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INTRODUCTION

The FY 2011 Provider Manual for the Department of Behavioral Health and
Developmental Diseases (DBHDD) has been designed as an addendum to your
contract/agreement with DBHDD to provide you structure for supporting and
serving consumers residing in the state of Georgia.

Please Note: The Department of Behavioral Health and Developmental
Disabilities continues to share some management services with the Department
of Human Services (formerly the Department of Human Resources). Therefore,
several forms, policies, and processes contained herein may still include
references to these department names, yet remain applicable.

UPDATED FOR JANUARY 1, 2011

The following changes are included in this version of the Provider Manual.

Part | — Eligibility, Service Definitions and Requirements

e Assertive Community Treatment is redesigned effective April 1, 2011. This new version
is located immediately following the current-standing definition beginning on page 234.

Part Il - Community Service Standards - Section | - Standards for All
Providers
e Use of medications for behavior control — pages 410-411

e Two requirements related to Behavior Support Plans — pages 411 and 415-416
e Training requirement — Communication Skills — page 430

e Training requirement — CPR / Basic Cardiac Life Support (BCLS) — pages 430-431

Part IV — General Policies and Procedures

e Revised Policy regarding Recruitment and Application to Become a Provider of
Developmental Disabilities Services — see Policy in Part IV

Revised Policy regarding Personal Funds, Possessions Safeguards, and Room and Board
Charges in Developmental Disabilities Residential Services; the policy content was
revised and the policy name was changed to Management/Supervision/Safeguarding
of Possessions, Valuables, Personal Funds and Day-To-Day Living Expenses in
Developmental Disabilities Residential Services — see Policy in Part IV
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CONSUMER ELIGIBILITY- CHILD AND ADOLESCENT CORE CUSTOMER FOR
MENTAL HEALTH AND ADDICTIVE DISEASE SERVICES

A. SERVICE ACCESS

Many 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 youth
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 a
youth's need for services and whether there are sufficient indications of a mental illness and/or substance
related disorder to warrant further diagnostic assessment and admission to at least Brief Stabilization
services.

1. If the youth does not have sufficient indications of a mental illness and/or substance related
disorder, or if the youth 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 youth does appear to have a mental illness and/or substance related disorder, and does
appear to meet Core Customer functional criteria, then the youth 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 youth moving directly into Ongoing Services).

For all services, a provider must request a Prior Authorization via a MICP form. For additional information
on the use of the MICP please see MICP User Guide available at www.apsero.com.

B. CORE CUSTOMER CLASSIFICATION AND ELIGIBILITY DETERMINATION
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 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. Such
information includes child and family resource utilization and the child’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: For state funded supports, the youth must have no other means of paying
for the services needed. If there are no other means to pay for the authorized services then the
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youth/family will pay based on his/her ability to pay in accordance with the Department’s Policy
on Consumer Fee Collections and Sliding Fee Scale.

C. PRIORITY FOR SERVICES
The following youth are priority for services:

1. The first priority group for services is:

1 Youth at risk of out-of home placements;

] Youth who are in out of home placements; and,

1 Youth currently in a state operated psychiatric facility or a community-based crisis
residential service including a crisis stabilization program.

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;

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

1 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;

"1 Youth under the correctional community supervision with mental illness or substance
use disorder or dependence;

1 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;

"1 Pregnant youth;

"1 Youth who are homeless; or,

1 IV drug Users.

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

D. EARLY INTERVENTION AND STABILIZATION- CHILD AND ADOLESCENT MENTAL HEALTH AND
ADDICTIVE DISEASES

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 in the Orientation to Services portion of this section of the Provider Manual:

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
Multipurpose Information Consumer Profile [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.
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For any youth registered with a MICP Registration, a Diagnostic Impression is allowed for 30 days after the
initial engagement with the youth and, 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
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 AXxis |, 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,
c. 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 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.
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E. ONGOING SUPPORT AND TREATMENT- CHILD AND ADOLESCENT MENTAL HEALTH

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 primary diagnosis of a serious emotional
disturbance on Axis I, (for example: major depression, an anxiety disorder, or other serious
emotional disturbance). This must be a verified diagnosis, not just a diagnostic impression.
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 Child and Adolescent Functional
Assessment Scale (CAFAS),

-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.

F. ONGOING SUPPORT AND RECOVERY- CHILD AND ADOLESCENT ADDICTIVE DISEASES

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:

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 4 of 314



1. Diagnostic- The child/adolescent must have a primary diagnosis on Axis | of 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. A score of 20 or higher (moderate to severe impairment) on the ‘Substance Abuse” subscale
of the Child and Adolescent Functional Assessment Scale (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.

G. DiAGNOSTIC CATEGORIES APPROVED FOR STATE FUNDED SERVICES
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;
3. Learning Disorders;
4. Motor Skills Disorders;
5. Communication Disorders;
6. Organic Mental Disorders;
7. Pervasive Developmental Disorders; and,
8.V Codes
2. Child and Adolescent Addictive Diseases:
a. Substance Related Disorders including but not limited to substance abuse, substance
dependence, and substance withdrawal as classified in the most recent version of the
DSM.
b. The severity and duration of substance related disorders are not considered in regard to
the Core Customer criteria (except as they may be inherent to the definition of a
disorder).
c. Exclusions: The following disorders are excluded:
1. Caffeine-Induced Disorders;
2. Nicotine-Related Disorders; and,
3. Substance Intoxication- only excluded for Ongoing Services.

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

disorder must be the presenting problem and the primary diagnosis/focus of treatment, and the youth must
meet the functional criteria listed above.

H. CONTINUED REVIEW OF ELIGIBILITY
Eligibility will be reviewed as consumers’ MICP service reauthorizations become due.
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CONSUMER ELIGIBILITY- ADULT CORE CUSTOMER FOR MENTAL HEALTH
AND ADDICTIVE DISEASE SERVICES

A. SERVICE ACCESS

Many individuals 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
individual'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 Stabilization
services.

1. If the individual does not have sufficient indications of a mental illness 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 individual does appear to have a mental iliness 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 MICP form. For additional information
on the use of the MICP please see MICP User Guide available at www.apsero.com.

B. CorRE CUSTOMER CLASSIFICATION AND ELIGIBILITY DETERMINATION

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 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 functional/risk assessment. Such
information 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.
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4. Financial Eligibility: For state funded supports, the individual must have no other means of
paying for the services needed. If there are no other means to pay for the authorized services
then the consumer will pay based on his/her ability to pay in accordance with the Department’s
Policy on Consumer Fee Collections and Sliding Fee Scale.

C. PRIORITY FOR SERVICES
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,
state funded/paid inpatient services, a crisis stabilization or crisis residential program.
2. The second priority group for services is:
"1 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 program admissions within the past
3 years;
"1 Individuals with a history of enrollment on an Assertive Community Treatment team within the
past 3 years;
"1 Individuals with court orders to receive services;
1 Individuals under the correctional community supervision with mental illness or substance use
disorder or dependence;
"1 Individuals released from secure custody (county/city jails, state prisons, diversion programs,
forensic inpatient units) with mental illness or substance use disorder or dependence;
"1 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.
"] Pregnant women;
"1 Individuals who are homeless; or,
1 IV drug Users.

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

D. BRIEF STABILIZATION- ADULT MENTAL HEALTH AND ADDICTIVE DISEASES

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 in the Orientation to Services
portion of this section of the Provider Manual.

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 and, after 30 days, the individual must have a verified diagnosis in
order to continue to meet the diagnostic criteria and continue services.
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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 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.

E. ONGOING SUPPORT AND RECOVERY- ADULT MENTAL HEALTH

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 Services, certain diagnostic and functional criteria must be met, including the following:

1. Diagnostic- The individual must have a verified Axis | diagnosis (note: not just a diagnostic
impression) 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.

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--
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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 score on the Level of Care Utilization System (LOCUS) indicates that the

individual would be appropriate for a Level 2 or above level of care.

F. ONGOING SUPPORT AND RECOVERY- ADULT ADDICTIVE DISEASES

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 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 score on the Level Of Care Utilization System (LOCUS) 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 score on the Level Of Care Utilization System (LOCUS) indicates that the

individual would be appropriate for a Level 2 or above level of care.
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G. DIAGNOSTIC CATEGORIES APPROVED FOR STATE FUNDED SERVICES

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 of treatment:
1. Tic disorders,
2. Mental Retardation
3. Learning Disorders
4. Motor Skills Disorders
5. Communication Disorders
6. Organic Mental Disorders
7. Pervasive Developmental Disorders
8. Personality Change Due to a General Medical Condition
9. Mental Disorder NOS Due to a General Medical Condition
10. V Codes

2. Adult Addictive Diseases

a. Substance-Related Disorders including but not limited to substance abuse, substance
dependence, and substance withdrawal.

b. Note that severity and duration of substance related disorders are not considered in
regard to the Core Customer criteria (except as they may be inherent to the definition of
a 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, 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 iliness 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
Eligibility will be reviewed as individuals’ MICP reauthorizations become due.
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Mental Health and Addictive Disease

Orientation to Services
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Overview of Service Packages

In order to make it easier for providers to request groups of services that are frequently provided
concurrently, the DBHDD has created service packages which can be requested to support an individual.
These packages work in a manner similar to the current 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 Ala 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 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 the
requirements listed in the Documentation Guidelines in Part Il, Section IV of 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 a’ 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:
A. Brief Registration

The Brief Registration Package is designed to provide a comprehensive package of services that can be
provided to new consumers for up to 90 days. It may be requested only through submission of a MICP
Registration. This package includes the services determined to be essential to completing the initial
assessments and individualized resiliency/recovery plan, crisis intervention services, and a brief period of
therapy and skills training services. The following table lists the services, maximum daily unit limits, and
maximum units currently available during the 90-day authorization period.
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. Auth
Package Service . Period Max Ma}x
Package Name Groups Service Group Name . Auth | Daily
Code in . .
Included Units | Units
Days
P0001 Brief Registration 10101 Beh Health Assmt & Serv Plan Development 90 32 24
10102 Psychological Testing 90 5 5
10103 Diagnostic Assessment 90 2 2
10110 Crisis Intervention 90 20 16
10120 Psychiatric Treatment 90 6 1
10130 Nursing Assessment & Care 90 12 12
10140 Medication Administration 90 6 1
10150 Community Support 90 200 96
10160 Individual Outpatient Services 90 8 1
10170 Group Outpatient Services 90 480 16
10180 Family Outpatient Services 90 32 8
21202 Community Transition Planning 90 10 10

This package may only be requested for new consumers. It cannot be requested for existing consumers,
cannot follow any existing MICP authorization, and must either be followed by a MICP Discharge or a MICP
Ongoing request.

B. Medication Maintenance

This package is designed for the provider to request the units of service necessary to support an individual
whose mental health or substance abuse problems are essentially stable and whose needs include
ongoing medication management and relatively fewer supports. The authorization period for this package
is 365 days and it may be requested by submission of a MICP New Episode or MICP Ongoing request with
the Medication Maintenance package selected.

The following table lists the services, maximum daily unit limits, and maximum units currently available
during the 365-day authorization period:

Package Service Auth Max Max
Package Name Groups Service Group Name Period Auth Daily

Code . . .
Included inDays | Units Units

P0002 | Medication Maintenance 10101 Beh Health Assmt & Serv Plan 365 6 6

Development

10103 Diagnostic Assessment 365 2 2

10120 Psychiatric Treatment 365 6 1

10130 Nursing Assessment & Care 365 8 8

10140 Medication Administration 365 30 1

10150 Community Support 365 48 48
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C. Crisis Stabilization Program

This package is designed for use by providers that operate Crisis Stabilization Programs 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 a state hospital may not bill claims to Medicaid and should submit a MICP request for the
individual Crisis Stabilization Program service and submit encounters as instructed in the CSP service
definition.

Providers that are eligible to bill Medicaid for services provided in a CSP may bill for the unbundled
services listed in the package, up to the daily maximum for each service, and should also submit
encounters for the CSP service as instructed in the service definition. Although not all services provided in
a CSP are individually billable, the program expectations for services to be provided within CSPs have not
changed. Providers of C&A CSP services may not bill unbundled service encounters through the C&A
fee-for-service system for services provided within any Crisis Stabilization Program due to the fact that this
Is a state-contracted service. Only CSP service encounters may be submitted for non-Medicaid eligible
children in CSPs.

The following table lists the services, maximum daily unit limits, and maximum units currently available
during the 20-day authorization period:

Package Service Auth Max Max
Package Name Groups Service Group Name Period Auth Daily

Code . : .
Included inDays | Units Units

P0003 Crisis Stabilization Program 20101 Crisis Stabilization Program 20 20 1

10101 Beh Health Assmt & Serv Plan 20 3 24

Development

10103 Diagnostic Assessment 20 2 2

10110 Crisis Intervention 20 32 8

10120 Psychiatric Treatment 20 20 1

10130 Nursing Assessment & Care 20 80 5

10140 Medication Administration 20 20 1

10170 Group Outpatient Services 20 80 4

D. MH Intensive Outpatient (C&A)

This Intensive Outpatient package was designed to support agencies that provide services at an intensity
that would be consistent with a C&A Mental Health day treatment model. Since the DBHDD was required
by CMS to discontinue reimbursement for bundled day treatment services, providers have had to bill for the
individual services provided within their programs.

The C&A package differs from the Adult package only in that it includes the state-funded Structured Activity

Supports service. The following table lists the services, maximum daily unit limits, and maximum units
currently available during the 180-day authorization period:
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Service Service Auth Max Max
Group Package Name Groups Service Name Period Auth Daily
Code Included inDays | Units Units
PO004 | MH Intensive Outpatient (C&A) | 10101 g‘;ce'l*;;r';z pssmt & Serv Plan 180 32 24

10102 Psychological Testing 180 10 5
10103 Diagnostic Assessment 180 4 2
10110 Crisis Intervention 180 24 16
10120 Psychiatric Treatment 180 24 1
10130 Nursing Assessment & Care 180 24 16
10140 Medication Administration 180 40 1
10150 Community Support 180 600 96
10160 Individual Outpatient Services 180 36 1
10170 Group Outpatient Services 180 1170 16
10180 Family Outpatient Services 180 100 8
20902 Structured Activity Supports 180 320 8

E. MH Intensive Outpatient (Adult)

The Intensive Outpatient package was designed to support agencies that provide services at an intensity
that would be consistent with a day treatment model. Since the DBHDD was required by CMS to
discontinue reimbursement for bundled day treatment services, providers have had to bill for the individual
services provided within their programs.

The following table lists the services, maximum daily unit limits, and maximum units currently available
during the 180-day authorization period:

Service Service Auth Max Max
Group Package Name Groups Service Name Period Auth Daily
Code Included inDays | Units Units
PO005 | MH Intensive Outpatient (Adults) | 10101 Siwfﬁr'ﬁhe Assmt& Senv Plan 180 3 2

10102 Psychological Testing 180 10

10103 Diagnostic Assessment 180 4

10110 Crisis Intervention 180 24 16
10120 Psychiatric Treatment 180 24 1
10130 Nursing Assessment & Care 180 24 16
10140 Medication Administration 180 40 1
10150 Community Support 180 600 96
10160 Individual Outpatient Services 180 36 1
10170 Group Outpatient Services 180 1170 16
10180 Family Outpatient Services 180 100 8
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F. SA Intensive Outpatient (Adolescent)

This Intensive Outpatient package was designed to support agencies that provide services at an intensity
that would be consistent with a SA Adolescent day treatment model. Since the DBHDD was required by
CMS to discontinue reimbursement for bundled day treatment services, providers have had to bill for the
individual services provided within their programs.

The SA Adolescent package differs from the Adult package only in that it includes the state-funded
Structured Activity Supports service. The following table lists the services, maximum daily unit limits, and
maximum units currently available during the 180-day authorization period:

Service Service Auth Max Max
Group Package Name Groups Service Name Period Auth Daily
Code Included inDays | Units Units
PO00G (S'Q Ionlteir;sei:]/te; Outpatient 10101 gzcel]loegrlrtlg rﬁssmt & Serv Plan 180 3 2

10103 Diagnostic Assessment 180 4 2
10120 Psychiatric Treatment 180 12 1
10130 Nursing Assessment & Care 180 48 16
10150 Community Support 180 600 96
10160 Individual Outpatient Services 180 36 1
10170 Group Outpatient Services 180 1170 20
10180 Family Outpatient Services 180 100 8
20902 Structured Activity Supports 180 320 8

G. SA Intensive Outpatient (Adult)

The SA Intensive Outpatient package is designed to support agencies that provide services at an intensity
that would be consistent with a day treatment model. Since the DBHDD was required by CMS to
discontinue reimbursement for bundled day treatment services, providers have had to bill for the individual
services provided within their programs.

The following table lists the services, maximum daily unit limits, and maximum units currently available
during the 180-day authorization period:

Service Service Auth Max Max
Group Package Name Groups Service Name Period Auth Daily
Code Included inDays | Units Units
P0007 | SA Intensive Outpatient (Adults) | 10101 | BeN Health Assmt& Serv Plan 180 3 2

Development

10103 Diagnostic Assessment 180 4

10120 Psychiatric Treatment 180 12 1
10130 Nursing Assessment & Care 180 48 16
10150 Community Support 180 600 96
10160 Individual Outpatient Services 180 36 1
10170 Group Outpatient Services 180 1170 20
10180 Family Outpatient Services 180 100 8
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H. Ready For Work (RFW) Services and Supports (Adult)

The Ready for Work packages are designed to allow RFW agencies to select a group of services specified
in their contracts to support a very specific population (See Part I, Section V). The package format allows
the DBHDD to track and monitor services for this specific set of services in an unbundled environment.

Service Service Auth Max Max Medicaid/
Group Package Name Groups Service Name Period Auth Daily State
Code Included inDays | Units | Units
PO008 | RFW Intensive Outpatient | 10101 geh Health Assmt & Serv Plan 180 32 24 Both

evelopment
10103 Diagnostic Assessment 180 4 2 Both
10120 | Psychiatric Treatment 180 12 1 Both
10130 Nursing Assessment & Care 180 48 16 Both
10150 Community Support 180 600 48 Both
10160 | Individual Outpatient Services 180 36 1 Both
10170 Group Outpatient Services 180 1170 20 Both
10180 Family Outpatient Services 180 100 8 Both

Service Service Auth Max Max Medicaid/
Group Package Name Groups Service Name Period Auth Daily State
Code Included inDays | Units | Units
P0009 | RFW Intensive Residential 20510 Structured Residential- RFW/TANF 180 180 1 State!

10101 Beh Health Assmt & Serv Plan 180 3 2 Both
Development

10103 Diagnostic Assessment 180 4 2 Both

10120 | Psychiatric Treatment 180 24 1 Both

10130 Nursing Assessment & Care 180 48 16 Both

10140 Medication Administration 180 40 1 Both

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:

MODIFIER DESCRIPTIONS

GT = Via Interactive audio and video telecommunication systems

HA = Child/Adolescent Program

HQ = Group Setting

HR = Family/Couple with client present
HS = Family/Couple without client present

HT = Multidisciplinary team
U1 = Practitioner Level 1
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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

The following modifiers are State created and used on state services only:
H9 = Court-ordered

R1 = Residential Level 1 (State Code)

R2 = Residential Level 2 (State Code)

R3 = Residential Level 3 (State Code)

TB = Transitional Bed (State Code)

U2 = Crisis Stabilization Program High Intensity (State Code)

ZH = From State Hospital (State Code)

ZC = From Crisis Stabilization Program (State Code)

ZP = From PRTF - Psychiatric Residential Treatment Facility (State Code)
ZJ =From Jail / YDC / RYDC (State Code)

Z0 = From Other Institutional Setting (State Code)
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Mental Health and Addictive Disease

Children and Adolescents’
CORE Benefit Package
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Behavioral Health Assessment

HIPAA
Transaction Code Detail

Practitioner Level 2, In-Clinic
Practitioner Level 3, In-Clinic

Practitioner Level 4, In-Clinic $20.30

Code

Assessment Practitioner Level 5, In-Clinic

by hon- Practitioner Level 2, Out-of-Clinic
Physician

Practitioner Level 3, Out-of-Clinic
Practitioner Level 4, Out-of-Clinic
Practitioner Level 5, Out-of-Clinic

Mental Health

Definition of Service: The Behavioral Health Assessment process consists of a face-to-face
comprehensive clinical assessment with the individual, which must include the youth’s perspective, 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 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 develop or review collateral 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.

The entire process should involve the child/youth as a full partner and should include assessment of
strengths and resources as identified by the youth and his/her family.

Children & Adolescents with a known or suspected mental health
diagnosis and/or Substance-Related Disorder

Target Population
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Benefit Information

Available to all known or suspected Core Customers. Requires a MICP
Registration or a MICP New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

32 units (Combined with H0032 — Service Plan Development)

Re-Authorization*

32 units (Combined with H0032 — Service Plan Development)

Maximum Daily Units*

24 units (Combined with HO032 — Service Plan Development)

Authorization Period*

180 days

UAS:
Budget and Expense
Categories

Core Services Provider
231 — C&A Mental Health
831 — C&A Addictive Diseases

Admission Criteria

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

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

3. At least a preliminary indication that youth meets Core Customer
eligibility.

Continuing Stay Criteria

The youth’s situation/functioning has changed in such a way that previous
assessments are outdated.

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

2. Individual has withdrawn or been discharged from service; or

3. Individual no longer demonstrates need for additional assessment.

Service Exclusions

None

Clinical Exclusions

None

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

2. Asindicated, 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. Aninitial Behavioral Health Assessment is required within the first 30 days of service, with
ongoing assessments completed as demanded by changes with an individual.

4. “Out-of-Clinic” may only be billed when:
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e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners may provide Behavioral Health Assessment services:

e Practitioner Level 2: Psychologist, APRN, PA
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 111); 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 (addictions counselors may only perform these functions
related to treatment of addictive diseases).

e Practitioner Level 5: Certified Addiction Counselor-1, Registered Alcohol and Drug
Technician (1, I, or I11), Addiction Counselor Trainee with high school diploma/equivalent
(practitioners at this level may only perform these functions related to treatment of
addictive diseases).

C. Clinical Operations
1. The individual consumer (and caregiver/responsible family members, etc., as appropriate) should
actively participate in the assessment processes.

D. Service Access

1. Children/Families access this service when it has been determined through an initial screening that
the youth has mental health or addictive disease concerns.

2. Behavioral Health Assessment 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
program with greater than 16 beds), jail, youth development center (YDC) or prison system.

This service may not be provided or billed via this code 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.
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E. Additional Medicaid Requirements
1. The daily maximum within a CSP for combined Behavioral Health Assessment and Service Plan
Development is 24 units/day.

F. Reporting & Billing Requirements
1. All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements
1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual
2. In addition to the authorization produced through this service, documentation of clinical assessment
findings from this service must also be completed and placed in the individual’s chart as a
Comprehensive Assessment.
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Community Support

Mod
1

Practitioner Level 4, In-Clinic H2015 U4 $20.30
Practitioner Level 5, In-Clinic H2015 U5 $15.13
Practitioner Level 4, Out-of-Clinic H2015 U4 $24.36

HIPAA
Transaction Code Detail Code
Code

Practitioner Level 5, Out-of-Clinic H2015 us $18.15
Community

Support Practitioner Level 4, In-Clinic, Collateral H2015 UK $20.30

Contact

Practitioner Level 5, In-Clinic, Collateral H2015 UK $15.13
Contact

Practitioner Level 4, Out-of-Clinic, H2015 UK $24.36
Collateral Contact

Practitioner Level 5, Out-of-Clinic, H2015 UK $18.15
Collateral Contact

Definition of Service: Community Support services consist of rehabilitative, environmental support and
resources coordination considered essential to assist a youth and family in gaining access to necessary
services and in creating environments that promote resiliency and support the emotional and functional
growth and development of the youth. The service activities of Community Support include:

e 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;

e Planning in a proactive manner to assist the youth and family in managing or preventing crisis
situations;

e 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;

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 25 of 314



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 illness 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.

Target Population

Children and Adolescents with one of the following:
Mental Health Diagnosis
Substance-Related Disorder

Co-Occurring Substance-Related Disorder and Mental Health Diagnosis

Co-Occurring Mental Health Diagnosis and Mental
Retardation/Developmental Disabilities

Co-Occurring Substance-Related Disorder and Mental Retardation/
Developmental Disabilities

Benefit Information

Available to Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes
Initial Authorization* 600 units
Re-Authorization* 600 units
Maximum Daily Units* 48 units
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
226 — C&A Mental Health
826 — C&A Addictive Diseases
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1. Individual must meet target population criteria as indicated above; and
one or more of the following:

2. Individual may need assistance with developing, maintaining, or
enhancing social supports or other community coping skills; or

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

1. Individual continues to meet admission criteria; and

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:

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

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.

1. Intensive Family Intervention and CSI 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 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 during which a
therapeutic intervention tied to a goal on the individual’s treatment
plan is not occurring)

1. There is a significant lack of community coping skills such that a more
intensive service is needed.

. Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of a psychiatric condition
overlaying the primary diagnosis:

e mental retardation

e autism

e organic mental disorder, or
e traumatic brain injury

N

*(unless authorized as a part of a specific “package” which changes the authorization parameters)
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Additional Service Criteria:

A. Required Components

1.

10.

11.

12.

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
e 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
Community Support services focus on building and maintaining a therapeutic relationship with the
youth and facilitating treatment and resiliency goals.
The organization must have policies and procedures for protecting the safety of staff that engage in
these community-based service delivery activities.
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 preferences of the family.
At least 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).
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).
Unsuccessful attempts to make contact with the consumer are not billable.
When this service is provided to youth and their families, the child/adolescent consumer of service
must clearly remain the target of service.
Any diagnosis given to a youth must come from persons identified in O.C.G.A Practice Acts as
qualified to provide a diagnosis. These practitioners include a licensed psychologist, a physician or
a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job
description or protocol.
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.
CSl is an individual intervention and may not be provided or billed for more than one consumer
during the same time period.
“Out-of-Clinic” may only be billed when:
e Travel by the practitioner is to a non-contiguous location; and/or
e 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
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e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners may provide Community Support services:

Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 4 rate)
Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)

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; MAC, CAC-Il, CADC, CCADC, GCADC
(1, 11); 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

2. Under the documented supervision (organizational charts, supervisory notation, etc.) of one of
the licensed/credentialed professionals above, the following staff may also provide Community
Support:

Certified Peer Specialists

Paraprofessional staff

Certified Psychiatric Rehabilitation Professional
Certified Addiction Counselor-|

Registered Alcohol and Drug Technician (1,11, or II)
Addiction Counselor Trainee

3. Community Support 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. Youth who receive only medication maintenance are not counted in the staff ratio
calculation.

C. Clinical Operations

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 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.
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2. Community Support providers must have the ability to deliver services in various environments,
such as homes, schools, homeless shelters, or street locations. The provider should keep in
mind that families may prefer to meet staff at a community location other than their homes or
other conspicuous locations (e.g. their 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 youth in a way that may potentially embarrass the individual or breech the
youth's privacy/confidentiality. Staff should be sensitive to and respectful of youth and family
privacy/confidentiality rights and preferences in this regard to the greatest extent possible (e.g.
if staff must meet with a youth during their school time, choosing inconspicuous times and
locations to promote privacy).

3. If services are performed in school setting during school hours:

a. Documentation must indicate that intervention is most effective when provided
during school hours.
b. IRP should indicate how the intervention has been coordinated among family

system, school, and provider.

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

5. The organization must have established procedures/protocols for handling emergency and
crisis situations that describe methods for supporting youth as they transition to and from
psychiatric hospitalization.

6. Each provider must have policies and procedures for the provision of individual-specific
outreach services, including means by which these services and youth are targeted for such

efforts.

7. 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
schedule for staff

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, 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
8. 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.).

D. Service Accessibility
1. Agencies that provide Community Support services must regularly provide individuals served
with Georgia Crisis & Access Line contact information (1-800-715-4225 and 1-800-255-0056
for TTY, and 1-800-255-0135 -Voice) for appropriate crisis intervention services.
2. 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-
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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.

3. Community Support 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
program 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

E. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above
when billing Medicaid for this service.

F. Reporting & Billing Requirements
1. 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-face with the
individual.
2. All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be
followed.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Community Transition Planning

Transaction Code Detalil
Code

Community Transition Planning
(State Hospital)
Community Transition Planning

Community | (Crisis Stabilization Program)
Transition Community Transition Planning
Planning (PRTF)

Community Transition Planning (Jail
/ Youth Detention Center)
Community Transition

Definition of Service: Community Transition Planning is a service provided by Core and IFI providers to
address the care, service, and support needs of children and adolescents with serious emotional
disturbance and/or co-occurring disorders to ensure a coordinated plan of transition from a qualifying facility
to the community. Each episode of Community Transition Planning 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/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. Community Transition Planning 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.

Community Transition Planning 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 Educate 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, educated choices on those service options that they
feel will best meet their needs.

e 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 which improves the likelihood of the youth accepting services and working toward
change
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Target Population

Children and Adolescents with one of the following:

Mental Health Diagnosis

Substance Related Disorder

Co-Occurring Substance-Related and Mental Health Diagnosis

Benefit Information

Available to Core Customers in need of Brief Stabilization or Ongoing
Services.
Requires a MICP Registration or MICP New Episode...

Utilization Criteria

Available to those currently in qualifying facilities who meet Core Customer
Eligibility Definition

Unit Value 15 minutes
Reimbursement Rate $20.92 /unit
Initial Authorization 10 units
Re-Authorization 10 units
L : 90 days (Registration)
Authorization Period 180 days (New Episode)
UAS: 262 — C&A Mental Health
Budget and Expense 862 — C&A Addictive Diseases
Categories (This is a FFS service and thus providers will not submit MIERS)

Admission Criteria

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

o1k

Note: Modifier on Procedure Code indicates setting in which the
consumer is transitioning from.

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.

Service Exclusions

None

Clinical Exclusions

Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of a co-occurring Behavioral
Health condition:

a. Developmental Disability without a co-occurring mental illness or

addictive disease diagnosis

b. Autism

c. Organic Mental Disorder

d. Traumatic Brain Injury

Additional Service Criteria:

A. Required Components

Prior to Release from a Qualifying Facility:
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When the youth has had (a) a length of stay of 60 days or longer in a facility or (b) youth is readmitted
to a 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 shall be included in both the
youth’s hospital and community record.

B. Staffing Requirements
1. A Master's/Bachelor’s degree in behavioral or social science that is primarily psychological in
nature under the supervision of a licensed practitioner; or
2. A Georgia Certified Peer Specialist or trained Paraprofessional under the supervision of a licensed
practitioner; or
3. An LPN practicing under supervision in accordance with the Georgia Practice Acts.

C. Clinical Operations
Community Transition Planning activities shall include:
1. Telephone and Face-to-face contacts with youth/family/caregiver;
2. Participating in youth’s clinical staffing(s) prior to their discharge from the facility;
3. Applications for youth resources and services prior to discharge from the facility including
Healthcare
b. Entitlements for which they are eligible
c. Education
d. Consumer Support Services
e. Applicable waivers, i.e., PRTF, and/or MRDD

e

D. Service Access
1. This service must be available 7 days a week (if the qualifying facility discharges or releases 7
days a week).

E. Reporting & Billing Requirements
1. 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.
2. Complete the Multipurpose Information Consumer Profile (MICP) information.
3. Providers must document services in accordance with the specifications for documentation
requirements specified in PART I, Section V of the Provider Manual.

F. Documentation Requirements
1. A documented Community Transition Plan for:
a. Individuals with a length of stay greater than 60 days; or
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.
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Crisis Intervention

Mod
1

Practitioner Level 1, In-Clinic H2011 Ul

HIPAA
Transaction Code Detail Code
Code

Practitioner Level 2, In-Clinic H2011 u2

Practitioner Level 3, In-Clinic H2011 UK]

. Practitioner Level 4, In-Clinic H2011 | U4
Crisis
Intervention Practitioner Level 1, Out-of-Clinic | H2011 | U1

Practitioner Level 2, Out-of-Clinic H2011 U2

Practitioner Level 3, Out-of-Clinic H2011 UK]

Practitioner Level 4, Out-of-Clinic H2011 U4

Definition of Service: 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.

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 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.

Children/Adolescents with known or suspected Mental Health issues
Target Population and/or Substance Related Disorders
Children/Adolescents experiencing a severe situational crisis
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Benefit Information

Available to all known or suspected Core Customers. Requires a MICP
Registration or a MICP New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes

Initial Authorization* 48 units

Re-Authorization* 48 units

Maximum Daily Units* 16 units

Authorization Period* 180 days

UAS: Core Services Provider
Budget and Expense 221 - C&A Men_ta! Hea_Ith
Categories 821 — C&A Addictive Diseases

Admission Criteria

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
3. Youthis at risk of harm to self, others and/or property. Risk may range
from mild to imminent; and one or both of the following:
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 Criteria

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 that stabilizes the individual and moves
him/her to the appropriate level of care.

Discharge Criteria

1. Individual no longer meets continued stay guidelines; and
2. Crisis situation is resolved and an adequate continuing care plan has
been established.

Service Exclusions

Clinical Exclusions

Severity of clinical issues precludes provision of services at this level of
care.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1. H2011 U6 is provided in clinic-based settings.
2. H2011 U7 is provided in out-of-clinic settings.
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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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1.

The following practitioners may provide Crisis Intervention services:
e Practitioner Level 1: Physician/Psychiatrist
e Practitioner Level 2: Psychologist, APRN, PA
e Practitioner Level 3: LCSW, LPC, LMFT, RN
e 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.

C. Clinical Operations

1.

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 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 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.

D. Service Access

1.

2.

3.

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

Services are available 24-hours per 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).

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

E. Additional Medicaid Requirements
1. This service must be billed as either In-Clinic or Out-of-Clinic Crisis Management/ Intervention for
Medicaid recipients in accordance with A. above.
2. The daily maximum within a CSP for Crisis Intervention is 8 units/day.

F. Reporting & Billing Requirements
1. All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Diagnostic Assessment

HIPAA
Transaction Code Detail Code Mod | Mod | Mod Rate
1 2 3
Code
Pra}ctltloner Level 1, In-Clinic, 90801 HA U1 Us $174.63
Child Program E—
Practitioner Level 1, Out-of-
Clinic, Child Program 90801 HA ul ur $222.26
Practitioner Level 1, Via
interactive agdlq and video 90801 GT HA U1 $174.63
o telecommunication systems,
Psychiatric Child Program
Diagnostic

Examination Practitioner Level 2, In-Clinic,
Child Program

Practitioner Level 2, Out-of-
Clinic, Child Program

Practitioner Level 2, Via
interactive audio and video
telecommunication systems,
Child Program

Practitioner Level 1, In-Clinic,
Child Program

Practitioner Level 1, Out-of-
Clinic, Child Program
Practitioner Level 1, Via
interactive audio and video
Psychiatric telecommunication systems,
Diagnostic Child Program

Examination, | Practitioner Level 2, In-Clinic,
Interactive Child Program

Practitioner Level 2, Out-of-
Clinic, Child Program
Practitioner Level 2, Via
interactive audio and video
telecommunication systems,
Child Program

90801 | HA u2 U6 $116.90

90801 | HA U2 u7 $140.28

90801 | GT HA u2 $116.90

90802 | HA ul u6 $174.63

90802 | HA ul ur $222.26

90802 | GT HA ul $174.63

90802 | HA u2 U6 $116.90

90802 | HA U2 u7 $140.28

90802 | GT HA U2 $116.90

Definition of Service: 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 differential diagnosis);screening and/or assessment of
any withdrawal symptoms for youth 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 youth and may include communication with family and other sources and the
ordering and medical interpretation of laboratory or other medical diagnostic studies.
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Interactive diagnostic interview examinations are typically furnished to children and involve the use of
physical aids and non-verbal communication to overcome barriers to therapeutic interaction between the
clinician and a patient as a result of expressive or receptive language deficits. Interactive diagnostic
interview examinations are also used when a sign language interpreter or other language interpreter is
utilized order to facilitate communication between the clinician and a consumer with a hearing
impairment or with limited English proficiency.

Target Population

Youth with known or suspected Mental lliness or Substance Related
Disorders

Benefit Information

Available to all known or suspected Core Customers. Requires a MICP
Registration or a MICP New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 1 encounter

Initial Authorization* 2 units
Re-Authorization* 2 units

Maximum Daily Units* 1 unit per procedure code
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
220 — C&A Mental Health
820 — C&A Addictive Diseases

Admission Criteria

1. Youth has a known or suspected mental illness or a substance-related
disorder and has recently entered the service system; or

2. Youth is in need of annual assessment and re-authorization of service
array; or

3. Youth has need of an assessment due to a change in clinical/functional
status.

Continuing Stay Criteria

Individual’s situation/functioning has changed in such a way that previous
assessments are outdated.

Discharge Criteria

1. Anadequate continuing care plan has been established; and one or
more of the following:

2. Individual has withdrawn or been discharged from service; or

3. Individual no longer demonstrates need for continued diagnostic
assessment.

Service Exclusions

None

Clinical Exclusions

None

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)

Additional Service Criteria:
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A. Required Components

1.

2.

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.

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1.

The following practitioners can provide a Psychiatric Diagnostic Examination:

e Practitioner Level 1: Physician/Psychiatrist
e Practitioner Level 2: Psychologist, APRN, PA

C. Clinical Operations

1.

It is expected that youth and families 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 youth and families 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 to the youth is not possible or advisable
according to the clinical judgment of the practitioner, this should be documented in the youth’s
chart (including the specific information that was not discussed and a compelling rationale for lack
of discussion/disclosure). The family/caregiver’s role is an essential component of this dialogue.

D. Service Access

1.

Diagnostic Assessment 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 program
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
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E. Additional Medicaid Requirements
1. The daily maximum within a CSP for Diagnostic Assessment (Psychiatric Diagnostic Interview) for
children and adolescents is 2 units, Two units should be utilized only if it is necessary in a complex
diagnostic case for the physician extender (PA or APRN) to call in the physician for an
assessment of the child to corroborate or verify the correct diagnosis.

F. Reporting & Billing Requirements
1. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be adhered to.

G. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Family Outpatient Services:

Family Counseling

HIPAA
Transaction Code Detail Code Mod | Mod | Mod
1 2 3
Code
Practitioner Level 2, In-Clinic HO0004 HS uz2 ué
Practitioner Level 3, In-Clinic HO004 | HS U3 ue
. Practitioner Level 4, In-Clinic HO004 | HS U4 ué
Family -
Behavioral Practitioner Level 5, In-Clinic H0004 | HS U5 U6
health
counseling Practitioner Level 2, Out-of-Clinic | H0004 | HS U2 u7
and therapy - o
(without client | Practitioner Level 3, Out-of-Clinic | H0004 | HS U3 u7
present) o -
Practitioner Level 4, Out-of-Clinic | H0004 | HS U4 u7
Practitioner Level 5, Out-of-Clinic | H0004 HS us u7
Practitioner Level 2, In-Clinic HO004 | HR u2 ue
Practitioner Level 3, In-Clinic HO004 | HR U3 ué
Family -- Practitioner Level 4, In-Clinic HO004 | HR | U4 | U6
Behavioral — —
health Practitioner Level 5, In-Clinic HO004 | HR | U5 | U6
counseling Practitioner Level 2, Out-of-Clinic | H0004 | HR | U2 | U7
and therapy
(with client Practitioner Level 3, Out-of-Clinic | HO004 | HR U3 u7
present) Practitioner Level 4, Out-of-Clinic | H0004 | HR U4 u7
Practitioner Level 5, Out-of-Clinic | H0004 | HR us u7
Practitioner Level 2, In-Clinic 90846 uz2 ué
Practitioner Level 3, In-Clinic 00846 UK ue
Family - .
Psycho- Practitioner Level 4, In-Clinic 90846 U4 U6
therapy Practitioner Level 5, In-Clinic 90846 | U5 U6
without the — —
patient Practitioner Level 2, Out-of-Clinic | 90846 | U2 u7
present Practitioner Level 3, Out-of-Clinic | 90846 | U3 | U7
(appropriate
license Practitioner Level 4, Out-of-Clinic | 90846 U4 u7
required) Practitioner Level 5, Out-of-Clinic | 90846 us u7
Practitioner Level 2, In-Clinic 00847 u2 ue
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Mod

4

Rate

36.68

X
o
\l
o

24.36

4
—_
[ee]
RN
ol

$38.97
$30.01
$20.30
$15.13
$46.76
$36.68
$24.36
$18.15
$38.97
$30.01
$20.30
$15.13
$46.76
$36.68
$24.36
$18.15
$38.97
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Practitioner Level 3, In-Clinic

Conjoint — —
Family Practitioner Level 4, In-Clinic
Psycho-

therapy with
the patient Practitioner Level 2, Out-of-Clinic

Practitioner Level 5, In-Clinic

present

(appropriate
license Practitioner Level 4, Out-of-Clinic
required)

Practitioner Level 3, Out-of-Clinic

Practitioner Level 5, Out-of-Clinic

Definition of Service: A counseling service shown to be successful with identified family populations,
diagnoses and service needs, provided by a licensed/credentialed therapist. 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 the identified individual
consumer, staff and the individual's family members directed toward the restoration, development,
enhancement or maintenance of functioning of 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:

1) cognitive processing skills;
2) healthy coping mechanisms;
adaptive behaviors and skills;
interpersonal skills;
family roles and relationships;
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.

o U1 B~ W
—_ e o —

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.

. Children & Adolescents with Mental lliness and/or Substance-Related
Target Population :
Disorders
. . Available to all Core Customers. Requires a MICP Registration or a MICP
Benefit Information .
New Episode.
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Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

If a MICP Regjistration is submitted - 32 units (combined with Family
Training)

If a MICP New Episode is submitted - 60 units (combined with Family
Training)

Reauthorization*

60 units (Family Training and Family Counseling combined)

Maximum Daily Units*

16 units (Family Training and Family Counseling combined)

Authorization Period*

180 days

UAS:
Budget and Expense
Categories

Core Services Provider
230 — C&A Mental Health
830 — C&A Addictive Diseases

Admission Criteria

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

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 Criteria

1. Individual continues to meet Admission Criteria as articulated above;
and

2. Progress notes document progress relative to goals identified in the
Individualized Resiliency Plan, but all treatment/support goals have not
yet been achieved.

