across a sample of agency's ACT consumers (“minimum contact” no longer expected effective 5/1/13). This
measure is calculated by determining the median of the average weekly face-to-face contacts of each consumer in the sample. At least one of these monthly
contacts must include symptom assessment/management and management of medications.

7. During discharge transition, the number of face-to-face visits per week will be determined based on the person’s mental health acuity with the expectation that
these individuals participating in ACT transitioning must receive a minimum of 4 face-to-face contacts per month during the active transition period.

8. Service may be delivered by a single team member to 2 ACT consumers at the same time if their goals are compatible, however, this cannot be a standard
practice. Services cannot be offered to more than 2 individuals at a time (exception: Item A.8.).

9. ACT recipients can receive limited Group Training/Counseling (up to 16 units/week) when a curriculum-based therapeutic group is offered such as Dialectical
Behavioral Therapy (DBT), Motivational Enhancement, or Integrative Dual Diagnosis Treatment (IDDT). For this to be allowable, the ACT participants must
have clinical needs and recovery goals that justify intervention by staff trained in the implementation of the specific curriculum-based therapy.

a. This group may be offered to no less than 3 consumers and no more than 10 ACT participants at one time (2 practitioner requirement no longer required
effective 5/1/13).

h.  Only ACT consumers are permitted to attend these group services.

c. Acceptable group practitioners are those on the ACT team who meet the practitioner levels as follows:

e  Practitioner Level 1. Physician/Psychiatrist

e  Practitioner Level 2: Psychologist, CNS-PMH

° Practitioner Level 3: LCSW, LPC, LMFT, RN

e  Practitioner Level 4: LMSW; APC; AMFT; Psychologist/LCSW/LPC/LMFT's supervisee/trainee with at least a Bachelor's degree in one of the helping
professions such as social work, community counseling, counseling, psychology, or criminology, functioning within the scope of the practice acts of
the state; MAC, CAC-Il, CADC, CCADC, GCADC (Il Ill); CAC-I or Addiction Counselor Trainees with at least a Bachelor's degree in one of the
helping professions such as social work, community counseling, counseling, psychology, or criminology (may only perform these functions related to
treatment of addictive diseases).

e  Practitioner Level 5: CAC-I, RADT (l, I, or Ill), Addiction Counselor Trainees with high school diploma/equivalent (practitioners at this level may only
perform these functions related to treatment of addictive diseases).

d. Ideally, 50% of consumers with co-occurring substance use disorders will participate in a substance abuse group once per month with their ACT provider.
If there are 2 practitioners leading the group who are the same practitioner level (i.e. two U3 practitioners), then each may split the responsibility for
documentation and singly sign a note. In this situation, there must be evidence in the note of who was the co-leader of that group to document the
compliance expectations for two practitioners.

e. Ifagroup is facilitated by two practitioners who are not the same U-level (i.e. one is a U3 and one is a U4), then these co-leaders may split the
responsibility for documenting group progress notes. If the lower-leveled practitioner writes the progress note, the upper level person's practitioner level
can be billed if the higher practitioner-leveled person co-signs the note. If the higher level practitioner writes the note, then he/she shall document the co-
leaders participation and can solely sign that note.

f.  There is no penalty to a provider for using the “in-clinic” code when a group is provided in a community-based setting, as there is no code currently
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available to document “out-of-clinic” groups (effective 5/1/13).

Staffing
Requirements

1. Assertive Community Treatment Team members must include:;

(1 FT Employee required) A fulltime Team Leader who is the clinical and administrative supervisor of the team and also functions as a practicing clinician
on the team; this individual must have at least 2 years of documented experience working with adults with a SPMI and one of the following qualifications
to be an “independently licensed practitioner.” It is expected that the practicing ACT Team Leader provides direct services at least 50% of the time. The
Team Leader must be a FT employee and dedicated to only the ACT team.

(o}

(Variable:.4-1.0 FTE required) Depending on consumer enrollment, a full or part time Psychiatrist who:

Physician
Psychologist
Physician’s Assistant
APRN
RN with a 4-year BSN
LCSW
LPC
LMFT
One of the following as long as the practitioner below is under supervision in accordance with O.C.G.A. § 43-10A-11:
O LMSW
0 APC*
o0 AMFT*
* If the team lead is not independently licensed, then clinical supervision duties should be delegated appropriately in accordance with
expectations set forth in O.C.G.A. Practice Acts.

provides clinical and crisis services to all team consumers;

delivers services in the recipient’s natural environment when the individual is unable or unwilling to access a traditional service setting (this

allowance is only for psychiatrists. Also, adherence to the 80% of the entire team’s services provided in non-office settings requirement above is

still maintained),

works with the team leader to monitor each individual’s clinical and medical status and response to treatment, and

directs psychopharmacologic and medical treatment (at a minimum, must provide monthly medication management for each consumer),

must provide a minimum of 16 hours per week of direct support to the ACT team/ACT consumers

the psychiatrist must participate in at least one time/week in the ACT team meetings

The psychiatrist to ACT consumer ratio must not be greater than 1:100. Specifically:

e  With 1-50 consumers, the requirement for the ACT team is to employ a Psychiatrist minimally .35-.5 FTE (14 hrs/wk-20 hrs/wk) providing
support to the team and;

e  With 51-65 consumers, the requirement for the ACT team is to employ a Psychiatrist minimally .36-.65 FTE (14.4 hrs/wk-26 hrs/wk) providing
support to the team and;

e With 66-75 consumers, the requirement for the ACT team is to employ a Psychiatrist minimally .47-.75 FTE (18.8 hrs/wk-30 hrs/wk) providing
support to the team and;
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e With 76-100 consumers, the requirement for the ACT team is to employ a Psychiatrist minimally .54 FTE-1 FTE (21.6 hrs/wk-40 hrs/wk)
providing support to the team.

0 (1-2 Fulltime Employee/s) RN/s who provide nursing services for all consumers, including health and psychiatric assessments, education on adherence to
treatment, prevention of medical issues, rehabilitation, nutritional practices and works with the team to monitor each individual’s overall physical health
and wellness, clinical status and response to treatment

0  With 1-50 consumers, the requirement for the ACT team is to employ a Registered Nurse minimally .7-1 FTE (28 hrs/wk-40 hrs/wk) providing
support to the team and;

0  With 51-65 consumers, the requirement for the ACT team is to employ a Registered Nurse minimally .73 FTE-1.3 FTE (29.2 hrs/wk-52 hrs/wk )
providing support to the team and,;

0 With 66- 75 consumers, the requirement for the ACT team is to employ a Registered Nurse(s) .93 FTE-1.5 FTE (37.2 hrs/wk-60 hrs/wk)
providing support to the team and;

0  With 76-100 consumers, the requirement for the ACT team is to employ a Registered Nurse (s) 1.3 FTE -2 FTE (52 hrs/wk-80 hrs/wk providing
support to the team.

0 (/2 FTE minimum) A 1/2 to fullime equivalent substance abuse practitioner who holds a CACI (or an equally recognized SA certification equivalent or
higher) and assesses the need for and provides and/or accesses substance abuse treatment and supports for team consumers. If any single team serves
50 or more individuals with a co-occurring SA issue, then there must be 1 FTE on the team.

o With 1-50 consumers, the requirement for the ACT team is to employ a SA practitioner minimally .7-1 FTE ( 28 hrs/wk-40 hrs/wk) providing
support to the team and;

o With 51-65 consumers, the requirement for the ACT team is to employ a Registered Nurse minimally .73 FTE-1.3 FTE (29.2 hrs/wk-52 hrs/wk )
providing support to the team and;

0 With 66- 75 consumers, the requirement for the ACT team is to employ a SA practitioner .93 FTE-1.5 FTE (37.2 hrs/wk-60 hrs/wk) providing
support to the team and;

0o  With 76-100 consumers, the requirement for the ACT team is to employ a SA practitioner 1.3 FTE -2 FTE (52 hrs/wk-80 hrs/wk providing
support to the team.

o0 (1 FT employee) A full-time practitioner licensed to provide psychotherapy/counseling under the practice acts or a person with an associate license who is
supervised by a fully licensed clinician, and provides individual and group support to team consumers (this position is in addition to the Team Leader).

0 (1 FTE) One FTE Certified Peer Specialist who is fully integrated into the team and promotes consumer self-determination and decision-making and
provides essential expertise and consultation to the entire team to promote a culture in which each client's point of view and preferences are recognized,
understood, respected and integrated into treatment, rehabilitation and community self-help activities. CPSs must be supervised by an independently
licensed/credentialed practitioner on the team.

0 (2 FTEs) Two paraprofessional mental health workers who provide rehabilitation and support services under the supervision of a Licensed Clinician. The
sum of the FTE counts for the following two bullets must equal 2 FTEs.

0 (1/2to 1 FTE) One of these staff must be a Vocational Rehabilitation Specialist. A VRS is a person with a minimum of one year verifiable
vocational rehabilitation experience. This person may be a % FTE if the team serves less than 50 individuals.
0 (1to1%)FTE Other Paraprofessional
2. ltis critical that ACT team members build a sound relationship with and fully engage in supporting the served individuals. To that end, no more than 1/3 of
the team can be “contracted"/1099 team members.
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3. The ACT team maintains a small consumer-to-clinician ratio, of no more than 10 consumers per staff member. This does not include the psychiatrist, program
assistant/s, transportation staff, or administrative personnel. Staff-to-consumer ratio takes into consideration evening and weekend hours, needs of special
populations, and geographical areas to be served.

4. Documentation must demonstrate that multiple members across disciplines from the ACT team are engaged in the support of consumers served by the team
including direct and indirect service delivery for each intervention (excluding the substance abuse practitioner, if substance related issues have been ruled
out).

5. Atleast one ACT RN must be dedicated to a single ACT team. “Dedicated” means that the RN works with only one team at least 32 hours/week (up to 40
hours/week) and is a full-time employee of the agency (not a subcontractor/1099 employee). The Team RN must be dedicated to a single ACT team.
“Dedicated” means that the team RN works with only one team at least 32 hours/week (up to 40 hours/week) and is a full-time employee of the agency (not a
subcontractor/1099 employee). See Item 2 above.

1. Individuals receiving this service must have a qualifying diagnosis present in the medical record prior to the initiation of services.

2. ACT Teams must incorporate assertive engagement techniques to identify, engage, and retain the most difficult to engage consumers which include using
street outreach approaches and legal mechanisms such as outpatient commitment and collaboration with parole and probation officers.

3. Because ACT-eligible individuals may be difficult to engage, the initial treatment/recovery plan for an individual may be more generic at the onset of
treatment/support. It is expected that the treatment plan be individualized and recovery-oriented after the team becomes engaged with the individual and
comes to know the individual. The allowance for “generic” content of the IRP shall not extend beyond one initial authorization period.

4. Because many individuals served may have a mental iliness and co-occurring addiction disorder, the ACT team may not discontinue services to any individual
based solely upon a relapse in his/her addiction recovery.

5. Each ACT provider must have policies and procedures governing the provision of outreach services, including methods for protecting the safety of staff that
engage in outreach activities.

6. The organization must have established procedures/protocols for handling emergency and crisis situations that describe methods for supporting and handling
individuals who require psychiatric hospitalization and/or crisis stabilization.

7. The organization must have an Assertive Community Treatment Organizational Plan that addresses the following descriptions:

a.  Particular rehabilitation, recovery and resource coordination models utilized, types of intervention practiced, and typical daily schedule for staff
b.  Staffing pattern and how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including how unplanned staff absences,
illnesses, and emergencies are accommodated

Hours of operation, the staff assigned, and types of services provided to consumers, families, and/or guardians

How the plan for services is modified or adjusted to meet the needs specified in the Individualized Recovery Plan

Inter-team communication plan regarding consumer support (e.g., e-mail, team staffings, staff safety plan such as check-in protocols etc.)

A physical health management plan

How the organization will integrate consumers into the community including assisting consumers in preparing for employment

How the organ|zat|on (team) will respond to crisis for individuals served.

8. The ACT team is expected to work with informal support systems at least 2 to 4 times a month with or without the consumer present to provide support and
skill training as necessary to assist the consumer in his or her recovery (i.e., family, landlord, employers, probation officers). If the consumer is not an
engaged participant in this contact, the service shall not be billed.

9. For the individuals which the ACT team supports, the ACT team must be involved in all hospital admissions and hospital discharges. The agency will be
reviewed for fidelity by the standard that the ACT team will be involved with 95% of all hospital admissions and hospital discharges. This is evidenced by

Clinical
Operations

SKQ o oo
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documentation in the clinical record.

10. The entire ACT team is responsible for completing the ACT Comprehensive Assessment for newly enrolled consumers. The ACT Comprehensive Assessment
results from the information gathered and are used to establish immediate and longer-term service needs with each consumer and to set goals and develop
the first individualized recovery plan. Because of the complexity of the mental illness and the need to build trust with the served individual, the comprehensive
mental health, addiction, and functional assessments may take up to 60 days. Enrolled consumers will be re-assessed at 6 month intervals from date of
completion of the comprehensive assessment. It is expected that when a person identifies and allows hisfher natural supports to be partners in recovery that
they will be fully involved in assessment activities and ACT team documentation will demonstrate this participation. The ACT Comprehensive Assessment shall
(at @ minimum) include:

Psychiatric History, Mental Status/Diagnosis

Physical Health

Substance Abuse assessment

Education and Employment

Social Development and Functioning
f. Family Structure and Relationships

11. Treatment and recovery support to the individual is provided in accordance with a Recovery Plan. Treatment and recovery planning shall be in accordance
with the following:

a.  The Individual Treatment Team (ITT) is responsible for providing much of the consumer's treatment, rehabilitation, and support services and is charged
with the development and continued adaptation of the person’s recovery plan (along with that person as an active participant). The ITT is a group or
combination of three to five ACT staff members who together have a range of clinical and rehabilitation skills and expertise. The ITT members are
assigned by the team leader to work collaboratively with a consumer and his/her family and/or natural supports in the community by the time of the first
treatment planning meeting or thirty days after admission. The core members are the primary practitioner and at least one clinical or rehabilitation staff
person who shares case coordination and service provision tasks for each consumer. ITT members are assigned to take separate service roles with the
consumer as specified by the consumer and the ITT in the treatment plan.

b.  The Treatment Plan Review is a thorough, written summary describing the consumer's and the ITT's evaluation of the consumer’s progress/goal
attainment, the effectiveness of the interventions, and satisfaction with services since the last person-centered treatment plan.

c.  Treatment Planning Meeting is a regularly scheduled meeting conducted under the supervision of the team leader and the psychiatric prescriber. The
purpose of these meetings is for the staff, as a team, and the consumer and his/her family/natural supports, to thoroughly prepare for their work together.
The group meets together to present and integrate the information collected through assessment in order to learn as much as possible about the
consumer’s life, hisfher experience with mental illness, and the type and effectiveness of the past treatment they have received. The presentations and
discussions at these meetings make it possible for all staff to be familiar with each consumer and his/her goals and aspirations and for each consumer to
become familiar with each ITT staff person. The treatment plan shall be reevaluated and adjusted accordingly (at least quarterly) via the Treatment
Planning Meeting prior to each reauthorization of service (Documentation is guided by elements G.2. and G.3. below).