Discharge Criteria

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

3. Individual/family 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

5. Individual requires more intensive services.

Service Exclusions

Intensive Family Intervention
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1. Severity of behavioral health impairment precludes provision of
services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

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

Clinical Exclusions 5. 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.

6. 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.

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)
Additional Service Criteria:

A. Required Components

1. The treatment orientation, modality, and goals must be specified and agreed upon by the
youth/family/caregiver.

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

3. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

4. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following individuals can provide behavioral health counseling and psychotherapy to families:

e Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 2 rate)

e Practitioner Level 2: Psychologist, CNS-PMH
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e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 111); 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 (addiction counselors may only perform these functions related
to treatment of addictive diseases).

e Practitioner Level 5: CAC-I, RADT (I, II, or lll), Addiction Counselor Trainees with high
school diploma/equivalent (practitioners at this level may only perform these functions
related to treatment of addictive diseases).

. Clinical Operations

1. Models of best practice delivery may include (as clinically appropriate) Multidimensional Family
Therapy, Behavioral Family Therapy, Functional Family Therapy, and others as appropriate the
family and issues to be addressed.

. Service Access

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.

2. Family Counseling 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 program
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. 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.

. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.

. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part I, Section V of the Provider Manual.

2. 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, we
recommend the following:
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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.
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Family Outpatient Services:
Family Training

HIPAA
Transaction Code Detail Code
Code

Mod | Mod
1 2

Practitioner Level 4, In-Clinic, H2014 | HS U4
without client present

Practitioner Level 5, In-Clinic, H2014 | HS us
without client present

Practitioner Level 4, Out-of-Clinic, | H2014 | HS U4
without client present

Practitioner Level 5, Out-of-Clinic, | H2014 | HS us
without client present

Practitioner Level 4, In-Clinic, with | H2014 | HR U4
client present

Practitioner Level 5, In-Clinic, with | H2014 | HR us
client present

Practitioner Level 4, Out-of-Clinic, | H2014 | HR U4
with client present

Practitioner Level 5, Out-of-Clinic, | H2014 | HR us
with client present

Family Skills
Training and
Development

Definition of Service: 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).

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

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);

2) problem solving and practicing functional support;

3) healthy coping mechanisms;

4) adaptive behaviors and skills;

5) interpersonal skills;
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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/resiliency, and methods of intervention, interaction and mutual support the family
can use to assist their family member.

Target Population

Children & Adolescents with Mental lliness and/or Substance-Related
Disorders

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

If a MICP Registration is submitted - 32 units (combined with Family
Counseling)

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

Reauthorization *

60 units (Family Training and Family Counseling combined)

Authorization Period*

180 days

Maximum Daily Units*

16 units (Family Training and Family Counseling combined)

UAS:
Budget and Expense
Categories

Core Services Provider
230 — C&A Mental Health
830 — C&A Addictive Diseases

Admission Criteria

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

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 Criteria

1. Individual continues to meet Admission Criteria as articulated above;
and

2. Progress notes document progress relative to goals identified in the
Individualized Resiliency Plan, but all treatment/support 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:

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

Discharge Criteria 3. Individual/family 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

5. Individual requires more intensive services.

Designated Crisis Stabilization Program services and Intensive Family

Service Exclusions .
Intervention

1. Severity of behavioral health impairment precludes provision of
services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is alack 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

Clinical Exclusions 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: mental retardation, autism, organic
mental disorder, and traumatic brain injury.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)
Additional Service Criteria:

A. Required Components

1. The treatment orientation, modality and goals must be specified and agreed upon by the
youth/family/caregiver.

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.

3. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

4. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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
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e Travelis 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.

B. Staffing Requirements

1.

The following individuals can provide skills training and development to families:
e Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 4 rate)
e Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
e Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)

e Practitioner Level 4: LMSW; LAPC; LAMFT; Psychologist'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-II, CADC, CCADC, GCADC (I, Ill); 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

e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor
Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above

C. Clinical Operations

D. Service Access

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.

Family Training 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 program
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

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.

E. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.
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F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements
1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual
2. 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
. 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.
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Group Outpatient Services:
Group Counseling

Mod | Mod
1 2

HIPAA
Transaction Code Detail Code
Code

Practitioner Level 2, In-Clinic H0004 | HQ u2
Practitioner Level 3, In-Clinic HO0004 | HQ U3
Practitioner Level 4, In-Clinic H0004 | HQ U4

Practitioner Level 5, In-Clinic H0004 | HQ us
Practitioner Level 2, Out-of-Clinic | H0004 | HQ u2
Practitioner Level 3, Out-of-Clinic | H0004 | HQ U3
Practitioner Level 4, Out-of-Clinic | H0004 | HQ U4
Practitioner Level 5, Out-of-Clinic | H0004 | HQ U5

Practitioner Level 2, In-Clinic,
Multi-family group, with client
present

Practitioner Level 3, In-Clinic,
Multi-family group, with client HO004 | HQ HR U3 U6 | $6.60
present

Practitioner Level 4, In-Clinic,
Multi-family group, with client HO004 | HQ HR U4 U6 | $4.43
present

Practitioner Level 5, In-Clinic,
Multi-family group, with client HO004 | HQ HR U5 Ue | $3.30
present

Practitioner Level 2, Out-of-Clinic,
Multi-family group, with client HO004 | HQ HR U2 U7 | $10.39
present

Practitioner Level 3, Out-of-Clinic,
Multi-family group, with client HO004 | HQ HR U3 U7 | $8.25
present

Practitioner Level 4, Out-of-Clinic,
Multi-family group, with client HO004 | HQ HR U4 U7 | $541
present

Practitioner Level 5, Out-of-Clinic,
Multi-family group, with client HO004 | HQ HR us U7 | $4.03
present

Practitioner Level 2, In-Clinic,
Multi-family group, without client HO004 | HQ HS U2 Ué | $8.50
present

H0004 HR U2 U6 | $8.50

HQ

Group -
Behavioral
health
counseling
and therapy
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Practitioner Level 3, In-Clinic,
Multi-family group, without client HO004 | HQ HS U3 U6 | $6.60
present

Practitioner Level 4, In-Clinic,
Multi-family group, without client HO004 | HQ HS U4 Ué | $4.43
present

Practitioner Level 5, In-Clinic,
Multi-family group, without client H0004 | HQ HS us U6 | $3.30
present

Practitioner Level 2, Out-of-Clinic,
Multi-family group, without client HO004 | HQ HS U2 U7 | $10.39
present

Practitioner Level 3, Out-of-Clinic,
Multi-family group, without client HO004 | HQ HS U3 U7 | $8.25
present

Practitioner Level 4, Out-of-Clinic,
Multi-family group, without client HO004 | HQ HS U4 U7 | $541
present

Practitioner Level 5, Out-of-Clinic,
Multi-family group, without client HO004 | HQ HS U5 U7 | $4.03
present
Practitioner Level 2, In-Clinic

Group Practitioner Level 3, In-Clinic
Psycho-
therapy other
than of a Practitioner Level 5, In-Clinic
multiple family
group
(appropriate | Practitioner Level 3, Out-of-Clinic
license

required)

Practitioner Level 4, In-Clinic

Practitioner Level 2, Out-of-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 5, Out-of-Clinic

Definition of Service: 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:

1)cognitive skills;

2)healthy coping mechanisms;

)adaptive behaviors and skills;

Jinterpersonal skills
)

3
4
5)identifying and resolving personal, social, intrapersonal and interpersonal concerns.

Target Population Individuals with Mental lliness and/or Substance-Related Disorders
Benefit Information Available to all Core Customers. Requires a MICP Registration or a MICP
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New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

If a MICP Registration is submitted - 32 units
If a MICP New Episode is submitted - 200 units

Re-Authorization*

200 units

Authorization Period*

180 days

Maximum Daily Units *

16 units for Brief Registration
20 units for Ongoing MICP

UAS:
Budget and Expense
Categories

Core Services Provider
229 — C&A Mental Health
829 — C&A Addictive Diseases

Admission Criteria

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 activities of daily living or places others in
danger) or distressing (causes mental anguish or suffering); and

2. The youth’s level of functioning does not preclude the provision of
services in an outpatient milieu; and

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

Continuing Stay Criteria

1. Youth continues to meet admission criteria; and

2. Youth demonstrates documented progress relative to goals identified in
the Individualized Resiliency Plan, but treatment goals have not yet
been achieved.

Discharge Criteria

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

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.

Service Exclusions

See also below, Item A.2.
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(BN

. Severity of behavioral health issue precludes provision of services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is a lack of social support systems such that a more intensive
level of service is needed.

4. This service is not intended to supplant other services such as MR/DD

Clinical Exclusions Personal 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.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

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 family, this is

addressed clinically as part of the resiliency building plans and interventions.

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).

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

o Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following individuals can provide group counseling:

Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 2 rate)

Practitioner Level 2: Psychologist, CNS-PMH

Practitioner Level 3: LCSW, LPC, LMFT, RN

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
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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
(11, 11); 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).

o Practitioner Level 5: CAC-I, RADT (I, II, or Il), Addiction Counselor Trainees with high
school diploma/equivalent (practitioners at this level may only perform these functions
related to treatment of addictive diseases).

Students and individuals working toward licensure as a professional counselor, social worker, or

marriage and family therapist must work under direction and documented clinical supervision of a

licensed professional in accordance with the rules of the Georgia Composite Board of Professional

Counselors, Social Workers and Marriage and Family Therapists. Agencies should refer to

0.C.G.A. 43-10A-3 for the definitions of “direction” and “supervision” and the Documentation

Guidelines included in this Provider Manual.

The three specialties governed by the board referenced in B.2. above have different supervision

requirements for individuals working toward licensure and it is the responsibility of the agency to

ensure that the supervision requirements specified by the Board for the specialty (professional
counseling, social work or marriage and family therapy) for which the individual is working toward
licensure are met (also reference Documentation Guidelines included in this manual).

Addiction counselor trainees may perform counseling as a trainee for a period of up to 3 years if

they meet the requirements in O.C.G.A. 43-10A. This is limited to the provision of chemical

dependency treatment under direction and supervision of a clinical supervisor approved by the
certification body under which the trainee is seeking certification. Agencies should refer to
0.C.G.A. 43-10A-3 for the definitions of “direction” and “supervision” and to the Documentation

Guidelines set forth in this Provider Manual.

The status of students, trainees, and individuals working toward licensure must be disclosed to the

individuals receiving services from trainees and interns and signaturesttitles of these practitioners

must also include “S/T."

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

average group attendance

C. Clinical Operations

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.

Practitioners and supervisors of those 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.

D. Service Access
1. Group Counseling 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 program
with greater than 16 beds), jail, youth development center (YDC) or prison system.

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

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

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Group Training/Counseling is 4 units/day.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Group Outpatient Services:
Group Training

Mod | Mod
1 2

HIPAA
Transaction Code Detail Code
Code

Practitioner Level 4, In-Clinic H2014 | HQ | U4

Practitioner Level 5, In-Clinic H2014 | HQ us

Practitioner Level 4, Out-of-Clinic | o014 | HQ | U4

Practitioner Level 5, Out-of-Clinic | {2014 | HQ | U5

Practitioner Level 4, In-Clinic, with

client present

Practitioner Level 5, In-Clinic, with
. client present

Group Skills P

Training & Practitioner Level 4, Out-of-Clinic,
Development | With client present

H2014 | HQ | HR

H2014 | HQ HR

H2014 | HQ | HR

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

Practitioner Level 4, In-Clinic,
without client present

Practitioner Level 5, In-Clinic,
without client present

Practitioner Level 4, Out-of-Clinic,
without client present

Practitioner Level 5, Out-of-Clinic,
without client present

H2014 | HQ HR

H2014 | HQ HS

H2014 | HQ HS

H2014 | HQ | HS

H2014 | HQ HS

Definition of Service: 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);
2)problem solving skills;
3)healthy 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
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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.

Target Population

Individuals with Mental lliness and/or Substance-Related Disorders

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

If a MICP Registration is submitted - 32 units
If a MICP New Episode is submitted - 200 units

Re-Authorization* 200 units
Maximum Daily Units* 16 units
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
229 — C&A Mental Health
829 — C&A Addictive Diseases

Admission Criteria

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 activities of daily living or places others in
danger) or distressing (causes mental anguish or suffering); and

2. The youth’s level of functioning does not preclude the provision of
services in an outpatient milieu; and

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

Continuing Stay Criteria

1. Youth continues to meet admission criteria; and

2. Youth demonstrates documented progress relative to goals identified in
the Individualized Resiliency Plan, but treatment goals have not yet
been achieved.

Discharge Criteria

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

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.

Service Exclusions

See also below, Item A.2.
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1. Severity of behavioral health issue precludes provision of services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is a lack of social support systems such that a more intensive
level of service is needed.

4. This service is not intended to supplant other services such as MR/DD
Clinical Exclusions Personal 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.
*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1. 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 and family, this is addressed
clinically as part of the resiliency building plans and interventions.

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).

3. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

4. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following individuals can provide group training:

e Practitioner Level 1. Physician/Psychiatrist (reimbursed at Level 4 rate)

e Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
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e Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 11); 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

e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor
Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above

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

C. Clinical Operations

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
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.

D. Service Access

1. Group Training 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 program with
greater than 16 beds), jail, youth development center (YDC) or prison system.

2. 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

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Group Training/Counseling is 4 units/day.

F. Reporting & Billing Requirements

1. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.
2. Out-of-clinic group skills training is denoted by the U7 modifier.
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G. Documentation Requirements
Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual
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Individual Counselin

HIPAA Code Detail Code | Mod | Mod
Transaction 1 2
Code
Practitioner Level 2, In-Clinic 90804 u2 U6
Individual
Psychotherapy, | Practitioner Level 3, In-Clinic 90804 | U3 | U6
insight oriented,
behavior- Practitioner Level 4, In-Clinic 90804 U4 U6
modifying
andior Practitioner Level 5, In-Clinic 90804 | U5 | U6
supportive in an
office or Practitioner Level 2, Out-of-Clinic | 90804 | U2 | U7
outpatient
facility, Practitioner Level 3, Out-of-Clinic | 90804 | U3 u7
approximately
20-30 minutes | practitioner Level 4, Out-of-Clinic | 90804 | U4 u7
face-to-face
with patient Practitioner Level 5, Out-of-Clinic | 90804 | U5 | U7
Individual Practitioner Level 2, In-Clinic 90806 U2 ué
Psychotherapy, _ —
insight oriented, | Practitioner Level 3, In-Clinic 90806 | U3 U6
%eohdﬁgﬁré Practitioner Level 4, In-Clinic 90806 | U4 | U6
andlor Practitioner Level 5, In-Clinic 90806 | U5 | U6
supportive in an
office or Practitioner Level 2, Out-of-Clinic | 90806 | U2 u7
outpatient _ _
facility, Practitioner Level 3, Out-of-Clinic | 90806 U3 u7
imatel — —
Zg?ggxrm?u% Practitioner Level 4, Out-of-Clinic | 90806 | U4 u7
face-to-face Practitioner Level 5, Out-of-Clinic | 90806 | U5 | U7
with patient
Individual Practitioner Level 2, In-Clinic 90808 U2 ué
Psychotherapy, _ _
insight oriented, | Practitioner Level 3, In-Clinic 90808 | U3 U6
Pneohd?f\gﬁ]; Practitioner Level 4, In-Clinic 90808 | U4 | U6
andlor Practitioner Level 5, In-Clinic 90808 | U5 | U6
supportive in an
office or Practitioner Level 2, Out-of-Clinic | 90808 u2 u7
outpatient _ _
facility, Practitioner Level 3, Out-of-Clinic | 90808 | U3 | U7
imatel — —
?gggxrlnniwﬁmeei Practitioner Level 4, Out-of-Clinic | 90808 | U4 u7
face-to-face Practitioner Level 5, Out-of-Clinic | 90808 | U5 | U7
with patient
Individual Practitioner Level 2, In-Clinic 90810 u2 ué
psychotherapy,
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3

Mod

4

Rate

64.95

50.02

33.83

25.21.

77.93

61.13

40.59

30.25

116.90

90.03

60.89

45.38

140.28

110.04

73.07

54.46

194.84

150.05

101.48

75.64

233.80

183.39

121.78

90.76

64.95
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interactive,
using play
equipment,
physical
devices,
language
interpreter, or
other
mechanisms of
non-verbal
communication,
in an office or
outpatient
facility,
approximately
20-30 minutes
face-to-face
with patient

Practitioner Level 3, In-Clinic

90810

U3

U6

Practitioner Level 4, In-Clinic

90810

U4

U6

Practitioner Level 5, In-Clinic

90810

us

U6

Practitioner Level 2, Out-of-Clinic

90810

U2

u7

Practitioner Level 3, Out-of-Clinic

90810

U3

u7

Practitioner Level 4, Out-of-Clinic

90810

U4

u7

Practitioner Level 5, Out-of-Clinic

90810

us

u7

Individual
psychotherapy,
interactive,
using play
equipment,
physical
devices,
language
interpreter, or
other
mechanisms of
non-verbal
communication,
in an office or
outpatient
facility,
approximately
45-50 minutes
face-to-face
with patient

Practitioner Level 2, In-Clinic

90812

U2

U6

Practitioner Level 3, In-Clinic

90812

U3

U6

Practitioner Level 4, In-Clinic

90812

U4

U6

Practitioner Level 5, In-Clinic

90812

us

U6

Practitioner Level 2, Out-of-Clinic

90812

U2

u7

Practitioner Level 3, Out-of-Clinic

90812

U3

u7

Practitioner Level 4, Out-of-Clinic

90812

U4

u7

Practitioner Level 5, Out-of-Clinic

90812

us

u7

Individual
psychotherapy,
interactive,
using play
equipment,
physical
devises,
language
interpreter, or
other
mechanisms of

non-verbal

Practitioner Level 2, In-Clinic

90814

U2

U6

Practitioner Level 3, In-Clinic

90814

U3

U6

Practitioner Level 4, In-Clinic

90814

U4

U6

Practitioner Level 5, In-Clinic

90814

us

U6

Practitioner Level 2, Out-of-Clinic

90814

U2

u7
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communication, | Practitioner Level 3, Out-of-Clinic | 90814 U3 u7
in an office or
outpatient
facility,

approximately
75-80 minutes | Practitioner Level 5, Out-of-Clinic | 90814 | U5 u7
face-to-face
with

Practitioner Level 4, Out-of-Clinic 90814 U4 u7

patient

Definition of Service: 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) the illness/emotional disturbance 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);
problem solving and cognitive skills;
healthy coping mechanisms;
adaptive behaviors and skills;
interpersonal skills; and
knowledge regarding the emotional disturbance, substance related disorders and other
relevant topics that assist in meeting the youth’s needs.

o U1 B Wi
N o o —

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.

Target Population Children/Adolescents with a Mental lllness/Emotional Disturbance and/or
Substance-Related Disorders

Benefit Information Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 1 encounter

Initial Authorization* 24 units
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Re-Authorization* 24 units
Maximum Daily Units* 1 unit
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
228 — C&A Mental Health
828 — C&A Addictive Diseases

Admission Criteria

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 activities of daily living or places others in
danger) or distressing (causes mental anguish or suffering); and

2. The youth'’s level of functioning does not preclude the provision of
services in an outpatient milieu; and

Continuing Stay Criteria

1. Individual continues to meet admission criteria; and

2. Individual demonstrates documented progress relative to goals
identified in the Individualized Resiliency Plan, but treatment goals have
not yet been achieved.

Discharge Criteria

1. 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

3. Individual/family 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

5. Individual requires a service approach which supports less or more
intensive need.

Service Exclusions

Designated Crisis Stabilization Program services and Intensive Family
Intervention

Clinical Exclusions

1. Severity of behavioral health disturbance precludes provision of
services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

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. 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.

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)

Additional Service Criteria:

A. Required Components
1. The treatment orientation, modality and goals must be specified and agreed upon by the
youth/family/caregiver.
2. Any diagnosis given to an individual must come from persons identified in
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0.C.G.A Practice Acts as qualified to provide a diagnosis. These practitioners include a

licensed psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in

conjunction with a physician with an approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1.

2.

3.

The following individuals can provide group training:
e Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 2 rate)
e Practitioner Level 2: Psychologist, CNS-PMH
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 11); CAC-1 or Addiction Counselor Trainee with at least a Bachelor’s degree in one of
the helping professions such as social work, community counseling, counseling,
psychology, or criminology (addiction counselors may only perform these functions related
to treatment of addictive diseases).

e Practitioner Level 5: CAC-I, RADT (I, Il, 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).

Students and individuals working toward licensure as a professional counselor, social worker, or
marriage and family therapist must work under direction and documented clinical supervision of a
licensed professional in accordance with the rules of the Georgia Composite Board of Professional
Counselors, Social Workers and Marriage and Family Therapists. Agencies should refer to
0.C.G.A. 43-10A-3 for the definitions of “direction” and “supervision” and the Documentation
Guidelines included in this Provider Manual.

The three specialties governed by the board referenced in B.2. above have different supervision
requirements for individuals working toward licensure and it is the responsibility of the agency to
ensure that the supervision requirements specified by the Board for the specialty (professional
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counseling, social work or marriage and family therapy) for which the individual is working toward
licensure are met.

4. Addiction counselor trainees may perform counseling as a trainee for a period of up to 3 years if
they meet the requirements in O.C.G.A. 43-10A. This is limited to the provision of chemical
dependency treatment under direction and supervision of a clinical supervisor approved by the
certification body under which the trainee is seeking certification. Agencies should refer to
0.C.G.A. 43-10A-3 and to the Documentation Guidelines included in this Provider Manual for the
definitions of “direction” and “supervision”.

5. The status of students, trainees, and individuals working toward licensure must be disclosed to the
individuals receiving services from trainees and interns and signaturesttitles of these practitioners
must also include “S/T.”

C. Clinical Operations
Practitioners and supervisors of those providing this service are expected to maintain knowledge and
skills regarding current research trends in best/evidence based counseling practices.

D. Service Access

1. Individual Counseling 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 program
with greater than 16 beds), jail, youth development center (YDC) or prison system.

2. 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

E. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Medication Administration

HIPAA Mod | Mod | Mod | Mod | Rate
Transaction Code Detail Code 1 2 3 4
Code
Practitioner Level 2, In-Clinic H2010 | U2 | U6
Practitioner Level 3, In-Clinic H2010 u3 ué
Practitioner Level 4, In-Clinic H2010 U4 U6
Comprehen-
sive Practitioner Level 5. In-Clinic H2010 | U5 | U6
Medication
Services Practitioner Level 2, Out-of-Clinic H2010 U2 u7
Practitioner Level 3, Out-of-Clinic H2010 VK] u7
Practitioner Level 4, Out-of-Clinic H2010 U4 u7
Practitioner Level 2, In-Clinic 96372 | U2 | U6
Practitioner Level 3, In-Clinic 96372 | U3 U6
Therapeutic — —

c, i $17.40
rophylactic or Practitioner Level 4, In-Clinic 96372 | U4 U6 -
diagnostic Practitioner Level 2, Out-of-Clinic | 96372 | U2 u7
injection — —

) Practitioner Level 3, Out-of-Clinic 96372 u3 u7 $33.01

Practitioner Level 4, Out-of-Clinic

96372

U4

u7

$22.14

Alcohol,
and/or drug
services,
methadone
admin-
istration
and/or service
(provision of
the drug by a
licensed
program)

$33.40

$25.39

Practitioner Level 2, In-Clinic H0020 u2 ué
Practitioner Level 3, In-Clinic H0020 u3 ué
Practitioner Level 4, In-Clinic H0020 U4 ué

$17.40

Definition of Service: 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 physician’s order 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.
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Exclusions below).

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.

This service does not cover the supervision of self-administration of medications (See Clinical

For individuals who need opioid maintenance, the Opioid Maintenance service should be requested.

Target Population

Youth with SED

Youth with Substance Related Disorders

Youth with Co-occurring SED and Substance Related Disorders

Youth with Co-occurring SED and MR/DD (if the medications are related to
the SED issue)

Youth with Co-occurring Substance Related Disorders and MR/DD (if the
medications are related to the substance use/abuse issue)

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value

1 encounter

Initial Authorization*

With the submission of MICP Registration - 6 units shared
With the submission of MICP New Episode:
H2010 & 96372 = 60 units shared

Re-Authorization*

H2010 & 96372 = 60 units shared

Maximum Daily Units*

1 unit

Authorization Period*

180 days

UAS:
Budget and Expense
Categories

Core Services Provider
224 — C&A Mental Health
824 — C&A Addictive Diseases
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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

b. Although youth is willing to take the prescribed medication, it is a
Class A controlled substance which must be stored and dispensed
by medical personnel in accordance with 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)

Admission Criteria

=

Continuing Stay Criteria Youth continues to meet admission criteria.

=

Youth no longer needs medication; or

2. Youth/Family/Caregiver is able to self-administer, administer, or
supervise self-administration medication; and

3. Adequate continuing care plan has been established.

Discharge Criteria

1. Does not include medication given as a part of Ambulatory
Detoxification. Medication administered as part of Ambulatory
Detoxification is billed as “Ambulatory Detoxification.”

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.

Service Exclusions

This service does not cover the supervision of self-administration of
medications. Self-administration of medications can be done by anyone
physically and mentally capable of taking or administering medications to
himself/herself. Youth and adults with mental health issues, or
developmental disabilities are very often capable of self 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.

Clinical Exclusions

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)
Additional Service Criteria:

A. Required Components
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1. There must be a physician's order for the medication and for the administration of the medication.
The order must be in the youth's chart. Telephone orders are acceptable provided they are co-
signed by the physician in accordance with DBHDD standards.

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 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.

6. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

7. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following individuals can provide comprehensive medication services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN), PA, Pharmacist
e Practitioner Level 3: Registered Nurse (RN)
e Practitioner Level 4: Licensed Practical Nurse (LPN)
e Practitioner Level 5: Qualified Medication Aide (QMA) who works in a CLA

2. The following individuals can provide therapeutic, prophylactic or diagnostic injections:
e Practitioner Level 2: Advanced Practice Registered Nurse (APRN), PA, Pharmacist

e Practitioner Level 3: Registered Nurse (RN)
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e Practitioner Level 4: Licensed Practical Nurse (LPN)

The following individuals can provide alcohol to drug services, methadone administration and/or
service provision:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN), PA, Pharmacist
e Practitioner Level 3: Registered Nurse (RN)
e Practitioner Level 4. Licensed Practical Nurse (LPN)

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

. 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 Access

1.

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
program 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.

. Additional Medicaid Requirements
As in all other settings, the daily maximum within a CSP for Medication Administration is 1 unit/day.

. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.
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G. Documentation Requirements
Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Nursing Assessment and Health Services

HIPAA
Transaction
Code

Code Detail

Code

Mod
1

Mod

2

Nursing
Assessment/
Evaluation

Practitioner Level 2, In-Clinic

T1001

u2

u6

Practitioner Level 3, In-Clinic

T1001

U3

ué

Practitioner Level 4, In-Clinic

T1001

u4

U6

Practitioner Level 2, Out-of-Clinic

T1001

u2

u7

Practitioner Level 3, Out-of-Clinic

T1001

U3

u7

Practitioner Level 4, Out-of-Clinic

T1001

U4

u7

RN Services,
up to 15
minutes

Practitioner Level 2, In-Clinic

T1002

u2

u6

Practitioner Level 3, In-Clinic

T1002

U3

ué

Practitioner Level 2, Out-of-Clinic

T1002

u2

u7

Practitioner Level 3, Out-of-Clinic

T1002

U3

u7

LPN/LVN
Services, up
to 15 minutes

Practitioner Level 4, In-Clinic

T1003

u4

u6

Practitioner Level 4, Out-of-Clinic

T1003

U4

u7

Health and
Behavior
Assessment,
Face-to-Face
with the
Patient, Initial
Assessment

Practitioner Level 2, In-Clinic

96150

u2

ué

Practitioner Level 3, In-Clinic

96150

U3

u6

Practitioner Level 4, In-Clinic

96150

U4

ué

Practitioner Level 2, Out-of-Clinic

96150

u2

u7

Practitioner Level 3, Out-of-Clinic

96150

U3

ur

Practitioner Level 4, Out-of-Clinic

96150

u4

u7

Health and
Behavior
Assessment,
Face-to-Face
with the
Patient, Re-
assessment

Practitioner Level 2, In-Clinic

96151

u2

u6

Practitioner Level 3, In-Clinic

96151

U3

ué

Practitioner Level 4, In-Clinic

96151

u4

u6

Practitioner Level 2, Out-of-Clinic

96151

u2

ur

Practitioner Level 3, Out-of-Clinic

96151

U3

u7

Practitioner Level 4, Out-of-Clinic

96151

U4

ur

Mod Rate

4

$38.97
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Definition of Service: This service requires face-to-face contact with the youth/family/caregiver to
monitor, evaluate, assess, and/or carry out a physician's orders regarding the psychological and/or
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physical problems and general wellness of the youth. It includes:

1)

2)

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;

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 to a physician for a
medication review;

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 treatment of the disorder
(e.g. diabetes, cardiac and/or blood pressure issues, substance withdrawal symptoms, weight
gain and fluid retention, seizures, etc);

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;

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);

Consulting with the youth and family/caregiver (s) about the various aspects of informed consent
(when prescribing occurs/APRN)

Training for self-administration of medication; and

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 a
Licensed Physician, Physician Assistant or Advanced Practice Nurse.

Providing assessment, testing, and referral for infectious diseases.

Youth with Mental Health issues/SED and/or Substance Related Disorders

Target Population Individuals with Mental Health issues/SED and MR/DD

Individuals with Substance Related Disorders and MR/DD

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Available to those with CAFAS scores:
10-50:  Resiliency Maintenance
60-90:  Low Intensity Community-Based Services

Utilization Criteria 100-130: High Intensity Community-Based Services

140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 15 minutes

Initial Authorization*

With the submission of MICP Registration -12 units
With the submission of MICP New Episode - 60 units

Re-Authorization* 60 units

Maximum Daily Units* 16 units (32 for Ambulatory Detox)

Authorization Period* 180 days
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UAS: Core Services Provider
Budget and Expense 223 — C&A Mental Health
Categories 823 — C&A Addictive Diseases

Admission Criteria

1. Youth presents with symptoms that are likely to respond to
medical/nursing interventions; or

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
2. Youth exhibits acute disabling conditions of sufficient severity to bring

Continuing Stay Criteria 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.

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

2. Youth no longer demonstrates symptoms that are likely to respond to or
are responding to medical/nursing interventions; or

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 Exclusions Medication Administration, Opioid Maintenance

Clinical Exclusions

Routine nursing activities that are included as a part of ambulatory
detoxification and medication administration/methadone administration.

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1.

N

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 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).

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

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.

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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
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e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following individuals can provide nursing assessment and evaluation services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN)

e Practitioner Level 3: Registered Nurse (RN)

e Practitioner Level 4: Licensed Practical Nurse (LPN), Licensed Dietician (LD)
2. The following individuals can provide RN services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN)

e Practitioner Level 3: Registered Nurse (RN )
3. The following individuals can provide LPN/LVN services:

e Practitioner Level 4: Licensed Practical Nurse (LPN)

4 The following individuals can provide Health or Behavior Assessment (initial and reassessment)
services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN)
e Practitioner Level 3: Registered Nurse (RN), Licensed Dietician (LD)

e Practitioner Level 4: Licensed Practical Nurse (LPN)

C. Clinical Operations
1. Venipuncture billed under this service must include documentation that includes canula size
utilized, insertion site, number of attempts, location, and consumer tolerance of procedure.
2. All nursing procedures must include relevant consumer-centered, family-oriented education
regarding the procedure.

D. Service Access
1. Nursing Assessment and Care 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
program with greater than 16 beds), jail, youth development center (YDC) or prison system.
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2. 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

E. Additional Medicaid Requirements
The daily maximum within a CSP for Nursing Assessment and Health Services is 5 units/day.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Pharmacy & Lab

Definition of Service: 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.

Target Population Individuals with Mental lliness or Substance Related Disorders
Benefit Information Available to all Core Customers with emphasis on priority populations.
Utilization Criteria Available to those with CAFAS scores:

10-50:  Resiliency Maintenance
60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Unit Value

Initial Authorization

Re-Authorization

Authorization Period

UAS:

Budget and Expense

Categories

Admission Criteria Individual has been assessed by a prescribing professional to need a

psychotropic, anti-cholinergic, addiction specific, or anti-convulsant (as

related to behavioral health issue) medication and/or lab work required for

persons entering services, and/or monitoring medication levels.

Continuing Stay Criteria | Individual continues to meet the admission criteria as determined by the

prescribing professional

Discharge Criteria 1. Individual no longer demonstrates symptoms that are likely to respond
to or are responding to pharmacologic interventions; or

2. Individual requests discharge and individual is not imminently

dangerous or under court order for this intervention.
Service Exclusions
Clinical Exclusions

Additional Service Requirements:

A. Required Components

1. Service must be provided by a licensed pharmacy or through contract with a licensed pharmacy.
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2. Agency must participate in any pharmaceutical rebate programs or pharmacy assistance programs
that promote consumer access in obtaining medication.

3. Providers shall refer all consumers who have an inability to pay for medications or services to the
local county offices of the Department’s Division of Family and Children’s Services for the purposes
of determining Medicaid eligibility.

B. Staffing Requirements
C. Clinical Operations
D. Service Access
E. Additional Medicaid Requirements
Not a Medicaid Rehabilitation Option service. Medicaid recipients may access the general Medicaid

pharmacy program as prescribed by the Department of Community Health.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.
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Psychiatric Treatment

HIPAA
Transaction
Code

Code Detail

Code

Mod
1

Mod
2

Individual
Psycho-
therapy,
insight
oriented,
behavior-
modifying
and/or
supportive in
an office or
outpatient
facility,
approximately
20-30 minutes
face-to-face
with patient
with medical
evaluation and
management
services.

Practitioner Level 1, In-Clinic,
Child Program

90805

HA

Ul

ué

$97.02

Practitioner Level 1, Out-of-
Clinic, Child Program

90805

HA

Ul

u7

$123.48

Practitioner Level 2, In-Clinic,
Child Program

90805

HA

u2

ué

$64.95

Practitioner Level 2, Out-of-
Clinic, Child Program

90805

HA

u2

u7

$77.93

Individual
Psycho-
therapy,
insight
oriented,
behavior-
modifying
and/or
supportive in
an office or
outpatient
facility,
approxi-
mately 45-50
minutes face-
to-face with
patient with
medical
evaluation and
management
services.

Practitioner Level 1, In-Clinic,
Child Program

90807

HA

Ul

U6

$174.63

Practitioner Level 1, Out-of-
Clinic, Child Program

90807

HA

Ul

u7

$222.26

Practitioner Level 2, In-Clinic,
Child Program

90807

HA

u2

ué

$116.90

Practitioner Level 2, Out-of-
Clinic, Child Program

90807

HA

u2

u7

$140.28
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Pharma-
cological
Management

Practitioner Level 1, In-Clinic,

Child Program 90862 | HA Ul U6
Practitioner Level 1, Via

interactive agdlq and video 90862 | GT HA U1
telecommunication systems,

Child Program

Practitioner Level 1, Out-of-

Clinic, Child Program 20862 | HA Ul U7
Pra}ctltloner Level 2, In-Clinic, 90862 | HA U2 U6
Child Program

Practitioner Level 2, Via

interactive audio and video 90862 | GT HA U2

telecommunication systems,
Child Program

Practitioner Level 2, Out-of-
Clinic, Child Program

90862

HA

u2

u7

a.

Definition of Service: The provision of specialized medical and/or psychiatric services that include, but
are not limited to:
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,
c. Assessment of the appropriateness of initiating or continuing services.

Youth must receive appropriate medical interventions as prescribed and provided by a physician (or
physician extender) that shall support the individualized goals of resiliency as identified by the
youth/family/caregiver and their Individualized Resiliency Plan (within the parameters of the
youth/family’s informed consent).

Target Population

Youth with SED or Substance Related Disorders

Benefit Information

New Episode.

Available to all Core Customers. Requires a MICP Registration or a MICP

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
Utilization Criteria 100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 1 encounter
Initial Authorization* 12 units
Re-Authorization* 12 units

Maximum Daily Units*

1 unit (see Item F.1, and F.2. for exceptions)
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Authorization Period* 180 days

UAS: Core Services Provider
Budget and Expense 222 — C&A Mental Health
Categories 822 — C&A Addictive Diseases

1. Individual is determined to be in need of psychotherapy services and
has confounding medical issues which interact with behavioral health

Admission Criteria diagnosis, requiring medical oversight; or

Individual has been prescribed medications as a part of the treatment

array

o

1. Individual continues to meet the admission criteria; or

2. Individual exhibits acute disabling conditions of sufficient severity to
bring about a significant impairment in day-to-day functioning; or

3. Individual continues to present symptoms that are likely to respond to

Continuing Stay Criteria 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.

(BN

. An adequate continuing care plan has been established; and one or
more of the following:

. Individual has withdrawn or been discharged from service; or

. Individual no longer demonstrates symptoms that need pharmacological
interventions.

N

Discharge Criteria

w

Service Exclusions

Clinical Exclusions
*(unless authorized as a part of a specific “package’ which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1. 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.

2. 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 psychologist, a
physician or a Physician’s Assistant (PA) or Advanced Practice Registered Nurse (APRN: Nurse
Practitioner or Clinical Nurse Specialist—Psychiatry & Mental Health) working in conjunction with a
physician with an approved job description or protocol.

3. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.
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If the service does not qualify to be billed as "out of clinic,” then the "in-clinic" rate may still be
billed.

B. Staffing Requirements
1. The following individuals can provide individual psychotherapy face to face with medical evaluation
and management services:

e Practitioner Level 1: Physician/Psychiatrist

e Practitioner Level 2: CNS-PMH (Clinical Nurse Specialist in Psychiatric/Mental Health)
2. The following individuals can provide pharmacological management:

e Practitioner Level 1: Physician/Psychiatrist

e Practitioner Level 2: PA or APRN (if authority to perform this task is delegated by
physician through approved job description or protocol)

C. Clinical Operations
1. ltis expected that youth and families 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 youth and families 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 to the youth is not possible or advisable according to the
clinical judgment of the practitioner, this should be documented in the youth’s chart (including the
specific information that was not discussed and a compelling rationale for lack of
discussion/disclosure). The family/caregiver’s role is an essential component of this dialogue.

D. Service Access

1. 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.

2. Psychiatric Treatment 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 program
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. The provider holds the risk for assuring the youth’s eligibility

E. Additional Medicaid Requirements
1. The Daily maximum within a CSP for Pharmacologic Management is 1 unit/day.
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2. Evenif a physician providing behavioral health treatment and care also has his/her own Medicaid
number, he/she should bill this code via the approved provider agency’s Medicaid number through
the Medicaid Category of Service (COS) 440.

F. Reporting & Billing Requirements

1. 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.

2. 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 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).

3. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be adhered to.

G. Documentation Requirements
Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Psychological Testin

HIPAA Transaction
Code

Code Detail

Code

Mod
1

Psychological
Testing — Psycho-
diagnostic
assessment of
emotionality,
intellectual abilities,
personality and
psycho-pathology
e.g. MMP,
Rorschach, WAIS
(per hour of
psychologist's or
physician’s time,
both face-to-face
with the patient and
time interpreting test
results and
preparing the report)

Practitioner Level 2, In-
Clinic

Practitioner Level 2, Out-of-

Clinic

Psychological
Testing — Psycho-
diagnostic
assessment of
emotionality,
intellectual abilities,
personality and
psycho-pathology
e.g. MMP,
Rorschach, WAIS)
with qualified
healthcare
professional
interpretation and
report, administered
by technician, per
hour of technician
time, face-to-face

Practitioner Level 3, In-
Clinic

Practitioner Level 3, Out-of-

Clinic

Practitioner Level 4, In-
Clinic

Practitioner Level 4, Out-of-

Clinic

Definition of Service: Psychological testing consists of a face-to-face assessment of emotional
functioning, personality, cognitive functioning (e.qg. 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
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selection and application. The practitioner administering the test 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.

Target Population

Children & Adolescents with a known or suspected mental health
diagnosis and/or Substance-Related Disorder

Benefit Information

Requires a MICP Registration or MICP New Episode.

Utilization Criteria

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 1 hour
Initial Authorization 5 units
Re-Authorization 5 units
Maximum Daily Units 5 units
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
232 — C&A Mental Health
832 — C&A Addictive Diseases

Admission Criteria

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

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

3. Youth meets Core Customer eligibility.

Continuing Stay Criteria

The youth’s situation/functioning has changed in such a way that previous
assessments are outdated.

Discharge Criteria

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.

Service Exclusions

None

Clinical Exclusions

None

Additional Service Criteria:

A. Required Components
1. There may be no more than one comprehensive battery of 96101 and 96102 provided to one
individual within a year.
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2. There may be no more than 10 combined hours of 96101 and 96012 provided to one individual
within a year.

3. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

4, “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
The following practitioners can perform Psychological Testing:

e Practitioner Level 2: Psychologist
e Practitioner Level 3: LCSW, LPC, LMFT in conjunction with Psychologist

e Practitioner Level 4: Psychologist’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.

C. Clinical Operations
The individual consumer (and caregiver/responsible family members etc as appropriate) must actively
participate in the assessment processes.

B. Service Access

1. Psychological Testing 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 program
with greater than 16 beds), jail, youth development center (YDC) or prison system.