12. Each new ACT team shall stagger consumer admissions (e.g., 4-6 consumers per month) in order to grow and maintain an average daily census of 75
consumers. Itis expected that teams may serve a capacity of up to 100 consumers over the course of the year.

13. ltis expected that 90% or more of the consumers have face to face contact with more than one staff member in a 2 week period.

Poo o
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1. Services must be available by ACT Team staff skilled in crisis intervention 24 hours a day, 7 days a week with emergency response coverage, including
psychiatric services. Answering devices/services/Georgia Crisis and Access Line do not meet the expectation of “emergency response.”

2. The team must be able to rapidly respond to early signs of relapse and decompensation and must have the capability of providing multiple contacts daily to
individuals in acute need.

3. An ACT staff member must provide this on-call coverage.

iervlce. o 4. There must be documented evidence that service hours of operation include evening, weekend and holiday hours.
ccessibility o o ) . . . o . - .

5. Telemedicine is the use of medical information exchanged from one site to another via electronic communications to improve a patient's health. Electronic
communication means the use of interactive telecommunications equipment that includes, at a minimum, audio and video equipment permitting two-way, real
time interactive communication between the patient, and the physician or practitioner at the distant site. The ACT Physician may use telemedicine to provide
this service by using the code above with the GT modifier. Telemedicine is not to be utilized as the primary means of delivery of psychiatric services for ACT
consumers.

1. Alltime spent between 2 or more team practitioners discussing a served individual must be reported as HO039HT. While this claim/encounter is reimbursed at
$0, it is imperative that the team document these encounters (see Documentation Requirements below) to demonstrate program integrity AND submit the
claim/encounter for this so this service can be included in future rate setting.

2. The following elements (at a minimum) shall be documented in the clinical record and shall be accessible to the DBHDD monthly as requested:
¢ Served individual's employment status;

o Served individual’s residential status (including homelessness);

¢ Served individual's involvement with criminal justice system/s;
Billing & o Served individual's interactions with crisis support services (including acute psychiatric hospitals, emergency room visits, crisis stabilization program
Reporting interactions, etc.).

Requirements 4. ACT may not be provided in an Institution for Mental Diseases (IMD, e.g. state or private psychiatric hospital or crisis stabilization program with greater than
16 beds), jail, or prison system.

5. The ACT team can provide and bill for Community Transition Planning as outlined in the Guideline for this service. This includes supporting individuals who
are eligible for ACT and are transitioning from Jail/Prison.

6.  When group services are provided via an ACT team to an enrolled ACT-recipient, then the encounter shall be submitted as a part of the ACT package defined
in the Orientation to Services section of Part |, Section 1 of this manual.

7. Each ACT program shall provide monthly outcomes data as defined by the DBHDD. The outcomes form will be emailed by the 10t of every month to dbhdd-
ACT@dhr.state.ga.us.

1. Providers must document services in accordance with the specifications for documentation requirements specified in Part Il, Section IV of the Provider Manual
and in keeping with this section G.

2. All time spent between 2 or more team practitioners discussing a served individual must be documented in the medical record as HOO39HT. While this
claim/encounter is reimbursed at $0, it is imperative that the team document these encounters to demonstrate program integrity AND submit the
claim/encounter for this so this service can be included in future rate setting. HT documentation parameters include:

a. If the staff interaction is specific to a single consumer for 15 minutes, then the HO039HT code shall be billed to that consumer (through claims or
encounters).
b. If the staff interaction is for multiple consumers served and is for a minimum single 15 minute unit and:

1)  the majority of time is for a single individual served, then the claim/encounter shall be submitted attached to the individual's name who was the focus

Documentation
Requirements

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013 Page 140


mailto:dbhdd-ACT@dhr.state.ga.us
mailto:dbhdd-ACT@dhr.state.ga.us

Assertive Community Treatment

of this staffing conversation; or
2)  thetime is spent discussing multiple consumers (with no one consumer being the focus of the time), then the team should create a rotation list (see
below) in which a different consumer would be selected for each of these staffing notes in order to submit claims and account for this staffing time, and
c. An agency is not required to document every staff-to-staff conversation in the individual's medical record; however every attempt should be made to
accurately document the time spent in staffing or case conferencing for individual consumers. The exceptions (which shall be documented in a medical
record) are:
¢ when the staffing conversation modifies an individual's treatment planning or intervention strategy,
¢ when observations are discussed that may lead to treatment or intervention changes, and/or that change the course of treatment
3. The ACT team must have documentation (e.g., notebook, binder, file, etc.) which contains all HOO39HT staffing interactions (which shall become a document
for audit purposes, and by which claims/encounters can be revoked-even though there are no funds attached). In addition to the requirements in Section
G.2.above, a log of staff meetings is required to document staff meetings as outlined in Section A.2. The documentation notebook shall include:
a. the team's protocol for submission of HOO39HT encounters (how the team is accounting for the submissions of HO039HT in accordance with the above);
b. the protocol for staffings which occur ad hoc (e.g. team member is remote supporting a consumer and calls a clinical supervisor for a consult on support,
etc.);
c. date of staffing;
time start/end for the “staffing” interaction;
e. ifaregular team meeting, names of team participants involved in staffing (signed/certified by the team leader or team lead designee in the absence of the
team leader);
f. if ad hoc staffing note, names of the team participants involved(signed by any one of the team members who is participating);
g. name all of individuals discussed/planned for during staffing;
h. minimal documentation of content of discussion specific to each consumer (1-2 sentences is sufficient).
4. If the group location is documented in the note as a community-based setting (despite the absence of an “out-of-clinic” code for group reporting), then it will be
counted for reviews/audits as an out-of-clinic service (effective 5/1/13).

5. All expectations set forth in this “Additional Service Components” section shall be documented in the record in a way which demonstrates compliance with the
said items.

o

Community Based Inpatient Psychiatric & Substance Detoxification
Code 1 2 3 4 1| 2| 3| 4
Psychiatric
Per
negotiation

Health Facility
Service, Per
Diem
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Unit Value 1 day Maximum Daily Units 1 unit
,Ibr\llljttlﬁl)rization 5 days Re-Authorization 3 days
Authorization L L LOCUS score:
Period 5 days TR S 6: Medically Managed Residential
Service A short-term stay ina Iicensed and accredited community-_bas_,ed hospita! for the_ treatment or hat_)ilitation ofa psychiatric a_nd/or substance related disord(_a(. S_ervices are
Definition Ef shlolr\t/ dgratlon and provide treatment for an acute psychiatric or behavioral episode. This service may also include Medically Managed Inpatient Detoxification at ASAM
evel IV-D.
1. Individual with serious mental illness/SED that is experiencing serious impairment; persistent, recurrent, severe, or major symptoms (such as psychoses); or who is
experiencing major suicidal, homicidal or high risk tendencies as a result of the mental iliness; or
2. Individual's need is assessed for 24/7 supports which must be one-on-one and may not be met by any service array which is available in the community; or
o 3. Individual is assessed as meeting diagnostic criteria for a Substance Related Disorder according to the latest version of the DSM; and one or more of the following:
Admission Iy X T . ST . . ) . .
Criteria A. Individual is experiencing signs of severe mthdrawal, or there is gyldence (based on history of substancg |.ntak.e, age, gender, previous withdrawal history, present
symptoms, physical condition, and/or emotional/behavioral condition) that severe withdrawal syndrome is imminent; or
B. Level IV-D is the only available level of service that can provide the medical support and comfort needed by the individual, as evidenced by:
i. A detoxification regimen or individual's response to that regimen that requires monitoring or intervention more frequently than hourly, or
ii. The individual's need for detoxification or stabilization while pregnant, until she can be safely treated in a less intensive service.
Continuing 1. Individual continues to meet admission criteria; and
Stay Criteria 2. Individual's withdrawal signs and symptoms are not sufficiently resolved to the extent that they can be safely managed in less intensive services;
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Ind?v?dual no longer meets admissi_on_a_nd co_ntinugd stay criteria; or
Criteria 3. Individual requests dlscharge and |nd|V|dyaI is not imminently dangeroqs to ;elf or other.s.; or
4. Transfer to another service/level of care is warranted by change in the individual’s condition; or
5. Individual requires services not available in this level of care.
Service This service may not be provided simultaneously to any other service in the service array excepting short-term access to services that provide continuity of care or
Exclusions support planning for discharge from this service.
Clinical Individuals with any of the following unless there is clearly documented evidence of an acute psychiatric/addiction episode overlaying the primary diagnosis: Autism,
Exclusions Developmental Disabilities, Organic Mental Disorder; or Traumatic Brain Injury
R 1. This sgryice must bQ Iicen;eq Ipy DCH/HFR gnder the Rulgs.qnd Regulla.tion.s for Drgg Abuse Treatment Programsz 290-4-2 - . N
Com X 2. A physician’s order in the individual's record is required to initiate detoxification services. Verbal orders or those initiated by a Physician’s Assistant or Clinical Nurse
ponents e . o L _
Specialist are acceptable provided the physician signs them within 24 hours or the next working day.
gteaéfl:ri}% ments Detoxification services must be provided only by nursing or other licensed medical staff under supervision of a physician.
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Community Support Team

HIPAA Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod Rate

Transaction 1 2 3 4 1 2 3 4

Code

c ) Practitioner Level 3, In-Clinic H0039 | TN U3 U6 $30.01 | Practitioner Level 3, Out-of-Clinic H0039 | TN U3 u7 $36.68

Sﬁmngr‘:”T'té’am Practitioner Level 4, In-Clinic | H0039 | TN | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H0039 | TN | U4 | U7 $24.36
op Practitioner Level 5, In-Clinic H0039 | TN us U6 $15.13 | Practitioner Level 5, Out-of-Clinic HO039 | TN U5 u7 $18.15

Unit Value 15 minutes Maximum Daily Units 60

Initial . . )

Authorization 400 units Re-Authorization 400 units

/Sg:::)odnzatmn 180 days Utilization Criteria LOCUS scores: 3-6

Community Support Team (CST) is an intensive behavioral health service for individuals with severe mental illness who are discharged from a hospital after multiple or
extended stays or from multiple discharges from crisis stabilization unit(s), or discharged from correctional facilities or other institutional settings, or those leaving
institutions who are difficult to engage in treatment. This service is provided to individuals to decrease hospitalizations, incarcerations, emergency room visits, and crisis
episodes and increase community tenure/independent functioning; increase time working or with social contacts; and increase personal satisfaction and autonomy.
Through active assistance and based on identified, individualized needs, the individual will be engaged in the recovery process.

CST is a restorative/recovery focused intervention to assist individuals with:

1. Gaining access to necessary services;
2. Managing (including teaching skills to self-manage) their psychiatric and, if indicated, co-occurring addictive and physical diseases;
3. Developing optimal independent community living skills;
4. Achieving a stable living arrangement (independently or supported); and
Service 5. Setting and attaining consumer-defined recovery goals.
Definition

Interventions which are identified on the individualized recovery plan (IRP) as medically necessary may include:
1. Nursing services;
Symptom assessment/management;
Medication management/monitoring;
Medication Administration
Linkage to services and resources including rehabilitation/recovery services, medical services, wellness and nutrition supports, general entitlement benefits;
Care Coordination
Individual Counseling
Psychosocial Rehabilitation-Individual for skills training including:
a. Daily living skills training;
b. lllness self-management training;

@ NG w
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9.

10.
11.
12.

Problem-solving, social, interpersonal, and communication skills training;
Relapse prevention skills training and substance abuse recovery support;
Development of personal support networks;
Crisis planning and, if necessary, crisis intervention services; and
Consultation and psycho-educational support for the individual and his/her family/natural supporters (if this family interaction is endorsed by the individual
served).

Admission
Criteria

1. Individual with a severe and persistent mental illness that seriously interferes with their ability to live in the community as evidenced by:

a.
b.

~o oo

transitioning or recently discharged (i.e., within past 6 months) from an institutional setting because of psychiatric issue; or
frequently admitted to a psychiatric inpatient facility (i.e. 3 or more times within past 12 months) or crisis stabilization unit for psychiatric stabilization and/or
treatment; or
chronically homeless due to a psychiatric issue (i.e. continuously homeless for a year or more, or 4 episodes of homelessness within past 3 years); or
recently released from jail or prison (i.e. within past 6 months); or
frequently seen in the emergency room for behavioral health needs (i.e. 3 or more times within past 12 months); or
having a “forensic status” and the relevant court has found that aggressive community services are appropriate;
and

2.Individual with significant functional impairments as demonstrated by the inability to consistently engage in at least two of the following:

@"oaoo o

Maintaining personal hygiene;
Meeting nutritional needs;
Caring for personal business affairs;
Obtaining medical, legal, and housing services;
Recognizing and avoiding common dangers or hazards to self and possessions;
Performing daily living tasks except with significant support or assistance from others such as friends, family, or other relatives;
Employment at a self-sustaining level or consistently performing homemaker roles (e.g., household meal preparation, washing clothes, budgeting, or childcare
tasks and responsibilities);
Maintaining a safe living situation (e.g., evicted from housing, or recent loss of housing, or imminent risk of loss of housing);
and

3. Individual with one or more of the following as indicators of continuous high-service needs (i.e., greater than 8 hours of service per month):

a.

®ooo

High use of acute psychiatric hospitals or crisis/emergency services including mobile, in-clinic or crisis residential (e.g., 3 or more admission per year) or
extended hospital stay (60 days within the past year) or psychiatric emergency services.
Persistent, recurrent, severe, or major symptoms (e.g., affective, psychotic, suicidal).
Coexisting substance use disorder of significant duration (e.g., greater than 6 months) or co-diagnosis of substance abuse (ASAM Levels I, 1.1, 115, 1113, II1.5).
High risk or a history of criminal justice involvement (e.g., arrest and incarceration).
Chronically homeless defined as a) continuously homeless for one full year; OR b) having at least four (4) episodes of homelessness within the past three (3)
years.
Residing in an inpatient bed or in a supervised community residence, but clinically assessed to be able to live in a more independent living situation if intensive
services are provided, or requiring a residential or institutional placement if more intensive services are not available.
Inability to participate in traditional clinic-based services;

and
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4. Alower level of service/support has been tried or considered and found inappropriate at this time.

Contining 1. Indiv@dual mge_ts the req_u@rement_s aboyg; and N _ _ _ _ _ _
Stay Criteria 2. Continued dlfflculty participating in trad_ltlon_al cllnlp-based services or a community setting at a Iess_ intensive IeV(_aI of semce/supports; and/o_r
3. Substandard housing, homeless, or at imminent risk of becoming homeless due to functional impairments associated with behavioral health issues.
1. There has been a planned reduction of units of service delivered and related evidence of the individual sustaining functioning through the reduction plan; and
2. Anadequate continuing care plan has been established; and one or more of the following:
Discharge a. Individual no Ion_g_er meets admission criteria; or _
Criteri b. Goals of the Individualized Recovery Plan have been substantially met; or
fiteria o . ; Lo
c. Individual requests discharge and is not in imminent danger of harm to self or others, or
d. Transfer to another servicellevel of care is warranted by a change in individual's condition, or
e. Individual requires services not available in this level of care.
1. Itis expected that the CST attempt to engage the individual in other rehabilitation and recovery-oriented services such as Housing Supports, Residential Services,
Service group-oriented Peer Supports, group-oriented Psychosocial Rehabilitation, Supported Employment, etc.; however, ACT, Nursing Assessment, ICM and CM are
Exclusions Service Exclusions. Individuals may receive CST and one of these services for a limited period of time to facilitate a smooth transition.
2. Those receiving Medicaid DD Waivers are excluded from the service.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of psychiatric condition overlaying the primary

Exclusions diagnosis: mental retardation, autism, organic mental disorder, substance-related disorder.

1. Team meetings must be held a minimum of once a week and time dedicated to discussion of support and service to individuals must be documented in the
Treatment Team Meetings log. Each individual must be discussed, even if briefly, at least one time monthly. CST staff members are expected to attend Treatment
Team Meetings.

2. Services and interventions must be individually tailored to the needs, goals, preferences and assets of the individual with the goals of maximizing independence and
recovery as defined by the consumer.

3. Atleast 60% of all service units must involve face-to-face contact with consumers. The majority of face-to-face service units must be provided outside of program

Required offices in locations that are comfortable and convenient for consumers (including the individual's home, based on individual need and preference and clinical

Components appropriateness).

4. A median of 4 face-to-face visits must be delivered monthly by the CST as measured quarterly. Additional contacts above the monthly minimum may be either face-
to-face or telephone collateral contact (denoted by the UK modifier) depending on the individual's support needs.

5. CST is expected to retain a high percentage of enrolled consumers in services with few drop-outs. In the event that the CST documents multiple attempts to locate
and make contact with a consumer and has demonstrated diligent search, after 60 days of unsuccessful attempts the consumer may be discharged due to drop out.

6. While the minimum percentage of contacts is stated above, individual clinical need is always to be met and may require a level of service higher than the established
minimum criteria for contact. CST teams will provide the clinically required level of service in order to achieve and maintain desired outcomes.

1. A CST shall have a minimum of 3.5 team members which must include:
0 (1 FTE) Afulltime dedicated Team Leader (“Dedicated” means that the team leader works with only one team at least 32 hours and up to 40 hours/week) who is
a licensed clinician (LPC, LCSW, LMFT) and provides clinical and administrative supervision of the team. The team lead shall not supervise more than 4 team
members. This individual must have at least 4 years of documented experience working with adults with a SPMI and preferably certified/credentialed addiction
counselor/s (CAC), the TL is responsible for working with the team to monitor each individual's physical health, clinical status and response to treatment.

Staffing
Requirements
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0 (1 FTE) A fulltime or two half-time (.5 FTE)Certified Peer Specialist (s) who is/are fully integrated into the team and promotes consumer self-determination and
decision-making and provides essential expertise and consultation to the entire team to promote a culture in which each client’s point of view and preferences are
recognized, understood, respected and integrated into treatment, rehabilitation, medical, and community self-help activities.

0 (.5 FTE) A half-time registered nurse (RN). This person will provide nursing care, health evaluation/reevaluation, and medication administration and will make
referrals as medically necessary to psychiatric and other medical services.

0 (1 FTE) A fulltime Paraprofessional level team member, minimally BA level, preferably with certified/credentialed addiction counselor/s (CAC)

. The CST maintains a small individual-to-staff ratio, with a minimum of 10 individuals served per full time staff member (10:1) and a maximum of 20 individuals served

per staff member (20:1), yielding a team minimum capacity of 30 and a team maximum capacity of 60. The Individual-to-staff ratio range should consider evening and
weekend hours, needs of the target population, and geographical areas to be served.

. The RN shall have face-to-face contact with each individual served by the team at a minimum of 1 time per month. Registered nurses may be clinic based with

provision of community-based/ in the home services as needed.

Clinical
Operations

. CST must incorporate assertive engagement techniques to identify, locate, engage, and retain the most difficult to engage consumers who cycle in and out of

intensive services. CST must demonstrate the implementation of well thought out engagement strategies to minimize discharges due to drop out including the use of
street and shelter outreach approaches, legal mechanisms such as outpatient commitment (when clinically indicated), and collaboration with family, friends, parole
and/or probation officers.

. CST is expected to assertively participate in transitional planning, coordinating, and accessing services and resources when an enrolled consumer is being

discharged from a psychiatric hospital; released from jail; or experiencing an episode of homelessness. A CST provider that is also a Core provider may use
Community Transition Planning to establish a connection or reconnection to the individual while in a state operated hospital, crisis stabilization unit, jail/prison, or other
community psychiatric hospital, and participate in discharge planning meetings.

. Because CST-eligible individuals may be difficult to engage, the initial treatment/recovery plan for an individual may be more generic at the onset of treatment/support.

It is expected that the treatment plan be individualized and recovery-oriented after the team becomes engaged with the individual and comes to know the individual.
The allowance for “generic” content of the IRP shall not extend beyond one initial authorization period.

. Because of the complexity of the target population, it is expected that the individual served will receive ongoing physician assessment and treatment as well as other

recovery-supporting services. These services may be provided by a Core Provider agency or by an external agency. There shall be documentation during each
Authorization Period to demonstrate the team’s efforts at consulting and collaborating with the physician and other recovery-supporting services.

. CST will assist all eligible individuals with the application process to obtain entitlement benefits including SSI/SSDI, Food Stamps, VA, Medicaid, etc..including making

appointments, completing applications and related paperwork.

. Because many individuals served may have a mental iliness and co-occurring addiction disorder, the CST team may not discontinue services to any individual based

solely upon a relapse in his/her addiction recovery.

. CST must be designed to deliver services in various environments, such as homes, schools, homeless shelters, and street locations. The provider should keep in

mind that individuals may prefer to meet staff at community locations other than their homes or other conspicuous locations (e.g. their place of employment or school),
especially if staff drive a vehicle that is clearly marked as a state or agency vehicle, or if staff must identify themselves and their purpose to gain access to the
individual in a way that may potentially embarrass the individual or breech the individual’s privacy/confidentiality. Staff should be sensitive to and respectful of
individuals’ privacy/confidentiality rights and preferences in this regard to the greatest extent possible (e.g. if staff must meet with an individual during their work hours,
mutually agree upon a meeting place nearby that is the least conspicuous from the individual's point of view).

. The CST Crisis Plan must include a clear comprehensive approach for provision of 24/7 crisis response and emergency management of crisis situation that may occur

after regular business hours, and on weekends, and holidays. The Crisis Plan should demonstrate a supportive linkage and connection between the organization and
CST. A CST will ensure coordination with the Core services provider, or if non-Core the clinical home service provider, in all aspects of the treatment plan.
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9. The CST provider must have established procedures that support the individual in preventing admission into psychiatric hospitalization/crisis stabilization. There shall
be evidence that these procedures are utilized in the support of the individual when a crisis situation occurs.
10.Using the information collected through assessments, the CST staff work in partnership with the individual's core provider, specialty provider, residential provider,
primary care physician, and other identified supports to develop a Wellness Recovery Action Plan (WRAP) that meets the medical, behavioral, wellness, social,
educational, vocational, co-occurring, housing, financial, and other service needs of the eligible individual.
11.The organization must have an CST Organizational Plan that addresses the following:
a. Particular rehabilitation, recovery and resource coordination models utilized, types of intervention practiced, and typical daily schedule for staff
b. Organizational Chart, Staffing pattern, and a description of how staff are deployed to assure that the required staff-to-consumer ratios are maintained, including
how unplanned staff absences, ilinesses, and emergencies are accommodated
c. Hours of operation, the staff assigned, and types of services provided to consumers, families, and/or guardians
d. How the plan for services is modified or adjusted to meet the needs specified in the Individualized Recovery Plan
e. Mechanisms to assure the individual has access to methods of transportation that support their ability engage in treatment, rehabilitation, medical, daily living
and community self-help activities. Transportation is not a reimbursed element of this service.
f. Intra-team communication plan regarding consumer support (e.g., e-mail, team staffings, staff safety plan such as check-in protocols etc.)
g. The team’s approach to monitoring an individual's medical and other health issues and to engaging with health entities to support health/wellness.
h. How the organization will integrate consumers into the community including assisting consumer in preparing for employment
2. Services must be available 24 hours a day, 7 days a week with emergency response coverage. Answering devices/services/Georgia Crisis and Access Line do not
meet the expectation of “emergency response”.
3. There must be documented evidence that service hours of operation include evening, weekend and holiday hours.

Service
Accessibility

Consumer/Family Assistance

1 2 3 4 1 2 3 4

Code
Mental Health Variable in
accordance

Services, Not

Otherwise
Specified

H0046

below

with Items C.6.

Unit Value Variable in accordance with ltems C.6. below Maximum Daily Units
While the actual assistance should be very short-term in nature, this service can be

il " authorized as part of a 180 day Recovery plan. Re-Authorization One within a single fiscal year

Authorization :
Financial max $2000/$5000 (see Clinical Operations section below)

AUIONZANOMSS ), . Utilization Criteria LOCUS scores: 2-6

Period
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Consumer/Family Assistance

Individuals may need a range of goods and community support services to fully benefit from mental health and addictive disease services. This time-limited service
consists of goods and services purchased/procured on behalf of the consumer (e.g. purchase of a time-limited mentor, a utility deposit to help an individual move into the
community and/or their own housing, environmental modification to the individual’'s home to enhance safety and ability to continue living independently etc) that will help
Service promote individual functional enhancement to the benefit of the individual and his/her behavioral health stability. The goods/services procured must provide a direct and
Definition critical benefit to the individualized needs of the consumer, in accordance with the IRP, and lead to an enhancement of specific positive behaviors/skills/resources that will
allow the individual to leave an institution and/or achieve a more independent living status, or prevent an imminent crisis or out-of home placement (e.g. eviction,
homelessness, loss of independent living, loss of ability or resources needed to maintain the individual’s living in the home, etc). This service is intended to be of short
duration and is not intended to pay for/provide ongoing service programming through the provider agency.

1. Individual must meet Core Customer criteria for Ongoing services, and

2. Individual must be in need of a specific good or service that will directly improve functioning (e.g. directly lead to an enhancement of specific positive

Admission behaviors/skills/resources that will allow the individual to leave an institution and/or achieve a more independent living status), or prevent a crisis or out-of home
Criteria placement (e.g. eviction, homelessness, loss of independent living, loss of ability or resources needed to maintain the individual’s living in the home, etc.), and

3. Individual or provider must exhaust all other possible resources for obtaining the needed goods/services—this service provides payment of last resort, and

4. Individual has not received this service for more than one other episode of need during the current fiscal year.
1
2

Individual must continue to meet Core Customer criteria for Ongoing services, and

Individual must continue to be in need of the same specific good or service as when enrolled in Consumer/Family Assistance, that will directly improve functioning
Continuing (e.g. directly lead to an increase in specific positive behaviors/skillsiresources that will allow the individual to leave an institution and/or obtain more independent
Stay Criteria living), or prevent a crisis or out-of home placement (e.g. eviction, homelessness, loss of independent living, loss of ability or resources needed to maintain the
individual's living in the home, etc.), and

3. Individual or provider must continue to lack any other possible resources for obtaining the needed goods/services.
1. Individual no longer meets Core Customer criteria for Ongoing services, or
Discharge 2. Individual no longer continues to be in need of the good or service, or
Criteria 3. Individual has received the good in the allotted amount or service for the allotted timeframe as described below in “Additional Service Criteria” # 3, or
4. The individual requests discontinuance of the service.
gig:;?o ns Goods and services that are included as a part of other services the individual is enrolled in or could be enrolled in are excluded.
1. This service must not pay for the regular staffing of specific programs or services in the provider's agency.
2. Service may pay for a 1:1 mentor, etc for an individual consumer, within the following limits:
Staffing a.  Other means are not available to pay for the mentor, etc., such as state funding, Medicaid, self-pay or private insurance.
Requirements b.  The mentor, etc. cannot be used to supplement the staffing of any program or service in the provider agency.
c.  The mentor, etc. cannot be used as a 1.1 staff for the consumer during times the consumer is attending other programming/services offered by the provider
agency.
1. This service must not pay for transportation to MH/DD/AD services.
- 2. Individuals receiving this service must have a qualifying diagnosis present in the medical record prior to the initiation of services. The diagnosis must be given by
Clinical AT . 2. . ) .
Operations persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.

w

This service must not pay for the operating, programmatic, or administrative expenses of any other program or service offered by the provider agency.
4. Individual cannot receive this service for more than two episodes of need per fiscal year.
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Consumer/Family Assistance

5. Services obtained (e.g. a mentor, etc.) are intended to be of short duration and must be provided through this service for no longer than 3 months, or until the direct
consumer benefit is realized, whichever occurs sooner.