2. This service may not be provided and billed for individuals 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

C. Additional Medicaid Requirements
These services are performed in accordance with GA Practice Acts.

D. Reporting & Billing Requirements
All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.
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E. Documentation Requirements
1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual
2. 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 individual's
chart.
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Service Plan Development

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

Practitioner Level 2, In-Clinic H0032 u2 ue

Practitioner Level 3, In-Clinic H0032 u3 ué

Practitioner Level 4, In-Clinic H0032 U4 ué

Practitioner Level 5, In-Clinic H0032 us ue

Service Plan
Development | practitioner Level 2, Out-of-Clinic | H0032 U2 u7

Practitioner Level 3, Out-of-Clinic H0032 U3 u7

Practitioner Level 4, Out-of-Clinic H0032 U4 u7

Practitioner Level 5, Out-of-Clinic H0032 us u7

Definition of Service: Children/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 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.

The Individualized Recovery/Resiliency Planning process includes the individual’'s perspective, and
should include family and/or significant others as well as collateral agencies/treatment providers/relevant
individuals.

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

The cornerstone component of the child and adolescent Individualized Recovery/Resiliency Plan (IRP)
involves a discussion with the child/adolescent and parent(s)/responsible caregiver(s) regarding what
resiliency means to them personally (e.g. the child 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 child/adolescent based upon the
individual’s articulation of their recovery hopes. Concurrent with the development of the IRP, an
individualized safety plan should also be developed, with the individual child 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.
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The entire process should involve the child/youth as a full partner and should focus on service and
resiliency goals/outcomes as identified by the individual and his/her family.

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

e  Prioritizing problems and needs;

e Stating goals which will honor achievement of stated hopes, choice, preferences and desired
outcomes of the youth/family;

e Assuring goals/objectives are related to the assessment;

e Defining goals/objectives that are individualized, specific, and measurable with achievable
timeframes;

o Defining discharge criteria and desired changes in levels of functioning and quality of life to
objectively measure progress;

e Transition planning at onset of service delivery;

e Selecting services and interventions of the right duration, intensity, and frequency to best
accomplish these objectives;

e Assuring there is a goal/objective that is consistent with the service intent; and

o Identifying qualified staff who are responsible and designated for the provision of services.

Children & Adolescents with a known or suspected mental health

VTG e el diagnosis and/or Substance-Related Disorder

Available to all known or suspected Core Customers. Requires a MICP

Benetitlniormation Registration or a MICP New Episode.

Available to those with CAFAS scores:

10-50:  Resiliency Maintenance

60-90:  Low Intensity Community-Based Services
Utilization Criteria 100-130: High Intensity Community-Based Services
140-180: Medically Monitored Community Residential
190-240: Medically Managed Community Residential
190-240: Medically Managed Inpatient Residential

Physician, Psychologist, Physician’s Assistant, Advanced Practice

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes

Initial Authorization* 32 units (Combined with H0031 — Behavioral Health Assessment)

Re-Authorization* 32 units (Combined with H0031 — Behavioral Health Assessment)

Maximum Daily Units* 24 units (Combined with HO031 — Behavioral Health Assessment)

Authorization Period* 180 days

UAS: Core Services Provider

Budget and Expense 231 - C&A Mental Health

Categories 831 — C&A Addictive Diseases

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

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

3. Youth meets Core Customer eligibility.

Admission Criteria

The youth’s situation/functioning has changed in such a way that previous

Continding StayiCritensa assessments are outdated.

Discharge Criteria Each intervention is intended to be a discrete time-limited service that
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modifies treatment/support goals or is indicated due to change in
illness/disorder.

Service Exclusions None

Clinical Exclusions None

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)
Additional Service Criteria:

A. Required Components
1. The service plan must include elements articulated in the Documentation Guideline chapter in this
Provider Manual.
2. “Out-of-Clinic” may only be billed when:
e Travel by the practitioner is to a non-contiguous location; and/or
e 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
e Travelis 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
e Travelis 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.

B. Staffing Requirements
1. The following practitioners can perform Service Planning:

e Practitioner Level 2: Psychologist, APRN, PA
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC(II,
I11); CAC-I or Addiction Counselor Trainee with at least a Bachelor's degree in one of the
helping professions such as social work, community counseling, counseling, psychology,
or criminology (addictions counselors may only perform these functions related to
treatment of addictive diseases).

e Practitioner Level 5: CAC-I, RADT (I, Il, 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).

C. Clinical Operations

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

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 95 of 314



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 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.

4. The Multipurpose Informational Consumer Profile (MICP) format for treatment planning does not
meet the requirements for a comprehensive Individualized Recovery/Resiliency Plan and should
not be used as such. Guidelines for treatment planning are contained in the “Documentation
Guidelines” referenced above and in the DBHDD Standards contained in this Provider Manual.

5. Foryouth 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.

D. Service Access

1. Service Plan Development 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
program with greater than 16 beds), jail, youth development center (YDC) or prison system.

2. 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

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Behavioral Health Assessment and Service Plan
Development is 24 units/day.

F. Reporting & Billing Requirements
All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements
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 initial authorization/IRP and each subsequent authorization/IRP must be completed within the
time-period specified by DBHDD.
3. Every record must contain an IRP in accordance with these Service Guidelines and with the
DBHDD Standards contained in this Provider Manual.
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Mental Health and Addictive Disease

Children and Adolescents’
SPECIALTY Benefit Package
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Behavioral Assistance

HIPAA
Transaction Code Detail
Code

Therapeutic Behavioral Services,

Per 15 minutes

Behavioral Therapeutic Behavioral Services,
Assistance Per 15 minutes, Group

Therapeutic Behavioral Services,
Per 15 minutes, In School

Definition of Service: Behavioral Assistance provided by Core or IFI providers and is designed to
support youth and their families in meeting behavioral goals in various community settings. Behavioral
Assistance is targeted for children and adolescents who are at risk of out-of-home placement or who
have returned home from residential placement and need flexible wrap-around supports to ensure safety
and to support community integration. Behavioral Assistants aid the family in implementing safety plans
and behavior management plans when youth are at risk for offending behaviors, aggression, and
oppositional defiance. The service must be tied to specific treatment goals and be developed in
coordination with the youth and family.

Behavioral Assistants provide support to youth and their families during periods when behaviors have
been typically problematic, such as during morning preparation for school, at bedtime, after school or
other times when there is evidence of a pattern of an escalation of problem behaviors. Behavior
Assistance can be provided during times when a youth is transitioning from a PRTF, residential program,
hospital or CSP and the family needs hands on support. It may be provided in school classrooms or on
school busses for short periods of time to help a youth's transition from hospitals and residential settings
but is not intended as a permanent solution to problem behaviors at school.

Behavioral Assistance provides the youth and family support in a variety of environments, i.e., the home,
community, and after school recreation programs. The Behavioral Assistants have flexible schedules in
response to individualized consumer and family needs. The service cannot be utilized to supplant
parental supervision or as a substitute for routine child-care. The service is available during the day,
evenings, on weekends, and on holidays. It may include time spent transporting a youth to an activity but
will not allow for reimbursement for staff members to travel when the youth is not in the vehicle.

Behavioral Assistance may not be used to supplant other services, such as Community Support or
Intensive Family Intervention. The service may be used as an adjunct to CSI or IFI when a clear and
distinct behavioral challenge has been identified that threatens to disrupt the child's ability to live in the
community or participate in school and community life. This service may be utilized in conjunction with
CSl or IFI when the need for supervision, support and positive role modeling has been demonstrated in
addition to the skills training offered by CSI or the clinical services and family training provided by IFI
teams. IFI services require a specific team composition dedicated to the IFI team; therefore, a staff
member who provides IFI services may not also provide Behavioral Assistance. CSI and Behavioral
Assistance may be provided by a single staff member at different times, according to the type of service
that is provided. For example, when a CSI staff member is training a child to follow a reward system as
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part of a behavior plan, CSI would be billed. However, if a child’s behavior is being monitored as part of
a behavioral plan and no direct skills training occurs, Behavioral Assistance would be billed.

Behavioral Assistants work closely with the treatment team, attending clinical and supervision meetings,
and work in a collaborative way with family members. This service cannot be used to supplant services
provided through other funding mechanisms or through other agencies.

Target Population

C&A with SED
C&A with AD Issues
C&A with Co-occurring SED/AD

Benefit Information

Available to Youth identified as core customers who are:
-enrolled in “regular” Medicaid due to disability and are receiving
core and/or specialty services; or
-are covered by the DBHDD's Fee-For-Service Core and/or IFI via
contract or Provider Agreement with the DBHDD.

This service is not available to consumers whose benefits are managed
through CMOs or other insurance plans.

Utilization Criteria

Available to those with CAFAS scores:
100-130: High Intensity Community-Based Services

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes
Initial Authorization 320 units
Re-Authorization 320 units

Maximum Daily Units

96 units (32 units if receiving this service in a group setting/HQ or in a
school setting/IS)

Authorization Period

180 days

UAS:
Budget and Expense
Categories

Core Services Providers
258-C&A Mental Health
858-C&A Addictive Diseases

Admission Criteria

1. Children and adolescents who meet the target population and core
services definition; and

2. Children and adolescents with multi-agency involvement; or

3. Children and adolescents at risk of going into residential support or
detention; or

4. Children and adolescents and family need support and assistance in
implementing a community safety plan; or

5. Children and adolescents and family need additional supports during a
crisis period in order to be safely maintained in the home during
periods of stabilization; or

6. Children and adolescents have behavioral challenges that require
direct supervision in order to access community activities; or

5. Children and adolescents who are transitioning from hospitals,
residential settings, PRTFs, or CSPs.

Continuing Stay Criteria

1. Individual continues to meet the admission criteria.
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Discharge Criteria

No longer meets admission criteria, and

Consumer is no longer at risk for out of home placement, and/or
Family has skills to support the child without assistance, or
Consumer or family/guardian requests discharge from service, or;
Consumer requires a more intensive level of supports than are
available through this service

oW

Service Exclusions

PRTF
Individuals served through CMOs or other insurance plans

Clinical Exclusions None

Additional Service Criteria:

A. Required Components

1.

7.

In any review of this service, the mix of services to support the consumer will be important. A
combination of other therapeutic services such as CSl, individual, group, or family therapy or
training is allowed. Services, interventions, and schedules must be planned with the consumer and
family.

Behavioral Assistance is typically provided one-to-one; however, small groups up to 4 consumers
to 1 staff member may occasionally participate together in community events, such as a special
recreational event or an outing to a restaurant, museum, or park.

Collaboration between family, Behavioral Assistants and other members of the treatment team
regarding activities, interventions, and service components is an on-going process.

The family’s cultural, religious, and social preferences are considered in the development and
implementation of any service plan.

The family’s scheduling needs are emphatically considered in the provision of this service.
Behavioral Assistants respect the privacy, routines, and authority of the parent/caregiver, unless
there is a suspicion of abuse, or neglect which must be reported as defined by agency policy.
Only Core or IFI providers may deliver this service.

B. Staffing Requirements

1.
2.

3.

Bachelor's degree in a related field; or

Associate's degree with 1 year direct experience working with children or adolescents in a
behavioral health setting; or

High School Diploma and 3 years direct experience working with children or adolescents in a
behavioral health setting; and

Ability to communicate effectively with the family and consumer according to the intervention plan;
and

Ability to communicate effectively in writing to prepare correspondence, reports, and progress
notes.

C. Clinical Operations

1.

Individualized behavioral support services must be related to the goals and objectives on the IRP.
The Behavioral Assistant must engage in purposeful, goal related visits in the consumer’s home or
other community setting.

Behavioral Assistants must be supervised by a LCSW, LMSW, LPC, LAPC, LMFT, LAMFT, or
Licensed Clinical Psychologist.

Behavioral Assistants must attend clinical meetings related to a consumer’s treatment needs.
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4. Parents/caregivers are partners with the Behavioral Assistant. The Behavioral Assistant does not
relieve the family of parental responsibility or decision-making.

5. Children and Adolescents receiving this service are also enrolled in Core Services and/or IFI
services.

D. Service Access
Behavioral Assistance is available during the day, evening, weekends, and holidays. Hours are
determined by the specific needs of the consumer and family.

E. Additional Medicaid Requirements

This is not a Medicaid reimbursable service; ABD Medicaid recipients may receive this service, if
medically necessary, but it shall be billed via encounter to the DBHDD.

F. Reporting & Billing Requirements
1. See Item E. above.
2. All applicable MICP and other required DBHDD reporting must be followed.

G. Documentation Requirements

1. Aswith all interventions, this intervention must be documented on the IRP and must be tied to a
treatment goal. There must be a weekly summary note indicating progress towards IRP goals. In
addition, a daily attendance log that captures the amount of time each consumer spent in the
program and supports billing must be maintained. Any unusual or significant events must be
documented and communicated to the program supervisor on the day of the occurrence. A current
schedule of activities must be posted. All collateral contacts should be documented in the
consumer’s medical record.

2. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Community Based Inpatient Psychiatric and
Substance Detoxification Services

HIPAA
Transaction
Code

Psychiatric
Health Facility
Service, Per
Diem

Code Detail

Definition of Service: 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 of short
duration and provide treatment for an acute psychiatric or behavioral episode. This service may also
include Medically Managed Inpatient Detoxification at ASAM Level IV-D.

Target Population

Children and Adolescents with a SED

Children and Adolescents with a Substance Related Disorder

Children and Adolescents with Co-occurring SMI and a Substance Related
Disorder

Benefit Information

Available to Core Customers in need of Ongoing Services and requires
MICP New Episode Request or Update Request (to add as a single
service to an existing authorization).

Utilization Criteria

Available to those with CAFAS scores:

Ordering Practitioner

190-240: Medicalli Manaﬁed InEatient Residential itransitioni

Unit Value Per Diem
Reimbursement Rate Per negotiation
Initial Authorization 5 days
Maximum Daily Units 1 unit
Re-Authorization 3 days
Authorization Period 5 days

UAS:
Budget and Expense
Categories

C&A Crisis Services Provider
235 — C&A Mental Health
835 — C&A Addictive Diseases

Admission Criteria

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 iliness; 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:

A. Youth is experiencing signs of severe withdrawal, or there is
evidence (based on history of substance intake, age, gender,
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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 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 Stay Criteria

1. Youth continues to meet admission criteria; and
2. Youth's withdrawal signs and symptoms are not sufficiently resolved to
the extent that they can be safely managed in less intensive services;

Discharge Criteria

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

3. Family 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 Exclusions

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 planning for discharge from this service.

Clinical Exclusions

Youths with any of the following unless there is clearly documented
evidence of an acute psychiatric/addiction episode overlaying the primary
diagnosis:

a. Autism

b. Mental Retardation/Developmental Disabilities

c. Organic Mental Disorder; or

d. Traumatic Brain Injury

Additional Service Criteria:

A. Required Components

1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse
Treatment Programs, 290-4-2

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.

B. Staffing Requirements

Only nursing or other licensed medical staff under supervision of a physician may provide detoxification

services.
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C. Clinical Operations
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. These practitioners include a licensed psychologist, a physician or
a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job
description or protocol.

D. Service Access

E. Additional Medicaid Requirements
Not applicable. This is not a Medicaid billable service.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be followed.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part I, Section V of the Provider Manual.
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Community Transition Planning
Code Detail

Transaction
Code

Community Transition
Planning (State Hospital)
Community Transition
Planning (Crisis

Community Stabilization Program)
Transition Community Transition
Planning Planning (PRTF)
Community Transition
Planning (Jail / Youth
Detention Center)
Community Transition

If you are an IFI 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 IFI
team. Please refer to the Core Guidelines for the detail.
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Crisis Stabilization Program Services
HIPAA Transaction Code Detall
Code
Behavioral Health;
Short-term Residential
(Non-Hospital
Residential Treatment
Program Without Room
& Board, Per Diem)
Behavioral Health;
Short-term Residential
(Non-Hospital
Residential Treatment
Program Without Room
& Board, Per Diem)

Definition of Service: 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:

1) Psychiatric medical assessment;

2) Crisis assessment, support and intervention;

3) Medically Monitored Residential Substance Detoxification (at ASAM Level [11.7-D).
4) Medication administration, management and monitoring;

5) Brief individual, group and/or family counseling; and

6) Linkage to other services as needed.

Services must be provided in a facility designated and certified by the DBHDD as an emergency
receiving and evaluation facility

Children and Adolescents experiencing:
Severe situational crisis
SED
Target Population Substance-Related Disorders
Co-Occurring Substance-Related Disorders and Mental lliness
Co-Occurring Mental lliness and Mental Retardation
Co-Occurring Substance-Related Disorders and Mental Retardation
Available to Core Customers in need of Ongoing Services. Requires a
Benefit Information MICP New Episode Request or Update Request (to add as a single
service to an existing authorization).
Available to those with CAFAS scores:
140-180: Medically Monitored Community Residential
Utilization Criteria 190-240: Medically Managed Community Residential
OR “clinical information to justify the service provided in the “justification
text” on the MICP if CAFAS scores are higher/lower.
Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Ordering Practitioner
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Unit Value 1 day

Initial Authorization 20 units

Re-Authorization |
Maximum Daily Units 1 unit

Authorization Period 20 days

UAS: Crisis Services Provider
Budget and Expense 234 — C&A Mental Health
Categories 834 — C&A Addictive Diseases

Admission Criteria

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 illness/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:

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 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 Criteria

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 that stabilizes the individual.

Discharge Criteria

1. Child/youth no longer meets admission guidelines requirements; or

2. Crisis situation is resolved and an adequate continuing care plan has
been established; or

3. Child/youth does not stabilize within the evaluation period and must be
transferred to a higher intensity service.

Service Exclusions

None

Clinical Exclusions

1. Youth is not in crisis.

2. Youth does not present a risk of harm to self or others or is able to care
for his/her physical health and safety.

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

Additional Service Criteria:

A.  Required Components
1. Crisis Stabilization Programs (CSP) 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
certified by the DBHDD.
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In addition to all service qualifications specified in this document, providers of this service must
adhere to and be certified under the Provider Manual for Community Mental Health,
Developmental Disability and Addictive Disorders “Core Requirements for All Providers” and
DBHDD “Core Requirements for Crisis Stabilization Programs Operated by Community Service
Boards.”

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

The maximum length of stay in crisis AND transitional beds combined is 29 adjusted calendar
days (excluding Saturdays, Sundays and state holidays).

Youth occupying transitional beds must receive services from outside the CSP (i.e. community-
based services) on a daily basis.

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.

A CSP must have documented operating agreements and referral mechanisms for psychiatric
disorders, addictive disorders, and physical healthcare needs that are beyond the scope of the
CSP 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.

B.  Staffing Requirements

1.

2.

H~w

A physician or a staff member under the supervision of a physician, practicing within the scope
of State law, must provide Crisis Stabilization Program (CSP) Services.

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.

A CSP must employ a fulltime Nursing Administrator who is a Registered Nurse.

A CSP must have a Registered Nurse present at the facility at all times.

Staff-to-client ratios must be established based on the stabilization needs of clients being
served and in accordance with the “Core Requirements for Crisis Stabilization Programs
Operated by Community Service Boards.”

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.

C.  Clinical Operations

1.
2.

3.

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

A CSP must follow the seclusion and restraint procedures included in the Department’s “Core
Requirements for Crisis Stabilization Programs operated by Community Service Boards.”

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

Youth served in transitional beds may access an array of community-based services in
preparation for their transition out of the CSP, and are expected to engage in community-based
services daily while in a transitional bed.
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D. Service Access

E.  Additional Medicaid Requirements
1. Effective July 1, 2007, Medicaid stopped paying a bundled daily rate for these services. Crisis
Stabilization Programs with less than 16 beds should bill individual 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 Program. Billable services and daily limits within CSPs are as

follows:
Service Daily Maximum Billable Units
Crisis Intervention 8 units
Diagnostic Assessment 2 units
Psychiatric Treatment 1 unit (Pharmacological Mgmt)
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 CSPs with greater than 16 beds.

F.  Reporting & Billing Requirements

1. Providers must report information on all consumers served in CSPs no matter the funding
source:

a. The CSP shall submit MICPs for all individuals served (state-funded, Medicaid funded,
private pay, other third party payor, etc);

b. The CSP shall submit per diem encounters (HO018HAU2 or HO018HATBU?2) 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 CSP 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 CSP 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.

3. Allother applicable Medicaid, MICP, and other DBHDD reporting requirements must be
followed.

G. Documentation Requirements
1. Inorder 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.
2. Forindividuals transferred to transitional beds, the date of transfer must be documented in a
progress note and filed in the individual’s chart.
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3. Daily engagement in community-based services must also be documented in progress notes
for those occupying transitional beds.

4. Specific to item F.2. 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).

5. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Intensive Family Intervention

HIPAA Mod | Mod
Transaction Code Detall Code 1 2

Code

Practitioner Level 3, In-Clinic H0036 U3 ué

Practitioner Level 4, In-Clinic H0036 U4 ue

Intensive Practitioner Level 5, In-Clinic H0036 us U6
Family
Intervention Practitioner Level 3, Out-of-Clinic H0036 u3 u7

Practitioner Level 4, Out-of-Clinic H0036 U4 u7

Practitioner Level 5, Out-of-Clinic H0036 us u7

Definition of Service: 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:

e 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

e Improve the individual child’s/adolescent’s ability to self-recognize and self-manage behavioral
health issues, as well as the parents’/responsible caregivers’ 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.

| Target Population | Children and Adolescents with SED and/or Substance Related Disorders. |
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Benefit Information

Available to Core Customers in need of Ongoing Services and requires a
MICP New Episode Request or Update Request (to add as a single
service to an existing authorization).

Utilization Criteria

Available to those with CAFAS scores:

100-130: High Intensity Community-Based Services

140-180: Medically Monitored Community Residential (transition)
190-240: Medically Managed Community Residential (transition)
190-240: Medically Managed Inpatient Residential (transition)

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes
Initial Authorization 288 units
Re-Authorization 288 units

Maximum Daily Units

48 Units is the standard maximum

Authorization Period

90 days

UAS:
Budget and Expense
Categories

Intensive Treatment Services Provider
253 — C&A Mental Health
853 — C&A Addictive Diseases

Admission Criteria

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
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 services
previously provided must be documented in the clinical record (even if
it via by self-report of the youth and family). or

3. Youth and/or family has insufficient or severely limited resources or
skills necessary to cope with an immediate behavioral health 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
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legal system intervention or is currently involved with DJJ for
behaviors/issues related to SED and/or the Substance-related disorder.

Continuing Stay Criteria

1. Same as above.

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

2. Youth no longer meets the admission criteria; or

3. Goals of the Individualized Resiliency Plan have been substantially
met; or

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.

Service Exclusions

Not offered in conjunction with Individual Counseling, Family
Counseling/Training, Crisis Intervention Services, and/or Crisis
Stabilization Program, PRTF, or inpatient hospitalization.

May utilize Community Support for continuity of care.

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 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 directed to supporting
the unification/reunification of the youth and his/her identified
family/caregiver and takes place in that home and community.

The billable activities of IFI do not include:
1) Transportation
2) Observation/Monitoring
3) Tutoring/Homework Completion
4)Diversionary Activities (i.e. activities without therapeutic value)

Clinical Exclusions

1. Youth with any of the following unless there is clearly documented
evidence of an acute psychiatric/addiction episode overlaying the
primary diagnosis:

a. Autism Spectrum Disorders including Asperger’s Disorder (any
youth currently enrolled June 30, 2010 shall remain eligible
throughout current authorization.

b. Mental Retardation/Developmental Disabilities

¢. Organic Mental Disorder; or

d. Traumatic Brain Injury

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.
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Additional Service Criteria: (Elements below which are different from the FY10 version of this
definition will be effective 8/1/2010)

A. Required Components:

1. The organization has established procedures/protocols for handling emergency and crisis
situations that describe methods for intervention with youth who require psychiatric hospitalization.

2. Each Intensive Family Intervention (IFl) 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:

e Particular evidence-based family preservation, resource coordination, crisis intervention
and wraparound service models utilized (MST, DBT, MDFT, etc), types of intervention
practiced. The organization must show documentation that each staff member is trained
in the model for in-home treatment (i.e., certification, ongoing supervision provided by
the training entity, documentation of annual training in the model).

e Effective July 1, 2011: 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 beginning January 1, 2011.
Some models do not have the stringent staffing requirements that this service requires.
The expectation is that staffing patterns in accordance with the specific model used are
in compliance with staffing requirements noted in this service definition

¢ Hours of operation, the staff assigned, and types of services provided to consumers,
families, parents, and/or guardians,

e How the plan for services is modified or adjusted to meet the needs specified in each
Individualized Resiliency Plan, and

4. At least 60% of service units must be provided face-to-face with children and their families, and
80% of all face-to-face service units must be delivered in non-clinic settings over the authorization
period.

5. Atleast 50% of IFI face-to-face units must include the child (identified consumer). 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.

6. Documentation of how the team works with the family and other agencies/support systems (such
as LIPTs, 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.

7. IFlis 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 IFI 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
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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.)

8. IFlis 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 IFI Team Leader of clinical need (CAFAS scores, inpatient
hospitalization transition, PRTF transition, crisis interventions, 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.

9. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners can provide Intensive Family Intervention within the scope of the team
definition which is defined in this Section:

e Practitioner Level 2: Psychologist, CNS-PMH (reimbursed at Level 3 rate)
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-II, CADC,
CCADC, GCADC (Il, Ill); 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 (addictions counselors
may only perform counseling functions related to treatment of addictive diseases).

e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor

Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above
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2. 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 serious
emotional disturbances. LAMFT, LMSW, LAPC 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.

(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]).

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.

3. 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 or agreements must be kept in
the agency’s administrative files and be available for review.

4. Practitioners providing this service are expected to maintain knowledge and skills regarding current
research trends in best/evidence based practices. Some examples of best/evidence based practice
components/models 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. Beginning January 1, 2011, there should be training
documentation indicating the evidenced-based in-home practice model each particular staff person
will be utilizing in the provision of services.
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5. 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.

6. 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 consumer.

7. ltis 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.

8. 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 % 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:

(a) 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.

9. ltis 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 IFI 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

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
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11.

e 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.

IFI 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.

C. Clinical Operations:

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.
Individuals receiving this service must have a qualifying and verified diagnosis present in the
medical record prior to the initiation of services. The verified diagnosis must be given by persons
identified in O.C.G.A Practice Acts as qualified to provide a diagnosis. These practitioners include
a licensed psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction
with a physician with an approved job description or protocol.

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.

Intensive Family Intervention 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).
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.

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 juvenile justice system, and
children’s protective services when appropriate to treatment and educational needs.

IFI providers must have the ability to deliver services in various environments, such as homes
(birth, kin, adoptive, and foster), schools, homeless shelters, or street locations. The provider
should keep in mind that youth/families may prefer to meet staff at a community location other than
their homes or other conspicuous locations (e.g. parents’ place of employment or school),
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10.

11.

12.

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 youth’s privacy/confidentiality rights and preferences in this regard to the
greatest extent possible (e.g. if staff must meet with a youth during their school time, mutually
agree upon a meeting time during the day that is the least conspicuous from the youth’s point of
view).

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

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.

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.

Safety planning with the family must be evident at the beginning of treatment and 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. This plan must be given to the family, other agency staff, the youth, and a
copy kept in the consumer’s record

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.

D. 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.

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.

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
program 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

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.

E. Additional Medical Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.
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F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. 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.

3. Inaddition to all the references within this service guideline, providers must also document
services in accordance with the specifications for documentation requirements specified in Part Il
Section IV of the Provider Manual.
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Outdoor Therapeutic Program

HIPAA
Transaction Code Detall
Code
Therapeutic
Camping,
Overnight

Definition of Service: The Outdoor Therapeutic Program is a therapeutic wilderness program for
troubled youth. The mission of the OTP is to operate a program that promotes growth through
challenge, education, positive reinforcement and nurturing to youth and families who are deemed most
in need and likely to benefit.

Referral to this program is appropriate for youth who have social, emotional, or behavioral problems in
their homes, schools, and communities. Many of the youth have poor school performance, family
problems, and peer relationship problems. All youth enrolled in the program are assessed by gathering
information from the referral sources (sponsors) and parents or legal guardians. From the assessment
process, an individualized service plan is developed with the youth, parents and referral “sponsor” to
guide the youth in the program. The newly admitted youth join an existing group of peers and counselors
living in a wilderness setting. Each group is an autonomous community with campers learning to accept
and share responsibility for basic living requirements. Skills in teamwork, compromise and leadership
emerge and develop, as campers must learn to cooperate in order for the camp community to function.
The counselors provide guidance and suggestions, but the group members are responsible for planning
and accomplishing the required chores and for maintaining group cohesiveness.

Target Population Youth who are experiencing social, emotional or behavioral problems

Requires a MICP New Episode Request or Update Request (to add as a

Benefit Information . . - e
single service to an existing authorization).

Utilization Criteria N/A

Unit Value 1 day

Initial Authorization 90 days

Maximum Daily Units 1 unit

Re-Authorization 90 days

Authorization Period 90 days

UAS: Residential Services Provider
Budget and Expense 250 — C&A Mental Health
Categories 850 — C&A Addictive Diseases

1. Youth has serious social, emotional or behavioral problems; and

2. Youth has poor school performance, family problems, and/or peer
relationship problems; and

3. Youth has exhausted other less restrictive, community based options

Admission Criteria as demonstrated by documentation from multiple community
resources

4. Level of functioning precludes provision of services in less restrictive
services

5. Full scale 1Q of 70 or higher
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6. Psychological evaluation within past 24 months

1. Youth has behavior that continues to create a risk for more restrictive
placement despite efforts and youth and family needs more time in the
program to acquire social, functional improvements

2. Continued presence of presenting problems associated with

Continuing Stay Criteria placement.

3. Continuing stay criteria will be reviewed every 90 days. The

maximum length of stay shall be 9 months. If the program is not

successful within this designated amount of time, other intensive
support options should be tried as alternatives.

No longer meets admission criteria

Refuses to participate in program activities

Alternative placement is available

Adequate aftercare plan have been established

Family/guardian requests discharge

6. Youth requires services not available through this program

Discharge Criteria

arwdE

Service Exclusions Community Inpatient Services, IFI

1. Presence of any behaviors that require a more intensive level of
Clinical Exclusions service due to dangerousness to self or others
2. Refuses to participate in program activities.

Additional Service Criteria:

A. Required Components

1. The Outdoor Therapeutic Camps are state-operated and administered by the DBHDD.

2. The newly admitted youth join an existing group of peers and counselors living in a wilderness
setting. Each group is an autonomous community with campers learning to accept and share
responsibility for basic living requirements.

3. Each camp has the capacity for 40-44 youth, ranging in age from age 12-17.

4. Staff arranges home visits/passes, when appropriate, each month to visit with their families or
agency sponsors.

5. Youth typically stay in the program between 3 and 9 months, with an average length of stay of 6
months.

6. Linkages with other child-serving agencies and community supports should be clearly described
within the comprehensive program descriptions.

7. There is a fully accredited school program at each camp, which is regularly monitored by the
Department of Education. School attendance is required for each group and each camper is
expected to demonstrate effort toward improving school behavior and school skills. Instruction is
based on the Georgia Performance Standards and the assessed academic level of each camper.
Teachers are certified in Special Education and one core subject area.

8. The program is accredited as an Outdoor Wilderness Program through the Council on
Accreditation.

9. There will be offered 20 hours per week for school/vocational assignments.

10. There will be daily goal setting and group meetings.

11. There will be 3 meals, 1 snack, and recreation time each day.
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B. Staffing Requirements

1.

2.

3.

10.

Two camp counselors are with each group of ten to eleven campers around the clock to monitor
and supervise youth, as well as to provide training and support whenever needed.

Outdoor Therapeutic Camps each have four groups of ten to eleven campers. The staff to youth
ratio for each group must be no less than 2:11.

A Camp Director who has a minimum of a bachelor's degree and experience supervising groups
must supervise services.

The program will have one registered nurse on staff at each site that provides nursing assessment,
and medication monitoring of administration under physician’s orders.

All direct care staff must have an understanding of and ability to assess symptoms, medication
issues, and behaviors in order to identify situations that require additional interventions.

The camp must have an educational supervisor and teachers to meet the educational needs of the
campers.

The camp must have staff called “Family Workers” who coordinate services and help develop
individualized service plans and communicate with the families, referring agencies/sponsors and
provide parent/family training and education.

The program will refer youth who have behavioral health needs to core providers or private
providers of behavioral health services and the legal guardian will have the choice of which
behavioral health provider is selected. Camp staff will assist in making arrangements for youth
who have identified behavioral health needs to have appointments/sessions with the outside
behavioral health provider.

Services must have staff who has proficiency in working with the target population, with families as
partners, and with local systems of care between child-serving agencies and providers of other
service. They must have training and demonstrate proficiency in cultural competence as related to
youth and families who are culturally different from them.

Staff must be trained in evidenced based practices specific to wilderness adventure-based
interventions with youth/families who are experiencing social, emotional or behavioral problems.

C. Clinical Operations

1.

Skills in teamwork, compromise and leadership emerge and develop, as campers must learn to
cooperate in order for the camp community to function. The counselors provide guidance and
suggestions, but the group members are responsible for planning and accomplishing the required
chores and for maintaining group cohesiveness.

The most effective counseling is provided in sessions called “groups” that are called by individual
campers or counselors at any time a camper’'s behavior or attitude is having a negative impact on
the group and its goals. Campers also call “groups” to express and share feelings with other
campers and to resolve conflicts.

Campers participate in outdoor, experiential adventure-based activities such as hiking, canoeing,
caving and ropes course skills building on site and off-site as planned and scheduled by program
staff.

When appropriate and applicable, families participate in monthly parent and family training and
educational groups at camp and have opportunities to learn new parenting skills while their child is
at camp.

Services must operate in accordance with all identified safety and health standards.

Services must be evidence-based, strength-based, family-driven and youth-guided and system of
care oriented.

Discharge planning is conducted monthly and is addressed through daily monitoring of the youth’s
progress towards established goals in the service plan.
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D. Service Access

1. Referrals are made directly to the Outdoor Therapeutic Program. The service team reviews and
screens each referral to determine that the youth is appropriate and can benefit from the service.
The service team also ensures that other less restrictive resources and services have been
exhausted in the community. Referrals come directly from the DJJ for youth who are committed to
DJJ, the Division of Family & Children Services (DFCS) for youth who are in DFCS custody and
from DBHDD for youth who are in parental custody and are deemed likely to benefit from the
service and other resources have been exhausted.

2. Services are available 24/7, which include monthly home visits. Youth have home visits/passes,
when appropriate and applicable for family reunification goals and to practice new skills in their
homes and communities.

E. Billing/Reporting Requirements
1. Youth enrolled in this service are reported through MICP enrollment and reporting mechanisms.
2. Onthe MICP, the required diagnostic field can be populated with 799.99 if there is no available
diagnosis to report.
3. Onthe MICP, the required CAFAS field can be populated with O if there is no available CAFAS
score to report.

F. Documentation Requirements

1. Documentation must reflect the activities that the youth and families participate in by date, time,
and duration. Weekly documentation must indicate counselor’'s notes on each individual goals and
objectives. Weekly group notes must be individualized and placed in each youth’s medical record.
Weekly documentation must reflect progress towards the resolution of presenting problems, and
progress towards being fully re-integrated into school and community activities.

2. Quarterly documentation must address discharge planning progress and coordination with other
agencies and the family towards this end.

3. Family Workers must coordinate with the outside behavioral health providers, such as core
providers or private providers for clinical service goals and objectives that may be applicable for
youth enrolled in the wilderness program. Agencies with legal custody or family members with
legal custody are given choices about which provider of behavioral health services are available to
serve the needs of the youth.

G. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Structured Activity Supports
Code Detail

HIPAA Transaction

Code
Structured Activity
Supports

Definition of Service: Structured Activity Support Services provide children and adolescents who are
core customers with homework assistance, leisure, and recreational activities. Services can be provided
for up to two hours a day and are offered only in conjunction with treatment services, i.e. individual
counseling, group training or counseling, and/or family training/counseling. For example, consumers
receive one hour of group therapy and remain at the facility to participate in Structured Activity Supports
or consumers arrive at the facility, participate in a recreational activity, receive assistance with
homework, and then participate in a group therapy session. Services are to be utilized as an adjunct to
clinical services, providing support to youth who have significant behavioral health problems and who
need structured activities in addition to treatment services. Services are primarily group-based and are
intended to provide consumers with opportunities for positive socialization experiences and skill building.
Services will provide the child or adolescent with experiences and supports that will enable them to
develop skills to become fully integrated into their communities and to develop positive and emotionally
satisfying peer relationships. Services are planned in partnership with the youth and family and are
designed to assist consumers in progressing toward treatment goals identified in the IRP.

Recreational and leisure activities may include group sports, games or hobbies and are designed to
promote pro-social behaviors, competence and confidence in working and playing with others, and a
positive attitude toward physical activities as an important component of a healthy and satisfying life.
Play activities are also important to the development of positive relationships with adults. Diversionary
activities that do not encourage interaction with consumers and staff, such as watching entertainment
videos or movies, are not allowed. Homework assistance may be provided for consumers to improve or
maintain academic achievement and to ensure that consumers complete school assignments. The
service assists consumers according to level of need in an atmosphere of support. Homework
assistance activities provide academic enrichment and skill building. It is designed to help children
perform well in school, increase their experiences of success in academics, and internalize learning and
academic goal attainment as positive experiences and is not simply monitoring youths while they
complete their homework.

Youth typically attend Structured Activity Supports from three to five days a week. This service may be
billed only when offered in conjunction (on the same day) with individual counseling, group training,
group counseling, family training, and/or family counseling. It is primarily facility-based, although
activities may involve excursions into the community for recreation.

C&A with SED
Target Population C&A with AD Issues
C&A with Co-occurring SED/AD
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Benefit Information

Available to Core Customers enrolled in MRO or Fee-For-Services Core
Services and in need of Ongoing Services and requires a MICP.

Utilization Criteria

Available to those with CAFAS scores:

100-130: High Intensity Community-Based Services

*May be used for consumers transitioning to the community from
structured residential settings even when the CAFAS score is below 60.

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes
Initial Authorization 1248 units
Re-Authorization 1248 units
Maximum Daily Units 8 units
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
270 — C&A Mental Health
870 — C&A Addictive Diseases

Admission Criteria

1. Individual must meet target population criteria as indicated above; and

2. Individual needs assistance with developing, maintaining, or enhancing
social supports or other community coping skills; and

3. Individual needs assistance with daily living skills including homework
assistance and social activity supervision

Continuing Stay Criteria

1. Individual continues to meet admission criteria; and

2. Individual demonstrates documented progress or maintenance of
community skills relative to goals identified in the Individualized
Resiliency Plan.

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

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

3. Individual/family requests discharge or

4. Transfer to another service is warranted by change in the individual's
condition.

Service/Clinical
Exclusions

PRTF
Individuals served through CMOs or other insurance plans

Additional Service Criteria:

A. Required Components

1. Because this service must be offered in conjunction with individual counseling, family
training/counseling, or group training/counseling, it may only be provided by providers offering the
whole range of core services as defined in a DBHDD "Core Services" Provider

Agreement/Contract.

2. This service is facility-based, although excursions into the community are allowed.

3. Structured Activity Supports are provided in small groups up to 1:5 staff to child ratio according to
the specific educational and behavioral support needs of the child or adolescent.

4. Collaboration occurs with parents and/or school personnel regarding homework assignments and
recreational and leisure activity needs.
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5.

Structured Activity Supports staff providing homework assistance must be familiar with best and
promising practices in homework assistance and out-of-school learning programs and these
practices, i.e. positive support and reinforcement, creating an organized homework environment,
and communicating with teachers and parents must be evident. (Information about effective
homework assistance is available on the Internet.)

Structured Activity Supports uses a wide range of materials that are appropriate for youth and will
provide further enhancement in the development of recreation, leisure, and homework skills.
Direct supervision of computer use and/or blocking software must be ensured by program staff in
order to protect youth from inappropriate material on the Internet.

B. Staffing Requirements

1.

Program planning and supervision must be provided by a staff member with a master’s degree in
behavioral sciences. This supervisor must be on-site and available to the program during the
hours it is in operation. The supervisor must accompany the group during off-site activities.
Because this service may be provided for extended periods of time, adequate supervision must be
present at all times. A staff to consumer ratio of at least 1 staff member for 5 children must be
maintained.

Direct services may be provided by paraprofessionals with experience serving children and
adolescents in behavioral health settings.

C. Clinical Operations

1.

2.

Individualized services must be provided to the consumer and must be related to goals identified
on the IRP.

This service is provided on the same day that the consumer is scheduled for individual therapy,
group training or counseling and/or family training/counseling. For example, the child has group
therapy and after that service participates in Structured Activity Supports with other consumers.
Under no circumstance may a child receive this service as a stand alone, but instead must be
provided Structured Activity Supports in conjunction with having participated in a clinical service on
the same day.

Structured Activity Support Services must be coordinated with the parent/caregiver, the school
system, and other child-serving agencies when appropriate and indicated regarding the
consumer’'s homework and recreational/leisure needs.

D. Service Access

1.

2.

3.

Structured Activity Services must be available at least 2 days per week and up to 6 days a week
according to the needs of consumers and the capacity of the Provider agency.

Structured Activity Services is primarily facility-based but may involve excursions into the
community.

This service may not be used to supplant or duplicate other support/supervision/activity services
that are funded through other sources. For example, a residential program where structured group
activities are program expectations may not supplant residential programming with this service.

Additional Medicaid Requirements
This is not a Medicaid reimbursable service.

Reporting & Billing Requirements
All applicable MICP and other required DBHDD reporting must be followed.
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G. Documentation Requirements

1. As with all interventions, this intervention must be documented on the IRP and must be tied to a
treatment goal. There must be a weekly summary note indicating progress towards IRP goals.
In addition, a daily attendance log that captures the amount of time each consumer spent in the
program and supports billing must be maintained. Any unusual or significant events must be
documented and communicated to the program supervisor on the day of the occurrence. A
current schedule of activities must be posted. All collateral contacts should be documented in
the consumer’s medical record.

2. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 128 of 314



Structured Residential Supports
HIPAA Transaction
Code

Code Detail

Structured Residential Child Program

negotiated

Definition of Service: 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.

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 (see A.2.) with no more than 16
individuals and must include supportive counseling, psychotherapy and adjunctive therapy supervision,
and recreational, problem solving, and interpersonal skills development. All facilities providing
residential rehabilitative supports must be staffed 24 hours a day, 7 days a week.