6. Each type of necessary good obtained through this service is intended to be of short duration and must be purchased for no longer/in no greater amount than is
reasonably necessary to avoid/resolve the immediate crisis or achieve the targeted increase in functioning. Some items have specific limits that cannot be surpassed
during a single episode of need. The least duration and/or amount necessary of such items should be provided. Except for individuals leaving institutions as
described below, up to:

e one month’s rental/mortgage assistance;

one month’s assistance with utilities and/or other critical bills;

one housing deposit;

one month’s supply of groceries (for the individual);

one month of medications;

one assistive device (unless a particular device is required in multiple according to commonly understood definition/practice such as a hearing aid for each ear, a

one month supply of diabetic supplies etc);

e one to two weeks’ worth of clothing.

Similar guidelines should be used with other items not on this list.

* Individuals leaving an institution after a stay of at least 60 days who have had their benefits suspended or who do not yet have income or other benefits established
may need greater assistance than the allowances indicated above for rent, bills, groceries and other items/services.

7. The maximum yearly monetary limit for this service is $2000 per individual per fiscal year except for individuals who have left an institution after a 60-day stay. For
such individuals, multiple months of rent, bills, groceries, services etc may be purchased, at a maximum yearly monetary limit of $5000 per individual per fiscal year.
This amount will be controlled by the Third Party Administrator (when operational) and the availability of funds.

Eligibility for the Consumer/Family Assistance service does not equate to an entitlement to the service. Prioritizing eligible individuals to receive services is the
responsibility of the service provider. A standard protocol must be utilized by the service provider to assess and approve the individual's needs in regard to 1) the
criticalness of the need(s) in terms of the individual's functioning and ability to return to/remain in the community, and 2) the individual’s or provider's ability to obtain
the needed goods or services through other viable means.

Additional

Medicaid Not a Medicaid billable service.

Requirements

Ell;)nog rtfr;g 1. The agency must submit a monthly report on expenditures in a specified format (and upon request at anytime) to the DBHDD.

Requirements 2. All applicable DBHDD reporting requirements.

Documentation | 1. Documentation that authorized goods/services are not available through other viable means must be made in the individual's chart.
Requirements | 2. Details regarding the goods/services procured and resulting benefit to the individual consumer must be documented in the individual's chart.
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Code Detail

Transaction
Code
Behavioral
Health; Short-
term
Residential
(Non-Hospital
Residential
Treatment Program
W/o Rm & Board,
Per Diem)
Behavioral
Health; Short-
term
Residential
(Non-Hospital
Residential
Treatment
Program W/o Rm
& Board, Per
Diem)
Unit Value

1 day

2 g 4

il

Per negotiation
and specific to
Medicaid, see

Per negotiation

item E.2. below.

Maximum Daily Units

Initial Auth

20 units

Re-Authorization

Auth Period

20 Days

Utilization Criteria

LOCUS scores: 4(residential detox only)-6
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Crisis Stabilization Unit Services

This is a residential alternative to or diversion from inpatient hospitalization, offering psychiatric stabilization and detoxification services. The program provides
medically monitored residential services for the purpose of providing psychiatric stabilization and substance detoxification services on a short-term basis. Services
may include:
: 1) Psychiatric medical assessment;
Service 2 . -
Definition 2) Crisis assessment, support and intervention; o
3) Medically Monitored Residential Substance Detoxification (at ASAM Level l1.7-D).
4) Medication administration, management and monitoring;
5) Brief individual, group and/or family counseling; and
6) Linkage to other services as needed.
1. Treatment at a lower level of care has been attempted or given serious consideration; and #2 and/or #3 are met:
2. Individual has a known or suspected illness/disorder in keeping with target populations listed above; or
3. Individual is experiencing a severe situational crisis which has significantly compromised safety and/or functioning; and one or more of the following:
Admission a. Individual presents a substantial risk of harm to self, others, and/or property or is so unable to care for his or her own physical health and safety as to create
Criteria a life-endangering crisis. Risk may range from mild to imminent; or
b. Individual has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or
c. Individual demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities to manage the crisis; or
d. For detoxification services, individual meets admission criteria for Medically Monitored Residential Detoxification.
Continuing This service may be utilized at various points in the course of treatment and recovery; however, each intervention is intended to be a discrete time-limited service that
Stay Criteria stabilizes the individual.
: 1. Individual no longer meets admission guidelines requirements; or
Discharge R oM _ .
Criteria 2. Cr|_5|§ situation is resolvg_d and_ an adequate continuing care plan has been establlshed_, or _ _
3. Individual does not stabilize within the evaluation period and must be transferred to a higher intensity service.
Service This is a comprehensive service intervention that is not to be provided with any other service(s), except for the following:
Exclusions e  Methadone Administration
Clinical 1. Ind@v@dual IS not in crisis. _ _ _ _
Exclusions 2. Ind|V|dyaI dogs not present a risk of harm.t(.) self or others oris able to care for.hls or her own physical health and safety.
3. Severity of clinical issues precludes provision of services at this level of intensity.
1. Crisis Stabilization Units (CSU) providing medically monitored short-term residential psychiatric stabilization and detoxification services shall be designated by the
Department as both an emergency receiving facility and an evaluation facility and must be surveyed and licensed by the DBHDD.
2. In addition to all service qualifications specified in this document, providers of this service must adhere to content in the DBHDD Rules and Regulations for Adult
Required Crigig Stabilization Units, Chapter 82-3-1. -
Components 3. Indmdua} referred to a CSU must bg .evalua{ted by a physician within 24 hours of the referral. . ' N
4. The maximum length of stay in a crisis bed is 10 adjusted days (excluding Saturdays, Sundays and state holidays) for adults (an adult occupying a transitional
bed may remain in the CSU for an unlimited number of additional days if the date of transfer and length of stay in the transitional bed is documented).
5. Individuals occupying transitional beds must receive services from outside the CSU (i.e. community-based services) on a daily basis.
6. Services must be provided in a facility designated as an emergency receiving and evaluation facility that is not also an inpatient hospital, a freestanding Institute
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for Mental Disease (IMD), or a licensed substance abuse detoxification facility.

7. All services provided within the CSU must be delivered under the direction of a physician. A physician must conduct an assessment of new admissions, address
issues of care, and write orders as required.
1. Crisis Stabilization Unit (CSU) Services must be provided by a physician or a staff member under the supervision of a physician, practicing within the scope of
State law.
. 2. A CSU must employ a fulltime Nursing Administrator who is a Registered Nurse.
Staffing . . )
Requirements 3. ACSU must hav_e a Registered Nu_rse present at the fauhty at all times. _ _ _ _ _
4. Staff-to-client ratios must be established based on the stabilization needs of clients being served and in accordance with rules and regulations.
5. Functions performed by Physician Assistants, Nurse Practitioners, Clinical Nurse Specialists, Registered Nurses, and Licensed Practical Nurses must be
performed within the scope of practice allowed by State law and Professional Practice Acts.
1. CSU must have documented operating agreements and referral mechanisms for psychiatric disorders, addictive disorders, and physical healthcare needs that are
beyond the scope of the CSU and that require inpatient treatment. Operating agreements must delineate the type and level of service to be provided by the
private or public inpatient hospital or treatment facility. These agreements must specifically address the criteria and procedures for transferring an individual to a
Clinical designated treatment facility yvhen the CSQ is unable to sFabiIize the individual. N o . . . .
Operations 2. CSQS must follow the secluspn and restraint proc_edures included in the D_e_partment’s “Crisis S_tab|_l|_z_at|on L_Jmt ques and Regulations” and in related_ pohcy.
3. Forindividuals with co-occurring diagnoses including developmental disability/developmental disabilities, this service must target the symptoms, manifestations,
and skills-development related to the identified behavioral health issue.
4. Individuals served in transitional beds may access an array of community-based services in preparation for their transition out of the CSU, and are expected to
engage in community-based services daily while in a transitional bed.
1. Crisis Stabilization Units with 16 beds or less should bill individual discrete services for Medicaid recipients.
2. The individual services listed below may be billed up to the daily maximum listed for services provided in a Crisis Stabilization Unit. Billable services and daily
limits within CSUs are as follows:
Service Daily Maximum Billable Units
Crisis Intervention 8 units
Additional Diagnostic Assessment 2 units
Medicaid Psychiatric Treatment 1 unit (Pharmacological Mgmt only)
Requirements Nursing Assessment and Care 5 units
Medication Administration 1 unit
Group Training/Counseling 4 units
Beh Health Assmnt & Serv. Plan Development 24 units
Medication Administration 1 unit

3. Medicaid claims for the services above may not be bhilled for any service provided to Medicaid-eligible individuals in CSUs with greater than 16 beds.
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Reporting &
Billing
Requirements

1.

Providers must report information on all consumers served in CSUs no matter the funding source:

a. The CSU shall submit MICPs for all individuals served (state-funded, Medicaid funded, private pay, other third party payor, etc);

b. The CSU shall submit per diem encounters (HO018HAU2 or HO018HATBUZ2) for all individuals served (state-funded, Medicaid funded, private pay, other
third party payor, etc) even if sub-parts cited in E.2 above are also billed as a claim to Medicaid;

c. Providers must designate either CSU bed use or transitional bed use in encounter submissions through the presence or absence of the TB modifier. TB
represents “Transitional Bed.”

Unlike all other DBHDD residential services, the start date of a CSU span encounter submission may be in one month and the end date may be in the next. The

span of reporting must cover continuous days of service and the number of units must equal the days in the span.

Documentation
Requirements

In order to report a per diem encounter, the consumer must have participated in the program for a minimum of 8 hours in the identified 12:00AM to 11:59PM day
For individuals transferred to transitional beds, the date of transfer must be documented in a progress note and filed in the individual's chart.

Specific to item F.1. above, the notes for the program must have documentation to support the per diem AND, if the program bills sub-parts to Medicaid (in
accordance with E. above), each discrete service delivered must have documentation to support that sub-billable code (e.g. Group is provided for 1 hour, Group
is billed for 1 hour, Group note is for 4 units at the 15 minute rate and meets all the necessary components of documentation for that sub-code).

Daily engagement in community-based services must also be documented in progress notes for those occupying transitional beds.

Housing Supplements

Transaction Code Detail Code Mod1l | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod
ALY ROOM1 Actual cost
Supplements
Unit Value 1 day Maximum Daily Units 1
Initial Auth 180 days Re-Authorization 180 days
Auth Period 180 days Utilization Criteria LOCUS scores: 2-6
ggm(i:t‘ieon This is a rental/housing subsidy that must be justified by a personal consumer budget. This may include a one-time rental payment to prevent eviction/homelessness.
Admission 1. Individual meets target population as identified above; and
Criteria 2. Based upon a personal budget, individual has a need for financial support for a living arrangement.

Continuing 1. Individual continues to meet admission criteria as defined above; and

Stay Criteria 2. Individual has developed a Recovery goal to develop natural supports that promote the family/caregiver-management of these needs.
Discharge 1. Individual requests discharge; or

Criteria 2. Individual has acquired natural supports that supplant the need for this service.
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Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of psychiatric condition overlaying the primary

Exclusions diagnosis: developmental disability, autism, organic mental disorder, traumatic brain injury.
1. Ifthe individual supported is sharing rent with another person, then agency may only utilize and report the assistance provided to the served individual (rounded to
Documentation the nearest dollar).

Requirements | 2.  The individual clinical record must have documentation of the actual payment by the agency to the leaser/landlord. A receipt for this payment must also be kept in
the clinical record.

MH Peer Support Services-Group

Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4

Peer Support Practitioner Level 4, In-Clinic | H0038 | HQ U4 ub $17.72 | Practitioner Level 4, Out-of-Clinic HO038 | HQ | U4 | U7 $21.64
Services Practitioner Level 5, In-Clinic | H0038 | HQ us U6 $13.20 | Practitioner Level 5, Out-of-Clinic H0038 | HQ | U5 | U7 $16.12
Unit Value 1 hour Maximum Daily Units 5
Initial . o .
Authorization 3600 units Re-Authorization 3600 units
Qgtrrotanzatwn 180 days Utilization Criteria LOCUS scores: 1-4

This service provides structured activities within a peer support center that promote socialization, recovery, weliness, self-advocacy, development of natural supports, and
maintenance of community living skills. Activities are provided between and among individuals who have common issues and needs, are consumer motivated, initiated
and/or managed, and assist individuals in living as independently as possible. Activities must promote self-directed recovery by exploring consumer purpose beyond the
identified mental iliness, by exploring possibilities of recovery, by tapping into consumer strengths related to iliness self-management (including developing skills and

g:mictfo n resources and us_ing tools related to communicating recovery §trengths, commu_nicating health needs/concerns_, self-mo_nitoring pro_gr_ess), by gmphasizing hope z_ind
wellness, by helping consumers develop and work toward achievement of specific personal recovery goals (which may include attaining meaningful employment if
desired by the individual), and by assisting consumers with relapse prevention planning. A Consumer Peer Support Center may be a stand-alone center or housed as a
“program” within a larger agency, and must maintain adequate staffing support to enable a safe, structured recovery environment in which consumers can meet and
provide mutual support.
1. Individual must have a primary mental health issue; and one or more of the following:
2. Individual requires and will benefit from support of peer professionals for the acquisition of skills needed to manage symptoms and utilize community resources; or
Admission 3. Individual may need assistance to develop self-advocacy skills to achieve decreased dependency on the mental health system; or
Criteria 4. Individual may need assistance and support to prepare for a successful work experience; or
5. Individual may need peer modeling to take increased responsibilities for hisfher own recovery; or
6. Individual needs peer supports to develop or maintain daily living skills.
Confinuing 1. Individual continues to meet admission c_riteria; and S S -
Stay Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery/Resiliency Plan, but treatment/recovery goals have not yet been

achieved.
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1. An adequate continuing care plan has been established; and one or more of the following:
Discharge a. Goals of the Individualized Recovery Plan have been substantially met; or

Criteria b.  Consumer/family requests discharge; or

c. Transfer to another service/level is more clinically appropriate.

Service

Exclusions Crisis Stabilization Unit (however, those utilizing transitional beds within a Crisis Stabilization Unit may access this service).

1. Individuals diagnosed with a Substance-Related Disorder and no other concurrent mental illness; or

2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the primary
diagnosis: developmental disability, autism, organic mental disorder, or traumatic brain injury

1. A Peer Supports service may operate as a program within:

o  Afreestanding Peer Support Center
o A Peer Support Center that is within a clinical service provider
«  Alarger clinical or community human service provider administratively, but with complete programmatic autonomy.

2. A Peer Supports service must be operated for no less than 3 days a week, no less than 12 hours a week, no less than 4 hours per day, typically during day, evening
and weekend hours. Any agency may offer additional hours on additional days in addition to these minimum requirements.

3. The governing board of a freestanding Peer Center must be composed of 75% consumers and represent the cultural diversity of the population of the community
being served. The board is encouraged to have either board members or operating relationships with someone with legal and accounting expertise. For programs
that are part of a larger organizational structure that is not consumer led and operated, the Peer Supports Program must have an advisory body with the same
composition as a freestanding Peer Center's board. The board or advisory committee must have the ability to develop programmatic descriptions and guidelines

Required (consistent with state and federal regulations, accreditation requirements, and sponsoring agency operating policies), review and comment on the Peer Support

Components Program’s budgets, review activity offerings, and participate in dispute resolution activities for the program.

4. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the activities that are conducted or
services offered within the Peer Supports program, and about the schedule of those activities and services, as well as other operational issues.

5. Regardless of organizational structure, the service must be directed and led by consumers themselves.

6. Peer Supports may include meals or other social activities for purpose of building peer relationships, but meals cannot be the central or core activity offered. The
focus of the service must be skill maintenance and enhancement and building individual consumer’s capacity to advocate for themselves and other consumers.

7. Peer Supports cannot operate in isolation from the rest of the programs within the facility or affiliated organization. The Program Leader must be able to call
multidisciplinary team meetings regarding a participating individual's needs and desires, and a Certified Peer Specialist providing services for and with a participating
individual must be allowed to participate in multidisciplinary team meetings.

Clinical
Exclusions

FY2014 - 1st Quarter Provider Manual for Community Behavioral Health Providers: July 1, 2013 Page 155



MH Peer Support Services-Group

1. The individual leading and managing the day-to-day operations of the program, the Program Leader, must be a Georgia-certified Peer Specialist, who is a CPRP or
can demonstrate activity toward attainment of the CPRP credential.

2. The Program Leader must be employed by the sponsoring agency at least 0.5 FTE.

3. The Program Leader and Georgia-certified Peer Specialists in the Peer Supports program may be shared with other programs as long as the Program Leader is
present at least 75% of the hours the Peer Supports program is in operation, and as long as the Program Leader and the Georgia- certified Peer Specialists are
available as required for supervision and clinical operations, and as long as they are not counted in consumer to staff ratios for 2 different programs operating at the
same time.

4. Services must be provided and/or activities led by staff who are Georgia-certified Peer Specialists or other consumers under the supervision of a Georgia-certified
Peer Specialist. A specific activity may be led by someone who is not a consumer but is an invited guest.

5. There must be at least 2 Georgia-certified Peer Specialists on staff either in the Peer Supports Program or in a combination of Peer Supports and other programs and
services operating within the agency.

6. The maximum face-to-face ratio cannot be more than 30 consumers to 1 Certified Peer Specialist based on average daily attendance in the past three (3) months of
consumers in the program.

7. The maximum face-to-face ratio cannot be more than 15 consumers to 1 direct service/program staff, based on the average daily attendance in the past three (3)
months of consumers in the program.

8. All staff must have an understanding of recovery and psychosocial rehabilitation principles as defined by the Georgia Consumer Council and psychosocial
rehabilitation principles published by USPRA and must possess the skills and ability to assist other consumers in their own recovery processes.

1. This service must operate at an established site approved to hill Medicaid for services. However, individual or group activities may take place offsite in natural

community settings as appropriate for the Individualized Recovery Plan (IRP) developed by each consumer with assistance from the Program Staff.

2. Individuals receiving this service must have a qualifying diagnosis present in the medical record prior to the initiation of services. The diagnosis must be given by
persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.

3. This service may operate in the same building as other day services; however, there must be a distinct separation between services in staffing, program description,
and physical space during the hours the Peer Supports program is in operation except as noted above.

4. Adequate space, equipment, furnishings, supplies, and other resources must be provided in order to effectively provide services and so that the program
environment is clean and in good repair. Space, equipment, furnishings, supplies, transportation, and other resources for consumer use within the Peer Supports
program must not be substantially different from space provided for other uses for similar numbers of individuals.

5. Staff of the Peer Supports Program must be treated as equal to any other staff of the facility or organization and must be provided equivalent opportunities for
training (both mandated and offered) and pay and benefits competitive and comparable to other staff based on experience and skill level.

6.  When this service is used in conjunction with Psychosocial Rehabilitation and ACT, documentation must demonstrate careful planning to maximize the effectiveness
of this service as well as appropriate reduction in service amounts. Utilization of this service in conjunction with these services is subject to review by the External
Review Organization.

7. Consumers should set their own individualized goals and assess their own skills and resources related to goal attainment. Goals are set by exploring strengths and
needs in the consumer’s living, learning, social, and working environments. Goal attainment should be supported through a myriad of approaches (e.g. coaching
approaches, assistance via technology, etc.)

8. Implementation of services may take place individually or in groups.

9. Each consumer must be provided the opportunity for peer assistance in the development and acquisition of needed skills and resources necessary to achieve stated
goals.

Staffing
Requirements

Clinical
Operations
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10. A Peer Supports Program must offer a range of skill-building and recovery activities developed and led by consumers. These activities must include those that will
most effectively support achievement of the consumer’s rehabilitation and recovery goals.
11. The program must have a Peer Supports Organizational Plan addressing the following:
« A service philosophy reflecting recovery principles as articulated by the Georgia Consumer Council, August 1, 2001. This philosophy must be actively
incorporated into all services and activities and:
(@)  View each individual as the director of his/her rehabilitation and recovery process

(b)  Promote the value of self-help, peer support, and personal empowerment to foster recovery
(c)  Promote information about mental iliness and coping skills
Clinical (d)  Promote peer-to-peer training of individual skills, social skills, community resources, and group and individual advocacy
Operations (e)  Promote the concepts of employment and education to foster self-determination and career advancement
copntinu ed ' () Support each individual to “get a life” using community resources to replace the resources of the mental health system no longer needed
(9)  Support each individual to fully integrate into accepting communities in the least intrusive environment that promote housing of his/her choice
(h)  Actively seek ongoing consumer input into program and service content so as to meet each individual's needs and goals and foster the recovery process

» Adescription of the particular consumer empowerment models utilized, types of activities offered, and typical daily activities and schedule. If offered, meals must
be described as an adjunctive peer relationship building activity rather than as a central activity.

«» Adescription of the staffing pattern, plans for staff who have or will have achieved Certified Peer Specialist and CPRP credentials, and how staff are deployed to
assure that the required staff-to-consumer ratios are maintained, including how unplanned staff absences, illnesses, and emergencies are accommodated.

« A description of how consumer staff within the agency are given opportunities to meet with or otherwise receive support from other consumers (including Georgia-
certified Peer Specialists) both within and outside the agency.

«» A description of how consumers are encouraged and supported to seek Georgia certification as a Peer Specialist through participation in training opportunities
and peer or other counseling regarding anxiety following certification.

» Adescription of test-taking skills and strategies, assistance with study skills, information about training and testing opportunities, opportunities to hear from and
interact with consumers who are already certified, additional opportunities for consumer staff to participate in clinical team meetings at the request of a consumer,
and the procedure for the Program Leader to request a team meeting.

« A description of the hours of operation, the staff assigned, and the types of services and activities provided for and by consumers as well as for families, parents,
and/or guardians.

» Adescription of the program’s decision-making processes including how consumers direct decision-making about both individual and program-wide activities and
about key policies and dispute resolution processes.

» Adescription of how consumers participating in the service at any given time are given the opportunity to participate in and make decisions about the activities
that are conducted or services offered within the Peer Supports program, about the schedule of those activities and services, and other operational issues.

«» Adescription of the space, fumishings, materials, supplies, transportation, and other resources available for individuals participating in the Peer Supports
services.

« Adescription of the governing body and/or advisory structures indicating how this body/structure meets requirements for consumer leadership and cultural
diversity.

« Adescription of how the plan for services and activities is modified or adjusted to meet the needs specified in each IRP.

« A description of how consumer requests for discharge and change in services or service intensity are handled.

12. Assistive tools, technologies, worksheets, etc. can be used by the Peer Support staff to work with the served individual to improve his/her communication about
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treatment, symptoms, improvements, etc. with treating behavioral health and medical practitioners.

1. Providers must document services in accordance with the specifications for documentation requirements specified in Part Il, Section V of the Provider Manual.

2. The provider has several alternatives for documenting progress notes:

a. Weekly progress notes must document the individual's progress relative to functioning and skills related to the person-centered goals identified in his/her
IRP. This progress note aligns the weekly PSR-Group activities reported against the stated interventions on the individualized recovery plan, and
documents progress toward goals. This progress note may be written by any practitioner who provided services over the course of that week; or

b. If the agency’s progress note protocol demands a detailed daily note which documents the progress above, this daily detail note can suffice to demonstrate
functioning, skills, and progress related to goals and related to the content of the group intervention; or

c. Ifthe agency’s progress note protocol demands a detailed hourly note which documents the progress above, this daily detail note can suffice to
demonstrate functioning, skills, and progress related to goals and related to the content of the group intervention.

3. While billed in increments, the Peer Support service is a program model. Daily time in/time out is tracked for while the person is present in the program, but due to
time/in out not being required for each intervention, the time infout may not correlate with the units billed as the time infout will include breaks taken during the course
of the program. However, the units noted on the log should be consistent with the units billed and, if noted, on the weekly progress note. If the units documented are
not consistent, the most conservative number of units will be utilized. Other approaches may result in a billing discrepancy.

4. Rounding is applied to the person’s cumulative hours/day at the Peer program (excluding non-programmatic time). The provider shall follow the guidance in the
rounding policy included in this Provider Manual, and, specific to this service, the person served must have participated in at least 50% of the hour in order to bill for
one unit of this service. So for instance, if an individual participates in the program from 9-1:15 excluding a 30 minute break for lunch, his/her participating hours are
3.75 hours. The rounding policy is applied to the .75 hour and the units billed for that day are 4 units. Practitioner type must still be addressed and so that 4 units
must be adequately assigned to either a U4 or U5 practitioner type as reflected in the log for that day’s activities.

5. A provider shall only record units in which the consumer was actively engaged in services. Meals and breaks must not be included in the reporting of units of service
delivered. Should a consumer leave the program or receive other services during the range of documented time in/time out for Peer Support hours, the absence
should be documented on the log.

Documentation
Requirements

MH Peer Support Services-Individual

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detalil Code | Mod Mod | Mod | Rate
Code 1 2 3 4 3 4
Peer Support | Practitioner Level 4, In-Clinic | H0038 | U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H0038
Services Practitioner Level 5, In-Clinic | H0038 | U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic | H0038 | U5 | U7
Unit Value 15 minutes Maximum Daily Units 48
Initial o 3600 units (combined with other Peer Support services) Re-Authorization 3609 units (combined with other Peer Support
Authorization services)
Qgg‘o";z"‘t'o" 180 days Utilization Criteria LOCUS scores: 1-5
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This service provides interventions which promote socialization, recovery, wellness, self-advocacy, development of natural supports, and maintenance of
community living skills. Activities are provided between and among individuals who have common issues and needs, are consumer motivated, initiated and/or
managed, and assist individuals in living as independently as possible. Activities must promote self-directed recovery by exploring consumer purpose beyond
Service the identified mental illness, by exploring possibilities of recovery, by tapping into consumer strengths related to illness self-management (including developing
Definition skills and resources and using tools related to communicating recovery strengths, communicating health needs/concerns, self-monitoring progress), by
emphasizing hope and wellness, by helping consumers develop and work toward achievement of specific personal recovery goals (which may include attaining
meaningful employment if desired by the individual), and by assisting consumers with relapse prevention planning. Peer Supports must be provided by a
Certified Peer Specialist.
1. Individual must have a primary mental health issue; and one or more of the following:
2. Individual requires and will benefit from support of peer professionals for the acquisition of skills needed to manage symptoms and utilize community
resources; or

é?i?;ﬁzlon 3. Ind@v@dual may need ass@stance to develop self-advocacy skills to achieve decrease_d dependency on the mental health system; or
4. Individual may need assistance and support to prepare for a successful work experience; or
5. Individual may need peer modeling to take increased responsibilities for hisfher own recovery; or
6. Individual needs peer supports to develop or maintain daily living skills.
Confinuing 1. Individual continues to meet admission c_riteria; and S S -
Stay Criteria 2. Pror?_ressd notes document progress relative to goals identified in the Individualized Recovery/Resiliency Plan, but treatment/recovery goals have not yet been
achieved.
5. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or

Criteria 3. Consumerffamily requests discharge; or
Transfer to another service/level is more clinically appropriate.