Children & Adolescents with Serious Emotional Disturbance,

Children & Adolescents with Substance Abuse Issues,

Children & Adolescents with Co-Occurring Substance Abuse and Mental

Target Population lllness

Children & Adolescents with Co-Occurring Mental llinesses and MR/DD.

Children & Adolescents with Co-Occurring Substance Related Disorders
and MR/DD.

Available to Core Customers in need of Ongoing Services and requires a

Benefit Information MICP New Episode Request or Update Request (to add as a single

service to an existing authorization).

Available to those with CAFAS scores:

140-180: Medically Monitored Community Residential

190-240: Medically Managed Community Residential

190-240: Medically Managed Inpatient Residential

or clinical justification is explained in the justification text on the MICP for

lower CAFAS scores

Physician, Psychologist, Physician’s Assistant, Advanced Practice

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner),

LPC, LMFT, LCSW

Utilization Criteria

Unit Value 1 day
Initial Authorization 180 days
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Re-Authorization 180 days
Maximum Daily Units 1 unit
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Residential Services Provider
244 — C&A Mental Health
844 — C&A Addictive Diseases

Admission Criteria

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

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 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.

Continuing Stay Criteria

Youth continues to meet Admissions Criteria.

Discharge Criteria

1. Youth/family requests discharge; or

2. Youth has acquired rehabilitative skills to independently manage his/her
own housing; or

3. Transfer to another service is warranted by change in youth’s condition

Service Exclusions

Cannot be billed on the same day as Crisis Stabilization Program.

Clinical Exclusions

1. Severity of identified youth issues precludes provision of services in this
service

2. Youth with the following conditions are excluded from admission unless
there is clearly documented evidence of psychiatric condition overlaying
the primary diagnosis: mental retardation, autism, 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.

Additional Service Criteria:

A. Required Components:

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/CCl
or the Department of Community Health/HRF to provide residential 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, there must be enough administrative documentation
to support the non-applicability of a license.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11

Page 130 of 314




The residential program must provide a structured and supported living environment 24 hours a
day, 7 days a week.

Structured Residential Supports must provide at least 5 hours per week of structured programming
and/or services.

B. Staffing Requirements:

1.
2.

3.

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 Office of Regulatory Services (see A.2).

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

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

C. Clinical Operations

1.

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.

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 0.C.G.A
Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

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.

D. Service Access

E. Additional Medicaid Requirements
This is not a Medicaid-billable service.
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F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be adhered to.

G. Documentation Requirements

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 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.

3. 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.

4. 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.

H. Facilities Management (applicable to traditional residential settings such as group homes,
treatment facilities, etc)

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

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

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

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

5. The organization must comply with the Americans with Disabilities Act.

6. 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 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
that meet all applicable federal, state, and local regulations for adequacy of construction, safety,
sanitation, and health.
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Substance Abuse Intensive Outpatient Package (C&A):
(SA Adolescent Day Treatment)

Mod | Mod | Mod
1 2 3

HIPAA

Transaction Code Detail Code

Code

See Item E.1. Below

Definition of Service: 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

Consumer Support Individual Services

Individual Counseling

Group Counseling (including psycho-educational groups focusing, relapse prevention
and recovery)

Family Counseling/Psycho-Educational Groups for Family Members

9. Structured Activity Supports

Nouks~whE

©

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); I1.2 (at least 9 hours per week); I1.3 (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.

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.

Target Population Adolescents with substance abuse related disorders, including those with
co-occurring mental illness and secondary development disability
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Benefit Information

available to all ongoing core customers, requires a MICP New Episode or
Ongoing Authorization

Utilization Criteria

Available to those with CAFAS Scores

100-130: High Intensity Community Based Services

140-180: Medically Monitored Community Residential (transition)
190-240: Medically Managed Community Residential (transition)
190-240: Medically Managed Inpatient Residential (transition)

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value

See Authorization/Group Package Detalil

Initial Authorization

See Authorization/Group Package Detail

Re-Authorization

See Authorization/Group Package Detail

Maximum Daily Units

See Authorization/Group Package Detail

Authorization Period

180 Days

UAS:
Budget and Expense
Categories

See Authorization/Group Package Detalil

Admission Criteria

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

Continuing Stay 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

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 and progress in treatment or

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
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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

Transfer to a higher level of service is warranted by change in the
1. Youth’s condition or nonparticipation; or
2. The youth refuses to submit to random drug screens; or
3. Youth's exhibits symptoms of acute intoxication and/or withdrawal
or
4. The youth requires services not available at this level or
5. 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

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 minimize duplication of services and effectively
transition the individual to the appropriate services. This combination of
services is subject to review by the External Review Organization.

1. Youth manifests overt physiological withdrawal symptoms
2. Youth with any of the following unless there is clearly documented
evidence of an acute psychiatric/addiction episode overlaying primary

diagnosis

a. Autism

b. Developmental Disabilities
C. Organic mental disorder
d. Traumatic Brain Injury

A. Required Components
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.
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10.

11.

Best/evidence 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.

The program utilizes methods, materials, settings, and outside resources appropriate to the
developmental and cognitive levels, capabilities, age, and gender of participants.

The program utilizes methods, materials, approaches, activities, settings, and outside resources
appropriate for and targeted to individuals with co-occurring disorders of mental illness and
substance abuse and targeted to individuals with co-occurring and substance abuse when such
individuals are referred to the program.

The program conducts random drug screening and uses the results of these tests for marking
consumers’ progress toward goals and for service planning.

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.

Intense coordination with schools and other child serving agencies is mandatory.

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.

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 physical space during the hours
the SA Intensive Outpatient Services is in

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 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.

B. Staffing Requirements

1.

2.

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.
Services must be provided by staff who are at least:

a. AnLAPC, LMSW, CACII, CADC, CCADC, and Addiction Counselor Trainee with

supervision

b. Paraprofessionals, RADTs under the supervision of a Level 4 or above
It is necessary for all staff who treat “co-occurring capable” services to have basic knowledge in the
Georgia DBHDD Suggested Best Practices catering co-occurring consumers
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
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person has received a minimum of 4 hours of training in co-occurring treatment within the past 2
years.

There must be at least a Level 4 on-site at all times the service is in operation, regardless of the
number of individuals participating.

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.

A physician 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 and psychiatric consultation, assessment, and
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.

Staff identified in B.2.a.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.

C. Clinical Operations

1.

2.

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

Consumers receiving the Substance Abuse C&A Intensive Outpatient Package 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.
Services are to be age appropriate with each youth and address the needs of C&A which will
include an educational component, relapse prevention/refusal skills, healthy coping mechanisms
and sober social activities.

Each consumer must be provided assistance in the development and acquisition of needed skills
and resources necessary to achieve sobriety and/or reduction in abuse and maintenance of
recovery.

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:
. 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
. Individual counseling
ii. Individualized treatment, service, and recovery planning
c. Family Outpatient Services
. Family education and engagement focusing on adolescent developmental issues
and impact of addiction on the family
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h.

ii. Interpersonal skills building including family communication and developing
relationships with healthy individuals
Community Support
Educational/Vocational readiness and support
. Services/resources coordination unless provided through another service provider
ii. Community living skills
iii. Linkage to health care
Structured Activity Supports
. Leisure and social skill-building activities without the use of substances
Behavioral Health Assessment & Service Plan Development and Diagnostic
Assessment
. Assessment and reassessment
Pharmacy/Labs (Core providers may report costs via “Pharmacy/Lab”)
. Drug screening/toxicology examinations

6. 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:
a. Community Support —for housing, legal and other issues
b. Individual counseling in exceptional circumstances for traumatic stress and other mental
ilinesses for which special skills or licenses are required
c. Physician assessment and care
d. Psychological testing
e. Health screening (Nursing Assessment & Care)

7. The program must have a Substance Abuse C&A Intensive Outpatient Services Organizational
Plan addressing the following:

a.

~oao0o

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.

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

How services will be coordinated with the substance abuse array of services including
assuring or arranging for appropriate referrals and transitions.

How the requirements in these service guidelines will be met.
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D. Service Access
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.
2. These services should follow Adolescent ASAM Level Guidelines 11.1 (at least 6 hours of structured
programming per week) and I1.5 (at least 20 hours of structured activity per week).

E. Additional Medicaid Requirements
1. 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 services and daily limits within
SA C&A Intensive Outpatient are as follows:

Service ngimum . Maximum Daily
Authorization Units Units

Behavioral Heath Assessment & Service Plan

32 24
Development
Diagnostic Assessment 4 2
Psychiatric Treatment 12 1
Nursing Assessment & Care 48 16
Community Support 600 96
Individual Outpatient Services 36 1
Group Outpatient Services 1170 20
Family Outpatient Services 100 8
Structured Activity Support 320 8

F. Billing/Reporting Requirements

1. The maximum number of units that can be billed differs depending on the individual service.
2. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

1. Provider must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.

2. Every admission and assessment must be documented.

3. 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.
4. Daily attendance of each youth participating in the program must be documented showing the

number of units in attendance for billing purposes.

5. Documentation of a structured activity support is also required (see specific guideline for detail).
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GEORGIA DBHDD - BEST PRACTICE SUGGESTIONS

PRINCIPLES AND STAFF CAPABILITIES FOR SERVICES WITH CO-OCCURRING DISORDERS -

April 17, 2002
Principles
1. Services for persons with co-occurring disorders should be integrated, rather than sequential. That is,

they should be structured to deal with both disorders at once rather than requiring one disorder or one
set of symptoms to be dealt with before services for the other can begin.

Psychosocial Rehabilitation (PSR) programs and Substance Abuse (SA) Day Services programs will
be initially encouraged and eventually required to work toward becoming “co-occurring capable,” that
is, able to deal flexibly with the issues of persons with co-occurring disorders.

“Co-occurring enhanced” services are time limited and go beyond co-occurring capable services and
programs. They are characterized by the following:

e Additional or special assessments requiring additional training or competencies, perhaps
utilizing additional or specialized assessment tools;

e Special training, experience, licensure, certification, or other qualifications of staff beyond basic
recognition and general capabilities of addressing the needs of persons with co-occurring
disorders within a larger program (see recommended staff capabilities below);

e Availability of addictionologist and/or MAC, CACII, or CADC consultation;

e Availability of psychiatric consultation and/or medication management;

e Availability of crisis services if needed, either directly or through an interagency agreement with
a mobile crisis service;

e Additional staff to client ratio beyond the minimum requirements for a limited period of time, in
order to deal effectively with individuals needing more intense or more frequent services than
those offered in a co-occurring capable day services program; and

e Additional programming intensity or specialized approaches or activities requiring significant
adjustments to the usual day services activities to assure adequate dosing, frequency, and
integration of services for individuals with co-occurring disorders.

Programs that provide PSR or SA Day Services will be required to either provide or arrange for co-
occurring enhanced integrated services for adults with co-occurring disorders until those individuals
can move back into regular co-occurring capable day services. Adults with co-occurring disorders
should not be expected to simply adapt to usual or routine PSR or SA Day Services activities.
Co-occurring enhanced day services may be provided within a larger SA Day Services or PSR
program, may be a separate day services program within a larger agency, or may be a stand-alone
service provider.

An adult with serious and persistent mental iliness and a co-occurring substance abuse disorder should
be served in a co-occurring capable or co-occurring enhanced PSR program. Adults with substance
abuse or dependence who also have a co-occurring mental health needs that do not rise to the level of
serious and persistent mental illness should be served in a co-occurring capable or co-occurring
enhanced SA Day Services.

An adult with serious and persistent mental illness whose symptoms are stable enough so that
Intensive Day Treatment is not indicated; whose cognitive functioning is high enough to participate in
and benefit from a co-occurring capable SA Day Services program without distraction; whose coping
skills and abilities are sufficiently intact to allow attention to his/her substance abuse; and who can
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understand the emotional concerns related to the negative consequences and effects of addiction
should be allowed to choose service in a SA Day Services program. An adult with serious and
persistent mental illness may not be refused service in an SA Day Services program simply because
he/she is seriously and persistently mentally ill. Likewise, a seriously and persistently mentally il adult
may not be refused service in a PSR program simply because he/she is abusing or dependent on
alcohol or other drugs.

8. Adults with serious and persistent mental illness whose symptoms, cognition, functioning, or coping
skills are sufficiently impaired to prevent participation or benefit from a co-occurring capable day
services program but who meet the admission criteria for either PSR or SA Day Services, must be
served by a co-occurring enhanced PSR or SA Day Services program.

9. The service guidelines for PSR Services and for SA Day Services will include the same requirements
about cross training and capabilities of staff to recognize and treat adults with co-occurring disorders.

10. DMHMRSA will work to ensure that there is no financial disincentive to serving individuals with co-
occurring disorders in any particular day services program.

12. Basic knowledge necessary for all staff serving persons with mental illness or substance abuse in “co-
occurring capable” day services must include the content areas below. For programs that are “co-
occurring enhanced,” this knowledge must go beyond basic understanding and must demonstrate
actual staff competencies in using that knowledge to serve adults with co-occurring disorders.

13. PSR and SA Day Services Program Managers and staff are encouraged to become familiar with ASAM
Patient Placement Criteria — 2R and current evidence-based practices literature about serving adults
with co-occurring disorders.
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GEORGIA DBHDD — BEST PRACTICES SUGGESTIONS

Staff Knowledge and Capabilities

About
Serving Persons with Co-Occurring Disorders

Necessary Capabilities For Substance Abuse
Staff

Necessary Capabilities For Mental Health Staff

e knowledge of mental illness diagnoses,
symptoms, and cognitive impairments where
applicable;

e medications used to treat various types of
mental illness and their effects, including
undesired medication side effects and the
effects of discontinuing these medications;

e assessment of mental illness;

o likely coping strategies of individuals with
mental illness, including use and abuse of
substances,

e concept of role of family members and
psychoeducational approaches for working
collaboratively with them;

e motivational counseling for clients who are not
ready to take full responsibility for self-
management and recovery from substance
abuse;

e Dbehavioral counseling for those who are actively
working on recovery;

e denial about mental illness or its symptoms,
while respecting and encouraging individual
choice and responsibility;

e individual strategies for preventing symptom
exacerbation; and

o difference between recovery and engagement
concepts in mental health and in substance
abuse.

e knowledge of substances of abuse and how
they affect mental illnesses;

e symptoms of withdrawal from various types of
substances of abuse;

e complications of interactions between
psychotropic medications and substances of
abuse, especially in detoxification and
withdrawal processes;

e assessment of substance abuse;

e special considerations in assessing substance
abuse in adults who have symptoms associated
with a mental illness or who are taking or are
candidates for taking prescribed medications for
a diagnosed mental illness;

e motivational counseling to use with clients who
appear to be unmotivated for substance abuse
treatment;

e Dbehavioral substance abuse counseling for
those who are motivated to work toward
abstinence;

e denial and its role in addiction;

e methods for overcoming denial while respecting
and encouraging individual choice and
responsibility;

e relapse prevention strategies for persons with
addictions; and

o difference between recovery and engagement
concepts in substance abuse and in mental
health.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 142 of 314




Mental Health and Addictive Disease Services

Adults’ CORE Benefit Package
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Behavioral Health Assessment

HIPAA
Transaction Code Detail
Code

Practitioner Level 2, In-Clinic

Practitioner Level 3, In-Clinic

Practitioner Level 4, In-Clinic

Mental Health
Assessment

by a non- Practitioner Level 2, Out-of-Clinic
Physician

Practitioner Level 5, In-Clinic

Practitioner Level 3, Out-of-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 5, Out-of-Clinic

Definition of Service: The Behavioral Health Assessment process consists of a face-to-face
comprehensive clinical assessment with the individual, which must include the individual's perspective,
and may also include consumer-identified family and/or significant others as well as interviews with
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 determine the individual's problems, strengths, needs,
abilities 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 develop or
review collateral 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
the basis for the comprehensive assessment and the resulting IRP.

The entire process should involve the individual as a full partner and should include strengths and
resources as identified by the individual.

An adult with a known or suspected mental health diagnosis and/or
substance-related disorder.

Available to all known or suspected Core Customers. Requires a MICP
Registration or a MICP New Episode.

Available to those with LOCUS scores:

1: Recovery Maintenance and Health Management

Utilization Criteria 2. Low Intensity Community-Based Services

3. High Intensity Community-Based Services

4: Medically Monitored Non-Residential

Target Population

Benefit Information
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5: Medically Monitored Community Residential
6. Medically Managed Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

32 units (Combined with HO032 — Service Plan Development)

Re-Authorization*

32 units (Combined with H0032 — Service Plan Development)

Maximum Daily Units*

24 units (Combined with H0032 — Service Plan Development)

Authorization Period*

180 days

UAS:
Budget and Expense
Categories

Adult Core Services Provider
131 — Adult Mental Health
731 — Adult Addictive Diseases

Admission Criteria

1. Individual has a known or suspected mental illness or substance-related
disorder; and

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

3. ltis expected that individual meets Core Customer eligibility.

Continuing Stay Criteria

Individual’s situation/functioning has changed in such a way that previous
assessments are outdated.

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

2. Individual has withdrawn or been discharged from service; or

3. Individual no longer demonstrates need for continued behavioral
health assessment.

Service Exclusions

Assertive Community Treatment

Clinical Exclusions

None

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

2. As indicated and with consumer permission, medical, nursing, peer, 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. Aninitial Behavioral Health Assessment is required within the first 30 days of service, with ongoing
assessments completed as demanded by changes with an individual.

4. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or
e 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
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e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners may provide Behavioral Health Assessment services:

e Practitioner Level 2: Psychologist, APRN, PA
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 111); 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 (addictions counselors may only perform these functions
related to treatment of addictive diseases).

e Practitioner Level 5: Certified Addiction Counselor-1, Registered Alcohol and Drug
Technician (I, 11, or 1l), Addiction Counselor Trainee with high school diploma/equivalent
(practitioners at this level may only perform these functions related to treatment of
addictive diseases).

C. Clinical Operations
The individual consumer (and caregiver/responsible family members etc as appropriate) should actively
participate in the assessment processes.

D. Service Access

1. Individuals access this service when it has been determined through an initial screening that the
person has suspected mental health or addictive disease needs.

2. Behavioral Health Assessment 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.

3. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Behavioral Health Assessment and Service Plan
Development is 24 units/day.

F. Reporting & Billing Requirements
All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.
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G. Documentation Requirements
1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
2. In addition to the authorization, documentation of clinical assessment findings from this service
should also be completed and placed in the individual’'s chart as a Comprehensive Assessment.
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Community Support

HIPAA
Transaction Code Detail Code
Code

Mod
1

H2015 | U4

Practitioner Level 4, In-Clinic

Practitioner Level 5, In-Clinic H2015 | US

Practitioner Level 4, Out-of-Clinic H2015 | U4

Community Practitioner Level 5, Out-of-Clinic H2015 | U3

Support
Services

Practitioner Level 4, In-Clinic, H2015 UK
Collateral Contact

Practitioner Level 5, In-Clinic, H2015 UK
Collateral Contact

Practitioner Level 4, Out-of-Clinic, | H2015 UK
Collateral Contact

Practitioner Level 5, Out-of-Clinic, | H2015 UK
Collateral Contact

Definition of Service: Community Support services consist of rehabilitative skills building, the
development of environmental supports and resources coordination considered essential to assist a
person in improving functioning, gaining 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 Community Support include:

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

e Planning in a proactive manner to assist the person in managing or preventing crisis situations;

e Individualized interventions, 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) Support to facilitate enhanced 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);

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 person to self-recognize emotional triggers and to
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self-manage behaviors related to the behavioral health issue;

6) 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;

7) Assistance in enhancing social and coping skills that ameliorate life stresses resulting from the
person’s mental illness/addiction;

8) Service and resource coordination to assist the person in gaining access to necessary
rehabilitative, medical, social and other services and supports;

9) Assistance to the person and other supporting natural resources with iliness understanding
and self-management (including medication self-monitoring);

10) Any necessary monitoring and follow-up to determine if the services accessed have
adequately met the person’s needs;

11) Identification, with the individual and named natural supporters, of risk indicators related to
substance related disorder relapse, and strategies to prevent relapse.

This service is provided in order to promote stability and build towards 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 community/work activities.
Supports based on the person’s needs are used to promote recovery while understanding the effects of
the mental iliness and/or substance use/abuse and to promote functioning. 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.

Individuals with one of the following:
Mental Health Diagnosis
Substance-Related Disorder
Co-Occurring Substance-Related Disorder and Mental Health
Target Population Diagnosis,
Co-Occurring Mental Health Diagnosis and Mental
Retardation/Developmental Disabilities
Co-Occurring Substance-Related Disorder and Mental Retardation/
Developmental Disabilities

Available to Core Customers. Requires a MICP Registration or a MICP

Benefit Information New Episode.

Available to those with LOCUS scores:

. Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6. Medically Managed Residential

Utilization Criteria

akRrwne

Physician, Psychologist, Physician’s Assistant, Advanced Practice

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes

Initial Authorization* 600 units
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Re-Authorization* 600 units
Maximum Daily Units* 48 units
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
126 — Mental Health
726 — Addictive Diseases

Admission Criteria

1. Individual must meet target population criteria as indicated above; and
one or more of the following:

2. Individual may need assistance with developing, maintaining, or
enhancing social supports or other community coping skills; or

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

Continuing Stay Criteria

1. Individual continues to meet admission criteria; and

2. Individual demonstrates documented progress or maintenance of
community skills relative to goals identified in the Individualized
Resiliency Plan.

Discharge Criteria

Service Exclusions

Clinical Exclusions

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

3. Individual requests discharge and the individual 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
individual’'s condition; or

5. Individual requires more intensive services.

1. There is a significant lack of community coping skills such that a more
intensive service is needed.

2. Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of a psychiatric condition
overlaying the primary diagnosis:

e mental retardation

e autism

e organic mental disorder, or
e traumatic brain injury

*(unless authorized as a part of a specific “package” which changes the authorization parameters)
Additional Service Criteria:

A. Required Components
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
e Strategies and supportive interventions for avoiding out-of-community treatment for adults
and building stronger knowledge of the adult’s strengths and limitations
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e Relapse prevention strategies and plans

2. Community Support services focus on building and maintaining a therapeutic relationship with the
individual and facilitating treatment and recovery goals.

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

4. Contact must be made with the individual 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 individual's
support needs and documented preferences.

5. Atleast 50% of CSI service units must be delivered face-to-face with the identified individual
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).

6. 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).

7. Unsuccessful attempts to make contact with the consumer are not hillable.

8. Any diagnosis given to a youth must come from persons identified in O.C.G.A Practice Acts as
qualified to provide a diagnosis. These practitioners include a licensed psychologist, a physician or
a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job
description or protocol.

9. When the primary focus of Community Support services for is 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.

10. CSl is an individual intervention and may not be provided or billed for more than one consumer
during the same time period.

11. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners may provide Community Support services:

o0 Practitioner Level 1. Physician/Psychiatrist (reimbursed at Level 4 rate)
o Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
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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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 11); 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

When provided by one of the practitioners cited below, must be under the documented

supervision (organizational charts, supervisory notation, etc.) of one of the

licensed/credentialed professionals above:

e Certified Peer Specialists

Paraprofessional staff

Certified Psychiatric Rehabilitation Professional

Certified Addiction Counselor-|

Registered Alcohol and Drug Technician (1,11, or I1I)

Addiction Counselor Trainee

. Community Support 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. Youth who receive only medication maintenance are not counted in the staff ratio
calculation.

Clinical Operations
1. Community Support may include (with the 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.
Coordination 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 person’s
recovery.

Community Support 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).

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

The organization must have established procedures/protocols for handling emergency and
crisis situations that describe methods for supporting individuals as they transition to and from
psychiatric hospitalization/crisis stabilization.
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5. Each provider must have policies and procedures for the provision of individual-specific
outreach services, including means by which these services and individuals are targeted for
such efforts.

6. The organization must have a Community Support 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,
ilinesses, or emergencies are accommodated, case mix, access, etc.

« description of the hours of operations as related to access and availability to the individuals
served and

« description of how the plan for services is modified or adjusted to meet the needs specified
in every Individualized Recovery Plan

7. Utilization (frequency and intensity) of CSI should be directly related to the LOCUS and to the
other functional elements in the person’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.).

D.  Service Accessibility

1. Agencies that provide Community Support services must regularly provide individuals served
with Georgia Crisis & Access Line contact information (1-800-715-4225 and 1-800-255-0056
for TTY, and 1-800-255-0135 -Voice) for appropriate crisis intervention services.

2. 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 LOCUS 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.

3. Community Support 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.

4. This service may not be provided and billed for individuals who are involuntarily detained
awaiting criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E.  Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above
when billing Medicaid for this service.

F. Reporting & Billing Requirements
1. 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 individual.
2. All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be
followed.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Community Transition Planning

Transaction

Code Code Detail

Community Transition
Planning (State Hospital)
Community Transition
Community Planning (Crisis
Transition Stabilization Program)
Planning Community Transition
Planning (Jail / Youth
Detention Center)
Community Transition

Definition of Service: Community Transition Planning is a service for contracted Core and ACT providers
to address the care, service, and support needs of adults with mental illness and/or addictive diseases to
ensure a coordinated plan of transition from a qualifying facility to the community. Each episode of
Community Transition Planning must include contact with the consumer and their identified family with a
minimum of one (1) face-to-face contact with the consumer prior to release from the state hospital/facility.
Additional Transition Planning activities include: educating the consumer and their identified family 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 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. Community Transition Planning 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.

Community Transition Planning consists of the following interventions to ensure the person transitions
successfully from the facility to their local community:
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.
Educate 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, educated choices on those service options that they feel will best meet their
needs and increases the likelihood of post-facility engagement.
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.
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Linking the adult with community services including visits between the person and the Community
Support staff, ACT team members and/or Certified Peer Support Specialists who will be working
with the consumer in the community (including visits and telephone contacts between the
consumer and the community-based providers.

Target Population

Adults with one of the following:
Mental Health Diagnosis
Substance Related Disorder
Co-Occurring Substance-Related Disorder and Mental Health
Diagnosis

Benefit Information

Available to Core Customers in need of Brief Stabilization or Ongoing
Services.
Requires a MICP Registration or MICP New Episode.

Utilization Criteria

Available to those currently in state hospitals and other qualifying facilities
who meet Core Customer Eligibility Definition

Unit Value 15 minutes
Reimbursement Rate $20.92 funit
Initial Authorization 10 units
Re-Authorization 10 units

T : 90 days (Registration)
Authorization Period 180 days (New Episode)

UAS:
Budget and Expense
Categories

Core Service Providers
162 — Adult Mental Health
762 — Adult Addictive Diseases

ACT Providers
152 — Adult Mental Health (include with MIER for ACT)

Admission Criteria

Individual who meet Core Customer Eligibility while in one of the following
qualifying facilities:
1. State Operated Hospital
Crisis Stabilization Program (CSP)
Jail/Youth Development Center (YDC)
Other (ex: Community Psychiatric Hospital)

~own

Note: Modifier on Procedure Code indicates setting in which the
consumer is transitioning from.

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 state hospital or qualifying facility.

Service Exclusions

None
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Clinical Exclusions

Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of a co-occurring Behavioral
Health condition:

a.

b.
C.
d.

Developmental Disability without a co-occurring mental iliness or
addictive disease diagnosis

Autism

Organic Mental Disorder

Traumatic Brain Injury

Additional Service Criteria:

A. Required Components
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 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 shall be included in both the
adult’s hospital and community records.

B. Staffing Requirements
1. A Master's/Bachelor's degree in behavioral or social science that is primarily psychological in
nature under the supervision of a licensed practitioner; or
2. A Georgia Certified Peer Specialist or trained Paraprofessional under the supervision of a
licensed practitioner; or
3. AnLPN practicing under supervision in accordance with the Georgia Practice Acts.

C.  Clinical Operations
Community Transition Planning activities shall include:
1. Telephone and Face-to-face contacts with consumer and their identified family;
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:

~o a0 o

Healthcare

Entitlements (i.e., SSI, SSDI) for which they are eligible
Self-Help Groups and Peer Supports

Housing

Employment, Education, Training
Consumer Support Services

D. Service Access

This service must be available 7 days a week (if the state hospital/qualifying facility discharges or
releases 7 days a week).
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E.  Reporting & Billing Requirements

1. 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.

2. Complete the Multipurpose Information Consumer Profile (MICP) information

3. Providers must document services in accordance with the specifications for documentation
requirements specified in PART I, Section V of the Provider Manual.

F. Documentation Requirements
1. A documented Community Transition Plan for:
a. Individuals with a length of stay greater than 60 days; or
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.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 157 of 314



Crisis Intervention

HIPAA
Transaction Code Detalil Code Mod | Mod | Mad | Mod Rate
1 2 3 4
Code
Practitioner Level 1, In-Clinic H2011 Ul U6 $58.21
Practitioner Level 2, In-Clinic H2011 U2 ue 38.
Practitioner Level 3, In-Clinic H2011 UK] U6 30.
o Practitioner Level 4, In-Clinic H2011 U4 U6 20.
Crisis

74.

Intervention Practitioner Level 1, Out-of-Clinic | H2011 | Ul | U7

X

Practitioner Level 2, Out-of-Clinic H2011 u2 u7

&
W
o
o))
©

Practitioner Level 3, Out-of-Clinic H2011 U3 u7

Practitioner Level 4, Out-of-Clinic H2011 U4 u7 $24.36

Definition of Service: Services directed toward the support of an 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 personal distress.
Crisis Intervention is designed to prevent out of community placement or hospitalization. Often, a crisis
exists at such time as an individual consumer and his or 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 in order to address the immediate crisis and
develop appropriate links to alternate services. Services may involve the individual consumer and the
individual's family and/or significant other, as well as other service providers.

The individual’'s current behavioral health care advanced directive, if existing, should be utilized to help
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 appropriate clinical judgment.
Plans/advanced directives developed during 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 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.

Adults with Mental Health issues and/or Substance Related Disorders
Adults experiencing a severe situational crisis
Benefit Information Available to all Core Customers. Requires a MICP Registration or a MICP

Target Population
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New Episode.

Utilization Criteria

Available to those with LOCUS scores:

. Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6: Medically Monitored Inpatient Residential

akRrwwdE

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Re-Authorization*

Unit Value 15 minutes
Initial Authorization* 16 units
16 units

Any use beyond 16 units will not be denied but will trigger an immediate
retrospective review.

Maximum Daily Units*

16 units

Authorization Period

180 days

UAS:
Budget and Expense
Categories

Adult Core Services Provider
121- Adult Mental Health
721 — Adult Addictive Diseases

Admission Criteria

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

3. Individual 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:

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

5. Individual demonstrates lack of judgment and/or impulse control and/or
cognitive/perceptual abilities.

Continuing Stay Criteria

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 service that stabilizes the individual and moves
him/her to the appropriate level of care.

Discharge Criteria

1. Individual no longer meets continued stay guidelines; and
2. Crisis situation is resolved and an adequate continuing care plan has
been established.

Service Exclusions

Clinical Exclusions

Severity of clinical issues precludes provision of services at this level of
care.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components
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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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1.

The following practitioners may provide Crisis Intervention services:
e Practitioner Level 1: Physician/Psychiatrist
e Practitioner Level 2: Psychologist, APRN, PA
e Practitioner Level 3: LCSW, LPC, LMFT, RN
e 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.

C. Clinical Operations

1.

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 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 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

D. Service Access

1.

2.

3.

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

Services are available 24-hours per day, 7 days per week, and may be offered by telephone and/or
face-to-face in any setting (e.g. home, jail, hospital, clinic etc).

Crisis Intervention 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.
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4. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
The daily maximum within a CSP for Crisis Intervention is 8 units/day.

F. Billing/Reporting Requirements

1. This service must be billed as either In-Clinic or Out-of-Clinic Crisis Management/ Intervention for
Medicaid recipients in accordance with A. above.

2. 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 served is at during the time of crisis.

3. All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Diagnostic Assessment

Mod
1

Practitioner Level 1, In-Clinic 90801 Ul
Practitioner Level 1, Out-of-Clinic
Practitioner Level 1, Via
L interactive audio and video $174.63
Psychiatric telecommunication systems
Diagnostic
Examination . .
Practitioner Level 2, In-Clinic $116.90
Practitioner Level 2, Out-of-Clinic

Practitioner Level 2, Via
interactive audio and video $116.90
telecommunication systems

Practitioner Level 1, In-Clinic

Practitioner Level 1, Out-of-Clinic
Practitioner Level 1, Via

Psychiatric interactive audio and video $174.63

Diagnostic telecommunication systems

Examination,

Interactive Practitioner Level 2, In-Clinic $116.90

Practitioner Level 2, Out-of-Clinic

Practitioner Level 2, Via
interactive audio and video $116.90
telecommunication systems

Definition of Service: 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 differential diagnosis);screening and/or assessment of

HIPAA
Transaction Code Detall Code
Code
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any withdrawal symptoms for individuals 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 and may include communication with family and other sources, as well
as the ordering and medical interpretation of laboratory or other medical diagnostic studies.

Interactive diagnostic interview examinations are typically furnished to children (but may be justified for
use with adults) and involve the use of physical aids and non-verbal communication to overcome
barriers to therapeutic interaction between the clinician and a patient as a result of expressive or
receptive language deficits. Interactive diagnostic interview examinations are also used when a sign
language interpreter or other language interpreter is utilized order to facilitate communication between
the clinician and an individual with a hearing impairment or with limited English proficiency.

Target Population

Adults with known or suspected Mental lllness or Substance Related
Disorders

Benefit Information

Available to all known or suspected Core Customers. Requires a MICP
Registration or a MICP New Episode.

Utilization Criteria

Available to those with LOCUS scores:

: Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6: Medically Monitored Inpatient Residential

akRrwwndE

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 1 encounter

Initial Authorization* 2 units
Re-Authorization* 2 units

Maximum Daily Units* 1 unit per procedure code
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
120 — Mental Health
720 — Addictive Diseases

Admission Criteria

1. Individual has a known or suspected mental illness or a substance-
related disorder and has recently entered the service system; or

2. Individual is in need of annual assessment and re-authorization of
service array; or

3. Individual has need of an assessment due to a change in
clinical/functional status.

Continuing Stay Criteria

Individual’s situation/functioning has changed in such a way that previous
assessments are outdated.
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Discharge Criteria 1. An adequate continuing care plan has been established; and one or
more of the following:
a. Individual has withdrawn or been discharged from service; or
a. Individual no longer demonstrates need for additional

assessment.
Service Exclusions Not offered in conjunction with Intensive Day Treatment or ACT
Clinical Exclusions Services defined as a part of ACT and Intensive Day Treatment.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)
Additional Service Criteria:

A. Required Components

1. Telemedicine may not be utilized for an initial physician’s assessment, but shall be utilized for
ongoing physician evaluation and management via the use of appropriate procedures codes in
Psychiatric Treatment.

2. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol. Note: Diagnostic evaluations conducted by psychologists
are covered under Behavioral Health Assessment service.

3. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
The following practitioners can provide a Psychiatric Diagnostic Examination:

e Practitioner Level 1: Physician/Psychiatrist
e Practitioner Level 2: Psychologist, APRN, PA

C. Clinical Operations
It is expected that the individual will be treated as a full partner in the treatment regimen/services
planned and received. As such, it is expected that practitioners will fully discuss treatment options 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).
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D. Service Access
1. Diagnostic Assessment 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements

1. The daily maximum within a CSP for Diagnostic Assessment (Psychiatric Diagnostic Interview) for
adults is 2 units. Two units should be utilized only if it is necessary in a complex diagnostic case
for the physician extender (PA or APRN) to call in the physician for an assessment of the child to
corroborate or verify the correct diagnosis.

2. Nutritional Assessments which were billed to the Diagnostic Assessment service definition prior to
July 1, 2006 are no longer be encompassed under this code. Please see the Nursing Assessment
and Care definition.

m

Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be adhered to.

G. Documentation Requirements
Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Family Outpatient Services:

Family Counseling

HIPAA

Transaction Code Detail Code Mod | Mod
1 2
Code
Practitioner Level 2, In-Clinic H0004 HS uz2
Practitioner Level 3, In-Clinic HO004 | HS UK
Practitioner Level 4, In-Clinic HO004 | HS U4
Family — Practitioner Level 5, In-Clinic HO004 | HS | U5
Behavioral
health Practitioner Level 2, Out-of-Clinic | H0004 | HS | U2
counseling
and therapy Practitioner Level 3, Out-of-Clinic | HO004 | HS U3
(without client
present) Practitioner Level 4, Out-of-Clinic | HO004 | HS U4
Practitioner Level 5, Out-of-Clinic | H0004 | HS us
Practitioner Level 2, In-Clinic HO004 | HR u2
Practitioner Level 3, In-Clinic HO004 | HR U3
Practitioner Level 4, In-Clinic HO004 | HR U4
Fam|ly N Practitioner Level 5, In-Clinic H0004 | HR U5
Behavioral
health Practitioner Level 2, Out-of-Clinic | H0004 | HR u2
counselin — —
anchi therlagy Practitioner Level 3, Out-of-Clinic | H0004 | HR UK
(with client Practitioner Level 4, Qut-of-Clinic | H0004 | HR | U4
present) _ _
Practitioner Level 5, Out-of-Clinic | H0004 | HR us
Practitioner Level 2, In-Clinic 90846 u2 ueé
Practitioner Level 3, In-Clinic 00846 UK ue
Family Practitioner Level 4, In-Clinic 90846 U4 U6
Psycho-
therapy Practitioner Level 5, In-Clinic 90846 | US U6
without the — —
oatient Practitioner Level 2, Out-of-Clinic | 90846 u2 u7
present Practitioner Level 3, Out-of-Clinic | 90846 U3 u7
(appropriate — —
: Practitioner Level 4, Out-of-Clinic | 90846 U4 u7
license
required) Practitioner Level 5, Out-of-Clinic | 90846 us u7
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Practitioner Level 2, In-Clinic

Practitioner Level 3, In-Clinic

Conjoint
Family Practitioner Level 4, In-Clinic

Psycho- _ _
therapy with Practitioner Level 5, In-Clinic

the patient Practitioner Level 2, Out-of-Clinic
present _ _
(appropriate Practitioner Level 3, Out-of-Clinic
license

required)

Practitioner Level 4, Out-of-Clinic

Practitioner Level 5, Out-of-Clinic

Definition of Service: 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 goals/issues to be addressed though these services may include the restoration,
development, enhancement or maintenance of:

1. processing skills;
healthy coping mechanisms;
adaptive behaviors and skills;
interpersonal skills;
family roles and relationships;
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.

o o1k w

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.

Target Population Individuals with Mental lliness and/or Substance-Related Disorders

Benefit Information Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria Available to those with LOCUS scores:

: Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential
Medically Monitored Inpatient Residential

QR
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Ordering Practitioner Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,

LMFT, LCSW
Unit Value 15 minutes
Initial Authorization* If a MICP Registration is submitted -32 units (combined with Family
Training)
If a MICP New Episode is submitted - 60 units (combined with Family
Training)
Reauthorization* 60 units (Family Training and Family Counseling combined)
Maximum Daily Units* 8 units (Family Training and Family Counseling combined)
Authorization Period* 180 days
UAS: Adult Core Services Provider
Budget and Expense 130 - Adult Mental Health
Categories 730 — Adult Addictive Diseases
Admission Criteria 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

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 Criteria | 1. Individual continues to meet Admission Criteria as articulated above;
and

2. Progress notes document progress relative to goals identified in the
Individualized Recovery Plan, but all treatment/support goals have not
yet been achieved.

Discharge Criteria 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

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

5. Individual requires more intensive services.

Service Exclusions ACT

Clinical Exclusions 1. Severity of behavioral health impairment precludes provision of
services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is a lack of social support systems such that a more intensive
level of service is needed.

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

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1.
2.

The treatment orientation, modality and goals must be specified and agreed upon by the individual.

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 the Individualized

Recovery Plan.

The Individualized Recovery Plan for the individual includes goals and objectives specific to the

consumer-identified family for whom the service is being provided.

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
The following individuals can provide behavioral health counseling and psychotherapy to families:

e Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 2 rate)
e Practitioner Level 2: Psychologist, CNS-PMH
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 11); 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,
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psychology, or criminology (addiction counselors may only perform these functions related
to treatment of addictive diseases).

e Practitioner Level 5: CAC-I, RADT (I, II, or lll), Addiction Counselor Trainees with high
school diploma/equivalent (practitioners at this level may only perform these functions
related to treatment of addictive diseases).

C. Clinical Operations
Models of best practice delivery may include (as clinically appropriate) Multidimensional Family
Therapy, Behavioral Family Therapy, Functional Family Therapy, and others as appropriate the family
and issues to be addressed.

D. Service Access

1. 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 may need to be
considered for authorization.

2. Family Counseling 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.

3. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

H. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.

2. 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, 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
. 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.
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Family Outpatient Services:
Family Training

HIPAA
Transaction Code Detail Code
Code

Mod | Mod
1 2

Practitioner Level 4, In-Clinic, H2014 | HS U4
without client present

Practitioner Level 5, In-Clinic, H2014 | HS us
without client present

Practitioner Level 4, Out-of-Clinic, | H2014 | HS U4
without client present

Practitioner Level 5, Out-of-Clinic, | H2014 | HS us
without client present

Practitioner Level 4, In-Clinic, with | H2014 | HR U4
client present

Practitioner Level 5, In-Clinic, with | H2014 | HR us
client present

Practitioner Level 4, Out-of-Clinic, | H2014 | HR U4
with client present

Practitioner Level 5, Out-of-Clinic, | H2014 | HR us
with client present

Definition of Service: 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 goals/issues 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 medications and side effects,
and motivational/skill development in taking medication as prescribed);
problem solving and practicing functional skills;
healthy coping mechanisms;
adaptive behaviors and skills;
interpersonal skills;
daily living skills;
resource access and management skills; and
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.