Eimcs?on s Crisis Stabilization Unit (however, those utilizing transitional beds within a Crisis Stabilization Unit may access this service).
Clinical 1. Ind?v@duals diggnosed with a Subs?allnce-ReIated Disorder and no cher concurrent mental illness; or . o N .
Exclusions 2. Indmdual; with the following condmpns are exc[uded from.adm|55|on.unless there is clegrly dpgumented evidence of a psychiatric condition overlaying the
primary diagnosis: developmental disability, autism, organic mental disorder, or traumatic brain injury
1. Peer Supports are provided in 1:1 CPS to person-served ratio.
2. Ifan agency is providing Peer Supports-Individual it shall also be a operating a Peer Supports group model program, meeting all of the expectations of Peer
Support Group as set forth in this manual.
3. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the person-centered
Required interactions offered by the Cert_ifigd Pegr Specialist/s. o - - o
Components 4. Peer Supports cannot operate in isolation from the rest of the programs within the facility or affiliated organization. The CPS shall be empowered to convene

multidisciplinary team meetings regarding a participating individual's needs and desires, and the Certified Peer Specialist must be allowed to participate as
an equal practitioner partner with all staff in multidisciplinary team meetings. He/she also has the unique role as an advocate to the person-served,
encouraging that person to steer goals and objectives in Individualized Recovery Planning
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1. The providing practitioner is a Georgia-Certified Peer Specialist (CPS).

2. The work of the CPS is under supervision of a Physician, Psychologist, LCSW, LPC, LMFT, RN, APRN, PA, LMSW, APC, or AMFT

3. There must be at least 2 Georgia-certified Peer Specialists on staff within an agency either in the Peer Supports Group program or in a combination of Peer

Supports-Group, Peer Support-Individual and other programs and services operating within the agency.
4. The maximum caseload ratio for CPS to persons-served cannot be more than 1:50.
5. All CPSs providing this support must be able to articulate an understanding of recovery as defined by SAMHSA and psychiatric rehabilitation principles
published by USPRA and must demonstrate the skills and ability to assist other consumers in their own recovery processes.

1. Individuals receiving this service must have a qualifying diagnosis present in the medical record prior to the initiation of services. The diagnosis must be
given by persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.

2. Ifa CPS serves as staff for a Peer Support-Group program and provides Peer Support-Individual, the agency has written work plans which establish the
CPS's time allocation in a manner that is distinctly attributed to each program.

3. CPSs providing this service must be treated as equal to any other staff of the facility or organization and must be provided equivalent opportunities for
training (both mandated and offered) and pay and benefits competitive and comparable to other staff based on experience and skill level.

4. Consumers should set their own individualized goals and assess their own skills and resources related to goal attainment. Goals are set by exploring

Clinical strengths and needs in the consumer’s living, learning, social, and working environments. Goal attainment should be supported through a myriad of

Operations approaches (e.g. coaching approaches, assistance via technology, etc.)

5. Each service intervention is provided only in a 1:1 ratio between a CPS and a person-served.

6. Each consumer must be provided the opportunity for peer assistance in the development and acquisition of needed skills and resources necessary to
achieve stated goals.

7. The program must have a Peer Supports Organizational Plan addressing the following:
« A service philosophy reflecting recovery principles as articulated by the Georgia Consumer Council, August 1, 2001. This philosophy must be actively

incorporated into all services and activities and:
(@)  View each individual as the director of his/her rehabilitation and recovery process

Staffing
Requirements

(b)  Promote the value of self-help, peer support, and personal empowerment to foster recovery
()  Promote information about mental iliness and coping skills
(d)  Promote peer-to-peer training of individual skills, social skills, community resources, and group and individual advocacy
(e)  Promote the concepts of employment and education to foster self-determination and career advancement
(H  Support each individual to “get a life” using community resources to replace the resources of the mental health system no longer needed
(9)  Support each individual to fully integrate into accepting communities in the least intrusive environment that promote housing of his/her choice
(h)  Actively seek ongoing consumer input into program and service content so as to meet each individual's needs and goals and foster the recovery
process

« Adescription of the particular consumer empowerment models utilized and types of recovery-support activities offered which are reflective of that
model.

» Adescription of the staffing pattern including how caseloads are evaluated to assure that the required staff-to-consumer ratios are maintained, including
how unplanned staff absences, illnesses, and emergencies are accommodated.

» Adescription of how CPSs within the agency are given opportunities to meet with or otherwise receive support from other consumers (including
Georgia-Certified Peer Specialists) both within and outside the agency.
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Clinical « Adescription of how CPSs are encouraged and supported to seek continuing education and/or other certifications through participation in training
Operations, opportunities.
continued « Adescription of the standard by which CPSs participate in, and, if necessary, request clinical team meetings at the request of a consumer.

« Adescription of the program’s decision-making processes including how consumers direct decision-making about both individual and program-wide
activities and about key policies and dispute resolution processes.

» Adescription of the governing body and/or advisory structures indicating how this body/structure meets requirements for consumer leadership and
cultural diversity.

« Adescription of how the plan for services and activities is modified or adjusted to meet the needs specified in each IRP.

« Adescription of how consumer requests for discharge and change in services or service intensity are handled.

8. Assistive tools, technologies, worksheets, etc. can be used by the CPS to work with the served individual to improve hisfher communication about
treatment, symptoms, improvements, etc. with treating behavioral health and medical practitioners.

Documentation

Requirements Providers must document services in accordance with the specifications for documentation requirements specified in Part II, Section V of the Provider Manual.

Opioid Maintenance Treatment

Transaction Code Detail Code | Mod Code Detail
Code 1 2 3 4 3 4

Alcohol and/or H0020 U2 U6 \ H0020 \

Drug Services;

Methadone

Administration H0020 us ve

and/or Service

Unit Value 1 encounter Maximum Daily Units 1 unit

e} o With the submission of MICP New Episode: 180 units Re-Authorization 180 units

Authorization

Auth Period 180 days Utilization Criteria LOCUS scores:1-3
An organized, usually ambulatory, addiction treatment service for opiate-addicted individuals. The nature of the services provided (such as dosage, level of care, length
of service or frequency of visits) is determined by the individual's clinical needs, but such services always includes scheduled psychosocial treatment sessions and
medication visits (often occurring on a daily basis) within a structured program. Services function under a defined set of policies and procedures, including admission,

Service dischgrge and .cor.ni.nued sgrvice criteria stipulgted by state law and regulatipn and thg federal regulations at FDA 21 CFR Part 291. Lengt.h of sprvice varies with the

Definition severity of the individual's illness, as well as his or her response to and desire to continue treatment. Treatment with methadone or LAAM is designed to address the
individual's goal to achieve changes in his or her level of functioning, including elimination of illicit opiate and other alcohol or drug use. To accomplish such change, the
Individualized Recovery/Resiliency Plan must address major lifestyle, attitudinal and behavioral issues that have the potential to undermine the goals of recovery. The
Individualized Recovery/Resiliency Plan should also include individualized treatment, resource coordination, and personal health education specific to addiction recovery
(including education about human immunodeficiency virus [HIV], tuberculosis [TB], and sexually transmitted diseases [STD]).
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Opioid Maintenance Treatment

Admission
Criteria
Continuing Must meet criteria established by the Georgia Regulatory body for opioid administration programs (Department of Community Health, Healthcare Facilities Regulation
Stay Criteria Division) and the Food and Drug Administration’s guidelines for this service.
Discharge
Criteria
Required 1. This service must be Iice_zns_ed by DCH/HFR under the Rules and Regulations fqr_Drug Ab_use Treatment Programs, 290-4-2. _ N
Com X 2. Must meet and follow criteria established by the Georgia regulatory body for opioid administration programs (Department of Community Health, Healthcare Facilities
ponents ST AR . .
Regulation Division) and the Food and Drug Administration’s guidelines for this service.
Additional
Medicaid Core providers who are approved to bill Medication Administration may bill H0020 for Medicaid recipients who receive this service.
Requirements
Documentation If medically necessary for the individual, the Individualized Recovery/Resiliency Plan should also include individualized treatment, resource coordination, and personal
Rea health education specific to addiction recovery (including education about human immunodeficiency virus [HIV], tuberculosis [TB], and sexually transmitted diseases
quirements [STD)).

Peer Support Whole Health & Wellness

Transaction Code Detail Code Mod | Mod | Mod | Mod Rate Code Detail Code Mod | Mod | Mod | Mod Rate

Code 1 2 3 4 1 2 3 4
Health and Practitioner Level 3, In- Practitioner Level 3,
Wellness Clinic H0025 U3 U6 $30.01 Out-of-Clinic H0025 | U3 u7 $ 36.68
Supports
(Behavioral Health " "

. - Practitioner Level 4, In- Practitioner Level 4
Prevention Education ' '
Senice) Oelvey OF | Clinic H0025 U4 U6 $20.30 Out-of-Clinic H0025 | U4 u7 $24.36
Services With Target
Population To Affect - "

; Practitioner Level 5, In- Practitioner Level 5
Knowledge, Attitude ) y
AndiOr Behavion Clinic H0025 uUs U6 $15.13 Out-of-Clinic H0025 | U5 u7 $18.15
Unit Value 15 minutes Maximum Daily Units | 6 Units
Initial . L )
. 400 units Re-Authorization 400 units

Authorization
Authorization ,
Period 180 Days Utilization Criteria LOCUS Scores: 3-6
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Peer Support Whole Health & Wellness

Definition of Service: This is a service in which the Whole Health & Wellness Coach (CPS) assists the individual with setting his/her personal expectations, introducing
health objectives as an approach to accomplishing overall life goals, helping identify personal and meaningful motivation, and health/wellness self-management. The
individual served should be supported to be the director of his/her health through identifying incremental and measurable steps/objectives that make sense to the person,
considering these successes as a benchmark for future success.

Health engagement and health management for the individual are key objectives of the service. These should be accomplished by facilitating health dialogues; exploring
the multiple choices for health engagement; supporting the individual in overcoming fears and anxiety related to engaging with health care providers and procedures;
promoting engagement with health practitioners including, at a minimum, participating in an annual physical; assisting the individual in the work of finding a compatible
primary physician who is trusted; among other engagement activities.

Another major objective is promoting access to health supports. This is accomplished by using technology to support the individual's goals; providing materials which
assist in structuring the individual's path to prevention, healthcare, and wellness; partnering with the person to navigate the health care system; assisting the person in
developing hisfher own natural support network which will promote that individual's wellness goals; creating solutions with the person to overcome barriers which prevent
healthcare engagement (e.g. transportation, food stamps, shelter, medications, safe environments in which to practice healthy choices, etc.); and linking the individual
with other health and wellness resources (physical activity, fitness, healthy/nutritional food).

The Whole Health & Wellness Coach (CPS) and supporting nurse also provide the following health skill-building and supports:
e share basic health information which is pertinent to the individual’s personal health;

e promote awareness regarding health indicators;

o assist the individual in understanding the idea of whole health and the role of health screening;

e support behavior changes for health improvement;

o make available wellness tools (e.g. relaxation response, positive imaging, education, wellness toolboxes, daily action plans, stress management, etc.) to support
the individual's identified health goals;

o provide concrete examples of basic health changes and work with the individual in his/her selection of incremental health goals;

o teach/model/demonstrate skills such as nutrition, physical fitness, healthy lifestyle choices;

o promote and offer healthy environments and skills-development to assist the individual in modifying his/her own living environments for wellness;

e support the individual as they practice creating healthy habits, personal self-care, self-advocacy and health communication (including but not limited to
disclosing history, discussing prescribed medications, asking questions in health settings, etc.);

e support the individual to identify and understand how his/her family history, genetics, etc. contribute to their overall health picture;

e support the individual in understanding medication and related health concerns; and

o promote health skills, considering fitness, healthy choices, nutrition, healthy meal preparation, teaching early warning signs/symptoms which indicate need for
health intervention, etc.

Service
Definition

Specific interventions may also include supporting the individual in being able to have conversations with various providers to access health support and treatment and
assisting individuals in gaining confidence in asserting their personal health concerns and questions, while also assisting the person in building and maintaining self-
management skills. Health should be discussed as a process instead of a destination.
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Assistance will be provided to the individual to facilitate his/her active participation in the development of the Individualized Recovery Plan (IRP) health goals which may
include but not be limited to attention to dental health, healthy weight management, cardiac health/hypertension, vision care, addiction, smoking cessation, vascular
health, diabetes, pulmonary, nutrition, sleep disorders, stress management, reproductive health, human sexuality, and other health areas.

These interventions are necessarily collaborative: partnering with health providers and partnering with the individual served in dialogues with other community partners
and supporters to reinforce and promote healthy choices. The Whole Health & Wellness Coach (CPS) must also be partnered with the identified supporting nurse and
other licensed health practitioners within the organization to access additional health support provided by the organization or to facilitate health referral and access to
medical supports external to the organization providing this service.

The interventions are based upon respectful and honest dialogue supported by motivational coaching. The approach is strengths-based: sharing positive perspectives
and outcomes about managing one’s own health, what health looks like when the person gets there (visioning), assisting a person with re-visioning his/her self-perception
(not as “disabled”), assisting the person in recognizing his/her own strengths as a basis for motivation, and identifying capabilities and opportunities upon which to build
enhanced health and wellness. The peer-to-peer basis for the service allows the sharing of personal experience, including modeling wellness and mutual respect and
support that is also respectful of the individualized process and journey of recovery. This equality partnership between the supported individual and the Whole Health &
Wellness Coach (CPS) should serve as a model for the individual as he/she then engages in other health relationships with health services practitioners. As such the
identified nurse member of the team is in a supporting role to the Whole Health & Wellness Coach (CPS).

A mind/body/spirit approach is essential to address the person’s whole health. Throughout the provision of these services the practitioner addresses and accommodates

an individual's unique sense of culture, spirituality, and self-discovery, assisting individuals in understanding shared-decision making , and in building a relationship of

mutual trust with health professionals.

1. Individual must have two co-existing serious health conditions (hypertension, diabetes, obesity, cardiovascular issues, pulmonary issues, etc.), one of which is a mental
health condition; and one or more of the following:

2. Individual requires and will benefit from support of Whole Health & Wellness Coaches (CPSs) for the acquisition of skills needed to manage health symptoms and

Admission o . .
Criteria utlllgglengage community health resources; or . . o - - .
3. Individual may need assistance to develop self-advocacy skills in meeting health goals, engaging in health activities, utilizing community-health resources, and
accessing health systems of care; or
4. Individual may need peer modeling to take increased responsibilities for his/her own recovery and wellness.
Continuing 1. Individual continues to meet admission griteria; and o o -
Stay Criteria 2. Progress notes document progress relative to health goals identified in the Individualized Recovery/Resiliency Plan, but treatment/recovery/wellness goals have not yet
been achieved.
Discharge 1. An adequate co_nt_inuin_g care plan has been established; and one or more of the following:
o 2. Goals of the Individualized Recovery Plan have been substantially met; or
i 3. Consumer/family requests discharge.
Service Individuals receiving Assertive Community Treatment are excluded from this service. (If an ACT team has a Whole Health & Wellness Coach (CPS), then that Whole
Exclusions Health & Wellness Coach (CPS) can provide this intervention but would bill through that team’s existing billing mechanisms).
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition co-existing with one of the
Exclusions following diagnoses: mental retardation/developmental disabilities, autism, organic mental disorder, substance-related disorder, or traumatic brain injury.
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1. There is documentation available which evidences a minimum monthly team meeting during which the Whole Health & Wellness Coach/s and the agency-designated

RN/s convene to:
a. promote communication strategies,
b. confer about specific individual health trends,

Required c. consult on health-related issues and concerns, and

Components d. brainstorm partnered approaches in supporting the person in achieving his/her whole health goals.

2. Services and interventions must be individually tailored to the needs, goals, preferences and assets of the individual with the goals of wellness and recovery as
defined by the consumer.

3. Atleast 60% of all service units must involve face-to-face contact with consumers. The remainder of direct billable service includes telephonic intervention directly
with the person or is contact alongside the person to navigate and engage in health and wellness systems/activities.

1. The following practitioners can provide Peer Supported Whole Health &Wellness:

o Practitioner Level 3: RN (only when he/she is identified in the agency’s organizational chart as being the specific support nurse to the CPS)

o Practitioner Level 4: Whole Health & Wellness Coach (CPS) with Master’s or Bachelor's degree in one of the helping professions such as social work,
community counseling, counseling, psychology, or criminology. under supervision of a licensed independent practitioners

o Practitioner Level 5: Whole Health & Wellness Coach (CPS) with high school diploma/equivalent under supervision of one of the licensed/credentialed
professionals above

2. Partnering team members must include:

o] A Whole Health & Wellness Coach (CPS) who promotes consumer self-determination, whole health goal setting, decision-making and provides essential health

coaching and support to promote activities and outcomes specified above.

o] An agency-designated Registered Nurse/s who provides back-up support to the Whole Health & Wellness Coach (CPS) in the monitoring of each individual's

health and providing insight to the Whole Health & Wellness Coach (CPS) as they engage in the health coaching activities described above.

There is no more than a 1:30 CPS-to-individual ratio.

The Whole Health & Wellness Coach (CPS) shall be supervised by a licensed independent practitioner (who may also be the RN partner).

5. The Whole Health & Wellness Coach (CPS) is the lead practitioner in the service delivery. The RN will be in a health consultation role to the Whole Health & Wellness
Coach (CPS) and the individual served. The nurse should also be prepared to provide clinical consultation to the Whole Health & Wellness Coach (CPS) if there is an
emerging health need; however, the individual is in charge of his/her own health process and this self-direction must be acknowledged throughout the practice of this
service.

6. The agency supports and promotes the participation of Whole Health & Wellness Coaches (CPSs) in statewide technical assistance initiatives which enhance the
skills and development of the CPS.

The program shall have an Organizational Plan which will describe the following:

a. How the served individual will access the service;

Staffing
Requirements

> w

o b. How the preferences of the individual will be supported in accomplishing health goals;
Clinical C b . . o
Operations C. Relatlonshlp Of'thIS service to other resources of thg organization;
d. An organizational chart which delineates the relationship between the Whole Health & Wellness Coach (CPS) and the RN.
e Whole Health & Wellness Coach (CPS) engagement expectations with the individuals served (e.g. planned frequency of contact, telephonic access, etc.)
f.  The consultative relationship between the Whole Health & Wellness Coach (CPS) and the RN.
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There is a minimum contact expectation with an individual weekly, either face-to-face or telephonically to track progress on the identified health goal. Unsuccessful

Requirements

Service
Accessibility attempts to make contact shall be documented.

, 1. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.
Documentation

2. There is documentation available which demonstrates a minimum monthly team meeting during which the Whole Health & Wellness Coach CPS/s and the agency-
designated RN/s convene to discuss items identified in Required Components Item 1 in this definition.

Reporting and
Billing
Requirements

The only RN/s who are allowed to hill this service are those who are identified in the agency’s organizational chart as being the specific support nurse to the CPS for this
wellness service.

Psychosocial Rehabilitation-Group (Effective 6/1/13 replacing Psychosocial Rehabilitation)

Transaction Code Detall Code | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Psychosocial Practitioner Level 4, In-Clinic | H2017 | HQ U4 U6 $17.72 | Practitioner Level 4, Out-of-Clinic H2017 | HQ u4 | U7 $21.64
Rehabilitation Practitioner Level 5, In-Clinic | H2017 | HQ U5 U6 $13.20 | Practitioner Level 5, Out-of-Clinic H2017 | HQ | U5 | U7 $16.12
Unit Value Unit=1 hour Maximum Daily Units 5 units
Initial Auth 300 units Re-Authorization 300 units
Auth Period 180 days Utilization Criteria LOCUS scores: 3-6
A therapeutic, rehabilitative, skill building and recovery promoting service for individuals to gain the skills necessary to allow them to remain in or return to naturally
occurring community settings and activities. Services include, but are not limited to:
1) Individual or group skill building activities that focus on the development of skills to be used by individuals in their living, learning, social and working environments,
2)  Social, problem solving and coping skill development;
3) lliness and medication self-management;
4)  Prevocational skills (for example: preparing for the workday; appropriate work attire and personal presentation including hygiene and use of personal effects such
as makeup, jewelry, perfume/cologne etc as appropriate to the work environment; time management; prioritizing tasks; taking direction from supervisors;
S appropriate use of break times and sick/personal leave; importance of learning and following the policies/rules and procedures of the workplace; workplace safety;
Sefiite problem solving/conflict resolution in the workplace; communication and relationships with coworkers and supervisors; resume and job application development;
on-task behavior and task completion skills such as avoiding distraction from work tasks, following a task through to completion, asking for help when needed,
making sure deadlines are clarified and adhered to, etc; learning common work tasks or daily living tasks likely to be utilized in the workplace such as telephone
skills, food preparation, organizing/filing, scheduling/participating in/leading meetings, computer skills etc) and
5) Recreational activities/leisure skills that improve self-esteem and recovery.
The programmatic goals of the service must be clearly articulated by the provider, utilizing a best/evidence based model for service delivery and support. These
best/evidence based models may include: the Boston University Psychosocial Rehabilitation approach, the Lieberman Model, the International Center for Clubhouse
Development approach, or blended models/approaches in accordance with current psychosocial rehabilitation research. Practitioners providing this service are expected
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to maintain knowledge and skills regarding current research trends in best/evidence based models and practices for psychosocial rehabilitation.
This service is offered in a group setting. Group activities and interventions should be made directly relevant to the needs, desires and IRP goals of the individual
participants (i.e. an additional activity/group should be made available as an alternative to a particular group for those individuals who do not need or wish to be in that
group, as clinically appropriate).
1. Individual must have primary behavioral health issues (including those with a co-occurring substance abuse disorder or MR/DD) and present a low or no risk of danger
Admission to themselves or others; and one or more of the following:
Criteria 2. Individual lacks many functional and essential life skills such as daily living, social skills, vocational/academic skills and/or community/family integration; or
3. Individual needs frequent assistance to obtain and use community resources.
1. Primary behavioral health issues that continue to present a low or no imminent risk of danger to themselves or others (or is at risk of moderate to severe symptoms);
Continuing and one or more of the following:
Stay Criteria 2. Individual improvement in skills in some but not all areas; or
3. If services are discontinued there would be an increase in symptoms and decrease in functioning
1. An adequate continuing care plan has been established; and one or more of the following:
2. Individual has acquired a significant number of needed skills; or
Discharge 3. Individual has sufficient knowledge and use of community supports; or
Criteria 4. Individual demonstrates ability to act on goals and is self sufficient or able to use peer supports for attainment of self sufficiency; or
5. Consumer/family need a different level of care; or
6. Consumer/family requests discharge.
1. Cannot be offered in conjunction with SA Day Services.
Service 2. Service can be offered while enrolled in a Crisis Stabilization Unit in a limited manner when documentation supports this combination as a specific need of the
Exclusions individual. Time and intensity of services in PSR must be at appropriate levels when PSR is provided in conjunction with other services. (This will trigger a review by
the External Review Organization). This service cannot be offered in conjunction with Medicaid MR Waiver services.
Clinical 1 Ind?v?duals who r_equire one-to-one supervision for protection of self or _othe_r_s. _ _ _ _ _ _
Exclusions 2. '(j'?d'V'dU?“ has primary diagnosis of substance abuse, developmental disability, autism, or organic mental disorder without a co-occurring DSM IV mental disorder
iagnosis.
1. This service must operate at an established clinic site approved to bill Medicaid for services. However, individual or group activities should take place offsite in natural
community settings as is appropriate to the participating consumer’s Individualized Recovery Plan.
2. This service may operate in the same building as other day-model services; however, there must be a distinct separation between services in staffing, program
description, and physical space during the hours the PSR program is in operation except as described above.
Required 3. Adequate space, equipment, furnishings, supplies and other resources must be provided in order to effectively provide services and so that the program environment
Components is clean and in good repair. Space, equipment, furnishings, supplies, transportation, and other resources for consumer use within the PSR program must not be
substantially different from that provided for other uses for similar numbers of individuals.
4. The program must be operated for no less than 25 hours/week, typically during day, evening and weekend hrs. No more than 5 hours/day may be billed per
consumer.
5. A PSR program must operate to assist individuals in attaining, maintaining, and utilizing the skills and resources needed to aid in their own rehabilitation and recovery.
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Staffing
Requirements

1. The program must be under the direct programmatic supervision of a Certified Psychiatric Rehabilitation Practitioner (CPRP), or staff who can demonstrate activity
toward attainment of certification (an individual can be working toward attainment of the certification for up to one year under a non-renewable waiver which will be
granted by the DBHDD Regional Coordinator). For purposes of this service “programmatic supervision” consists of the day-to-day oversight of the program as it
operates (including elements such as maintaining the required staffing patterns, staff supervision, daily adherence to the program model, etc.)

2. Additionally, the program must be under the clinical oversight of an independently licensed practitioner (this should include meeting with the programmatic leadership

on a regular basis to provide direction and support on whether the individuals in the program are clinically improving, whether the design of the program promotes

recovery outcomes, etc.).

There must be a CPRP with a Bachelor's Degree present at least 80% of all time the service is in operation regardless of the number of consumers participating.

4. The maximum face-to-face ratio cannot be more than 12 consumers to 1 direct service/program staff (including CPRPS) based on average daily attendance of
consumers in the program.

5. Atleast one CPRP (or someone demonstrating activity toward attainment of certification) must be onsite face-to-face at all times (either the supervising CPRP or other
CPRP staff) while the program operates regardless of the number of consumers participating. All staff are encouraged to seek and obtain the CPRP credential. Al
staff must have an understanding of recovery and psychosocial rehabilitation principles as defined by USPRA and must possess the skills/ability to assist individuals
in their own recovery processes.

6. Basic knowledge for all staff serving individuals with mental iliness or substance abuse in “co-occurring capable” day services must include the content areas in
Georgia DBHDD Suggested Best Practices: Principles and Staff Capabilities for Day Services Serving Adults with Co-Occurring Disorders of Substance Abuse and
Mental lliness.

7. Programs must have documentation that there is one staff person that is “co-occurring capable.” This person’s knowledge must go beyond basic understanding and
must demonstrate actual staff capabilities in using that knowledge for individuals with co-occurring disorders. Personnel documentation should demonstrate that this
staff person has received a minimum of 4 hours of training in co-occurring treatment within the past 2 years.

8. If the program does not employ someone who meets the criteria for a MAC, CACII, and/or CADC, then the program must have documentation of access to an
addictionologist and/or one of the above for consultation on addiction-related disorders as co-occurring with the identified mental illness.

w

Clinical
Operations

1. Individuals receiving this service must have a qualifying diagnosis present in the medical record prior to the initiation of services. The diagnosis must be given by

persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.

2. Rehabilitation services facilitate the development of an individual's skills in the living, learning, social, and working environments, including the ability to make
decisions regarding: self-care, management of iliness, life work, and community participation. The services promote the use of resources to integrate the individual
into the community.

3. Rehabilitation services are consumer driven and are founded on the principles and values of individual choice and active involvement of individuals in their
rehabilitation. Through the provision of both formal and informal structures consumers are able to influence and shape service development.

4. Rehabilitation services must include education on self-management of symptoms, medications and side effects; identification of rehabilitation preferences; setting
rehabilitation goals; and skills teaching and development.

5. Allindividuals should participate in setting individualized goals for themselves and in assessing their own skills and resources related to goal attainment. Goals are
set by exploring strengths and needs in the individual's living, learning, social, and working environments. Implementation of services may take place individually or
in groups.

6. Each individual must be provided assistance in the development and acquisition of needed skills and resources necessary to achieve stated goals.

7. PSR programs must offer a range of skill-building and recovery activities from which individuals choose those that will most effectively support achievement of the
individual's rehabilitation and recovery goals. These activities must be developed based on participating individual's input and stated interests. Some of these
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activities should be taught or led by consumers themselves as part of their recovery process.

8. A PSR program must be capable of serving individuals with co-occurring disorders of mental iliness and substance abuse utilizing integrated methods and
approaches that address both disorders at the same time (e.g. groups and occasional individual interventions utilizing approaches to co-occurring disorders such as
motivational interviewing/building motivation to reduce or stop substance use, stage based interventions, refusal skill development, cognitive behavioral techniques,
psychoeducational approaches, relapse prevention planning and techniques etc). For those individuals whose substance abuse and dependence makes it difficult to
benefit from the PSR program, even with additional or modified methods and approaches, the PSR program must offer co-occurring enhanced services or make
appropriate referrals to specialty programs specifically designed for such individuals.