Family Skills
Training and
Development

© Nk~ wio
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Target Population

Individuals with Mental lliness and/or Substance-Related Disorders

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with LOCUS scores:

: Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6: Medically Monitored Inpatient Residential
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Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

If a MICP Regjistration is submitted -32 units (combined with Family
Counseling)

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

Reauthorization*

60 units (Family Training and Family Counseling combined)

Maximum Daily Units*

8 units (Family Training and Family Counseling combined)

Authorization Period*

180 days

UAS:
Budget and Expense
Categories

Adult Core Services Provider
130 — Adult Mental Health
730 — Adult Addictive Diseases

Admission Criteria

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

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 Criteria

1. Individual continues to meet Admission Criteria as articulated above;
and

2. Progress notes document progress relative to goals identified in the
Individualized Recovery Plan, but all treatment/support 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:

2. Goals of the Individualized Recovery Plan have been substantially met;
or

Discharge Criteria 3. Individual requests discharge and individual is not in imminent danger
of 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

1. Severity of behavioral health impairment precludes provision of
services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

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.

Clinical Exclusions 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: mental retardation, autism, organic
mental disorder and traumatic brain injury.

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)
Additional Service Criteria:

A. Required Components

1. The treatment orientation, modality and goals must be specified and agreed upon by the individual.

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.

3. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

4. *Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.
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If the service does not qualify to be billed as "out of clinic,” then the "in-clinic" rate may still be

billed.

B. Staffing Requirements
The following individuals can provide skills training and development to families:

Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 4 rate)
Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)

Practitioner Level 4: LMSW; LAPC; LAMFT; Psychologist’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-II, CADC, CCADC, GCADC (I, Ill); 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

Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (l, Il, or Ill), Addiction Counselor
Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above

C. Clinical Operation

D. Service Access
1. 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 may need to be
considered for authorization.
2. Family Training 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.

3. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements
1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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2. Ifthere 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
. 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.
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Group Outpatient Services:

Group Counseling

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

Practitioner Level 2, In-Clinic H0004 | HQ U2
Practitioner Level 3, In-Clinic H0004 | HQ U3
Practitioner Level 4, In-Clinic H0004 | HQ U4
Practitioner Level 5, In-Clinic HO004 | HQ us
Practitioner Level 2, Out-of-Clinic | H0004 | HQ u2
Practitioner Level 3, Out-of-Clinic | H0004 | HQ U3
Practitioner Level 4, Out-of-Clinic | H0004 | HQ U4
Practitioner Level 5, Out-of-Clinic | H0004 | HQ us
Practitioner Level 2, In-Clinic, HO004 | HQ HR

Multi-family group, with client
present
Practitioner Level 3, In-Clinic, H0004 | HQ HR U3 U6 $6.60
Multi-family group, with client
Group - prese_m —
Behavioral Prac_tltlongr Level 4, !n-CI!nlc, H0004 | HQ HR U4 U6 $4.43
health :;/Irlég,l:natm"y group, with client
;ﬁ‘é”tf]eelﬁgg Practitioner Level 5, In-Clinic, HO004 | HQ | HR | U5 | U6 | $330
py AP e
Multi-family group, with client
present

Practitioner Level 2, Out-of-Clinic, | H0004 | HQ HR U2 U7 | $10.39
Multi-family group, with client
present

Practitioner Level 3, Out-of-Clinic, | H0004 | HQ HR U3 ur | $8.25
Multi-family group, with client
present

Practitioner Level 4, Out-of-Clinic, | H0004 | HQ HR U4 U7 | $5.41
Multi-family group, with client
present

Practitioner Level 5, Out-of-Clinic, | H0004 | HQ HR U5 U7 | $4.03
Multi-family group, with client
present

Practitioner Level 2, In-Clinic, HO004 | HQ HS U2 U6 | $850
Multi-family group, without client
present
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Practitioner Level 3, In-Clinic, HO004 | HQ HS U3 Ue | $6.60
Multi-family group, without client
present

Practitioner Level 4, In-Clinic, HO004 | HQ HS U4 U6 | $4.43
Multi-family group, without client
present

Practitioner Level 5, In-Clinic, HO004 | HQ HS U5 ue | $3.30
Multi-family group, without client
present

Practitioner Level 2, Out-of-Clinic, | H0004 | HQ HS U2 U7 | $10.39
Multi-family group, without client
present

Practitioner Level 3, Out-of-Clinic, | H0004 | HQ HS U3 U7 | $8.25
Multi-family group, without client
present

Practitioner Level 4, Out-of-Clinic, | H0004 | HQ HS U4 U7z | $541
Multi-family group, without client
present

Practitioner Level 5, Out-of-Clinic, | H0004 | HQ HS U5 U7z | $4.03
Multi-family group, without client
present
Practitioner Level 2, In-Clinic

Group Practitioner Level 3, In-Clinic
Psycho-
therapy other
than of a Practitioner Level 5, In-Clinic
multiple family
group
(appropriate | Practitioner Level 3, Out-of-Clinic
license

required)

Practitioner Level 4, In-Clinic

Practitioner Level 2, Out-of-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 5, Out-of-Clinic

Definition of Service: 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:

1) cognitive processing skills;
2) healthy coping mechanisms;
adaptive behaviors and skills;
interpersonal skills;
identifying and resolving personal, social, intrapersonal and interpersonal concerns

o1 B~ W
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Target Population Individuals with Mental lliness and/or Substance-Related Disorders

Available to all Core Customers. Requires a MICP Registration or a MICP

Benefit Information New Episode.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 177 of 314



Utilization Criteria

Available to those with LOCUS scores:

. Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6. Medically Monitored Inpatient Residential

akRrwne

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

15 minutes

Initial Authorization*

If a MICP Registration is submitted - 32 units

If a MICP New Episode is submitted - 200 units

(unless authorized as a part of a specific “package” which changes the
authorization parameters)

Re-Authorization* 200 units
Maximum Daily Units* 20 units
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
129 — Adult Mental Health
729 — Adult Addictive Diseases

Admission Criteria

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 activities of daily living or places others in danger) or
distressing (causes mental anguish or suffering); and

2. The individual's level of functioning does not preclude the provision of
services in an outpatient milieu; and

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

Continuing Stay Criteria

1. Individual continues to meet admission criteria; and

2. Individual demonstrates documented progress relative to goals identified
in the Individualized Recovery Plan, but treatment goals have not yet
been achieved.

Discharge Criteria

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

3. Individual requests discharge and individual 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
individual's condition; or

5. Individual requires more intensive services.

Service Exclusions

See also below, Item A.2. and A.3.
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1. Severity of behavioral health impairment precludes provision of services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is a lack of social support systems such that a more intensive
level of service is needed.

4. This service is not intended to supplant other services such as MR

Clinical Exclusions 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: mental retardation, autism, organic
mental disorder and traumatic brain injury.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1.
2.

3.
4

The treatment orientation, modality and goals must be specified and agreed upon by the individual.

Group outpatient services should very rarely be offered in addition to day services such as

Psychosocial Rehabilitation. Any exceptions must be clinically justified in 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 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.

When billed concurrently with ACT services, group counseling must be curriculum-based.

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1.

The following individuals can provide group counseling:

e Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 2 rate)
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e Practitioner Level 2: Psychologist, CNS-PMH

e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 11); 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 (I, Il, 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).

Students and individuals working toward licensure as a professional counselor, social worker, or
marriage and family therapist must work under direction and documented clinical supervision of a
licensed professional in accordance with the rules of the Georgia Composite Board of Professional
Counselors, Social Workers and Marriage and Family Therapists. Agencies should refer to
0.C.G.A. 43-10A-3 for the definitions of “direction” and “supervision” and the Documentation
Guidelines included in this Provider Manual.

The three specialties governed by the board referenced in B.2. above have different supervision
requirements for individuals working toward licensure and it is the responsibility of the agency to
ensure that the supervision requirements specified by the Board for the specialty (professional
counseling, social work or marriage and family therapy) for which the individual is working toward
licensure are met (also reference Documentation Guidelines included in this manual).

Addiction counselor trainees may perform counseling as a trainee for a period of up to 3 years if
they meet the requirements in O.C.G.A. 43-10A. This is limited to the provision of chemical
dependency treatment under direction and supervision of a clinical supervisor approved by the
certification body under which the trainee is seeking certification. Agencies should refer to
0.C.G.A. 43-10A-3 for the definitions of “direction” and “supervision” and to the Documentation
Guidelines set forth in this Provider Manual.

The status of students, trainees, and individuals working toward licensure must be disclosed to the
individuals receiving services from trainees and interns and signaturesttitles of these practitioners
must also include “S/T."

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

C. Clinical Operations
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.

Practitioners and supervisors of those 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.
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D. Service Access
1. Group Counseling 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Group Training/Counseling is 4 units/day.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Group Outpatient Services:
Group Training
HIPAA Code Detail Code | Mod | Mod | Mod | Mod | Rate

Transaction 1 2 3 4
Code

Practitioner Level 4, In-Clinic H2014 | HQ | U4 U6

Practitioner Level 5, In-Clinic H2014 | HQ | U5 ué

Practitioner Level 4, Out-of-Clinic | H2014 | HQ | U4 u7

Practitioner Level 5, Out-of-Clinic | H2014 | HQ | U5 u7

Practitioner Level 4, In-Clinic, with | H2014 | HQ | HR U4
client present

Practitioner Level 5, In-Clinic, with | H2014 | HQ | HR us
client present

Group Skills n —
Training & Practitioner Level 4, Out-of-Clinic, | H2014 | HQ | HR | U4

Development with client present

Practitioner Level 5, Out-of-Clinic, | H2014 | HQ | HR us
with client present

Practitioner Level 4, In-Clinic, H2014 | HQ | HS U4
without client present

Practitioner Level 5, In-Clinic, H2014 | HQ | HS us
without client present

Practitioner Level 4, Out-of-Clinic, | H2014 | HQ | HS U4
without client present

Practitioner Level 5, Out-of-Clinic, | H2014 | HQ | HS us
without client present

Definition of Service: 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;
3)healthy coping mechanisms;
4)adaptive skills;
5)interpersonal skills;
6)
7)
8)

daily living skills;
resource management skills;
knowledge regarding mental illness, substance related disorders and other relevant topics that
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assist in meeting the youth’s and family’s needs; and
9) skills necessary to access and build community resources and natural support systems.

Target Population

Individuals with Mental lliness and/or Substance-Related Disorders

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with LOCUS scores:

: Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6. Medically Monitored Inpatient Residential

akRrwnE

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes
If a MICP Regjistration is submitted - 32 units (combined with Group
Initial Authorization* Counseling) . . . : : .
If a MICP New Episode is submitted - 200 units (combined with Group
Counseling)
Re-Authorization* 200 units
Maximum Daily Units* 16 units
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
129 — Adult Mental Health
729 — Adult Addictive Diseases

Admission Criteria

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 activities of daily living or places others in
danger) or distressing (causes mental anguish or suffering); and

2. The individual's level of functioning does not preclude the provision of
services in an outpatient milieu; and

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

Continuing Stay Criteria

1. Individual continues to meet admission criteria; and

2. Individual demonstrates documented progress relative to goals
identified in the Individualized Recovery Plan, but treatment goals have
not yet been achieved.

Discharge Criteria

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

3. Individual requests discharge and the individual 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
individual's condition; or

5. Individual requires more intensive services.
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Service Exclusions See also below, Item A.2.

Clinical Exclusions Personal and Family Support or any day services where the individual

1. Severity of behavioral health issue precludes provision of services.

2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is a lack of social support systems such that a more intensive
level of service is needed.

4. This service is not intended to supplant other services such as MR/DD

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: mental retardation, autism, organic
mental disorder, traumatic brain injury.

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

1.

2.

The functional goals addressed through this service must be specified and agreed upon by the

individual.

Group outpatient services should very rarely be offered in addition to day services such as

Psychosocial Rehabilitation. Any exceptions must be clinically justified in 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 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.

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1. The following individuals can provide group training:

e Practitioner Level 1. Physician/Psychiatrist (reimbursed at Level 4 rate)
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e Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
e Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)

e 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; MAC, CAC-II, CADC,
CCADC, GCADC (ll, ll); 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

e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor
Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above

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

C. Clinical Operations

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. 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
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).

D. Service Access
1. Group Training 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Group Training/Counseling is 4 units/day.

F. Reporting & Billing Requirements

1. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.
2. Ifthis service is provided out-of-clinic, a U7 modifier is utilized on the claim/encounter submission.
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G. Documentation Requirements
Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Individual Counseling

HIPAA Mod
Transaction Code Detail Code

1
Code
Individual Practitioner Level 2, In-Clinic 90804 u2
Psycho-
therapy, Practitioner Level 3, In-Clinic 90804 UK]
insight
oriented, Practitioner Level 4, In-Clinic 90804 | U4
behavior-
modifying Practitioner Level 5, In-Clinic 90804 us
and/or
supportive in » .
alrjlpgcﬁclevorl Practitioner Level 2, Out-of-Clinic 90804 u2
outpatient » —
facility, Practitioner Level 3, Out-of-Clinic | 90804 | U3
approx-irately
20-30 minutes | Practitioner Level 4, Out-of-Clinic 90804 U4
face-to-face
with patient Practitioner Level 5, Out-of-Clinic | 90804 | U5
Individual Practitioner Level 2, In-Clinic 90806 u2
Psycho-
therapy, Practitioner Level 3, In-Clinic 90806 U3
insight
oriented, Practitioner Level 4, In-Clinic 90806 | U4
behavior-
modifying Practitioner Level 5, In-Clinic 90806 | U5
and/or
supportive in— 175, itioner Level 2, Out-of-Clinic | 90806 | U2
an office or
outpatient — —
fatjciﬂtyl Practitioner Level 3, Out-of-Clinic 90806 U3
approx- — —
imately 45-50 | Practitioner Level 4, Out-of-Clinic | 90806 | U4
minutes face-
to-face with Practitioner Level 5, Out-of-Clinic | 90806 | U5
patient
Individual Practitioner Level 2, In-Clinic 90808 U2
Psycho-
therapy, Practitioner Level 3, In-Clinic 90808 | U3
insight
oriented, Practitioner Level 4, In-Clinic 90808 | U4
behavior-
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interpreter, or
other
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modifying Practitioner Level 5, In-Clinic 90808 | U5 U6
and/or

supportive in | Practitioner Level 2, Out-of-Clinic | 90808 | U2 | U7
an office or

outpatient Practitioner Level 3, Out-of-Clinic | 90808 | U3 | U7
facility,

approx- Practitioner Level 4, Out-of-Clinic | 90808 | U4 | U7
imately 75-80

minutes face- "5~ iioner Level 5, Out-of-Clinic | 90808 | Us | U7
to-face with

patient

Individual Practitioner Level 2, In-Clinic 90810 u2 U6
psycho-

therapy,

interactive, Practitioner Level 3, In-Clinic 90810 U3 U6
using play

equipment, _ _

physical Practitioner Level 4, In-Clinic 90810 | U4 U6
devices,

:?Pe%:?é:]teer o | Practitioner Level 5, In-Clinic 90810 | U5 | U6
other

Mechanisms o, cftioner Level 2, Out-of-Clinic | 90810 | U2 | U7
of non-verbal

commun-

ication, Inan " practitioner Level 3, Out-of-Clinic | 90810 | U3 | U7
office or

outpatient

facility, Practitioner Level 4, Out-of-Clinic | 90810 | U4 | U7
approx-

imately 20-30

minutes face- | Practitioner Level 5, Out-of-Clinic | 90810 us u7
to-face with

patient

Individual Practitioner Level 2, In-Clinic 90812 U2 U6
psycho-

therapy,

interactive, Practitioner Level 3, In-Clinic 90812 U3 U6
using play

equipment, _ _

physical Practitioner Level 4, In-Clinic 90812 | U4 ué
devices,

language Practitioner Level 5, In-Clinic 90812 | Us | U6
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mechanisms
of non-verbal
commun-
ication, in an
office or
outpatient
facility,
approx-
imately 45-50
minutes face-
to-face with
patient

Practitioner Level 2, Out-of-Clinic

90812

U2

u7

Practitioner Level 3, Out-of-Clinic

90812

U3

u7

Practitioner Level 4, Out-of-Clinic

90812

U4

u7

Practitioner Level 5, Out-of-Clinic

90812

us

u7

Individual
psycho-
therapy,
interactive,
using play
equipment,
physical
devices,
language
interpreter, or
other
mechanisms
of non-verbal
commun-
ication, in an
office or
outpatient
facility,
approx-
imately 75-80

Practitioner Level 2, In-Clinic

90814

U2

u6

Practitioner Level 3, In-Clinic

90814

U3

U6

Practitioner Level 4, In-Clinic

90814

U4

U6

Practitioner Level 5, In-Clinic

90814

us

U6

Practitioner Level 2, Out-of-Clinic

90814

U2

u7

Practitioner Level 3, Out-of-Clinic

90814

U3

u7

Practitioner Level 4, Out-of-Clinic

90814

U4

u7

minutes face-
to-face with
patient

Practitioner Level 5, Out-of-Clinic

90814

us

u7

Definition of Service: A therapeutic 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:
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);
2) problem solving and cognitive skills;
3) healthy coping mechanisms;
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4) adaptive behaviors and skills;

5) interpersonal skills; and

6) knowledge regarding mental illness, 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.

Target Population

Individuals with Mental lliness and/or Substance-Related Disorders

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with LOCUS scores:

: Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6. Medically Monitored Inpatient Residential

akRrwwnE

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 1 encounter
Initial Authorization* 24 units
Re-Authorization* 24 units
Maximum Daily Units* 1 unit
Authorization Period* 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
128 — Adult Mental Health
728 — Adult Addictive Diseases

Admission Criteria

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 activities of daily living or places others in
danger) or distressing (causes mental anguish or suffering); and

2. The individual's level of functioning does not preclude the provision of
services in an outpatient milieu

Continuing Stay Criteria

1. Individual continues to meet admission criteria; and.

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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Discharge Criteria 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

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

5. Individual requires a service approach that supports less or more
intensive need.

Service Exclusions ACT and Crisis Stabilization Program services
Clinical Exclusions 1. Severity of behavioral health impairment precludes provision of
services.
2. Severity of cognitive impairment precludes provision of services in this
level of care.

3. There is a lack of social support systems such that a more intensive
level of service is needed.

4. 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.
*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Additional Service Criteria:

A. Required Components
1. The treatment orientation, modality and goals must be specified and agreed upon by the individual.
2. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.
3. “Out-of-Clinic” may only be billed when:
e Travel by the practitioner is to a non-contiguous location; and/or
e 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
e Travelis 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
e 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.

B. Staffing Requirements
1. The following individuals can provide group training:

e Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 2 rate)
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e Practitioner Level 2: Psychologist, CNS-PMH
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(I1, 11); CAC-I or Addiction Counselor Trainee with at least a Bachelor’s degree in one of
the helping professions such as social work, community counseling, counseling,
psychology, or criminology (addiction counselors may only perform these functions related
to treatment of addictive diseases).

e Practitioner Level 5: CAC-I, RADT (I, Il, 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).

2. Students and individuals working toward licensure as a professional counselor, social worker, or
marriage and family therapist must work under direction and documented clinical supervision of a
licensed professional in accordance with the rules of the Georgia Composite Board of Professional
Counselors, Social Workers and Marriage and Family Therapists. Agencies should refer to
0.C.G.A. 43-10A-3 for the definitions of “direction” and “supervision” and the Documentation
Guidelines included in this Provider Manual.

3. The three specialties governed by the board referenced inB.2. above have different supervision
requirements for individuals working toward licensure and it is the responsibility of the agency to
ensure that the supervision requirements specified by the Board for the specialty (professional
counseling, social work or marriage and family therapy) for which the individual is working toward
licensure are met.

4. Addiction counselor trainees may perform counseling as a trainee for a period of up to 3 years if
they meet the requirements in O.C.G.A. 43-10A. This is limited to the provision of chemical
dependency treatment under direction and supervision of a clinical supervisor approved by the
certification body under which the trainee is seeking certification. Agencies should refer to
0.C.G.A. 43-10A-3 and to the Documentation Guidelines included in this Provider Manual for the
definitions of “direction” and “supervision”.

5. The status of students, trainees, and individuals working toward licensure must be disclosed to the
individuals receiving services from trainees and interns and signaturesttitles of these practitioners
must also include “S/T."

C. Clinical Operations

Practitioners and supervisors of those providing this service are expected to maintain knowledge and
skills regarding current research trends in best/evidence based counseling practices.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 192 of 314



D. Service Access

1. Individual Counseling 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.

2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Legal Skills / Competency Training

HIPAA Transaction Code

Patient Education, Not
otherwise Classified, Non-
Physician Provider,
Individual per Session
Patient Education, Not
otherwise Classified, Non-
Physician Provider, Group
er Session

Definition of Service: 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:

1) Communication skills that enable the individual to effectively convey information to another

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
Target Population Individuals with Mental lliness and/or Developmental Disabilities and/or
Substance-Related Disorders who have been found Incompetent to Stand
Trial.
Benefit Information Available to anyone with a court order for competency restoration. Does
not currently require a MICP.
Utilization Criteria Available to anyone with a court order for competency restoration.
Ordering Practitioner Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW
Unit Value 15 minutes (1 Session = 1 Unit = 15 minutes)
Reimbursement Rate $16.69
Initial Authorization N/A
Re-Authorization N/A
Authorization Period N/A
UAS: Core Services Provider
Budget and Expense 161 — Adult Mental Health
Categories 761 — Adult Addictive Diseases
Admission Criteria 1. Individuals must have a court order authorizing community restoration
for competency and
2. The individual's level of functioning does not preclude the provision of
services in an outpatient milieu.
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Continuing Stay Criteria | 1. Individual continues to be incompetent to stand trial or individual is

presently competent, but needs additional intervention or refresher
sessions to maintain competency until trial; and

2. Individual remains under a court order that authorizes competency
restoration.

Discharge Criteria 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.

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

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.

Service Exclusions See Below

Clinical Exclusions 1. Individual presents significant and imminent risk to self or other such

that a more intensive level of service is needed.

Additional Service Criteria:

A. Required Components

1.
2.

The functional goals addressed through this service must be specified.
Any services in excess of 3 hours in a given day (combination of individual legal/competency skills
training, group legal/competency skills training) may be subject to scrutiny by the external review
organization.
Provider shall notify DHR Evaluator Contact of decompensation in consumer mental status or need
for more intensive services.
Provider shall notify DHR Evaluator Contact in a timely manner of either of the following situations:
a. the individual appears to have attained competency
b. itis determined that the individual has achieved maximum benefits
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.)

B. Staffing Requirements

1.
2.

Training is provided by staff with a minimum education of bachelor's degree.

Individual: Maximum consumer to staff ratio cannot be more than one consumer to one direct
service staff.

Group: Maximum consumer to staff ratio cannot be more than 10 consumers to one direct service
staff.

Practitioners providing this service are expected to maintain knowledge and skills regarding group

training and competency restoration.

C. Clinical Operations
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D. Service Access
1. Consumers will be referred by the Director of Forensic Services or designee at the state hospital in
the catchment area of the provider.
2. The provider shall notify the referring state hospital if the consumer appears to be competent, is not
likely to ever become competent, or appears to be in need of more intensive mental health
services.

E. Additional Medicaid Requirements
This is not a Medicaid reimbursable service.

F. Reporting & Billing Requirements
1. All applicable DBHDD reporting requirements must be met.
2. Provider shall report to DBHDD's Office of Forensic Services quarterly (March 31, June 30,
September 30, and December 31) the names of consumers served and for each consumer, the
date and type of service (individual or group) and the number of 15-minute units delivered (e.g. 60
minute group = 4 units of S9446 H9)

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of this Provider Manual
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Medication Administration

HIPAA Code Detalil Code | Mod | Mod | Mod | Mod | Rate
Transaction 1 2 3 4
Code
Practitioner Level 2, In-Clinic H2010 | U2 U6
Practitioner Level 3, In-Clinic H2010 | U3 | UG
Practitioner Level 4, In-Clinic H2010 | U4 | Us
Comprehen-
Sive Practitioner Level 5, In-Clinic H2010 | U5 | U6
Medication
Services Practitioner Level 2, Out-of-Clinic | H2010 | U2 u7
Practitioner Level 3, Out-of-Clinic H2010 U3 u7
Practitioner Level 4, Out-of-Clinic H2010 U4 u7
Practitioner Level 2, In-Clinic 96372 | U2 | U6
Practitioner Level 3, In-Clinic 96372 U3 ue $25.39
Therapeutic — —

C, i $17.40
orophylacic or | Practiioner Level 4, n-Clinic 96372 | U4 | U6 -
diagnostic Practitioner Level 2, Out-of-Clinic | 96372 | U2 | U7
injection Practitioner Level 3, Out-of-Clinic | 96372 | U3 | U7

Practitioner Level 4, Out-of-Clinic | 96372 | U4 | U7
Alcohol,
andfordrug | practitioner Level 2, In-Clinic H0020 | U2 | U6 $33.40
services,
methadone
admin-
istration Practitioner Level 3, In-Clinic H0020 U3 ueé $25.39
and/or service
(provision of
the drug by a N N
licensed Practitioner Level 4, In-Clinic H0020 U4 ué $17.40
program)

Definition of Service: 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 physician’s order and must be administered by
licensed or credentialed* medical personnel under the supervision of a physician or registered nurse in
accordance with 0.C.G.A.
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This service does not cover the supervision of self-administration of medications (See Clinical

Exclusions below).

The service must include:

3. Anassessment, by the licensed or credentialed medical personnel administering the medication,
of the individual’'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 individual to the physician for a medication review.

4. Education to the individual 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

Target Population

Individuals with Mental lliness

Individuals with Substance Related Disorders

Individuals with Co-occurring Mental lliness and Substance Related
Disorders

Individuals with Co-occurring Mental lliness and MR/DD

Individuals with Co-occurring Substance Related Disorders and MR/DD

Benefit Information

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Utilization Criteria

Available to those with LOCUS scores:
Recovery Maintenance and Health Management
Low Intensity Community-Based Services
High Intensity Community-Based Services

Medically Monitored Community Residential
Medically Monitored Inpatient Residential

Ordering Practitioner

1.
2:
3:
4. Medically Monitored Non-Residential
o)
6:
P

hysician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value

1 encounter

Initial Authorization*

With the submission of MICP Registration - 6 units shared
With the submission of MICP New Episode:
H2010 & 96372= 60 units shared

Re-Authorization*

H2010 & 96372= 60 units shared

Authorization Period*

180 days

UAS:
Budget and Expense
Categories

Core Services Provider
124 — Adult Mental Health
724 — Adult Addictive Diseases
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1. Individual presents symptoms that are likely to respond to
pharmacological interventions; and

2. 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 in accordance with state law; or

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 CSI and/or Family or Group
Training in order to teach these skills)

Admission Criteria

Continuing Stay Criteria | Individual continues to meet admission criteria.

1. Individual no longer needs medication; or
Discharge Criteria 2. Individual is able to self-administer medication; and
3. Adequate continuing care plan has been established

1. Does not include medication given as a part of Ambulatory
Detoxification. Medication administered as part of Ambulatory
Detoxification is billed as “Ambulatory Detoxification.”

2. Must not be billed in the same day as Nursing Assessment.

Service Exclusions 3. Must not be billed 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).

This service does not cover the supervision of self-administration of
medications. Self-administration of medications can be done by anyone
physically and mentally capable of taking or administering medications to
himself/herself. Youth and adults with mental health issues, or
developmental disabilities are very often capable of self- 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.

*(unless authorized as a part of a specific “package” which changes the authorization parameters)

Clinical Exclusions

Additional Service Criteria:
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A. Required Components

1.

There must be a physician’s order for the medication and for the administration of the medication.

The order must be in the individual's chart. Telephone/verbal orders are acceptable provided they

are signed by the physician 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.

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 psychologist, a

physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an

approved job description or protocol.

“Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements

1.

2.

The following individuals can provide comprehensive medication services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN), PA, Pharmacist
e Practitioner Level 3: Registered Nurse (RN)

e Practitioner Level 4: Licensed Practical Nurse (LPN)

e Practitioner Level 5: Qualified Medication Aide (QMA) who works in a CLA

The following individuals can provide therapeutic, prophylactic or diagnostic injections:
e Practitioner Level 2: Advanced Practice Registered Nurse (APRN), PA, Pharmacist

e Practitioner Level 3: Registered Nurse (RN)
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e Practitioner Level 4: Licensed Practical Nurse (LPN)

3. The following individuals can provide alcohol to drug services, methadone administration and/or
service provision:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN), PA, Pharmacist
e Practitioner Level 3: Registered Nurse (RN)
e Practitioner Level 4. Licensed Practical Nurse (LPN)

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

C. 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.

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 Community Support or Family/Group Training services in
accordance with the person’s individualized recovery/resiliency plan.

D. Service Access
1. Medication Administration 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
As in all other settings, the daily maximum within a CSP for Medication Administration is 1 unit/day.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Nursing Assessment and Health Services

HIPAA
Transaction Code Detail Code Mod | Mod
1 2
Code
Practitioner Level 2, In-Clinic T1001 U2 U6
Practitioner Level 3, In-Clinic T1001 UK ue
Nursing Practitioner Level 4, In-Clinic T1001 | U4 ué
Assessment/ . .
Evaluation Practitioner Level 2, Out-of-Clinic | T1001 U2 u7
Practitioner Level 3, Out-of-Clinic | T1001 U3 u7
Practitioner Level 4, Out-of-Clinic | T1001 U4 u7
Practitioner Level 2, In-Clinic T1002 uz2 ué
RN Services, Practitioner Level 3, In-Clinic T1002 UK] ueé
up to 15 — —
minutes Practitioner Level 2, Out-of-Clinic | T1002 U2 u7
Practitioner Level 3, Out-of-Clinic | T1002 U3 u7
LPN/LVN Practitioner Level 4, In-Clinic T1003 U4 ue
Services, up — —
t0 15 minutes Practitioner Level 4, Out-of-Clinic | T1003 U4 u7
Practitioner Level 2, In-Clinic 96150 u2 ue
Healthand 5 ~ioner Level 3. In-Clinic 96150 | U3 | U6
Behavior
Assessment, Practitioner Level 4, In-Clinic 96150 | U4 U6
Face-to-Face — —
with the Practitioner Level 2, Out-of-Clinic | 96150 u2 u7
Patient, Initial | Practitioner Level 3, Qut-of-Clinic | 96150 | U3 u7
Assessment — —
Practitioner Level 4, Out-of-Clinic | 96150 U4 u7
Practitioner Level 2, In-Clinic 96151 uz2 ué
Healthand 75 ~ikioner Level 3. In-Clinic 96151 | U3 | U6
Behavior
Assessment, Practitioner Level 4, In-Clinic 96151 U4 ué
Face-to-Face — —
with the Practitioner Level 2, Out-of-Clinic | 96151 u2 u7
Patient, Re- Practitioner Level 3, Out-of-Clinic | 96151 K] u7
assessment — —
Practitioner Level 4, Out-of-Clinic | 96151 U4 u7

Definition of Service: 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:
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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 to a physician 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);

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/APRN);

7) Training for self-administration of medication; and

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 a
Licensed Physician, Physician Assistant or Advanced Practice Nurse.

9) Providing assessment, testing, and referral for infectious diseases.

Individuals with Mental Health issues/Serious Mental lllness and/or
Substance Related Disorders

Target Population Individuals with Mental Health issues/Serious Mental lliness and MR/DD

Individuals with Substance Related Disorders and MR/DD

Available to all Core Customers. Requires a MICP Registration or a MICP
New Episode.

Available to those with LOCUS scores:

1: Recovery Maintenance and Health Management
2. Low Intensity Community-Based Services

3: High Intensity Community-Based Services

4. Medically Monitored Non-Residential
5
6:
P

Benefit Information

Utilization Criteria

. Medically Monitored Community Residential

: Medically Managed Residential

hysician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 15 minutes

With the submission of MICP Registration -12 units

With the submission of MICP New Episode- 60 units

Re-Authorization* 60 units

Maximum Daily Units* 16 units (32 for Ambulatory Detox)

Authorization Period* 180 days

Ordering Practitioner

Initial Authorization*
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UAS: Core Services Provider
Budget and Expense 123 — Adult Mental Health
Categories 723 — Adult Addictive Diseases

Admission Criteria

1. Individual presents with symptoms that are likely to respond to
medical/nursing interventions; or

2. Individual has been prescribed medications as a part of the treatment
array or has a confounding medical condition.

1. Individual continues to demonstrate symptoms that are likely to
respond to or are responding to medical interventions; or
2. Individual exhibits acute disabling conditions of sufficient severity to

Continuing Stay Criteria bring about 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.

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

2. Individual no longer demonstrates symptoms that are likely to respond
to or are responding to medical/nursing interventions; or

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.

Service Exclusions ACT, Medication Administration, Opioid Maintenance.

Clinical Exclusions

Routine nursing activities that are included as a part of medication
administration/methadone administration

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)

Additional Service Criteria:

A. Required Components

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.

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

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.

Nursing assessments should assess health risks, health indicators, and health conditions given
that behavioral health conditions, behavioral health medications, and physical health are
intertwined. Personal and 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.

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 psychologist, a
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physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.
6. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following individuals can provide nursing assessment and evaluation services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN)

e Practitioner Level 3: Registered Nurse (RN),

e Practitioner Level 4: Licensed Practical Nurse (LPN), Licensed Dietician (LD)
2. The following individuals can provide RN services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN)

e Practitioner Level 3: Registered Nurse (RN )
3. The following individuals can provide LPN/LVN services:

e Practitioner Level 4: Licensed Practical Nurse (LPN)

4. The following individuals can provide Health or Behavior Assessment (initial and reassessment)
services:

e Practitioner Level 2: Advanced Practice Registered Nurse (APRN)
e Practitioner Level 3: Registered Nurse (RN), Licensed Dietician (LD)
e Practitioner Level 4: Licensed Practical Nurse (LPN)
C. Clinical Operations
1. Venipuncture billed under this service must include documentation that includes canula size
utilized, insertion site, number of attempts, location, and consumer tolerance of procedure.

2. All nursing procedures must include relevant consumer centered education regarding the
procedure.
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D. Service Access
1. Nursing Assessment and Health Services 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
The daily maximum within a CSP for Nursing Assessment and Health Services is 5 units/day.

F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Pharmacy & Lab

Definition of Service: 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.

Target Population

Individuals with Mental Iliness or Substance Related Disorders

Benefit Information

Available to all Core Customers with emphasis on priority populations.

Utilization Criteria

Available to those with LOCUS scores:

: Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

Unit Value

Initial Authorization

Re-Authorization

SRS R

Medically Managed Residential

Authorization Period

UAS:
Budget and Expense
Categories

Admission Criteria

Individual has been assessed by a prescribing professional to need a
psychotropic, anti-cholinergic, addiction specific, or anti-convulsant (as
related to behavioral health issue) medication and/or lab work required for
persons entering services, and/or monitoring medication levels.

Continuing Stay Criteria

Individual continues to meet the admission criteria as determined by the
prescribing professional

Discharge Criteria

1. Individual no longer demonstrates symptoms that are likely to
respond to or are responding to pharmacologic interventions; or
2. Individual requests discharge and individual is not imminently

Service Exclusions

Clinical Exclusions

danierous or under court order for this intervention.

Additional Service Requirements:

A. Required Components

1. Service must be provided by a licensed pharmacy or through contract with a licensed pharmacy.
2. Agency must participate in any pharmaceutical rebate programs or pharmacy assistance programs
that promote consumer access in obtaining medication.
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3. Providers shall refer all consumers who have an inability to pay for medications or services to the
local county offices of the Department’s Division of Family and Children’s Services for the purposes
of determining Medicaid eligibility.

B. Staffing Requirements
C. Clinical Operations
D. Service Access
E. Additional Medicaid Requirements
Not a Medicaid Rehabilitation Option “service.” Medicaid recipients may access the general Medicaid

pharmacy program as prescribed by the Department of Community Health.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.
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Psychiatric Treatment

Mod
1

HIPAA
Transaction Code Detall Code

Code
Individual
Psycho-
therapy, Practitioner Level 1, In-Clinic 90805 | U1
insight
oriented,
behavior-
modifying
and/or Practitioner Level 1, Out-of-Clinic | 90805 | Ul
supportive in
an office or
outpatient
facility,
approximately | Practitioner Level 2, In-Clinic 90805 | U2
20-30 minutes
face-to-face
with patient
with medical
evaluation and | Practitioner Level 2, Out-of-Clinic | 90805 | U2
management
services.
Individual
Psycho-
therapy, Practitioner Level 1, In-Clinic 90807 | U1
insight
oriented,
behavior-
modifying
and/or Practitioner Level 1, Out-of-Clinic | 90807 | Ul
supportive in
an office or
outpatient
facility,
approximately | Practitioner Level 2, In-Clinic 90807 | U2
45-50 minutes
face-to-face
with patient
with medical
evaluation and | Practitioner Level 2, Out-of-Clinic | 90807 | U2
management
services.

Pharma- Practitioner Level 1, In-Clinic 90862 Ul
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cological Practitioner Level 1, Via 90862 | GT Ul
Management | interactive audio and video
telecommunication systems

Practitioner Level 1, Out-of-Clinic 90862 Ul u7

Practitioner Level 2, In-Clinic 90862 u2 ué
Practitioner Level 2, Via
interactive audio and video 90862 GT u2

telecommunication systems
Practitioner Level 2, Out-of-Clinic | 90862 | U2 U7

Definition of Service: 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,

c. Assessment of the appropriateness of initiating or continuing services.

Individuals must receive appropriate medical interventions as prescribed and provided by a physician (or
physician extender) 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).

Target Population Individuals with Mental lliness or Substance Related Disorders
. . Available to all Core Customers. Requires a MICP Registration or a MICP
Benefit Information .
New Episode.

Available to those with LOCUS scores:

. Recovery Maintenance and Health Management

Low Intensity Community-Based Services

High Intensity Community-Based Services

Medically Monitored Non-Residential

Medically Monitored Community Residential

6. Medically Managed Residential

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Utilization Criteria

akRrwne

Ordering Practitioner

Unit Value Unit=1 encounter

Initial Authorization* 12 units

Re-Authorization* 12 units

Maximum Daily Units 1 unit (see qualifier in definition below)
Authorization Period* 180 days

UAS: Core Services Provider

Budget and Expense 122 — Adult Mental Health

Categories 722 — Adult Addictive Diseases
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1. Individual is determined to be in need of psychotherapy services and
has confounding medical issues which interact with behavioral health

Admission Criteria diagnosis, requiring medical oversight; or

2. Individual has been prescribed medications as a part of the treatment
array

1. Individual continues to meet the admission criteria; or

2. Individual exhibits acute disabling conditions of sufficient severity to
bring about a significant impairment in day-to-day functioning; or

3. Individual continues to present symptoms that are likely to respond to

Continuing Stay Criteria 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.

1. Anadequate continuing care plan has been established; and one or
more of the following:

Discharge Criteria 2. Individual has withdrawn or been discharged from service; or

3. Individual no longer demonstrates symptoms that need
pharmacological interventions.

Service Exclusions Not offered in conjunction with ACT

Clinical Exclusions Services defined as a part of ACT

*(unless authorized as a part of a specific “package’ which changes the authorization parameters)
Additional Service Criteria:

A. Required Components

1. 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.

2. 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 psychologist, a
physician or a Physician’s Assistant (PA) or Advanced Practice Registered Nurse (APRN: Nurse
Practitioner or Clinical Nurse Specialist—Psychiatry & Mental Health) working in conjunction with a
physician with an approved job description or protocol.

3. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.
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B. Staffing Requirements
1. The following individuals can provide individual psychotherapy face to face with medical evaluation
and management services:

e Practitioner Level 1: Physician/Psychiatrist
e Practitioner Level 2: CNS-PMH (Clinical Nurse Specialist in Psychiatric/Mental Health)
2. The following individuals can provide pharmacological management:
e Practitioner Level 1: Physician/Psychiatrist

e Practitioner Level 2: PA or APRN (if authority to perform this task is delegated by physician
through approved job description or protocol)

C. Clinical Operations

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 was not discussed and a compelling rationale for lack
of discussion/disclosure).

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.

D. Service Access

1. 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.

2. Psychiatric Treatment 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.

3. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
1. The daily maximum within a CSP for Pharmacologic Management is 1 unit/day.
2. 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.
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F. Reporting & 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).

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 Ul
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 Ul
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. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Psychological Testin

HIPAA Transaction
Code

Code Detall

Code

Mod
1

Psychological Testing
— Psycho-diagnostic
assessment of
emotionality,
intellectual abilities,
personality and
psycho-pathology
e.g. MMP,
Rorschach, WAIS
(per hour of
psychologist's or
physician’s time, both
face-to-face with the
patient and time
interpreting test
results and preparing
the report)

Practitioner Level 2, In-
Clinic

Practitioner Level 2, Out-

of-Clinic

Psychological Testing
— Psycho-diagnostic
assessment of
emotionality,
intellectual abilities,
personality and
psycho-pathology
e.g. MMP,
Rorschach, WAIS)
with qualified
healthcare
professional
interpretation and
report, administered
by technician, per
hour of technician
time, face-to-face

Practitioner Level 3, In-
Clinic

Practitioner Level 3, Out-

of-Clinic

Practitioner Level 4, In-
Clinic

Practitioner Level 4, Out-

of-Clinic

Definition of Service: Psychological testing consists of a face-to-face assessment of emotional
functioning, personality, cognitive functioning (e.qg. 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 ensures that the testing environment
does not interfere with the performance of the examinee and ensures that the environment affords
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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.

Target Population

Individuals with a known or suspected mental health diagnosis and/or
Substance-Related Disorder

Benefit Information

Requires a MICP Registration or MICP New Episode.

Utilization Criteria

Available to those with LOCUS scores:

. Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6: Medically Monitored Inpatient Residential

akRrwne

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 1 hour
Initial Authorization 5 units
Re-Authorization 5 units
Maximum Daily Units 5 units
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Core Services Provider
132 — Adult Mental Health
732 — Adult Addictive Diseases

Admission Criteria

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

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

3. Individual meets Core Customer eligibility.

Continuing Stay Criteria

The Individual’s situation/functioning has changed in such a way that
previous assessments are outdated.