9. The program must have a PSR Organizational Plan addressing the following:

a.  Philosophical principles of the program must be actively incorporated into all services and activities including (adapted from Hughes/Weinstein):

i, View each individual as the director of his/her rehabilitation process

i Solicit and incorporate the preferences of the individuals served

ii. Believe in the value of self-help and facilitate an empowerment process

iv.  Share information about mental iliness and teach the skills to manage it

V. Facilitate the development of recreational pursuits

vi.  Value the ability of each individual with a mental illness to seek and sustain employment and other meaningful activities in a natural community

environment

vii.  Help each individual to choose, get, and keep a job (or other meaningful daily activity)

viii.  Foster healthy interdependence

ix.  Be able to facilitate the use of naturally occurring resources to replace the resources of the mental health system
b.  Services and activities described must include attention to the following:

i, Engagement with others and with community

i, Encouragement

i, Empowerment

iv.  Consumer Education and Training

V. Family Member Education and Training

vi.  Assessment

vii.  Financial Counseling

vii. ~ Program Planning

iXx.  Relationship Development

X. Teaching

Xi. Monitoring

xii. ~ Enhancement of vocational readiness

xii.  Coordination of Services

xiv.  Accommodations

Xv.  Transportation

xvi.  Stabilization of Living Situation

Xxvii.  Managing Crises
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xviii. ~ Social Life
xix.  Career Mobility
Xx.  Job Loss
xxi.  Vocational Independence
c.  Adescription of the particular rehabilitation models utilized, types of interventions practiced, and typical daily activities and schedule.
d.  Adescription of the staffing pattern, plans for staff who will achieve CPRP credentials, and how staff are deployed to assure that the required staff-to-consumer
ratios are maintained, including how unplanned staff absences, illnesses, and emergencies are accommodated.
e.  Adescription of how the program will assure that it is co-occurring capable and how it will adjust or make appropriate referrals for individuals needing a co-
occurring enhanced PSR program.
f. Adescription of the hours of operation, the staff assigned, and the types of services and activities provided for consumers, families, parents, and/or guardians
including how consumers are involved in decision-making about both individual and program-wide activities.
g.  Adescription of the daily program model organized around 50 minutes of direct programmatic intervention per programmatic hour. The 10 remaining minutes
in the hour allows supported transition between PSR-Group programs and interventions.
h. A description of how the plan for services and activities will be modified or adjusted to meet the needs specified in each IRP.
i.  Adescription of services and activities offered for education and support of family members.
j.  Adescription of how consumer requests for discharge and change in services or service intensity are handled and resolved.
A PSR program must be open for no less than 25 hours a week, typically during day, evening and weekend hours. No more than 5 hours per day may be billed

Service Access
per/consumer.

Billing and

Reporting Units of service by practitioner level must be aggregated daily before claim submission

Requirements
6. Providers must document services in accordance with the specifications for documentation requirements specified in Part II, Section V of the Provider Manual.
7. Each hour unit of service provided must be documented within the individual's medical record. Although there is no single prescribed format for documentation

(a log may be used), the following elements MUST be included for every unit of service provided:

a the specific type of intervention must be documented

b. the date of service must be named

c the number of unit(s) of service must be named

d. the practitioner level providing the service/unit must be named
Documentation For example, a group led by a Practitioner Level 4 that lasts 1 hour should be documented as 4 units of HO017U4U6 and the intervention type should be noted (such
Requirements as “Enhancement of Recovery Readiness” group).

8. A weekly log should be present in the record which includes a summary of each day’s participation in the programmatic group content.
9. The provider has several alternatives for documenting progress notes:
a.  Weekly progress notes must document the individual's progress relative to functioning and skills related to the person-centered goals identified in his/her
IRP. This progress note aligns the weekly PSR-Group activities reported against the stated interventions on the individualized recovery plan, and
documents progress toward goals. This progress note may be written by any practitioner who provided services over the course of that week; or
b. If the agency’s progress note protocol demands a detailed daily note which documents the progress above, this daily detail note can suffice to demonstrate
functioning, skills, and progress related to goals and related to the content of the group intervention; or
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c. Ifthe agency’s progress note protocol demands a detailed hourly note which documents the progress above, this daily detail note can suffice to
demonstrate functioning, skills, and progress related to goals and related to the content of the group intervention.

10. While billed in increments, the PSR-Group service is a program model. Daily time in/time out to the program is tracked for while the person is present in the
program, but due to time/in out not being required for each hourly intervention, the time infout may not correlate with the units billed for the day. However, the units
noted on the log should be consistent with the units billed and, if noted, on the weekly progress note. If the units documented are not consistent, the most
conservative number of units will be utilized.

11. A provider shall only record units in which the consumer was actively engaged in services. Any time allocated in the programmatic description for meals typically
does not include organized programmatic group content and therefore would not be included in the reporting of units of service delivered. Should a consumer leave
the program or receive other services during the range of documented time in/time out for PSR-Group hours, the absence should be documented on the log.

12. Rounding is applied to the person’s cumulative hours/day at the PSR program (excluding non-programmatic time). The provider shall follow the guidance in the
rounding policy included in this Provider Manual, and, specific to this service, the person served must have participated in at least 50% of the hour in order to bill for
one unit of this service. So for instance, if an individual participates in the program from 9-1:15 excluding a 30 minute break for lunch, his/her participating hours are
3.75 hours. The rounding policy is applied to the .75 hour and the units billed for that day are 4 units. Practitioner type must still be addressed and so that 4 units
must be adequately assigned to either a U4 or U5 practitioner type as reflected in the log for that day’s activities.

13. When this service is used in conjunction with Crisis Stabilization Units, Peer Supports, and ACT (on a limited basis), documentation must demonstrate careful
planning to maximize the effectiveness of this service as well as appropriate reduction in service amounts of PSR-group based upon current medical necessity.
Utilization of psychosocial rehabilitation in conjunction with these services is subject to additional review by the External Review Organization.

Ready For Work Outpatient Services

Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
RFW- Intensive
Outpatient
P0008
Unit Value 1 hour Maximum Daily Units 1 day
Initial o
Authorization 180 days Re-Authorization 180 days
égtrlgotanzatwn 180 days Utilization Criteria LOCUS scores: 2-4
Ready for Work Intensive Outpatient Services will provide comprehensive gender specific treatment for addictions. Outpatient services encompass intensive outpatient
St treatment services, which may be delivered in a wide variety of outpatient and day treatment settings. Such treatment may be offered during the day, before or after work in
ervice . . . . . . . .
Definition the_evenmg or on We_ekends. For _approprlately selected consumers ASAM Level I, II. 1, and II.5 programs provides essential education and treatment ‘serV|ces‘Wh|Ie allowing
patients to apply their newly acquires skills in “real world “environments. The Ready for Outpatient Work Program assumes an average length of stay in outpatient treatment of
4 t0 12 months.
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1. Individual must have a primary substance use disorder and meets criteria for one of the following:
a. These contracted slots are for any woman with no other means to pay for services (Corrections, DFCS, court referred, etc) to women who meet the
Department’s Core Customer definition as specified in the Provider Manual
b. If the woman has an additional coverage and coverage runs out, she can then be counted in an outpatient slot
c.  Women with Medicaid and/or additional coverage are not eligible for these slots

Admission
Criteria 2. Admissions and Interim Services Policy for Pregnant Consumers:
Federal regulations give pregnant women preference for admission to substance abuse treatment facilities regardless of fund source. All substance abuse treatment
programs must give priority to the acceptance and treatment of pregnant women, including pregnant women that are prescribed medication assisted treatments.
RFW providers must provide services to pregnant women (including those actively taking an opiate substitute) presenting for services at established service sites or
make appropriate referral for services. RFW providers must provide services to pregnant individuals (including pregnant women that are actively taking an opiate
substitute) presenting for services at established service sites or make appropriate referral for services.
1. The individual's condition continues to meet the admission criteria
2. Progress notes document progress in reducing use and abuse of substances; developing social networks and lifestyle changes; increasing educational,
vocational, social and interpersonal skills; understanding addictive disease; and/or establishing a commitment to a recovery and maintenance program, but the
overall goals of the treatment plan have not been met.
3. There is a reasonable expectation that the individual can achieve the goals in the necessary time frame.

- 4.  The chart below shows the length of stay for each ASAM level. The maximum length of stay is twelve (12) months additional documentation will be require from
Continuing Stay the state Women'’s Treatment Coordinator if length of stay need to be extended. All services are individualized and clinical discretion should be used when
Criteria evaluating levels of care

ASAM Length of Stay
Level of Care
Level II. 5 6 months
Level Il | 6 months
Level 1.0 12 months
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1. An adequate continuing care plan has been established; and one or more of the following:
2. An adequate continuing care or discharge plan is established and linkages are in place; and one or more of the following:
a. Goals of the treatment plan have been substantially met; or
b.  Consumer recognizes the severity of her drug/alcohol usage and is beginning to apply the skills necessary to maintain recovery by accessing
appropriate community supports
c. Ifaconsumer is involved with DFCS or another referring agency, a discharge staffing should be completed in collaboration with both RFW and other
referring organization
d. Receiving recommended prenatal care if pregnant
Discharge e. Deliver a drug free baby if pregnant
Criteria f.  If consumer is staffed to be discharged before clinically appropriate, a clinical staffing must be completed and provide the following information:
documented reason for early discharge, and an aftercare plan
3. Transfer to a higher level of service is warranted if:

a. Individual's condition changes or nonparticipation
b. The individual refuses to submit or has positive random drug screens
C. Consumer exhibits symptoms of acute intoxication and/or withdrawal
d. The individual requires services not available at this level
e. Consumer has consistently failed to achieve essential treatment objectives despite revisions to the treatment plan and advice concerning the
consequences of continued alcohol/drug use to such an extent that no further process is likely to occur
Service Services cannot be offered with Mental Health Intensive Outpatient Package, SA Intensive Outpatient Package, Psychosocial Rehabilitation, or other residential treatment

Exclusions service.
1. Ifanindividual is actively suicidal or homicidal with a plan and intent
2. Women should have no cognitive and/ or intellectual impairments which will prevent them from participating in and benefiting from the recommended level of care

(Elllnllca_l 3. Detoxification and impairments needs must be met prior to admission to the program( alternative provider and/ or community resources should be used to serve women
LSRR with acute treatment needs)

4. Women must be medically stable in order to reside in group living conditions and participate in treatment.

1. Services must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse Treatment Program, 290-4-2.

2. Consumer receiving services must have a qualifying diagnosis present in the medical record prior to the imitation of services. The diagnosis must be given by person
identified in O.C.GA. Proactive Acts as qualified to provide a diagnosis.

3. Each consumer should participate in setting individualized goals for themselves and in assessing their own skills and resources related to sobriety, use/abuse and
maintaining recovery. Goals are set by exploring strength and needs in the consumer’s living, learning, social and working environment. Services may take place
individually or in groups.

Required 4. Each consumer must be oriented into the program and receive a copy of rules and regylations and client right;. A program handbook is.recor'nmended.
5. Treatment plan reviews at least every 60 days and staffing should be conducted involving all necessary participants including Therapeutic Childcare Staff. RFW
Components Treatment Review Form is recommended.

6. There must be different phases and/or levels of treatment for consumers. These levels are to be assessed regularly and should be highly individualized, clinical judgment
should be used. Use of ASAM is required to determined level of care during each phase.

7. All RFW work providers must provide all services included in the RFW package.

8. AllRFW work providers must offer the following groups: Substance Abuse Treatment Groups, Relapse Prevention, Trauma Groups, Criminal Addictive Thinking /
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Irrational Thinking, Anger Management, Co-Occurring Disorders, Life Skills, Family Dynamics and Health Relationships including HIV/AIDS Education.

9. The recommended curriculums for the above groups are: The MATRIX, Helping Women Recover, A Woman’s Way through the 12 steps, Beyond Trauma, TREM,
Seeking Safety, A New Direction Criminal and Addictive Thinking, SAMHSA Anger Management, Matrix Family Component.

10. Providers are required to maintain a waiting list for services; in the case that the number of referrals for services exceeds the number of authorized placements and/or
resources. When individuals are referred for services and no placements exist, the treatment provider in conjunction with the referring agency should review the
individual’s treatment needs in accordance with the prioritization criteria outlined below. As a general rule, individuals meeting priority criteria guidelines should be
authorized into service and should not be placed on a waiting list. Individuals placed on the waiting list should be contacted at least twice a month.

11. The chart below shows the required hours of treatment for each ASAM level. All services are individualized and clinical discretion should be used when

evaluating levels of care

ASAM Level of Care Hours Per Week
Level 1I1.5 25 hours

Level 111.3 15 hours

Level 1.2 9 hours

1. Program Coordinator Qualifications:

a) Atleasttwo (2) years of documented work experience in a Gender Specific and/or Substance Abuse Treatment Program.

b)  Level 4 or higher with co-occurring disorders experience defined in the DBHDD Provider Manual. This person’s knowledge must go beyond basic understanding
and must demonstrate actual staff capabilities in using knowledge for individuals with co-occurring disorders. Staff person must demonstrate a minimum of 5 hours
per year of training in co-occurring treatment. Effective 1/1/10 programs must have documentation that there is at least 1 level 4 staff (excluding PP, ST and
Addiction Counselor Trainee that is co-occurring capable)

c) A CACI working towards obtaining a CAC Il within two years can work in this position. The Provider will be required to keep documentation of supervision and
anticipated test date

2. Program Manager or Lead Counselors Qualifications:

a) Atleastone (1) year of documented work experience in a Gender Specific and /or Substance Abuse Treatment Program.

b) Level 4 practitioners or a CAC | with co-occurring disorders experience or higher staff as defined in the DBHDD Provider Manual
3. Programmatic Staff Qualifications:

a) All RFW practitioners with no documented experience should be orientated on the biological and psychosocial dimensions of abuse and dependence and trained in
evidence-based models and best practices. This orientation should also include “Introduction to Women and Substance Use Disorders” On-line course. This must
be completed within the first 90 days of employment

b) Level 4 practitioner with co-occurring disorders experience or higher staff as defined in the DBHDD Provider Manual

¢) Non-clinical staff and Level 5 practitioners, must be under the supervision of an onsite Level 4 practitioner(excluding ACT, ST) as defined in the DBHDD Provider
Manual

4. RFW Provider shall provide at least one program director to oversee residential and 