Discharge Criteria

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.

Service Exclusions

None

Clinical Exclusions

None

Additional Service Criteria:

A. Required Components

1. There may be no more than one comprehensive battery of 96101 and 96102 provided to one
individual within a year.
2. There may be no more than 10 combined hours of 96101 and 96012 provided to one individual

within a year.
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3. 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 psychologist, a
physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an
approved job description or protocol.

4. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners can perform Psychological Testing:

e Practitioner Level 2: Psychologist
e Practitioner Level 3: LCSW, LPC, LMFT in conjunction with Psychologist

e Practitioner Level 4: Psychologist’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.

C. Clinical Operations
The individual consumer (and caregiver/responsible family members etc as appropriate) must actively
participate in the assessment processes.

D. Service Access
1. Psychological Testing 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
These services are performed in accordance with GA Practice Acts.

F. Reporting & Billing Requirements
All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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2. 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 individual’'s chart.
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Service Plan Development

HIPAA
Transaction Code Detail Code
Code

Mod | Mod
1 2

Practitioner Level 2, In-Clinic H0032 u2 ue

Practitioner Level 3, In-Clinic H0032 u3 ué

Practitioner Level 4, In-Clinic H0032 U4 ué

_ Practitioner Level 5, In-Clinic H0032 us ue
Service Plan

Development Practitioner Level 2, Out-of-Clinic | H0032 U2 u7

Practitioner Level 3, Out-of-Clinic H0032 U3 u7

Practitioner Level 4, Out-of-Clinic H0032 U4 u7

Practitioner Level 5, Out-of-Clinic H0032 us u7

Definition of Service: 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 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 with the individual an
Individualized Recovery Plan that supports resilience and that is based on goals identified by the
individual. Friends, family and other natural support resources may be included at the discretion and
direction of the individual for whom services and supports are being planned. Also, as indicated, medical,
nursing, peer support, community support, school, nutritional staff, etc. should provide information from
records, and various multi-disciplinary assessments for the development of the Individualized Recovery
Plan (IRP).

The Individualized Recovery Planning process includes the individual's perspective, and should include
family and/or significant others as well as collateral agencies/treatment providers/relevant individuals.

The cornerstone component of the adult Individualized Recovery Plan (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 the
individual’s 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.
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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:

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

|dentifying qualified staff who are responsible and designated for the provision of services.

Target Population

Individuals with a known or suspected Mental lllness or Substance Related
Disorders

Benefit Information

Available to all known or suspected Core Customers. Requires a MICP
Registration or a MICP New Episode.

Utilization Criteria

Available to those with LOCUS scores:

. Recovery Maintenance and Health Management
Low Intensity Community-Based Services

High Intensity Community-Based Services
Medically Monitored Non-Residential

Medically Monitored Community Residential

6. Medically Managed Residential

akRrwne

Physician, Psychologist, Physician’s Assistant, Advanced Practice

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW
Unit Value* 15 minutes
Initial Authorization* 32 units (Combined with H0031 — Behavioral Health Assessment)
Re-Authorization* 32 units (Combined with H0031 — Behavioral Health Assessment)
Maximum Daily Units* 24 units (Combined with HO031 — Behavioral Health Assessment)
Authorization Period* 180 days
UAS: Core Services Provider
Budget and Expense 131 — Adult Mental Health
Categories 731 — Adult Addictive Diseases
1. A known or suspected mental illness or substance-related disorder;
and
Admission Criteria 2. Initial screening/intake information indicates a need for additional

undetermined supports and recovery/resiliency planning; and
3. Individual meets Core Customer eligibility.

Continuing Stay Criteria

The individual’s situation/functioning has changed in such a way that
previous assessments are outdated.
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Each intervention is intended to be a discrete time-limited service that
Discharge Criteria modifies treatment/support goals or is indicated due to change in
illness/disorder.
Service Exclusions Assertive Community Treatment
Clinical Exclusions None

*(unless authorized as a part of a specific “package” which changes the authorization parameters)
Additional Service Criteria:

A. Required Components
1. The service plan must include elements articulated in the Documentation Guideline chapter in this
Provider Manual.
2. “Out-of-Clinic” may only be billed when:
e Travel by the practitioner is to a non-contiguous location; and/or
e 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
e Travelis 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
e Travel s 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.

B. Staffing Requirements
1. The following practitioners can perform Service Planning:

e Practitioner Level 2: Psychologist, APRN, PA
e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-Il, CADC, CCADC, GCADC(II,
I11); CAC-I or Addiction Counselor Trainee with at least a Bachelor's degree in one of the
helping professions such as social work, community counseling, counseling, psychology,
or criminology (addictions counselors may only perform these functions related to
treatment of addictive diseases).

e Practitioner Level 5: CAC-I, RADT (I, Il, 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).

C. Clinical Operations

1. The individual consumer (and any other consumer-identified natural supports) should actively
participate in planning processes.
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2. The Individualized Recovery Plan should be directed by the individual’s personal recovery goals as
defined by that individual.

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 not contain
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.

4. The Multipurpose Informational Consumer Profile (MICP) format for treatment planning does not
meet the requirements for a comprehensive Individualized Recovery Plan and should not be used
as such. Guidelines for treatment planning are contained in the “Documentation Guidelines” in
Part Il, Section V of this Manual and in the DBHDD Standards for Community Providers contained
in this Provider Manual.

D. Service Access
1. Service Plan Development 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.
2. This service may not be provided and billed for individuals who are involuntarily detained awaiting
criminal proceedings, penal dispositions, or other involuntary detainment proceedings.

E. Additional Medicaid Requirements
The daily maximum within a CSP for combined Behavioral Health Assessment and Service Plan
Development is 24 units/day.

F. Reporting & Billing Requirements
All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be followed.

G. Documentation Requirements
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 initial authorization/IRP and each subsequent authorization/IRP must be completed within the
time-period specified by DBHDD.
3. Every record must contain an IRP in accordance with these Service Guidelines and with the DBHDD
Standards contained in this Provider Manual.
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Mental Health and Addictive Disease Services

Adults’ SPECIALTY Benefit Package
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Ambulatory Substance Abuse Detoxification

HIPAA
Transaction
Code

Code Detail

Alcohol Practitioner Level 2, In-Clinic

And/Or Drug — —
Services; Practitioner Level 3, In-Clinic

Ambulatory
Detoxification

Practitioner Level 4, In-Clinic

threatened.

Definition of Service: 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. It is indicated when the individual
experiences physiological dysfunction during withdrawal, but life or significant bodily functions are not

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.

Target Population

Adults and Older Adolescents with a diagnosis of one of the following:
303.00

291.81

291.0

292.89

292.0

Benefit Information

Available to Core Customers in need of Ongoing Services
Requires MICP New Episode Request or Update Request (to add as a
single service to an existing authorization).

Utilization Criteria

Available to those with LOCUS scores:
4: Medically-monitored Non-Residential

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 15 minutes
Initial Authorization 60 units
Re-Authorization 60 units
Maximum Daily Units 32 units
Authorization Period 30 days

UAS:
Budget and Expense
Categories

Addictive Disease Detoxification Services Provider
766 — Adult Addictive Diseases
866- C&A Addictive Diseases (for older adolescents)

Admission Criteria

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
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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 moderate
(Level 11-D) risk of severe withdrawal syndrome outside the program
setting and can safely be managed at this 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 Stay Criteria

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 need for further medical or detoxification monitoring.

Discharge Criteria

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

3. Individual/family requests discharge and individual is not imminently

dangerous; or

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.

Service Exclusions

ACT, Nursing Assessment and Medication Administration (Medication
administered as a part of Ambulatory Detoxification is not to be billed
separately as Medication Administration.)

Clinical Exclusions

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 (Dimension 5), and the recovery
environment is poor (Dimension 6).

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.
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Additional Service Criteria:

A. Required Components

1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse
Treatment Programs, 290-4-2.

2. A physician’s order in the individual’s record is required to initiate ambulatory detoxification
services. Verbal orders or those initiated by a Physician’s Assistant or Clinical Nurse Specialist are
acceptable provided the physician signs them within 24 hours or the next working day.

3. Programmatic philosophy must reflect emphasis on the development of a Plan of Care, which
provides services in the least restrictive most empowering setting. This is an essential
consideration for each individual's plan of care. This empowers individuals by fostering
independence.

B. Staffing Requirements
1. Services must be provided under supervision of a physician.
a. The following individuals can provide Alcohol and/or drug services, Ambulatory
Detoxification:

e Practitioner Level 1: Physician/Psychiatrist (may be billed at the Level 2 rate or under any
evaluation service encompassed under the Psychiatric Treatment service group)

e Practitioner Level 2: PA or APRN
e Practitioner Level 3: Registered Nurse (RN)
e Practitioner Level 4: Licensed Practical Nurse (LPN)

C. Clinical Operations

1. The severity of the individual's symptoms, level of supports needed, and the physician’s
authorization 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.

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 0.C.G.A
Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

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.

D. Service Access
E. Additional Medicaid Requirements

Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.
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F. Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Assertive Community Treatment

HIPAA
Transaction Code Detall
Code
Assertive Practitioner Level 1, In-Clinic
Community
Treatment

Practitioner Level 2, In-Clinic

Practitioner Level 3, In-Clinic

Practitioner Level 4, In-Clinic

Practitioner Level 5, In-Clinic

Practitioner Level 1, Out-of-Clinic

Practitioner Level 2, Out-of-Clinic

Practitioner Level 3, Out-of-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 5, Out-of-Clinic

Practitioner Level 1, Via
interactive audio and video
telecommunication systems
Practitioner Level 1, Via
interactive audio and video
telecommunication systems
Multidisciplinary Team Meeting

Definition of Service: ACT is a client-centered, recovery-oriented, high intensity, community based
service for individuals who have severe and persistent mental iliness that significantly impairs
functioning; who have been unsuccessfully treated in the traditional mental health service system; who
may have experienced chronic homelessness and/or criminal justice involvement; and have multiple or
extended stays in public hospitals. The service utilizes multidisciplinary mental health staff, including
addiction, vocational and peer specialists who work in shifts 24-hours/7 days a week as a team to
provide intensive, integrated, trauma-informed and rehabilitative crisis, treatment and community-based
interventions, services and supports. Services emphasize relationship building and active involvement in
assisting individuals to make improvements in functioning, to better manage symptoms, to achieve
individual goals and maintain optimism.  The service provider must develop programmatic goals that
clearly articulate the use of best/evidence-based practices for ACT, co-occurring and trauma-informed
service delivery and support. Practitioners of this service are expected to maintain knowledge and skills
according to current research trends in best/evidence-based practices for delivery of ACT, trauma-
informed and co-occurring services. 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. Based on the needs of the individual, services may include (in addition to those services provided
by other systems):
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1. Assistance to facilitate the individual’s active participation in the development of the

Individualized Recovery Plan (IRP);

2. Psycho educational and instrumental support to individuals and their identified family;

3. Crisis planning (WRAP), assessment, support and intervention; and

4. Psychiatric assessment and care; nursing assessment and care; psychosocial and functional
assessment which includes identification of strengths, skills, resources and needs.

5. 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 illness and physical health symptom monitoring and
iliness 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;

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);

. 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);

j. 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.

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), decreased
medication side effects, improved social integration and functioning, and increased movement toward
self-defined recovery.
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Target Population

Adults with Serious and Persistent Mental Iliness,

Adult with Co-Occurring Substance Related Disorders and Serious and
Persistent Mental lllness

Adults with Co-Occurring Serious and Persistent Mental lllness and MR/DD

Benefit Information

Available to Core Customers in need of Ongoing Services
Requires MICP New Episode Request or Update Request (to add as a
single service to an existing authorization).

Utilization Criteria

Available to those with LOCUS scores:

4. Medically Monitored Non-Residential

5. Medically Monitored Community Residential (transition)
6: Medically Managed Residential (transition)

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 15 minutes
Initial Authorization 240 units
Re-Authorization 240 units
Maximum Daily Units 96 units
Authorization Period 90 days

UAS:
Budget and Expense
Categories

Intensive Treatment Services Provider
152 — Adult Mental Health

Admission Criteria

1. Individuals with severe 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 (e.g., schizoaffective disorder) or bipolar disorder,
because these illnesses more often cause long-term psychiatric
disability; and

2. Individuals with significant functional impairments as demonstrated by
the inability to consistently engage in at least two of the following:

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;

f. persistent or recurrent failure to perform daily living tasks except
with significant support or assistance from others such as
friends, family, or other relatives;

g. Employment at a self-sustaining level or inability to consistently
carry out homemaker roles (e.g., household meal preparation,
washing clothes, budgeting, 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. Individuals with one or more of the following problems that are

©coo o
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indicators of continuous high-service needs (i.e., greater than 8 hours of
service per month):

a.

g.
. A lower level of service/support has been tried or considered and found

High use of acute psychiatric hospitals or crisis/femergency
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, 11.1, 11.5, 111.3, 111.5).

High risk or a recent 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

inappropriate at this time.

Continuing Stay Criteria

Individual meets the requirements above; and
Continued inability to participate in traditional clinic-based services or a
community setting at a less intensive level of service/supports; and/or

. Substandard housing, homeless, or at imminent risk of becoming

homeless due to functional impairments associated with behavioral
health issues.

Discharge Criteria

. An adequate continuing care plan has been established; 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. Transfer to another service/level of care is warranted by a
change in individual’s condition, or

e. Individual requires services not available in this level of
care.
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1. ACT is a comprehensive team intervention and most services are
excluded, with the exceptions of
. Peer Supports,

o Residential Supports,

e Group Training/Counseling (within parameters listed in Section
A), and

e  Supported Employment.

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 Individualized Recovery Plan and clinical record.
These service are:

Service Exclusions o Psychosocial Rehabilitation

Community Support

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 an 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 are excluded from the service.

Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of psychiatric condition
overlaying the primary diagnosis: mental retardation, autism, organic
mental disorder, substance-related disorder.

Clinical Exclusions

Additional Service Criteria:

A. Required Components

1. Assertive Community Treatment must include a comprehensive and integrated set of medical and
psychosacial services provided in non-office settings 75% 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. Team meetings must be held a minimum of 3 times a week and time dedicated to discussion of
support to a specific individual must be documented in the individual's medical record and
submitted as a claim/encounter. Effective 7/1/11, the psychiatrist must participate at least one
time/week in the ACT team meetings.

3. 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.
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4. Atleast 60% of all service units must involve face-to-face contact with consumers. Seventy-five
percent (75%) or more of face-to-face service units must be provided 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).

5. During the course of treatment, it is recommended that the ACT Team provide at least 5 face-to-
face contacts per week for most individuals on an ongoing basis, and all individuals participating in
ACT must receive a minimum of 12 face-to-face contacts per month. The Team must see each
individual at least once a month for symptom assessment/management and management of
medications.

6. During discharge transition, it is recommended that the ACT Team provide at least 3 face-to-face
contacts per week for most individuals on an ongoing basis, and all individuals participating in ACT
must receive a minimum of 4 face-to-face contacts per month. The Team must see each individual
at least once a month for symptom assessment/management and medication management.

7. 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.).

8. ACT recipients can receive limited Group Training/Counseling (up to 8 units/week) when a
curriculum-based therapeutic group is offered such as Dialectical Behavioral Therapy (DBT). 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. This
group may be offered to no more than 8 ACT participants at one time and must be directed by no
fewer than 2 staff in order to be billed as Group Training/Counseling. This may be offered for no
more than 2 hours in any given week. Only ACT consumers are permitted to attend these group
services.

9. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners can provide Assertive Community Treatment:

e Practitioner Level 1: Physician/Psychiatrist

e Practitioner Level 2: Psychologist, APRN, PA

e Practitioner Level 3: LCSW, LPC, LMFT, RN

e Practitioner Level 4: LMSW; LAPC; LAMFT; Psychologist/LCSW/LPC/LMFT's
Superviseeltrainee 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-I, CAC-Il, CADC, CCADC,
GCADC (Il, IlI); PP, CPRP, CPS, or Addiction Counselor Trainees with Master’s or
Bachelor’s degree in one of the helping professions such as social work, community
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counseling, counseling, psychology, or criminology (addictions counselors may only
perform counseling functions related to treatment of addictive diseases).

e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor
Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above

2. Assertive Community Treatment Team members must include:

e (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:”

0 Physician

Psychologist

Physician’s Assistant

APRN

RN with a 4-year BSN

LCSW

LPC

o LMFT

e (.40 FTE required) A full or part time Psychiatrist who provides clinical and crisis services
to all team consumers, works with the team leader to monitor each individual's clinical
and medical status and response to treatment, and directs psychopharmacologic and
medical treatment. The psychiatrist to ACT consumer ratio must not be greater than
1:100 and the psychiatrist must provide a minimum of 16 hours per week of direct
support to the ACT team/ACT consumers. Effective 7/1/11, the psychiatrist must
participate at least one time/week in the ACT team meetings.

e (1FTE July 1,2010-December 31, 2010; 1 FT Employee effective January 1, 2011) One
fulltime equivalent Registered Nurse who provides nursing services for all team
consumers and works with the team to monitor each individual's physical health, clinical
status and response to treatment.

e (1/2 FTE minimum) A 1/2 to fulltime 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 as staff on the team.

e (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).

e (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.

e (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.

OO0O0OO0OO0Oo
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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, effective January 1, 2011). This person may be a %
FTE if the team serves less than 50 individuals.
0 (1to1%)FTE Other Paraprofessional
3. Itis critical that ACT team members build a sound relationship with and fully engage in supporting
the served individuals. To that end, effective 1/1/11, no more than 1/3 of staff can be
“contracted’/1099 team members.
4.The ACT team maintains a small consumer-to-clinician ratio, of no more than 12 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. (effective October 1, 2010
this ratio changes to 1 staff:10 consumers).
5.Documentation must demonstrate that all team members are engaged in the support of each
consumer served by the team including the “time-in" and “time-out” for each staff intervention
(excluding the SAP if substance related issues have been ruled out).
6.The ACT Team Leader must be dedicated to a single ACT team. Effective 1/1/11, the Team RN
must be dedicated to a single ACT 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).
7.At least 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). This requirement is effective January 1, 2011.

C. Clinical Operations

1. Individuals receiving this service must have a qualifying diagnosis present in the medical record
prior to the initiation of services. The verified diagnosis must be given by persons identified in
0.C.G.A Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

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 illness 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. ACT Teams 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 a community location 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
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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, mutually agree upon a meeting place
nearby that is the least conspicuous from the individual’'s point of view).

6. The organization must have policies that govern the provision of services in natural settings and
can document that it respects consumers’ and/or families’ right to privacy and confidentiality when
services are provided in those settings.

7. Each ACT Team 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.

8. 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.

9. 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

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. Inter-team communication plan regarding consumer support (e.g., e-mail, team staffings,
staff safety plan such as check-in protocols etc.)

f. A physical health management plan

g. How the organization will integrate consumers into the community including assisting
consumers in preparing for employment

h. How the organization (team) will respond to crisis for individuals served.

D. Service Accessibility
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.

An ACT staff member must provide this on-call coverage.

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

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.

w
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E. Additional Medicaid Requirements
1. Currently, there are no additional Medicaid requirements to be added to the requirements above
when billing Medicaid for this service.

F. Billing/Reporting Requirements

1. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

2. All time spent between 2 or more team practitioners discussing a served individual must be
reported as HOO39HT. While this claim/encounter is reimbursed at $0, it is imperative that the
team document these encounters (see Section G. below) to demonstrate program integrity AND
submit the claim/encounter for this so this service can be included in future rate setting.

G. Documentation Requirements
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.

b.

C.

d.

If the staff interaction is specific to a single consumer for 15 minutes, then the HO039HT
code shall be hilled to that consumer (through claims or encounters).

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 of this staffing
conversation; or

2) the time 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

An agency is not required to document every staffing 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:
e when the staffing conversation modifies an individual's treatment planning or
intervention strategy,
e when observations are discussed that may lead to treatment or intervention
changes, and/or that change the course of treatment
When a HT note is not required (per guidance above), a documentation log for staff
meetings will be sufficient. 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). The documentation notebook shall include:

1) the team's protocol for submission of HOO39HT encounters (how the team is

accounting for the submissions of HOO39HT in accordance with the above);
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2) 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.);

3) date of staffing;

4) time start/end for the “staffing” interaction;

5) if aregular 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);

6) if ad hoc staffing note, names of the team participants involved(signed by any one
of the team members who is participating);

7) name of individuals discussed/planned for during staffing;

8) minimal documentation of content of discussion (1-2 sentences is sufficient).
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Assertive Community Treatment
Effective 4/1/2011

HIPAA
Transaction Code Detall Code
Code
Assertive Practitioner Level 1, In-Clinic H0039
Community
Treatment

Practitioner Level 2, In-Clinic H0039

Practitioner Level 3, In-Clinic H0039

Practitioner Level 4, In-Clinic H0039

Practitioner Level 5, In-Clinic H0039

Practitioner Level 1, Out-of-Clinic | Hoo39

Practitioner Level 2, Out-of-Clinic | Hpo39

Practitioner Level 3, Out-of-Clinic | Hoo39

Practitioner Level 4, Out-of-Clinic | Hop39

Practitioner Level 5, Out-of-Clinic | Hoo39

Practitioner Level 1, Via
interactive audio and video H0039
telecommunication systems
Practitioner Level 1, Via

interactive audio and video H0039
telecommunication systems

Multidisciplinary Team Meeting

H0039

Definition of Service: ACT is an Evidence Based Practice that is client-centered, recovery-oriented,
and a highly intensive community based service for individuals who have severe and persistent mental
iliness. The individual's mental illness 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 or extended stays in state psychiatric/public hospitals. ACT provides access to 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,
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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. Based on the needs of the individual, services
may include (in addition to those services provided by other systems):

1.

2.
3.
4,

Assistance to facilitate the individual's active participation in the development of the
Individualized Recovery Plan (IRP);

Psycho educational and instrumental support to individuals and their identified family;

Crisis planning (WRAP), assessment, support and intervention;

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;

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 illness and physical health symptom monitoring and
iliness 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;

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);

. 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
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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.

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.

Target Population

Adults with Serious and Persistent Mental Iliness,

Adult with Co-Occurring Substance Related Disorders and Serious and
Persistent Mental lllness

Adults with Co-Occurring Serious and Persistent Mental lllness and MR/DD

Benefit Information

Available to Core Customers in need of Ongoing Services
Requires MICP New Episode Request or Update Request (to add as a
single service to an existing authorization).

Utilization Criteria

Available to those with LOCUS scores:

4: Medically Monitored Non-Residential

5: Medically Monitored Community Residential (transition)
6. Medically Managed Residential (transition)

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 15 minutes
Initial Authorization 240 units
Re-Authorization 240 units
Maximum Daily Units 96 units
Authorization Period 90 days

UAS:
Budget and Expense
Categories

Intensive Treatment Services Provider
152 — Adult Mental Health

Admission Criteria

1. Individuals with severe and persistent mental iliness 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 (e.g., schizoaffective disorder) or bipolar disorder,
because these illnesses more often cause long-term psychiatric
disability; and

2. Individuals with significant functional impairments as demonstrated by
the inability to consistently engage in at least three of the following:

a. 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

Peo o
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self and possessions;

f. persistent or recurrent failure to perform daily living tasks
except with significant support or assistance from others
such as friends, family, or other relatives;

g. Employment at a self-sustaining level or inability to
consistently carry out homemaker roles (e.g., household
meal preparation, washing clothes, budgeting, 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 or current response to other community-based intensive behavioral
health treatment has shown minimal effectiveness. Admission
documentation must include evidence of this criterion; and

4. Individuals with one or more of the following problems 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 admission per year) or extended hospital stay
(60 days within the past year) or psychiatric emergency
services.

b. Persistent, recurrent, severe, or major symptoms (e.g.,
affective, psychotic, suicidal).

c. Coexisting substance use disorder of significant duration
(e.q., greater than 6 months) or co-diagnosis of substance
abuse (ASAM Levels I, I1.1, 115, 1.3, 11L.5).

d. High risk for or a recent history of criminal justice
involvement because of mental illness (e.g., arrest and
incarceration).

e. 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.

f. 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
[NOTE: Medicaid may not be billed for services provided
while in an inpatient facility-see Community Transition
Planning service],

g. Inability to participate in traditional clinic-based services;
and

5. Alower level of service/support has been tried or considered and found
inappropriate at this time.
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Continuing Stay Criteria

1. Individual meets the requirements above; and

2. Continued inability to participate in traditional clinic-based services or a
community setting at a less intensive level of service/supports; and/or

3. Substandard housing, homeless, or at imminent risk of becoming
homeless due to functional impairments associated with behavioral
health issues.

Discharge Criteria

1. An adequate continuing care plan has been established; 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. Transfer to another service/level of care is warranted by a change
in individual's condition, or

e. Individual requires services not available in this level of care.

Service Exclusions

1. ACT is a comprehensive team intervention and most services are
excluded, with the exceptions of:

e  Peer Supports,

e Residential Supports,

e  Community Transition Planning (to be utilized as a person
is transitioning to/from an inpatient setting, jail, or CSP)

e  Group Training/Counseling (within parameters listed in
Section A), and

e  Supported Employment

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 Individualized Recovery Plan and
clinical record. These service are:

e  Psychosocial Rehabilitation

Community Support

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 are excluded from the
service.

Clinical Exclusions

Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of psychiatric condition
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overlaying the primary diagnosis: mental retardation, autism, organic
mental disorder, substance-related disorder.

Additional Service Criteria:

A. Required Components

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.
The Treatment Team Meetings must be held a minimum of 3 times a week and time dedicated to
discussion of support to a specific individual must be documented in the log of the Treatment Team
Meetings as indicated in Section G. 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.
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.
At least 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 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).
During the course of treatment, it is recommended that the ACT Team provide for some individuals
at least 5 face-to-face contacts per week based on the persons mental health acuity. However, all
individuals participating in ACT must receive a minimum of 12 face-to-face contacts per month.
The Team must see each individual at least once a month for symptom assessment/management
and management of medications.
During discharge transition, it is recommended that the ACT Team provide at least 3 face-to-face
contacts per week for most individuals on an ongoing basis. All individuals participating in ACT
transitioning must receive a minimum of 4 face-to-face contacts per month. The Team must see
each individual at least once a month for symptom assessment/management and medication
management.
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.).
ACT recipients can receive limited Group Training/Counseling (up to 8 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 more than 10 ACT participants at one time and must be

directed by no fewer than 2 staff in order to be billed as a Group.
b. This group contains no less than 3 consumers and no more than 10 consumers.
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Only ACT consumers are permitted to attend these group services.

d. 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

e Practitioner Level 3: LCSW, LPC, LMFT, RN

e 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; MAC, CAC-II, CADC,
CCADC, GCADC (Il Il1); 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 (I, Il, 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).

9. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

G. Staffing Requirements
1. The following practitioners can provide Assertive Community Treatment:

Practitioner Level 1: Physician/Psychiatrist

Practitioner Level 2: Psychologist, APRN, PA

Practitioner Level 3: LCSW, LPC, LMFT, RN

Practitioner Level 4: LMSW; LAPC; LAMFT; Psychologist/LCSW/LPC/LMFT’s
Superviseeltrainee 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-I, CAC-II, CADC, CCADC, GCADC (lI,
l1); PP, CPRP, CPS, or Addiction Counselor Trainees with Master’s or Bachelor’s degree in
one of the helping professions such as social work, community counseling, counseling,
psychology, or criminology (addictions counselors may only perform counseling functions
related to treatment of addictive diseases).
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e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor Trainees
with high school diploma/equivalent under supervision of one of the licensed/credentialed
professionals above

2. Assertive Community Treatment Team members must include:

e (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 services in the community at least 50% of the time.
The Team Leader must be a FT employee and dedicated to only the ACT team.

. Physician

" Psychologist

. Physician’s Assistant
" APRN

" RN with a 4-year BSN
. LCSW

" LPC

" LMFT

e (.40 FTE required) A full or part time Psychiatrist who provides clinical and crisis services to all
team consumers in the recipient’s natural environment, works with the team leader to monitor
each individual’s clinical and medical status and response to treatment, and directs
psychopharmacologic and medical treatment. The psychiatrist to ACT consumer ratio must
not be greater than 1:100 and the psychiatrist must provide a minimum of 16 hours per week of
direct support to the ACT team/ACT consumers. Effective 7/1/11, the psychiatrist must
participate at least one time/week in the ACT team meetings.

e One Fulltime Employee Registered Nurse who provides nursing services for all consumers and
works with the team to monitor each individual’s physical health, clinical status and response to
treatment.

e (1/2 FTE minimum) A 1/2 to fulltime 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.

e (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).

e (1FTE) 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.

e (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.
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= (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 %2 FTE if the team serves less than 50 individuals.
= (1to1%) FTE Other Paraprofessional
3. Itis 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.
4.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.
5.Documentation must demonstrate that all team members are engaged in the support of each
consumer served by the team including the “time-in” and “time-out” for each staff intervention
(excluding the SAP if substance related issues have been ruled out).
6.At least 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 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).

H. Clinical Operations

1. Individuals receiving this service must have a qualifying diagnosis present in the medical record
prior to the initiation of services. The verified diagnosis must be given by persons identified in
0.C.G.A Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

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 illness 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. ACT Teams 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 a community location 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 time, mutually agree upon a meeting place
nearby that is the least conspicuous from the individual’'s point of view).
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10.

11.

12.

The organization must have policies that govern the provision of services in natural settings and
can document that it respects consumers’ and/or families’ right to privacy and confidentiality when
services are provided in those settings.
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.
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.
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
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. Inter-team communication plan regarding consumer support (e.g., e-mail, team staffings,
staff safety plan such as check-in protocols etc.)
f. A physical health management plan
g. How the organization will integrate consumers into the community including assisting
consumers in preparing for employment
h. How the organization (team) will respond to crisis for individuals served.
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.
The ACT team is expected to be involved in 95% or more of the hospital admissions and hospital
discharges.
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 analyzed are used to establish immediate and longer-term service needs with each consumer
and to set goals and develop the first individualized treatment plan. Because of the complexity of
the mental iliness and the need to build trust with the served individual, the comprehensive mental
health, addiction, and functional assessments may take up to 60 days. It is expected that when a
person identifies and allows his/her 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 a minimum) include:
a. Psychiatric History, Mental Status/Diagnosis
Physical Health
Substance Abuse assessment
Education and Employment
Social Development and Functioning
Family Structure and Relationships

N
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13. Treatment and recovery support to the individual is provided in accordance with a Treatment Plan.

Treatment 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, his/her 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 via the
Treatment Planning Meeting prior to each reauthorization of service (Documentation is
guided by elements G.2. and G.3. below).

14, Effective July 1, 2011, each ACT team shall stagger consumer admissions (e.g., 4-6 consumers

per month) to gradually build up capacity to serve no more than 70-100 consumers

15. Itis expected that 90% or more of the consumers have face to face contact with more than one

staff member in a 2 week period.

| Service Accessibility

1.

w

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.”

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.

An ACT staff member must provide this on-call coverage.

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

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

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 248 of 314



practitioner at the distant site. The ACT Physician may use telemedicine to provide this service by
using the code above with the GT modifier.

J. Additional Medicaid Requirements

1.

Currently, there are no additional Medicaid requirements to be added to the requirements above
when billing Medicaid for this service.

K. Billing/Reporting Requirements

1.
2.

All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

All time spent between 2 or more team practitioners discussing a served individual must be
reported as HOO39HT. While this claim/encounter is reimbursed at $0, it is imperative that the
team document these encounters (see Section G. below) to demonstrate program integrity AND
submit the claim/encounter for this so this service can be included in future rate setting.

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;

Served individual’s residential status (including homelessness);

Served individual’s involvement with criminal justice system/s;

Served individual’s interactions with crisis support services (including acute psychiatric
hospitals, emergency room visits, crisis stabilization program interactions, etc.).

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.

G. Documentation Requirements

1.

2.

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.
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:

3) 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 of this staffing
conversation; or

4) the time 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. Anagency 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:
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e when the staffing conversation modifies an individual's treatment planning or
intervention strategy,

e 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:

1)

2)

w

ol B>
=

7
8)

the team's protocol for submission of HOO39HT encounters (how the team is
accounting for the submissions of HOO39HT in accordance with the above);

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.);

date of staffing;

time start/end for the “staffing” interaction;

if a regular 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);

if ad hoc staffing note, names of the team participants involved(signed by any one
of the team members who is participating);

name all of individuals discussed/planned for during staffing;

minimal documentation of content of discussion specific to each consumer (1-2
sentences is sufficient).

4. 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.
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Community Based Inpatient Psychiatric and
Substance Detoxification Services

HIPAA
Transaction
Code

Psychiatric
Health Facility
Service, Per
Diem

Code Detail Rate

Per negotiation

Definition of Service: A short-term stay in a licensed and accredited community-based hospital for the
treatment or habilitation of a psychiatric and/or substance related disorder. Services are of short
duration and provide treatment for an acute psychiatric or behavioral episode. This service may also
include Medically Managed Inpatient Detoxification at ASAM Level IV-D.

Target Population

Adults with a serious mental illness
Adults with a Substance Related Disorder
Adults with Co-occurring SMI and a Substance Related Disorder

Benefit Information

Available to Core Customers in need of Ongoing Services
Requires MICP New Episode Request or Update Request (to add as a
single service to an existing authorization).

Utilization Criteria

Available to those with LOCUS scores:

Ordering Practitioner

6: Medicalli Manatl;ed Residential

Unit Value 1 day
Initial Authorization 5 days
Re-Authorization 3 days
Maximum Daily Units 1 unit
Authorization Period 5 days

UAS:
Budget and Expense
Categories

Adult Crisis Services Provider
135 — Adult Mental Health
735 — Adult Addictive Diseases

Admission Criteria

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 illness; 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

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:

A. Individual is experiencing signs of severe 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 severe
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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 Stay Criteria

1. Individual continues to meet admission criteria; and

2. Individual’'s withdrawal signs and symptoms are not sufficiently
resolved to the extent that they can be safely managed in less
intensive services;

Discharge Criteria

1. An adequate continuing care plan has been established; and one or
more of the following:

2. Individual no longer meets admission and continued stay criteria; or

3. Individual requests discharge and individual 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 Exclusions

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 planning for discharge from this service.

Clinical Exclusions

Individuals with any of the following unless there is clearly documented
evidence of an acute psychiatric/addiction episode overlaying the primary
diagnosis:

a. Autism

b. Mental Retardation/Developmental Disabilities

c. Organic Mental Disorder; or

d. Traumatic Brain Injury

Additional Service Criteria:

A. Required Components

1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse
Treatment Programs, 290-4-2

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 the physician signs them within 24 hours or the next working day.

B. Staffing Requirements

Detoxification services must be provided only by nursing or other licensed medical staff under

supervision of a physician.

C. Clinical Operations
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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. These practitioners include a licensed psychologist, a physician or
a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job
description or protocol.

D. Service Access

E. Additional Medicaid Requirements
Not applicable. Not a Medicaid billable service.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Community Transition Planning

Transaction

Code Code Detail

Community Transition
Planning (State Hospital)
Community Transition
Community Planning (Crisis
Transition Stabilization Program)
Planning Community Transition
Planning (Jail / Youth
Detention Center)
Community Transition
Planning(Other

If you are an ACT provider, you may also bill this service. Please refer to the Core Guidelines for the
detail.
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Consumer/Family Assistance
Code Detail

HIPAA Transaction
Code

Mental Health
Services, Not
Otherwise Specified

Mod

Variable in
accordance
with Items
C.6. below

Definition of Service: 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
one-time rental payment to prevent eviction/homelessness, 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 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 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.

Adults defined as Core Customers of Ongoing Services who are
diagnosed with:
Mental lliness
Target Population Substance Related Disorders
Co-Occurring Mental lliness and Substance Related Disorders
Co-Occurring Mental lliness/Substance Related Disorders and Mental
Retardation/Developmental Disabilities
Available to Core Customers in need of Ongoing Services. Requires a
Benefit Information MICP New Episode Request or Update Request (to add as a single
service to an existing authorization).
Available to those with LOCUS scores:
. Low Intensity Community-Based Services
: High Intensity Community-Based Services
. Medically Monitored Non-Residential
. Medically Monitored Community Residential
: Medically Managed Residential
Physician, Psychologist, Physician’s Assistant, Advanced Practice

Utilization Criteria

O~ N

[op]

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW
Unit Value Variable in accordance with ltems C.6. below
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Initial Authorization

While the actual assistance should be very short-term in nature, this

service can be authorized as part of a 180 day Recovery plan.

Financial max $2000/$5000 (see Clinical Operations section below)

Re-Authorization

Maximum Daily Units

Authorization Period

One within a sinﬁle fiscal iear.

180 days

UAS:
Budget and Expense
Categories

Adult Consumer/Family Support Services Provider

137 — Adult Mental Health
737 — Adult Addictive Diseases

Admission Criteria

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 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 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.

Continuing Stay Criteria

1. Individual must continue to meet Core Customer criteria for Ongoing
services, and

2. 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 (e.qg. directly lead to an increase in specific
positive behaviors/skills/resources that will allow the individual to leave
an institution and/or obtain more independent 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.

Discharge Criteria

1. Individual no longer meets Core Customer criteria for Ongoing
services, or

2. Individual no longer continues to be in need of the good or service, or

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.

Service Exclusions

Clinical Exclusions

Additional Service Criteria:
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A. Required Components

B. Staffing Requirements

1.

2.

This service must not pay for the regular staffing of specific programs or services in the provider's

agency.

Service may pay for a 1:1 mentor, etc for an individual consumer, within the following limits:

a. Other means are not available to pay for the mentor, etc., such as state funding, Medicaid,
self-pay or private insurance.

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 the times the consumer
is attending other programming/services offered by the provider agency.

C. Clinical Operations

1.
2.

This service must not pay for transportation to MH/DD/AD services.
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 0.C.G.A
Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.
This service must not pay for the operating, programmatic, or administrative expenses of any other
program or service offered by the provider agency.
Individual cannot receive this service for more than two episodes of need per fiscal year.
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.
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:
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 aide 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.
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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.

8. 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.

©

Service Access

m

Additional Medicaid Requirements
Not applicable. Not a Medicaid billable service.

m

Reporting & Billing Requirements

1. The agency must submit a monthly report on expenditures in a specified format (and upon request
at anytime) to the DBHDD.

2. All applicable DBHDD reporting requirements.

G. Documentation Requirements
1. Documentation that authorized goods/services are not available through other viable means must
be made in the individual’s chart.
2. Details regarding the goods/services procured and resulting benefit to the individual consumer
must be documented in the individual's chart.

I

. Documentation Requirements
Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Crisis Stabilization Program Services
HIPAA Transaction
Code

Behavioral Health; Short-
term Residential (Non-
Hospital Residential
Treatment Program

Code Detail

negotiation
and
specific to
Medicaid,
see item
E.2. below.

Without Room & Board,
Per Diem)

Behavioral Health; Short-
term Residential (Non-
Hospital Residential Per
Treatment Program negotiation
Without Room & Board,
Per Diem)

Definition of Service: 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:

1) Psychiatric medical assessment;
2) Crisis assessment, support and intervention;
Medically Monitored Residential Substance Detoxification (at ASAM Level 111.7-D).
Medication administration, management and monitoring;
Brief individual, group and/or family counseling; and
Linkage to other services as needed.

o U1 B~ W
N o —

Services must be provided in a facility designated and certified by the DBHDD as an emergency
receiving and evaluation facility

Adults experiencing:
Severe situational crisis
Severe Mental lliness
Target Population Substance-Related Disorders
Co-Occurring Substance-Related Disorders and Mental lliness
Co-Occurring Mental lliness and Mental Retardation
Co-occurring Substance-Related Disorders and Mental Retardation,
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Benefit Information

Available to Core Customers in need of Ongoing Services. Requires a
MICP New Episode Request or Update Request.

Utilization Criteria

Available to those with LOCUS scores:

4. Medically Monitored Non-Residential (residential detoxification only)
5: Medically Monitored Community Residential

6. Medically Managed Residential (with ERO Care Management Review)

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value 1 day

Initial Authorization 20 units

Re-Authorization I
Maximum Daily Units 1 unit

Authorization Period 20 Days

UAS:
Budget and Expense
Categories

Adult Crisis Services Provider
134 - Adult Mental Health
734 — Adult Addictive Diseases

Admission Criteria

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:

4. 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 a life-endangering crisis. Risk may range from
mild to imminent; or

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

6. Individual demonstrates lack of judgment and/or impulse control
and/or cognitive/perceptual abilities to manage the crisis; or

7. For detoxification services, individual meets admission criteria for
Medically Monitored Residential Detoxification.

Continuing Stay Criteria

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 service that stabilizes the individual.

Discharge Criteria

1. Individual no longer meets admission guidelines requirements; or

2. Crisis situation is resolved and an adequate continuing care plan has
been established; or

3. Individual does not stabilize within the evaluation period and must be
transferred to a higher intensity service.

Service Exclusions

This is a comprehensive service intervention that is not to be provided with
any other service(s), except for the following:
e  Methadone Administration
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Clinical Exclusions

1. Individual is not in crisis.

2. Individual does not present a risk of harm to self or others or is able to
care for his or her own physical health and safety.

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

Additional Service Criteria:

A. Required Components

1.

Crisis Stabilization Programs (CSP) 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 certified by the
DBHDD.

In addition to all service qualifications specified in this document, providers of this service must
adhere to and be certified under the Provider Manual for Community Mental Health, Developmental
Disability and Addictive Disorders “Core Requirements for All Providers” and DBHDD “Core
Requirements for Crisis Stabilization Programs Operated by Community Service Boards.”
Individual referred to a CSP must be evaluated by a physician within 24 hours of the referral.

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 CSP for an
unlimited number of additional days if the date of transfer and length of stay in the transitional bed
is documented).

Individuals occupying transitional beds must receive services from outside the CSP (i.e.
community-based services) on a daily basis.

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.

All services provided within the CSP 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.

B. Staffing Requirements

1.

w

Crisis Stabilization Program (CSP) Services must be provided by a physician or a staff member
under the supervision of a physician, practicing within the scope of State law.

A CSP must employ a fulltime Nursing Administrator who is a Registered Nurse.

A CSP must have a Registered Nurse present at the facility at all times.

Staff-to-client ratios must be established based on the stabilization needs of clients being served
and in accordance with the “Core Requirements for Crisis Stabilization Programs Operated by
Community Service Boards.”

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.

C. Clinical Operations

1.

CSP must have documented operating agreements and referral mechanisms for psychiatric
disorders, addictive disorders, and physical healthcare needs that are beyond the scope of the
CSP and that require inpatient treatment. Operating agreements must delineate the type and level
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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
designated treatment facility when the CSP is unable to stabilize the individual.

CSPs must follow the seclusion and restraint procedures included in the Department’s “Core
Requirements for Crisis Stabilization Programs operated by Community Service Boards.”

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

Individuals served in transitional beds may access an array of community-based services in
preparation for their transition out of the CSP, and are expected to engage in community-based
services daily while in a transitional bed.

D. Service Access

E. Additional Medicaid Requirements

1.

2.

3.

Effective July 1, 2007, Medicaid stopped paying a bundled daily rate for this service. Crisis
Stabilization Programs with less than 16 beds should bill individual services for Medicaid recipients.
The individual services listed below may be billed up to the daily maximum listed for services
provided in a Crisis Stabilization Program. Billable services and daily limits within CSPs are as
follows:

Service Daily Maximum Billable Units
Crisis Intervention 8 units
Diagnostic Assessment 2 units
Psychiatric Treatment 1 unit (Pharmacological Mgmt)
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

Medicaid claims for the services in E.2. above may not be billed for any service provided to

F. Reporting & Billing Requirements

1.

Providers must report information on all consumers served in CSPs no matter the funding source:

a. The CSP shall submit MICPs for all individuals served (state-funded, Medicaid funded,
private pay, other third party payor, etc);

b. The CSP shall submit per diem encounters (HO018HAU2 or HO018HATBU?2) 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 CSP 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 CSP 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.

All other applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.
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G. Documentation Requirements

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

2. 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).

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

4. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Housing Supplements

HIPAA Transaction

Code

Housing Supplements

Code Detail

Actual

budget.

Definition of Service: This is a rental/housing subsidy that must be justified by a personal consumer

Target Population

Adults experiencing:
Severe and Persistent Mental lliness
Substance-Related Disorders
Co-Occurring Substance-Related Disorders and Mental lliness
Co-Occurring Mental lliness and Mental Retardation
Co-occurring Substance-Related Disorders and Mental Retardation

Benefit Information

Available to Core Customers in need of Ongoing Services and requires a
MICP New Episode Request or Update Request (to add as a single
service to an existing authorization).

Utilization Criteria

Available to those with LOCUS scores:

2. Low Intensity Community-Based Services
3: High Intensity Community-Based Services
4. Medically Monitored Non-Residential

5. Medically Monitored Community Residential
6: Medically Managed Residential

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value Unit=1 day

Initial Authorization 180 days

Re-Authorization 180 days

Maximum Daily Units —
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Residential Services Provider
148- Adult Mental Health
748 — Adult Addictive Diseases

Admission Criteria

1. Individual meets target population as identified above; and
2. Based upon a personal budget, individual has a need for financial
support for a living arrangement.

Continuing Stay Criteria

1. Individual continues to meet admission criteria as defined above; and
2. Individual has developed a Recovery goal to develop natural supports
that promote the family/caregiver-management of these needs.

Discharge Criteria

Individual requests discharge; or
Individual has acquired natural supports that supplant the need for this
service.
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Service Exclusions

None

Clinical Exclusions

Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of psychiatric condition
overlaying the primary diagnosis: mental retardation, autism, organic
mental disorder, traumatic brain injury.
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Opioid Maintenance Treatment
Code Detall Mod | Mod | Mod

HIPAA Transaction

Code 2 3 4
Alcohol and/or Drug

Services; Methadone ve

Administration and/or
Service (Provision of
the drug by a licensed
program)

u6

Definition of Service: An organized, usually ambulatory, addiction treatment service for opiate-addicted
individuals. (For Medicaid consumers, the actual administration of the opioid maintenance medication is
conducted under the Medication Administration service code). The nature of the services provided (such
as dose, level of care, length of service or frequency of visits) is determined by the patient's clinical
needs, but such services always include regularly scheduled psychosocial treatment sessions and daily

medication visits within a structured program. Services function under a defined set of policies and
procedures, including admission, discharge and continued service criteria stipulated by state law and
regulation and the federal regulations at FDA 21 CFR Part 291. Length of service varies with the
severity of the individual's iliness, 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 need 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 and inhibit
the individual's ability to cope with life. 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)).

Target Population

Individuals with a diagnosis of Opioid Dependence.

Benefit Information

Available to all Ongoing Core Customers. Requires MICP New Episode
Request or Update Request (to add as a single service to an existing
authorization).

Utilization Criteria

Available to those with LOCUS scores:

1: Recovery Maintenance and Health Management
2. Low Intensity Community-Based Services

3. High Intensity Community-Based Services

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value

1 encounter

Initial Authorization

With the submission of MICP New Episode: 180 units

Re-Authorization 180 units
Maximum Daily Units 1 unit
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Opioid Maintenance Treatment Provider
763 — Adult Addictive Diseases
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Admission Criteria

Must meet criteria established by the Georgia Regulatory body for opioid
administration programs (Department of Human Resources, Office of
Regulatory Services) and the Food and Drug Administration’s guidelines
for this service.

Continuing Stay Criteria

Must meet criteria established by the Georgia Regulatory body for opioid
administration programs (Department of Human Resources, Office of
Regulatory Services) and the Food and Drug Administration’s guidelines
for this service.

Discharge Criteria

Must meet criteria established by the Georgia Regulatory body for opioid
administration programs (Department of Human Resources, Office of
Regulatory Services) and the Food and Drug Administration’s guidelines
for this service.

Service Exclusions
Clinical Exclusions

Additional Service Criteria:

A.

Required Components

1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse
Treatment Programs, 290-4-2.

2. Must meet and follow criteria established by the Georgia regulatory body for opioid administration
programs (Department of Human Resources, Office of Regulatory Services) and the Food and
Drug Administration’s guidelines for this service.

Staffing Requirements
Clinical Operations
Service Access

Additional Medicaid Requirements
Core providers who are approved to bill Medication Administration may bill HO020 for Medicaid
recipients who receive this service.

Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.

Documentation Requirements

1. If medically necessary for the individual, 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]).

2. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Peer Support Services
HIPAA Code Detall Code | Mod | Mod
Transaction 1 2
Code

Practitioner Level 4, In-Clinic H0038 | HQ U4

Practitioner Level 5, In-Clinic H0038 | HQ us

Peer Support
Services Practitioner Level 4, Out-of-Clinic | H0038 | HQ | U4

Practitioner Level 5, Out-of-Clinic | H0038 | HQ U5

Definition of Service: This service provides structured activities within a peer support center that
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 the identified mental iliness, by exploring possibilities of recovery,
by tapping into consumer strengths related to iliness self-management (including developing 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. 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.

Adults with serious mental illness or co-occurring mental illness and
substance related disorders

Adolescents transitioning into adulthood with SED or co-occurring SED
and substance related disorders

Available to all Ongoing Core Customers. Requires a MICP New Episode

Benefit Information Request or Update Request (to add as a single service to an existing

authorization).

Available to those with LOCUS scores:

1: Recovery Maintenance and Health Management

Utilization Criteria 2. Low Intensity Community-Based Services

3. High Intensity Community-Based Services

4: Medically Monitored Non-Residential

Physician, Psychologist, Physician’s Assistant, Advanced Practice

Target Population

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value 15 minutes

Initial Authorization 3600 units

Re-Authorization 3600 units

Maximum Daily Units 96
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Authorization Period 180 days

UAS: Peer Support Services Provider
Budget and Expense 138 — Adult Mental Health
Categories 738 — Adult Addictive Diseases

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

. Individual may need assistance to develop self-advocacy skills to
achieve decreased dependency on the mental health system; or

. 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

his/her own recovery; or

6. Individual needs peer supports to develop or maintain daily living skills.

1. Individual continues to meet admission criteria; and

2. Progress notes document progress relative to goals identified in the

Individualized Recovery/Resiliency 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:

2. Goals of the Individualized Recovery Plan have been substantially

met; or

3. Consumer/family requests discharge; or

4. Transfer to another service/level is more clinically appropriate.

Crisis Stabilization Program (however, those utilizing transitional beds

within a Crisis Stabilization Program 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: mental retardation, autism, organic
mental disorder, or traumatic brain injury

w

Admission Criteria

N

Continuing Stay Criteria

Discharge Criteria

Service Exclusions

Clinical Exclusions

Additional Service Criteria:

A. Required Components
1. A Peer Supports service may operate as a program within:
« Afreestanding Peer Support Center
« 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.
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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 (consistent with state and
federal regulations, accreditation requirements, and sponsoring agency operating policies), review
and comment on the Peer Support 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.

8. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or

e 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

e Travelis 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

e Travelis 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.

B. Staffing Requirements
1. The following practitioners can provide Peer Support Services:

e 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; and CPSs and PPs with at least a
Bachelor's degree in one of the helping professions such as social work, community
counseling, counseling, psychology, or criminology.
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e Practitioner Level 5: CPS and PP under supervision of a Physician, Psychologist, LCSW,
LPC, LMFT, RN, APRN, PA, LMSW, LAPC, or LAMFT

2. 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.

The Program Leader must be employed by the sponsoring agency at least 0.5 FTE.

4. 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.

5. 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.

6. 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.

7. 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.

8. 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.

9. 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.

w

C. Clinical Operations

1. This service must operate at an established site approved to bill 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 0.C.G.A
Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

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.
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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.

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.

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.)

Implementation of services may take place individually or in groups.

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.

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:

(a) 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

(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

() 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

« 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 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.
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« 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.

« 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
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.

« A description 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.

« A description of the space, furnishings, materials, supplies, transportation, and other
resources available for individuals participating in the Peer Supports services.

« A description of the governing body and/or advisory structures indicating how this
body/structure meets requirements for consumer leadership and cultural diversity.

« A description 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 treatment, symptoms, improvements,
etc. with treating behavioral health and medical practitioners.

. Service Access
Peer Supports 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.

. Additional Medicaid Requirements
Currently, there are no additional Medicaid requirements to be added to the requirements above when
billing Medicaid for this service.

Reporting & Billing Requirements
All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.

2. Each 15 minute 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
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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

For example, a group led by a Practitioner Level 4 that lasts 1 hour should be documented as 4
units of HO038HQU4UG and the intervention type should be noted (such as “Enhancement of
Recovery Readiness” group).

3. 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
activities reported on the daily log or in daily notes to the stated interventions on the individualized
recovery plan, and documents progress toward goals. The progress note may be written by any
practitioner who provided services over the course of that week.

4. If a daily log format is utilized, the consumer and Program Supervisor are required to sign the log
once per week. . The Supervisor's signature is an attestation that the daily activities documented
did indeed occur over the course of that week. The consumer should also sign the log (if the
consumer refuses, documentation of his/her refusal would be indicated in the weekly summary).

5. 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 in/out 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.

6. 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.
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Psychosocial Rehabilitation

HIPAA Code Detall Code | Mod | Mod
Transaction 1 2
Code

Practitioner Level 4, In-Clinic H2017 U4 ue

Practitioner Level 5, In-Clinic H2017 us ué

Psychosocial
Rehabilitation | practitioner Level 4, Out-of-Clinic | H2017 | U4 | U7

Practitioner Level 5, Out-of-Clinic | H2017 us u7

Definition of Service: 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) lllness 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; appropriate use of break times and sick/personal leave;
importance of learning and following the policies/rules and procedures of the workplace; workplace
safety; 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, efc;
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 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, though individual activities are allowable within the service
when more circumstantially appropriate. 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).
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This service may be provided as a step-down from intensive day treatment. Services must be provided
in a clinic or other facility-based setting and available at least 25 hours per week. This service is offered
for a maximum of 5 hours per day.

Target Population

Adults with Serious Mental lllness

Adults with a Co-Occurring Serious Mental lliness and Substance Related
Disorder

Adults with a Co-Occurring Serious Mental lliness and MR/DD

Benefit Information

Available to all Ongoing Core Customers. Requires a MICP New Episode
Request or Update Request (to add as a single service to an existing
authorization).

Utilization Criteria

Available to those with LOCUS scores:

3. High Intensity Community-Based Services

4. Medically Monitored Non-Residential (transition)

5. Medically Monitored Community Residential (transition)

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value Unit=15 minutes
Initial Authorization 450 units
Re-Authorization 450 units
Maximum Daily Units 5 units
Authorization Period 180 days

UAS:
Budget and Expense
Categories

MH Day Services Provider
155 — Adult Mental Health

Admission Criteria

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 to themselves or others; and one or more of the
following:

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.

Continuing Stay Criteria

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); and one or more of the following:

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
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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

Individual has sufficient knowledge and use of community supports; or

Individual demonstrates ability to act on goals and is self sufficient or

able to use peer supports for attainment of self sufficiency; or

Consumer/family need a different level of care; or

Consumer/family requests discharge.

w

Discharge Criteria

>

. Cannot be offered in conjunction with SA Day Services.

. Service can be offered while enrolled in a Crisis Stabilization Program
in a limited manner when documentation supports this combination as a
specific need of the 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.

N (O

Service Exclusions

1. Individuals who require one-to-one supervision for protection of self or
others.

2. Individual has primary diagnosis of substance abuse, developmental
disability, autism, or organic mental disorder without a co-occurring
DSM IV mental disorder diagnosis.

3. Legal status requiring a locked facility.

Clinical Exclusions

Additional Service Criteria:

A. Required Components

1. This service must operate at an established 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.

3. 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 PSR program must not be substantially different from that provided for other uses for
similar numbers of individuals.

4. A PSR program must be operated 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 for any one 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.

6. “Out-of-Clinic” may only be billed when:

e Travel by the practitioner is to a non-contiguous location; and/or
e 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
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e Travelis 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

e Travelis 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.

B. Staffing Requirements

1. The program must be under the direct programmatic supervision of a Certified Psychiatric
Rehabilitation Practitioner (CPRP)1, 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.).

3. The following practitioners can provide psychosocial rehabilitation services:

e Practitioner Level 1. Physician/Psychiatrist (reimbursed at Level 4 rate)
e Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate)
e Practitioner Level 3: LCSW, LPC, LMFT, RN (reimbursed at Level 4 rate)

e 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; MAC, CAC-Il, CADC, CCADC, GCADC
(11, 11); 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

e Practitioner Level 5: CPS, PP, CPRP, CAC-I, RADT (I, II, or Ill), Addiction Counselor
Trainees with high school diploma/equivalent under supervision of one of the
licensed/credentialed professionals above

4. 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.

5. 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.
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At least 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 is in operation regardless of the number of consumers participating. All staff are
encouraged to seek and obtain the CPRP credential. All staff must have an understanding of
recovery and psychosocial rehabilitation principles as published by USPRA and must possess the
skills and ability to assist individuals in their own recovery processes.

Basic knowledge necessary for all staff serving individuals with mental illness 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.

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.

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
iliness.

C. 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 0.C.G.A
Practice Acts as qualified to provide a diagnosis. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

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.

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.

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.

All'individuals 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.

Each individual must be provided assistance in the development and acquisition of needed skills
and resources necessary to achieve stated goals.

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
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stated interests. Some of these 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 illness
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?:

I View each individual as the director of his/her rehabilitation process

ii.  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 illness and teach the skills to manage it

v.  Facilitate the development of recreational pursuits

vi. ~ Value the ability of each individual with a mental iliness 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:

. Engagement with others and with community

ii.  Encouragement

ji.  Empowerment

iv. ~ Consumer Education and Training

v.  Family Member Education and Training

vi.  Assessment

vii.  Financial Counseling

viii. ~ Program Planning

ix.  Relationship Development

X.  Teaching

xi.  Monitoring

xii. ~ Enhancement of vocational readiness

xii. ~Coordination of Services

xiv.  Accommodations

xv.  Transportation

xvi.  Stabilization of Living Situation

xvii. Managing Crises

xviii. Social Life

2 Adapted from Best Practices in Psychosocial Rehabilitation, edited by Hughes and Weinstein.
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xix.  Career Mobility

xX. Job Loss

xxi.  Vocational Independence
A description of the particular rehabilitation models utilized, types of interventions practiced,
and typical daily activities and schedule.
A description 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.
A description 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.
A description 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.
A description of how the plan for services and activities will be modified or adjusted to meet the
needs specified in each IRP.
A description of services and activities offered for education and support of family members.
A description of how consumer requests for discharge and change in services or service
intensity are handled and resolved.

D. Service Access
1. A PSR program must be operated 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 for any one consumer.
2. Psychosocial Rehabilitation 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.

E. Additional Medicaid Requirements
1. Currently, there are no additional Medicaid requirements to be added to the requirements above
when billing Medicaid for this service.

F. Reporting & Billing Requirements
1. Units of service by practitioner level must be aggregated daily before claim submission
2. All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

G. Documentation Requirements
1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
2. Each 15 minute 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:

o

b.
C.
d

the specific type of intervention must be documented

the date of service must be named

the number of unit(s) of service must be named

the practitioner level providing the service/unit must be named
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For example, a group led by a Practitioner Level 4 that lasts 1 hour should be documented as 4
units of H0017U4U6 and the intervention type should be noted (such as “Enhancement of
Recovery Readiness” group).

3. 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
activities reported on the daily log or in daily notes to the stated interventions on the individualized
recovery plan, and documents progress toward goals. The progress note may be written by any
practitioner who provided services over the course of that week.

4. If a daily log format is utilized, the consumer and Program Supervisor are required to sign the log
once per week. The Supervisor's signature is an attestation that the daily activities documented did
indeed occur over the course of that week. The consumer should also sign the log (if the
consumer refuses, documentation of his/her refusal would be indicated in the weekly summary).

5. While billed in increments, the PSR 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 in/out 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.

6. 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
PSR hours, the absence should be documented on the log.

7. When this service is used in conjunction with Crisis Stabilization Programs, 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. Utilization
of psychosocial rehabilitation in conjunction with these services is subject to additional review by
the External Review Organization.
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Residential:
Independent Residential Services

HIPAA Transaction Code Code
Supported Housing (Mental Health) H0043

Supported Housing (Addictive Diseases) H0043

Definition of Service: Independent Residential Service provides scheduled residential service to a
consumer who requires a low level of residential structure to maintain stable housing, continue with their
recovery, and increase self-sufficiency. This residential placement will be of the consumer’s choice and
may be fully integrated in the community in a scattered site individual residence.

Independent Residential Services may only be provided by a DBHDD Contracted Provider.

Adults aged 18 or older with
1. Serious Mental lliness, Addictive Diseases or Co-occurring Mental
Target Population lllness and Addictive Diseases Diagnoses and

2. Demonstrates the need for scheduled residential visits and mild
assistance with residential responsibilities.

Available to those eligible for core customer Ongoing Support and

Recovery services.

Available to those with a LOCUS Level of Care:

1: Recovery Maintenance and Health Management

Benefit Information 2. Low Intensity Community Based Services

3. High Intensity Community Based Services

4. Medically Monitored Non-residential Services

Utilization Criteria

Unit Value Unit= 1 day
Reimbursement Rate N/A
Initial Authorization 180 units
Re-Authorization 180 units
Maximum Daily Units 1 unit
Authorization Period 180 days
UAS: Residential Services Provider
Budget and Expense 141~ Adult Mental Health
Categories 744 — Adult Addictive Diseases
1. Individual must meet target population as indicated above, and
Admission Criteria 2. Individual demonstrates ability to live with minimal supports and

3. Individual, states a preference to live independently.

Consumer continues to benefit from and require minimal community
supports.

1. Consumer, or appropriate legal representative, no longer desires
service, or

2. Consumer no longer meets program and/or housing criteria.

Continuing Stay Criteria

Discharge Criteria
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Service Exclusions None.

Clinical Exclusions developmentally disabled persons who do not have co-occurring mental

1. Individuals with the following conditions are excluded from admission
unless there is documented evidence of a psychiatric condition:

illness or substance abuse issues, autism, organic mental disorder, or
traumatic brain injury.

Additional Service Criteria:

A. Required Components

1.

2.

The organization must have an executive director or program director charged with the
responsibility for day-to-day management of the organization.

If applicable, the organization must be licensed by the Georgia Office of Regulatory Services to
provide residential services to consumers with mental illness and/or substance abuse
diagnosis.

The Independent Residential Service provides scheduled visits to a consumer’s apartment or
home to assist with residential responsibilities.

Services must be provided at a time that accommodates consumers’ needs, which may include
during evenings, weekends, and holidays.

This service requires a minimum of 1 face-to-face contact with the consumer in their home
each week.

Independent Residential Services may only be provided within a supportive housing program
or within the consumer’s own apartment or home.

There must be a written emergency response plan which is clearly conveyed to the consumer
and gives 24/7 access to a residential services specialist in the event of a crisis.

B. Staffing Requirements

1.

2.

3.
4,

Residential Managers may be persons with at least 2 years experience providing MH or AD
services and with at least a high school diploma; however, this person must be supervised by a
licensed staff member (including LMSW, LAMFT, LAPC or 4 year RN).

Persons with high school diplomas, GEDs, or higher degrees may provide direct support
services under the supervision of a Residential Manager.

A staff person must be available 24/7 to respond to emergency calls within one hour.

A minimum of one staff per 35 consumers may not be exceeded.

C. Program Operations

1.

The organization must have a written description of the Independent Residential Service
offered that includes, at a minimum, the purpose of the service; the intended population to be
served; service philosophy/model; level of supervision and oversight provided; and outcome
expectations for its residents.

The focus of Independent Residential Service is to view each consumer as the director of
his/her own recovery; to promote the value of self-help and peer support; to provide
information about mental illness and coping skills; to promote social skills, community
resources, and individual advocacy; to promote employment and education to foster self-
determination and career advancement; to support each consumer in using community
resources to replace the resources of the mental health system no longer needed; to support
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each consumer to fully integrate into scattered site residential placement or in housing of his or
her choice; and to provide necessary support and assistance to the consumer that furthers
recovery goals, including transportation to appointments and community activities that promote
recovery.

3. The Goal of Independent Residential Supports is to fully integrate the consumer into an
accepting community in the least intrusive environment that promotes housing of his/her
choice.

4. The outcomes of Independent Residential Supports will focus on recovery, housing,
employment and meaningful life in the community. These outcomes will be measured based
upon:

a. Reduction in hospitalizations;

b. Reduction in incarcerations;

c. Maintenance of housing stability;

d. Participation in education, vocational training or gainful employment, if this is a goal in the
Individualized Recovery plan;

e. Participation in community meetings and other social and recreational activities;

f.  Participation in activities that promote recovery and community integration.

D. Service Access

In addition to receiving Independent Residential Services, consumers shall be linked to adult mental
health and/or addictive disease services, as applicable, including Core or Private psychiatrist and
Specialty services.

E. Additional Medicaid Requirements
This is not a Medicaid reimbursable service.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.

G. Documentation Requirements

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
0.C.G.A. Practice Acts as qualified to provide a diagnosis.

2. Providers must document services in accordance with the specifications for documentation
found in “Documentation Guidelines” in Part Il, Section IV of this manual.

3. The organization must develop and maintain sufficient written documentation to support the
Independent Residential Services for which billing is submitted. This documentation, at a
minimum, must confirm that the individual for whom billing is requested was enrolled in the
Independent Residential Services on the billing date and that residential contact and support
services are being provided at least once per week. The individual's record must also include
each week’s programming/service schedule in order to document the provision of the personal
support activities.

4. Providers must provide documentation that demonstrates compliance with a minimum of 1
face-to-face contact per week, which includes date and time in/time out.

5. Weekly progress notes must be entered in the individual’s record to enable the monitoring of
the individual’s progress toward recovery goals and to reflect the Individualized Recovery Plan
implementation. The individual's record should include health issues or concerns and how they

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 285 of 314



are being addressed, appointments for psychiatric and medical care that are scheduled for the
consumer, attendance at other treatments such as addictive diseases counseling that staff
may be assisting the consumer to attend, assistance provided to the consumer to help him or
her reach recovery goals and the consumer’s participation in other recovery activities.

6. Each note must be signed and dated and must include the professional designation of the
individual making the entry.

7. 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 Independent Residential Services being
delivered.
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Residential:
Intensive Residential Services

HIPAA Transaction Code Code Mod1

Supported Housing (Mental Health) H0043

Supported Housing (Addictive Diseases) H0043

Definition of Service: Intensive Residential Service provides around the clock assistance to
consumers within a residential setting that assists them to successfully maintain housing stability in the
community, continue with their recovery, and increase self-sufficiency.

Intensive Residential Service may only be delivered by a DBHDD Contracted Provider.

Target Population

Adults aged 18 or older with

1. Serious Mental lllness, Addictive Disease Issues, or Co-occurring
Mental lllness and Addictive Diseases Diagnosis and

2. Frequent psychiatric hospitalizations, i.e., more than 2 admissions in
the last year and/or lengthy admission in the last year (more than 30
days); or

3. Frequent incarcerations, i.e., more than 2 incarcerations in the last year
or lengthy incarceration in the last year (more than 60 days) or

4. Those who require a highly supportive environment with 24/7 awake
staff to divert from going to a more intensive level of care.

Utilization Criteria

Available to those eligible for Core Customer Ongoing Support and
Recovery services.

Benefit Information

Available to those with a LOCUS Level Of Care :
3: High Intensity Community Based Services
4. Medically Monitored Non-Residential Services
5: Medically Monitored Residential Services

Unit Value Unit= 1 day
Reimbursement Rate N/A

Initial Authorization 180 units
Re-Authorization 180 units
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Residential Services Provider
143 — Adult Mental Health
744 — Adult Addictive Diseases

Admission Criteria

Individual must meet target population as indicated above and have a

Core Provider, ACT Provider, or private psychiatrist; and one or more of

the following:

1. Individual's symptoms/behaviors indicate a need for continuous
monitoring and supervision by 24/7 awake staff to ensure safety; or

2. Individual has insufficient or severely limited skills needed to maintain
stable housing and had failed using less intensive residential
supports.
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Continuing Stay Criteria | Individual continues to meet Admission Criteria

1. Individual can effectively and safely be supported with a more
appropriate level of service due to change in individual's level of
functioning; or

2. Individual or appropriate legal representative, requests discharge.

None

Discharge Criteria

Service Exclusions

1. Individuals with the following conditions are excluded from admission
unless there is documented evidence of psychiatric condition:

Clinical Exclusions developmentally disabled persons who do not have co-occurring mental

iliness or substance abuse issues, autism, organic mental disorder, or

traumatic brain injury.

Additional Service Criteria:

A. Required Components

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 Office of Regulatory Services to
provide residential services to consumers with mental illness and/or substance abuse diagnosis.

3. The residential program must provide a structured and supported living environment 24 hours a
day, 7 days a week with AWAKE staff on-site at all times.

4. Intensive Residential Service must provide a minimum of 5 hours per week of skills training
programming relevant to the consumer’s Individual Recovery Plan (IRP).

B. Staffing Requirements

1. Residential Managers may be persons with at least 2 years experience providing MH or AD
services and at least a high school diploma; however this person must be directly supervised
by a licensed staff member (including LMSW, LAMFT, LAPC, or 4-year RN).

2. Persons with high school diplomas, GEDs or higher, who have completed the paraprofessional
training required for DBHDD contracted organizations and under the supervision of a
Residential Manager may perform residential services.

3. A minimum of at least one (1) awake on-site staff 24/7.

C. Program Operations

1. The organization must have a written description of the Intensive Residential Service offered that
includes, at a minimum, the purpose of the service; the intended population to be served; service
philosophy/model, level of supervision and oversight provided; and outcome expectations for its
residents.

2. Intensive Residential Service assists those individuals with an intensive need for personal supports
and skills training to restore, develop, or maintain skills in functional areas in order to live
meaningful lives in the community; develop or maintain social relationships, and participate in social,
interpersonal, vocational, recreational or community activities. Services must be delivered to
consumers relevant to their individualized Recovery Plan.

3. Intensive Residential Service must provide a minimum of 5 hours of skills training and/or support
activities per week that relate to the individual’s IRP.
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Skills Training may include interpersonal skills training; coping skills/problem solving; symptom
identification and management; cooking; maintaining a residence; using public transportation;
shopping; budgeting and other needed skills training as identified in the IRP.

Support Activities may include daily contacts by Intensive Residential Service staff daily to monitor
physical and mental health needs; crisis intervention when needed; assistance with scheduling of
medical and mental health appointments; the supervision of the self-administration of medications;
transportation to medical/dental/mental health/employment/recreational activities; participation in
community activities; and other needed supports as identified in the IRP.

D. Service Access
In addition to receiving Intensive Residential Services, consumers will be linked to adult mental health
services including Core or private psychiatrist or Specialty Services.

E. Additional Medicaid Requirements
This is not a Medicaid reimbursable service.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.

G. Documentation Requirements

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 0.C.G.A.
Practice Acts as qualified to provide a diagnosis.

Providers must document services in accordance with the specifications for documentation found
in “Documentation Guidelines” in Part Il, Section IV of this document.

The organization must develop and maintain sufficient written documentation to support the
Intensive Residential Service 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 Intensive Residential
Service on the date of service. The individual's record must also include each week’s
programming/service schedule in order to document the provision of the required amount of skills
training and support activities.

Weekly progress notes must be entered in the individual’s record to enable the monitoring of the
individual's progress toward IRP and recovery goals.

The record should include health issues and how they are being addressed; appointments for
psychiatric and medical care that are scheduled for the consumer; attendance at other treatments
such as addictive diseases counseling that staff may be assisting consumer to attend; assistance
provided to the consumer to help him or her reach recovery goals; and the consumer’s participation
in other recovery activities.

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
service provider. The name, title, and credentials of the individual providing the service must
reflect the staffing requirements established for the Intensive Residential Service being delivered.

H. Facilities Management (applicable to traditional residential settings such as group homes, Treatment
facilities, etc.)
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1. Each resident facility must be arranged and maintained to provide adequate measures for the
health, safety, access and well being of the residents.

2. Each resident facility must comply with all relevant safety codes.

3. Allareas of the residential facility must be clean, safe, appropriately equipped, and furnished for
the services delivered.

4. The facility must comply with the Americans with Disabilities Act.

5. The facility must maintain a written evacuation plan to be used in the case of fire or other disaster.
An appropriate written certification of compliance must be obtained indicating that all applicable fire
and safety code requirements have been satisfied. Periodic fire and other safety drills must be
conducted.

6. Evacuation routes must be clearly marked by exit signs.

7. The program must be responsible for providing physical facilities that are structurally sound and
that meet all applicable federal, state, and local regulations for adequacy of construction, safety,
sanitation, and health.
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Residential:
Semi-Independent Residential Services

HIPAA Transaction Code Code

Supported Housing (Mental Health) H0043

Supported Housing (Addictive Diseases) H0043

Definition of Service: Semi-Independent Residential Service on-site programming for consumers
within a residential setting to assist them to successfully maintain stable housing, continue with their
recovery, and increase self-sufficiency.

Semi Independent Residential Services may only be provided by a DBHDD Contracted Provider.

Target Population

Adults aged 18 or older with

1. Serious Mental lliness, Addictive Disease Issues, or Co-occurring
Mental lliness and Addictive Diseases Diagnoses and

2. Demonstrates the need for 24/7 available staff support, daily contact,
and moderate assistance with residential responsibilities.

Utilization Criteria

Available to those eligible for Core Customer Ongoing Support and
Recovery services.

Benefit Information

Available to those with a LOCUS Level Of Care:
2. Low Intensity Community based Services
3: High Intensity Community-Based Services
4. Medically Monitored Non-Residential Services

Unit Value Unit= 1 day
Reimbursement Rate N/A

Initial Authorization 180 units
Re-Authorization 180 units
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Residential Services Provider
142- Adult Mental Health
744 Adult Addictive Diseases

Admission Criteria

1. Individual must meet target population as indicated above; and one or
more of the following:

2. Individual's symptoms/behaviors indicate a need for moderate skills
training and personal supports; or

3. Individual has limited skills needed to maintain stable housing and has
failed using a less intensive residential service; or

4. Individual requires frequent medication assistance to prevent relapse.

Continuing Stay Criteria

Individual continues to meet Admission Criteria

Discharge Criteria

1. Individual can effectively and safely be supported with a more
appropriate level of service due to change in individual’s level of
functioning; or

2. Individual or appropriate legal representative requests discharge.
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Service Exclusions

None

Clinical Exclusions developmentally disabled persons who do not have co-occurring

1. Individuals with the following conditions are excluded from admission
unless there is documented evidence of psychiatric condition:

mental illness or substance abuse issues, autism, organic mental
disorder, or traumatic brain injury.

Additional Service Criteria:

A. Required Components

1.

2.

The organization must have an executive director or program director charged with the
responsibility for day-to-day management of the organization.

If applicable, the organization must be licensed by the Georgia Office of Regulatory Services to
provide residential services to consumers with mental illness and/or substance abuse
diagnosis.

The residential program must provide a supported living environment 24 hours, 7 days a week.
Staff will be on-site for at least 36 hours each week to accommodate residents’ needs. There
must be an emergency response plan when staff is not scheduled on-site.

Within the required 36 hours of staffing coverage, Semi-Independent Residential Service must
provide a minimum of 3 hours per week of skills training and/or personal support relevant to
the consumer’s Individualized Recovery Plan.

B. Staffing Requirements

1.

3.
4

Residential Managers may be persons with at least 2 years experience providing MH or AD
services and at least a high school diploma; however, this person must be directly supervised
by a licensed staff member (including LMSW, LAMFT, LAPC or 4 year RN).

Persons with high school diplomas, GEDs, or higher, who have completed the
paraprofessional training required for DBHDD contracted organizations may provide direct
support services under the supervision of a Residential Manager.

A staff person must be available 24/7 to respond to emergency calls within one (1) hour.

A staff person must be on site at least 36 hours a week.

C. Program Operations

1.

The organization must have a written description of the Semi-Independent Residential Service
offered that includes, at a minimum, the purpose of the service; the intended population to be
served; level of supervision and oversight provided; and outcome expectations for its residents.
The focus of Semi-Independent Residential Service is to view each consumer as the director of
his/her own recovery; to promote the value of self-help and peer support; to provide
information about mental illness and coping skills; to promote social skills, community
resources, and individual advocacy; to promote employment and education to foster self-
determination and career advancement; to support each consumer in using community
resources to replace the resources of the mental health system no longer needed; and to
support each consumer to fully integrate into scattered site residential placement or in housing
of his or her choice, and to provide necessary support and assistance to the consumer that
furthers recovery goals, including transportation to appointments and community activities that
promote recovery.
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3. The Goal of Semi-Independent Residential Supports is to further integrate the consumer into
an accepting community in the least intrusive environment that promotes housing of his/her
choice.

4. The outcomes of Semi-Independent Residential Supports will focus on recovery, housing,
employment, and meaningful life in the community. These outcomes will be measured based
upon:

a. Reduction in hospitalizations;

b. Reduction in incarcerations;

c. Maintenance of housing stability;

d. Participation in education, vocational training or gainful employment, if this is a goal in the
Individualized Recovery Plan;

e. Participation in community meetings and other social and recreational activities;

f.  Participation in activities that promote recovery and community integration.

5. Semi-Independent Residential Service assists those individuals who will benefit from a
moderate level of personal support and skill training to restore, develop, or maintain skills in
functional areas in order to live meaningful lives in the community; develop or maintain social
relationships; and participate in social, interpersonal, recreational or community activities.
Services must be delivered to individuals according to their IRP.

6. Semi-Independent Residential Service provides at least 36 hours of on-site residential service
and a minimum of 3 hours of direct skills training and/or individual support each week. This
level of residential service shall include:

Skill Training Activities such as budgeting, shopping, menu planning and food preparation, leisure

skill development, maintaining a residence, using public transportation, symptom identification and

management, medication self-administrating training, and other needed skills training as identified
in the IRP.
AND

Personal Support Activities such as daily face-to-face contact with the consumer by Residential

Service staff to ensure needs are being met; supportive counseling; crisis intervention as needed:;

tracking of appointments, assistance with transportation to appointments, shopping, employment,

academics, recreational and support activities, and other needed supports as identified in the IRP

D. Service Access

In addition to receiving Semi Independent Residential Services, consumers will be linked to adult
mental health and/or addictive disease services including Core or private Psychiatrist or Specialty
services.

E. Additional Medicaid Requirements
This is not a Medicaid reimbursable service.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.

G. Documentation Requirements
1. Individuals receiving this service must have a qualifying diagnosis present in the medical
record prior to the initiative of services. The diagnosis must be given by persons identified in
0.C.G.A. Practice Acts as qualified to provide a diagnosis.
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Providers must document services in accordance with the specifications for documentation
found in “Documentation Guidelines” in Part I, Section IV of this manual.

The organization must develop and maintain sufficient written documentation to support that
Semi-Independent Residential Services were provided to the individual, as defined herein and
according to billing. This documentation must confirm that the individual for whom billing is
requested was a resident of the Semi-Independent Residential Services on the date billed.
The individual’'s record must also include each week’s programming/ service schedule in order
to document provision of the required amount of skill training and personal support activities.
Providers must provide documentation that demonstrates compliance with a minimum of 3
hours each week of skills training and personal support activities, which include date, and time
in/time out of contact.

Weekly progress notes must be entered in the individual's record to enable the monitoring of
the individual’s progress toward meeting treatment and rehabilitation goals and to reflect the
Individualized Recovery Plan implementation.

The record should include health issues or concerns and how they are being addressed,
appointments for psychiatric and medical care that are scheduled for the consumer,
attendance at other treatments, such as addictive diseases counseling that staff may be
assisting the consumer to attend, assistance provided to the consumer to help him or her
reach recovery goals, and the consumer’s participation in other recovery activities.

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 Semi-Independent Residential Services
being delivered.

H. Facilities Management (applicable to traditional residential settings such as group homes,
Treatment facilities, etc.)

1.

2.
3.

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

Each resident facility must comply with all relevant safety codes.

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

The facility must comply with the Americans with Disabilities Act.

The facility must maintain a written evacuation plan to be used in the case of fire or other
disaster. An appropriate written certification of compliance must be obtained indicating that all
applicable fire and safety code requirements have been satisfied. Periodic fire and other
safety drills must be conducted.

Evacuation routes must be clearly marked by exit signs.

The program must be responsible for providing physical facilities that are structurally sound
and that meet all applicable federal, state, and local regulations for adequacy of construction,
safety, sanitation, and health.
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Residential Substance Detoxification
HIPAA Transaction
Code
Alcohol and/or Other

Code Detalil

Drug Services; Sub-acute
Detoxification (Residential
Addiction Program
Outpatient

Definition of Service: Residential Substance Detoxification is an organized and voluntary service that
may be delivered by appropriately trained staff who provide 24-hour per day, 7 day per week
supervision, observation and support for individuals during detoxification. Residential detoxification is
characterized by its emphasis on medical monitoring and/or on peer/social support, and should reflect a
range of residential detoxification service intensities from ASAM (American Society of Addiction
Medication) Level 11.2D to 11.7D. These levels provide care for individuals whose
intoxication/withdrawal signs and symptoms may only require 24-hour supervision, observation and
support by appropriately trained staff with an emphasis on peer/social support that cannot be provided
by the individual's natural support system, or that are sufficiently severe enough to require 24-hour
medically monitored withdrawal management and support from medical and nursing professionals in a
permanent facility with inpatient beds. All programs at these levels rely on established clinical protocols
to identify individuals who are in need of medical services beyond the capacity of the facility and to
transfer such individuals to more appropriate levels of service.

Target Population Adults and Older Adolescents with a diagnosis of one of the following:
303.00

291.81

291.0

292.89

292.0

Benefit Information Available to all Ongoing Core Customers. Requires a MICP New Episode
Request or Update Request (to add as a single service to an existing
authorization).

Utilization Criteria Available to those with LOCUS scores:

3. High Intensity Community-Based Services

4: Medically Monitored Non-Residential

5: Medically Monitored Community Residential

6. Medically Managed Residential

Ordering Practitioner Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value Unit=1 day (per diem)

Initial Authorization 30 days

Maximum Daily Units 1 unit

Re-Authorization
Authorization Period 30 days
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UAS: Addictive Diseases Detoxification Services Provider

Budget and Expense 765 — Adult Addictive Diseases
Categories 865 — C&A Addictive Diseases
Admission Criteria 1. Individual has a Substance Related Disorder as defined in the latest

version of the DSM (ASAM PPC-2, Dimension-1 and is experiencing
signs of severe 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 severe withdrawal syndrome is imminent; and is assessed as
manageable at this level of service; and
2. There is strong likelihood that the individual will not complete
detoxification at another level of service and enter into continued
treatment or self-help recovery as evidenced by one of the following:
a. individual requires medication and has recent history of
detoxification at a less intensive service level, marked by past and
current inability to complete detoxification and enter continuing
addiction treatment; individual continues to lack skills or supports
to complete detoxification, or
b. individual has a recent history of detoxification at less intensive
levels of service marked by inability to complete detoxification or
enter into continuing addiction treatment and continues to have
insufficient skills to complete detoxification, or
c. individual has co-morbid physical or emotional/behavioral
condition that is manageable in a Level 111.7-D setting but which
increases the clinical severity of the withdrawal and complicates
detoxification.
Continuing Stay Criteria | Individual’s withdrawal signs and symptoms are not sufficiently resolved so
that the individual can be managed in a less intensive service.
Discharge Criteria 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
3. Individual requests discharge and individual is not in imminent danger
of harm to self or others; or
4. Individual's signs and symptoms of withdrawal have failed to respond to
treatment and have intensified (as confirmed by higher scores on the
CIWA-Ar or other comparable standardized scoring system), such that
transfer to a Level IV-D detoxification service is indicated.
Service Exclusions ACT, Nursing Assessment and Medication Administration (Medication
administered as a part of Residential Detoxification is not to be billed as
Medication Administration.)
Clinical Exclusions Concomitant medical condition and/or other behavioral health issues
warrant inpatient treatment or Crisis Stabilization Program admission.

Additional Service Criteria:

A. Required Components
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1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse
Treatment Programs, 290-4-2.

2. A physician’s order in the individual's record is required to initiate a detoxification regimen.

Medication administration may be initiated only upon the order of a physician.

4. 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.

w

B. Staffing Requirements
1. Services must be provided by a combination of nursing, other licensed medical staff, and other
residential support under supervision of a physician.
2. In programs that are designed to target older adolescents, staffing patterns must reflect staff
expertise in the delivery of services to that age population. In addition, higher staffing ratios would
be expected in these programs related to supervision.

C. 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. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol.

D. Service Access

E. Additional Medicaid Requirements
1. For Medicaid recipients, certain individual services may be billed to Medicaid if the individual is
receiving this service as a part of a Crisis Stabilization Program (see CSP service description for
billable services).
2. For those CSPs that bill Medicaid, the program bed capacity is limited to 16 beds.

F. Reporting & Billing Requirements
All applicable MICP and other DBHDD reporting requirements must be met.

G. Documentation Requirements

Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.
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Respite

HIPAA Transaction
Code

Respite Care Services,
Not in the Home (Out of
Home), Per Diem
Unskilled Respite Care,
Not Hospice (In Home),
Per Diem

Code Detail

Definition of Service: Respite services are brief periods of support or relief from current debilitating
situations for individuals with mental illnesses and/or substance related disorders. Respite is provided:
(1) when an individual is experiencing a psychiatric, substance related or behavioral crisis and needs
structured, short-term support; (2) consumer-identified natural supports are unable to provide necessary
illness-management support and thus the individual is in need of additional support or relief; or (3) when
the individual and his/her identified natural supports experience the need for therapeutic relief from the
stresses of their mutual cohabitation. Respite may be provided in-home (i.e. provider delivers service in
individual’'s home) or out-of-home (individual receives service outside of their home), and may include
day activities as well as overnight activities/accommodations as appropriate to the situation.

Adults experiencing:
Severe and Persistent Mental lliness
Substance-Related Disorders
Co-Occurring Substance-Related Disorders and Mental lliness
Co-Occurring Mental lliness and Mental Retardation
Co-occurring Substance-Related Disorders and Mental Retardation
Available to all Ongoing Core Customers. Requires a MICP New Episode
Benefit Information Request or Update Request (to add as a single service to an existing
authorization).
Available to those with LOCUS scores:
2. Low Intensity Community-Based Services
3: High Intensity Community-Based Services
4. Medically Monitored Non-Residential
Physician, Psychologist, Physician’s Assistant, Advanced Practice

Target Population

Utilization Criteria

Ordering Practitioner Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW
Unit Value 1 day

While the actual respite should be very short-term in nature, this service
can be authorized as part of a 180 day Recovery/Resiliency plan. A
maximum of 30 days may be provided to a single individual in a single
authorization period.

Initial Authorization

Re-Authorization 180 days
Maximum Daily Units 1 unit
Authorization Period 180 days
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UAS: Consumer/Family Support Services Provider
Budget and Expense 136 — Adult Mental Health
Categories 736 — Adult Addictive Diseases

Admission Criteria

1. Individual meets target population as identified above; and

2. Individual has a need for short-term support which could delay or
prevent the need for out-of-home placement or higher levels of service
intensity (such as acute hospitalization); and one or more of the
following:

3. Individual has a circumstance which destabilizes his/her current living
arrangement and the provision of this service would provide short-term
relief and support of the individual; or

4. The consumer-identified natural supports network has an immediate
need for support and relief from its role of supporting the individual in
his/her behavioral health crises

5. The consumer-identified natural supports network has an immediate
need to participate in an emergency event during which lack of support
may cause the individual a setback in his/her Recovery plan.

Continuing Stay Criteria

1. Individual continues to meet admission criteria as defined above; and
2. Individual has developed a Recovery goal to develop natural supports
that promote the self/family-management of these needs.

Discharge Criteria

1. Individual requests discharge; or
2. Individual has acquired natural supports that supplant the need for this
service.

Service Exclusions

Traditional 24/7 Residential Supports

Clinical Exclusions

1. Individuals with the following conditions are excluded from admission
unless there is clearly documented evidence of psychiatric condition
overlaying the primary diagnosis: mental retardation, autism, organic
mental disorder, traumatic brain injury.

2. Individual 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).

Additional Service Criteria:
A. Required Components
B. Staffing Requirements

C. Clinical Operations

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. These practitioners include a licensed psychologist, a physician or
a PA or APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job

description or protocol.

D. Service Access
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A maximum of 30 days may be provided to a single individual in a single authorization period.

E. Additional Medicaid Requirements
Not applicable. Not a Medicaid-billable service.

F. Reporting & Billing Requirements
All other applicable MICP and DBHDD reporting requirements must be met.

G. Documentation Requirements
Providers must document services in accordance with the specifications for documentation

requirements specified in Part Il, Section V of the Provider Manual.
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Substance Abuse Intensive Outpatient
(SA Day Treatment)

HIPAA Transaction Code \Code \ Mod1 | Mod2 \ Mod3 Mod4
See Item E.1. Below

Definition of Service: A time limited multi-faceted approach treatment service for adults who require
structure and support to achieve and sustain recovery from substance related disorders. These services
are available during the day and evening hours to enable individuals to maintain residence in their
community, continue to work or go to school and to be a part of their family life. The following elements
of this service model will include:

Behavioral Health Assessment

Psychiatric Treatment

Nursing Assessment

Diagnostic Assessment

Consumer Support Individual Services

Individual Counseling

Group Counseling (including psycho-educational groups focusing, relapse prevention and
recovery)

8. Family Counseling/Training (including psychoeducation) for Family Members

No ok owPE

The SA Intensive Outpatient Package emphasizes reduction in use and abuse of substances and/or
continued abstinence; the negative consequences of substance abuse; development of social support
network and necessary lifestyle changes; educational skills; vocational skills leading to work activity by
reducing substance abuse as a barrier to employment; social and interpersonal skills; improved family
functioning; the understanding of addictive disease; and the continued commitment to a recovery and
maintenance program.

Services are provided according to individual needs and goals as articulated in the treatment plan. The

programmatic goal of the service must be clearly articulated by the provider, utilizing the best/evidenced

based practices for the service delivery and support that are based on the population(s) and issues to be
addressed. Practitioners providing this service are expected to maintain knowledge and skills regarding

current research trends in best/evidence based practices.

Adult Core Customers with substance abuse disorders, including those with

Vgt o gt co-occurring mental illness, or Developmental Disabilities

Requires a MICP New Episode Request or Update request (to add as a

Benefit Information ) . - N
single service to an existing authorization)
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Utilization Criteria

Available to those with LOCUS scores:

3: High Intensity Community-Based Services

4: Medically Monitored Non-Residential (transition)

5: Medically Monitored Community Residential (transition)
6: Medically Managed Residential (transition)

Ordering Practitioner

Physician, Physician’s Assistant, Advanced Practice Registered Nurse
(Clinical Nurse Specialist or Nurse Practitioner)

Unit Value

See Authorization Package/Service Group Detalil

Initial Authorization

See Authorization Package/Service Group Detalil

Re-Authorization

See Authorization Package/Service Group Detail

Authorization Period

180 days

UAS:
Budget and Expense
Categories

Addictive Disease Day Services Provider
Report UAS Codes as associated with unbundled services in Item E1 below.

Admission Criteria

1. ADSM IV diagnosis of Substance Abuse or Dependence or substance-
related disorder with a co-occurring DSM 1V diagnosis of mental illness
or DD; and

2. The individual is able to function in a community environment even with

impairments in social, medical, family, or work functioning; and

The individual is sufficiently motivated to participate in treatment; and

4. One or more of the following:

a. 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
functioning; or

b. The individual's substance abuse history after previous treatment
indicates that provision of outpatient services alone (without an
organized program model) is not likely to result in the individual's
ability to maintain sobriety; or

c. There is a reasonable expectation that the individual can improve
demonstrably within 3-6 months; or

d. The individual is assessed as needing ASAM Level Il or IIl.1; or

e. The individual has no significant cognitive and/or intellectual
impairments that will prevent participation in and benefit from the
services offered and has sufficient cognitive capacity to
participate in and benefit from the services offered; or

f.  The individual is not actively suicidal or homicidal, and the
individual’s crisis, and/or inpatient needs (if any) have been met
prior to participation in the program.

w

Continuing Stay Criteria

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
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been met.
3. There is a reasonable expectation that the individual can achieve the goals
in the necessary reauthorization time frame.

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. Consumer 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
3. Clinical staff determines that consumer no longer needs ASAM Level
Il and is now eligible for aftercare and/or transitional services

Discharge Criteria Transfer to a higher level of service is warranted by change in the

1. Individual's condition or nonparticipation; or

2. The individual refuses to submit to random drug screens; or

3. Consumer exhibits symptoms of acute intoxication and/or withdrawal
or

4. The individual requires services not available at this level or

5. Consumer 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

Services cannot be offered with Mental Health Intensive Outpatient Package
or Psychosocial Rehabilitation. When offered with ACT, documentation must

Service Exclusions indicate efforts to minimize duplication of services and effectively transition

the individual to the appropriate services. This combination of services is
subject to review by the External Review Organization

Additional Service Criteria:

A. Required Components

1.

2.

3.

This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse
Treatment Programs, 290-4-2.

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.
These services should be scheduled and available at least 5 hours per day, 4 days per week (20
hrs/week), with no more than 2 consecutive days without service availability for high need
individuals (ASAM Level I1.5). For programs that have a lower intensity program Level, it should be
at least ASAM Level 1.1 which includes 9 hours of programming per week.

The program utilizes methods, materials, settings, and outside resources appropriate to the
developmental and cognitive levels, capabilities, age, gender, and culture of participants.

The program utilizes methods, materials, approaches, activities, settings, and outside resources
appropriate for and targeted to individuals with co-occurring disorders of mental illness and
substance abuse and targeted to individuals with co-occurring developmental disabilities and
substance abuse when such individuals are referred to the program.
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6.

7.

8.

10.

The program conducts random drug screening and uses the results of these tests for marking
participant’s progress toward goals and for service planning.

The program is provided over a period of several weeks or months and often follows detoxification
or residential services.

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. (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 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.).
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 physical space during the hours
the SA Intensive Outpatient Services is in operation.

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 participating
individuals” use within the Substance Abuse Intensive Outpatient package must not be
substantially different from that provided for other uses for similar numbers of individuals.

B. Staffing Requirements

1.

2.

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.

Services must be provided by staff who are:

a. Level 4 (LAPC, LMSW, CACII, CADC, CCADC and Addiction Counselor Trainee with
supervision)

b. Level 5 (Paraprofessionals, high school graduates) under the supervision of an Level 4 or
above

It is necessary for all staff who provide this “co-occurring capable” service to have basic knowledge

in the Georgia DBHDD content areas in the Suggested Best Practices Principles and Staff

Capabilities for Services Serving Individuals with Co-Occurring Disorders document included in

this Provider Manual

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.

There must be at least a Level 4 practitioner on-site at all times the service is in operation,

regardless of the number of individuals participating.

The maximum face-to-face ratio cannot be more than 12 individuals to 1 direct program staff based

on average daily attendance of individuals in the program.

The maximum face-to-face ratio cannot be more than 20 individuals to 1 SAP based on average

daily attendance of individuals in the program.
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8. A physician 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 and psychiatric consultation, assessment, and 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.

Level 4 staff 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.

C. Clinical Operations

1.

2.

It is expected that the transition planning for less intensive service will begin at the onset of these

services. Documentation must demonstrate this planning.

Consumers receiving the Substance Abuse Intensive Outpatient Package 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 (Level 1).
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.

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 strengths and needs in the consumer’s living, learning, social, and working
environments. Implementation of services may take place individually or in groups.

Each consumer must be provided assistance in the development and acquisition of needed skills

and resources necessary to achieve sobriety and/or reduction in abuse and maintenance of

recovery.
Substance Abuse Intensive Outpatient Package must offer a range of skill-building and recovery

activities within the program.
The following the services must be included in the SA Intensive Outpatient Package. Many of
these activities are reimbursable through Medicaid.

The activities include but not limited to:
k. Group Outpatient Services:
I.  Psycho-educational activities focusing on the disease of addiction prevention, the
health consequences of addiction, and recovery
ii. Therapeutic group treatment and counseling
iii. Leisure and social skill-building activities without the use of substances
iv. Linkage to natural supports and self-help opportunities
| Individual Outpatient Services
. Individual counseling
ii. Individualized treatment, service, and recovery planning
iii. Linkage to health care
m. Family Outpatient Services
i. Family education and engagement
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n. Community Support
. Vocational readiness and support
ii. Service coordination unless provided through another service provider
0. Behavioral Health Assessment & Service Plan Development and Diagnostic
Assessment
. Assessment and reassessment
p. Services not covered by Medicaid
. Drug screening/toxicology examinations

8. 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 Intensive Outpatient
Package:

g. Community Support- for housing, legal and other issues

r.Individual counseling in exceptional circumstances for traumatic stress and other mental
ilinesses for which special skills or licenses are required

S. Physician assessment and care

t.  Psychological testing

u. Health screening.

9. The program must have a Substance Abuse Intensive Outpatient Services Organizational Plan
addressing the following:

v. 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).

w. The schedule of activities and hours of operations.

Staffing patterns for the program.

y. How the activities listed above in Items 4 and 5 will be offered and/or made available to
those individuals who need them, including how that need will be determined.

z. How assessments will be conducted.

aa. How staff will be trained in the administration of addiction services and technologies.

bb. How staff will be trained in the recognition and treatment of co-occurring disorders of
mental illness and substance abuse pursuant to the Georgia Best Practices

cc. 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.

dd. 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

ee. How services will be coordinated with the substance abuse array of services including
assuring or arranging for appropriate referrals and transitions.

ff. How the requirements in these service guidelines will be met.

=

D. Service Access
The package is offered at least 5 hours per day at least 4 days per week with no more than 2
consecutive days between offered services, and distinguishes between those individuals needing
between 9 and 20 hours per week of structured services per week (ASAM Level I1.1) and those
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needing 20 hours or more of structured services per week (ASAM Level I1.5 or 11l.1) in order to begin
recovery and learn skills for recovery maintenance. The program may offer services a minimum of only
3 hours per day for only 3 days per week with no more than 2 consecutive days between offered
services if only individuals at ASAM Level I1.1 are served.

E. Additional Medicaid Requirements

1.

Effective July 1, 2009 Medicaid stopped paying a bundled daily rate for Substance Abuse Day
Services. These services now will be unbundled and billed per service. As mentioned above
Substance Abuse Intensive Outpatient Package allows providers to select all services that will be
offered in a substance abuse outpatient setting. Billable services and daily limits within SA
Intensive Outpatient Package are as follows:

Service Maximum Maximum Daily
Authorization Units Units

Behavioral Heath Assessment & Service Plan

32 24
Development
Diagnostic Assessment 4 2
Psychiatric Treatment 12 1
Nursing Assessment & Care 48 16
Community Support 600 96
Individual Outpatient Services 36 1
Group Outpatient Services 1170 20
Family Outpatient Services 100 8

F. Reporting/Billing Requirements

1.
2.

All applicable Medicaid, MICP, and other DBHDD reporting requirements must be met.

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.

Approved providers of this service may submit claims/encounters for the unbundled services listed
in the package, up to the daily maximum amount for each service. Program expectations are that
this model follow the content of this Service Guideline as well as the clearly defined service group
elements.

G. Documentation Requirements

1.

2.
3.

Provider must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.

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 individual participating in the program must be documented showing the
number of hours in attendance for billing purposes.
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5. This service may be offered in conjunction with ACT or Crisis Residential Services for a limited
time to transition consumers from one service to the more appropriate one. When this service is
used in conjunction with ACT or Crisis Residential services, documentation must demonstrate
careful planning to maximize the effectiveness of this service as well as an appropriate reduction in
service amounts of the service to be discontinued. Utilization of Substance Abuse Day Services in
conjunction with these services is subject to review by the External Review Organization.
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Supported Employment
Code Detail

HIPAA Transaction
Code
Supported
Employment

$410.00

Definition of Service: In line with current best practice, this service emphasizes that a rapid job search
and placement approach be prioritized above traditional prevocational training or traditional vocational
rehabilitation. Job development, placement and training are for people who, due to the severity of their
disabilities, need support to locate, choose, obtain, learn and maintain a job. Services include supports
to choose and obtain paid employment in competitive wage, individual-based community jobs, as well as
brief training support to learn the specific job skills/tasks necessary to perform and retain a particular job.
Services are provided to any individual interested in obtaining employment, regardless of the degree of
disability, and with particular attention and consideration to the individual’s interests, strengths, needs,
capabilities, priorities, concerns, previous work experiences and informed choice (i.e. job placement
should be individualized).

Once a job is obtained, brief on-the-job training and support is available through this service to assist
individuals in learning the job-specific skills/tasks necessary to successfully performing the new job.

It is expected that service staff will maintain regular, meaningful collaboration with the individual's mental
health/substance abuse treatment team.

Managers and staff are encouraged to become familiar with evidence-based practice on Supported
Employment such as the SAMHSA (Substance Abuse and Mental Health Services Administration
Supported Employment Toolkit that provides guidelines and practices that enhance outcomes for
consumers). Website for SAMHSA toolkit is:
http://mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/employment

Services may be provided in a variety of settings and must meet the following specific service criteria:
1) Employment is paid;
2) Employment provides opportunities to interact with people who do not have disabilities;
3) Training includes brief teaching/modeling of the specific skills/tasks necessary to perform the
job; and
4) Regular, meaningful collaboration with the mental health/substance abuse treatment team is
maintained.

Moreover, the service should maintain a focus on the individual’s long-term career goals if a career is
important to the individual, and attempt to place the individual in a job accordingly, rather than simply
placing the individual in the easiest, lowest requirement job available. Jobs may be full or part time, and
frequent opportunities for individuals to interact with non-disabled co-workers during the performance of
their jobs or during breaks, working hour meals or travel to and from work is an important benefit. More
than one individual consumer with a disability could work for the same employer and still be considered
to receive this service, as long as consumers are not grouped within the work site. Wages must be paid
in compliance with all applicable Department of Labor requirements.
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The programmatic goals of this service must be clearly articulated by the provider, utilizing best/evidence
based practices for employment services. Practitioners providing this service are expected to maintain
knowledge and skills regarding current research trends in best/evidence based practices.

Target Population

Adults and Older Adolescents with a:

Mental lliness

Substance Related Disorder

Co-Occurring Substance-Related Disorder and Mental lliness,

Co-Occurring Mental lliness and Mental Retardation/Developmental
Disabilities

Co-Occurring Substance-Related Disorder and Mental
Retardation/Developmental Disabilities

Benefit Information

Avalilable to all Ongoing Core Customers. Requires a MICP New Episode
Request or Update Request (to add as a single service to an existing
authorization).

Utilization Criteria

Available to those with LOCUS scores:

2. Low Intensity Community-Based Services*

3. High Intensity Community-Based Services

*Those who enter this service with a LOCUS score of 2 may continue to
receive the service at LOCUS level 1 with ERO approval.

Ordering Practitioner

Physician, Psychologist, Physician’s Assistant, Advanced Practice
Registered Nurse (Clinical Nurse Specialist or Nurse Practitioner), LPC,
LMFT, LCSW

Unit Value

1 month — Weekly documentation via daily attendance or weekly time
sheet.

Initial Authorization 180 days
Re-Authorization 180 days
Authorization Period 180 days

UAS:
Budget and Expense
Categories

Employment Services Provider
139 — Adult Mental Health
739 — Adult Addictive Diseases

Admission Criteria

1. Individuals who meet the target population criteria and indicate an
interest through Recovery Planning in establishing or enhancing work
skills; and

2. Individuals for whom behavioral health issues have caused
unemployment or underemployment.

Continuing Stay Criteria

1. Individuals who meet the target population criteria and indicate an
interest through Recovery Planning in establishing or enhancing work
skills; and

2. Individuals for whom behavioral health issues have caused
unemployment or underemployment; and

3. Individual demonstrates documented progress relative to goals
identified in the Individualized Recovery Plan for employment, but
employment goals have not yet been achieved.

Discharge Criteria

1. Goals of the Individualized Recovery Plan related to employment have
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been substantially met; or
2. Individual requests a discharge from this support.

Service Exclusions

Clinical Exclusions

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.

Additional Service Criteria:

A

Required Components

1. The programmatic goals of this service must be clearly articulated by the provider, utilizing
best/evidence based practices for employment services.

2. Wages must be paid in compliance with all applicable Department of Labor requirements.

Staffing Requirements
Practitioners providing this service are expected to maintain knowledge and skills regarding current
research trends in best/evidence based practices.

Clinical Operations

1. Individuals should be encouraged to be as involved and self-directed in the job location and
placement process as possible (e.g. the individual should call a potential employer to inquire about
a job rather than staff calling when possible (which may entail coaching the individual), and the
individual should be offered assistance—though not advice-- from staff in making the personal
decision about whether or not to disclose his or her disability to a potential employer).

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. These practitioners include a licensed
psychologist, a physician or a PA or APRN (NP and CNS-PMH) working in conjunction with a
physician with an approved job description or protocol

Service Access

Additional Medicaid Requirements
Not Applicable. Not a Medicaid-billable service.

Reporting & Billing Requirements
1. All'applicable MICP and other DBHDD reporting requirements must be met.
2. A monthly, standardized report may be required by the DBHDD to monitor outcomes.

. Documentation Requirements

1. Providers must document services in accordance with the specifications for documentation
requirements specified in Part Il, Section V of the Provider Manual.

FY 2011 Provider Manual Part | Eligibility and Service Requirements/Section | MH and AD 1/1/11 Page 311 of 314



GEORGIA DBHDD - BEST PRACTICE SUGGESTIONS

PRINCIPLES AND STAFF CAPABILITIES FOR SERVICES FOR ADULTS WITH CO-OCCURRING
DISORDERS - April 17, 2002

Principles

11.

12.

13.

14.

15.

16.

17.

Services for persons with co-occurring disorders should be integrated, rather than sequential. That is,
they should be structured to deal with both disorders at once rather than requiring one disorder and
one set of symptoms to be dealt with before services for the other can begin.

Psychosocial Rehabilitation (PSR) programs and Substance Abuse (SA) Day Services programs will
be initially encouraged and eventually required to work toward becoming “co-occurring capable,” that
is, able to deal flexibly with the issues of persons with co-occurring disorders.

“Co-occurring enhanced” services are time limited and go beyond co-occurring capable services and
programs. They are characterized by the following:

e Additional or special assessments requiring additional training or competencies, perhaps
utilizing additional or specialized assessment tools;

e Special training, experience, licensure, certification, or other qualifications of staff beyond basic
recognition and general capabilities of addressing the needs of persons with co-occurring
disorders within a larger program (see recommended staff capabilities below);

e Availability of addictionologist and/or MAC, CACII, or CADC consultation;

e Availability of psychiatric consultation and/or medication management;

e Availability of crisis services if needed, either directly or through an interagency agreement with
a mobile crisis service;

e Additional staff to client ratio beyond the minimum requirements for a limited period of time, in
order to deal effectively with individuals needing more intense or more frequent services than
those offered in a co-occurring capable day services program; and

e Additional programming intensity or specialized approaches or activities requiring significant
adjustments to the usual day services activities to assure adequate dosing, frequency, and
integration of services for individuals with co-occurring disorders.

Programs that provide PSR or SA Day Services will be required to either provide or arrange for co-
occurring enhanced integrated services for adults with co-occurring disorders until those individuals
can move back into regular co-occurring capable day services. Adults with co-occurring disorders
should not be expected to simply adapt to usual or routine PSR or SA Day Services activities.
Co-occurring enhanced day services may be provided within a larger SA Day Services or PSR
program, may be a separate day services program within a larger agency, or may be a stand-alone
service provider.

An adult with serious and persistent mental illness and a co-occurring substance abuse disorder should
be served in a co-occurring capable or co-occurring enhanced PSR program. Adults with substance
abuse or dependence who also have a co-occurring mental health needs that do not rise to the level of
serious and persistent mental illness should be served in a co-occurring capable or co-occurring
enhanced SA Day Services.

An adult with serious and persistent mental illness whose symptoms are stable enough so that
Intensive Day Treatment is not indicated; whose cognitive functioning is high enough to participate in
and benefit from a co-occurring capable SA Day Services program without distraction; whose coping
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skills and abilities are sufficiently intact to allow attention to his/her substance abuse; and who can
understand the emotional concerns related to the negative consequences and effects of addiction
should be allowed to choose service in a SA Day Services program. An adult with serious and
persistent mental iliness may not be refused service in an SA Day Services program simply because
he/she is seriously and persistently mentally ill. Likewise, a seriously and persistently mentally ill adult
may not be refused service in a PSR program simply because he/she is abusing or dependent on
alcohol or other drugs.

18. Adults with serious and persistent mental illness whose symptoms, cognition, functioning, or coping
skills are sufficiently impaired to prevent participation or benefit from a co-occurring capable day
services program but who meet the admission criteria for either PSR or SA Day Services, must be
served by a co-occurring enhanced PSR or SA Day Services program.

19. The service guidelines for PSR Services and for SA Day Services will include the same requirements
about cross training and capabilities of staff to recognize and treat adults with co-occurring disorders.

20. DBHDD will work to ensure that there is no financial disincentive to serving individuals with co-
occurring disorders in any particular day services program.

14. Basic knowledge necessary for all staff serving persons with mental illness or substance abuse in “co-
occurring capable” day services must include the content areas below. For programs that are “co-
occurring enhanced,” this knowledge must go beyond basic understanding and must demonstrate
actual staff competencies in using that knowledge to serve adults with co-occurring disorders.

15. PSR and SA Day Services Program Managers and staff are encouraged to become familiar with ASAM
Patient Placement Criteria — 2R and current evidence-based practices literature about serving adults
with co-occurring disorders.
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GEORGIA DBHDD - BEST PRACTICES SUGGESTIONS

Staff Knowledge and Capabilities

About
Serving Persons with Co-Occurring Disorders

Necessary Capabilities for Substance Abuse
Staff

Necessary Capabilities for Mental Health Staff

knowledge of mental illness diagnoses,
symptoms, and cognitive impairments where
applicable;

medications used to treat various types of
mental illness and their effects, including
undesired medication side effects and the
effects of discontinuing these medications;
assessment of mental illness;

likely coping strategies of individuals with
mental illness, including use and abuse of
substances,

concept of role of family members and
psychoeducational approaches for working
collaboratively with them;

motivational counseling for clients who are not
ready to take full responsibility for self-
management and recovery from substance
abuse;

behavioral counseling for those who are actively
working on recovery;

denial about mental illness or its symptoms,
while respecting and encouraging individual
choice and responsibility;

individual strategies for preventing symptom
exacerbation; and

difference between recovery and engagement
concepts in mental health and in substance
abuse.

knowledge of substances of abuse and how
they affect mental illnesses;

symptoms of withdrawal from various types of
substances of abuse;

complications of interactions between
psychotropic medications and substances of
abuse, especially in detoxification and
withdrawal processes;

assessment of substance abuse;

special considerations in assessing substance
abuse in adults who have symptoms associated
with a mental illness or who are taking or are
candidates for taking prescribed medications for
a diagnosed mental illness;

motivational counseling to use with clients who
appear to be unmotivated for substance abuse
treatment;

behavioral substance abuse counseling for
those who are motivated to work toward
abstinence;

denial and its role in addiction;

methods for overcoming denial while respecting
and encouraging individual choice and
responsibility;

relapse prevention strategies for persons with
addictions; and

difference between recovery and engagement
concepts in substance abuse and in mental
health.
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Eligibility for Developmental Disabilities Services (including DD Family Support Services)

To be eligible for Developmental Disabilities Services, individuals must meet disability and financial
criteria. One of the Department of Behavioral Health and Developmental Disabilities (DBHDD)
Regional Offices determines disability eligibility for persons residing in that region. The Department
of Family and Children Services (DFCS) determines financial and Medicaid eligibility for services
which are funded through Medicaid Waiver resources. Eligibility for the Medicaid wavier programs
is determined by DBHDD Regional Offices in accordance with waiver policies.

To be eligible for developmental disabilities services, a person must meet the eligibility
criteria below. The contractor will deliver services to individuals who meet the following criteria:

A. Mostin Need: The individual demonstrates:

1. Substantial risk of harm to self or others; or
2 Substantial inability to demonstrate community living skills at an age-appropriate
level; or
3. Substantial need for supports to augment or replace insufficient or unavailable
natural resources
AND
B. Diagnosis:

1.

w

Developmental Disability: The individual meets the following diagnostic criteria for a
developmental disability, which is a severe, chronic disability of the individual, as
determined by a professional licensed to do so:

Is attributable to a significant intellectual disability, or any combination of a significant
intellectual disability and physical impairments;

Is manifested before the individual attains age 22;

Is likely to continue indefinitely;

Results in substantial functional limitations in three or more of the following areas of
major life activities;

a. Self-care;

b. Receptive and expressive language;

c. Learning;

d. Mobility;

e. Self-direction; and

Capacity for independent living; and

Reflects the person’s need for a combination and sequence of special,
interdisciplinary, or generic services, individualized supports, or other forms of
assistance which are of lifelong or extended duration and are individually planned and
coordinated.

—h



OR
C. Mental Retardation: The individual has a diagnosis of mental retardation based on
assessment findings of significantly subaverage general intellectual functioning and
significantly impaired adaptive functioning.



Mental Retardation/Developmental
Disabilities Services Definitions
NOW & COMP Waiver Services:

'Participants have the option to self-direct NOW services with the exception of Financial Support Services,
Prevocational, and Support Coordination. The co-employer, participant direction option is available under
the NOW for Community Access, Community Guide, Community Living Support, Respite, Supported
Employment, and Transportation.

Participants have the option to self-direct COMP services with the exception of Community Residential
Alternative, Financial Support Services, Prevocational, and Support Coordination. The co-employer,
participant direction option is available under the COMP for Community Access, Community Guide,
Community Living Supports, Supported Employment, and Transportation.



Behavioral Supports Consultation

NOW & COMP Waiver
HIPAA Transaction Code

Behavioral Supports Consultation

Definition of Service: Participants can choose the self-direction option with Behavioral Supports Consultation
Services.

Behavioral Supports Consultation Services are professional consultation services that assist the participant with
significant, intensive challenging behaviors that interfere with activities of daily living, social interaction, work or
similar situations. These services consist of behavioral supports professional evaluation, training, and
intervention services. Evaluation services by the Behavioral Supports professional consultant include functional
assessment of behavior and other diagnostic assessment of behavior. Training and intervention services by the
Behavioral Supports professional consultant comprise direct skills training of participants as well as family
education and training on Positive Behavioral Supports.

Behavioral Supports Consultation Services provide for the development of Behavior Supports plans for the
acquisition or maintenance of appropriate behaviors for community living and behavioral intervention for the
reduction of maladaptive behaviors. Intervention modalities described in plans must relate to the identified
behavioral needs of the waiver participant, and specific criteria for remediation of the behavior must be
established and specified in the plan. Behavioral Supports Consultation Services may not be provided to
participants receiving Community Residential Alternative Services in the Comprehensive Supports Waiver
(COMP).

Behavioral Supports Consultation services are provided by appropriately qualified individuals with expertise in
behavioral supports evaluation and services for people with developmental disabilities. These services may be
provided in a participant’'s own or family home, the Behavioral Supports Consultant’s office, outpatient clinics,
facilities in which Community Access or Prevocational Services are provided, Supported Employment work
sites, or other community settings specific to community-based behavioral supports goals specified in the
Individual Service Plan.

ADDITIONAL SERVICE INFORMATION:

1. Providers of Behavioral Supports Consultation services must comply with the guidelines
and requirements for the provision of behavioral supports to individuals with developmental
disabilities in the DHR, MHDDAD Guidelines for Supporting Adults with Challenging
Behaviors in Community Settings and Behavioral Supports Guidelines (see Guidelines in
Appendix D) in the delivery of these services; providers rendering Behavioral Supports
Consultation services to participants under the age of eighteen years must comply with
any guidelines and requirements in these DBHDD Guidelines that are applicable to
children and adolescents with developmental disabilities.



2. Providers can provide Behavioral Supports Consultation Services at facilities where
Community Access and Prevocational Services are rendered; however, the services must
be documented and billed separately, and any waiver participant receiving multiple
services may not receive these services at the same time of the same day.



Community Access Services

NOW & COMP Waiver

. Mod2
HIPAA Transaction Code Code Mod1 Self D | CoEmp
Community Access Group T2025 HQ uc UA
Community Access Individual T2025 UB ucC UA

Definition of Service:

Community Access Services are designed to assist the participant in acquiring, retaining, or improving self-
help, socialization, and adaptive skills required for active community participation and independent
functioning outside the participant’s home or family home. These services are interventions in the areas of
social, emotional, physical, and intellectual development and may include training in the areas of daily
living skills (including leisure/recreation skills); communication training; mobility training; programming to
reduce inappropriate and/or maladaptive behaviors; and training in the use of common community
resources.

The emphasis of training will be on assisting the individual in increasing self help, socialization skills, skills
or daily living and adaptive skills required for active community participation and independent functioning
outside the participant’s home or family home. These activities include accompanying individuals to the
grocery store, or eating establishments; teaching an individual how to participate in appropriate social and
recreational activities; and assessing other activities of community living.

The services typically occur during the day but may also take place in the evenings and weekends.
Community Access services are individually planned to meet the participant’s needs and preferences for
active community participation. These services are provided in either community-based or facility-based
settings but not in the participant's home or family home or any other residential setting.

The intended outcome of these services is to improve the participant’s access to the community through
increased skills and/or less paid supports.

Community Access Group services are provided to individual participants or to groups of individuals.
Community Access Group services are provided to groups of individuals, with a staff to individual ratio of
one to two or more. The staff to individual ratio for Community Access Group services cannot exceed one
(1) to ten (10). Community Access Individual services are provided to an individual participant, with a one-
to-one staff to participant ratio. Community Access Services Providers offer (or arrange when needed) any
of the Community Access Services that are needed by the participants served and specified in the
participants’ Individual Service Plans.

The following Community Access Services are offered:
Community Access Group
Community Access Individual




ADDITIONAL SERVICE INFORMATION:

1.

2.

Service design is based on self-determination principles and evidenced based practices, which
support individuals to express their choices and direct their services.

Service design and implementation encourage and build on existing social networks and
natural sources of support and result in increased interdependence, contribution and inclusion
in community life.

Services and planning meetings shall be scheduled to accommodate individual and family
needs.

Provider shall collaborate with the Regional Office Intake and Evaluation and Planning List
Administrators, and Support Coordination agencies in the development of the Individual
Support Plan and implementation of the Support Intensity Scale for each person in service.
Contractor’s direct support staff will directly participate in both the ISP and the SIS.

Provider shall have the capacity (by staff expertise or through contract) to support individuals
with complex behavioral and or medical needs.

Service design shall be outcome based with focus on self-determination principles and
evidence based practices that continually support individuals towards responsible citizenship.
Providers rendering facility-based Community Access and other services (e.g., Prevocational
Services and adult therapy services) can provide these services in the same facility; however,
the services must be documented and billed separately, and any waiver participant receiving
multiple services may not receive these services at the same time of the same day.



Community Guide

NOW & COMP Waiver

HIPAA Transaction Code
Community Guide Self Directed

Community Guide Co-Employer

Definition of Service: Community Guide Services are direct assistance to participants in skills building and
information in meeting participant-direction responsibilities. These services are available only for
participants who choose the participant-direction option for service delivery. The participant, with the
Support Coordinator, determines the amount of Community Guide Services, if any, and the specific services
that the Community Guide will provide. The specific Community Guide Services for the participant are
specified in the Individual Service Plan. Participants may elect to receive Community Guide Services, and
when elected, participants choose their Community Guide.

Community Guide Services are individualized services designed to assist participants in meeting their
responsibilities in the participant-direction option for service delivery. Community Guides provide
information, direct assistance, and training to participants in support of participant direction. The intended
outcome of these services is to improve the participant’s knowledge and skills for participant direction.

Community Guides assist and train participants to build the skills required for participant direction, such as
exploring and brokering available community resources, problem solving and decision-making, being an
effective employer of support workers, developing and managing the individual budget, and record keeping.
Information provided by the Community Guide helps the participant’s understanding of provider
qualifications, record keeping, and other participant-direction responsibilities.

The scope, intensity, and frequency of Community Guide Services may change over time, based on the
needs of the participant.

ADDITIONAL SERVICE INFORMATION:

1. Community Guide Services are only for participants who opt for participant-direction.

2. The participant determines the amount of Community Guide Services, if any, and the
specific services that the Community Guide will provide.

3. The specific Community Guide Services for the participant are specified in the Individual
Service Plan.

4. Participants may elect to receive Community Guide Services, and when elected,
participants choose their Community Guide.



5. The need for Community Guide Services must be related to the individual disability and
tied to a specific goal in the Intake and Evaluation Team approved Individual Service Plan
(ISP).



Community Residential Alternative Services

COMP Waiver

HIPAA Transaction Code

Community Residential Alternative

Definition of Service:

Community Residential Alternative (CRA) services are targeted for participants who require intense levels of
support. These services are a range of interventions with a particular focus on training and support in one or
more of the following areas: eating and drinking, toileting, personal grooming and health care, dressing,
communication, interpersonal relationships, mobility, home management, and use of leisure time. CRA
Services are individually planned and tailored to meet the specific needs of the participant and to
accommodate fluctuations in his or her needs for various services.

CRA services include assistance with and/or training in activities of daily living, such as bathing, dressing,
grooming, other personal hygiene, feeding, toileting, transferring, and other similar tasks. These services also
include training and/or assistance in household care, such as meal preparation, clothes laundering, bed-
making, housecleaning, simple home repair, yard care, and other similar tasks. CRA services consist of
medically related services, such as basic first aid, arranging and transporting participants to medical
appointments, assisting with therapeutic exercises, and assisting with or supervising self-administration of
medication. These services also consist of implementing behavioral support plans designed for participants to
reduce inappropriate and/or maladaptive behaviors and to acquire alternative adaptive skills and behaviors.
CRA Services include transportation to all other waiver services specified in the Individual Service Plan and as
needed to facilitate the individual's participation in personal shopping, recreation and other community
activities.

Participants receive CRA services in small group settings of four or less, in host home/life sharing situations for
adults 19 years and above, or foster home for participants under the age of 19 years through an approved
foster home operating under a licensed Child Placing Agency. CRA Services may not be provided to persons
living in their own or family homes.

Community Residential Alternative Services is provided to individuals who live in one of the following
settings:

1. “Host Home” (Lifesharing). A home where an individual, who receives services, resides in an owner
occupied home where the owner/family is funded to include the person with the disability into their
household routines and provide training and supervision. This is an unlicensed setting for two
adults (19 years or above) receiving community residential alternative services. For CRA
services rendered in life sharing/host home settings to individuals under the age of 19 years,
the provider agency must have a Child Placing Agencies license from the Office of Regulatory
Services. These homes can only serve a maximum of two (2) individuals under the age of 19
years at a time and can only serve individuals receiving services through the COMP Waiver.

2. Community Living Arrangement (CLA). Agencies providing this community residential alternative




service must have a Community Living Arrangement License from the Office of Regulatory Services. If
anyone in the home receives Medicaid Waiver funding no more than four people may reside in
the home, unless granted an exception by the Office of DD.

3. Personal Care Home (PCH). Agencies providing this community residential alternative service must
have a Personal Care Home Permit from the Office of Regulatory Services. If anyone in the home
receives Medicaid Waiver funding no more than four people may reside in the home, unless
granted an exception by the Office of DD.

The services provided, the frequency and intensity of services are specific to the individual receiving services
as detailed in his/her Individual Services Plan (ISP).

ADDITIONAL SERVICE INFORMATION:

1. Service design and implementation encourage and build on existing social networks and
natural sources of support and result in increased interdependence, contribution and inclusion
in community life.

2. The selection of living environments shall include consideration of opportunities for community
inclusion of persons receiving services, individual choice (including preference to be close to
family) and distance from other homes (e.g. apartments, house) of persons receiving services
to assure that persons with developmental disabilities are not grouped in a conspicuous
manner.

3. Daily and weekly rhythms and routines shall be directly related to individual’s needs, interests
and preferences.

4. Service design shall be outcome based with focus on self-determination principles and
evidence based practices that continually support individuals towards responsible citizenship.

5. Provider shall collaborate with the Regional Office Intake and Evaluation staff and Planning
List Administration staff and Support Coordination agencies in the development of the
Individual Support Plan and implementation of the Support Intensity Scale for each person in
service. The Contractor’s direct support staff will directly participate in both the ISP and the
SIS.

6. The Provider must have Regional Office approval before moving individual(s) to a new
address. Emergency relocation plans identified in the Individual Service Plans is acceptable as
prior approval for moving to a new location in emergencies. Each individual Community
Residential Alternative site must be individually enrolled.

7. Provider will adhere to Policy on Personal Spending and Protection of Funds for individuals
receiving community residential alternative services. See Part V.

8. Provider shall have the capacity (by staff expertise or through contract) to support individuals
with complex behavioral and or medical needs.

9. A health exam is required for each individual in residential services on an annual basis. See
Part | Section IV for the Annual Health Form to be used to document the annual health exam
and maintained in the individual’s record.




Community Living Support Services

NOW & COMP Waiver

, Mod?2 Mod3
HIPAA Transaction Code Code Mod1 Self D | CoEmp
Communlty Living Support Services 72025 U5 uc UA
15 Minutes
gsly)mumty Living Supports Daily (COMP 72025 Us uc UA

Definition of Service: Participants can choose the self-direction OR co-employer options with CLS
services.

Community Living Support (CLS) Services are individually tailored supports that assist with the acquisition,
retention, or improvement in skills related to a participant’s continued residence in his or her own or family
home. Personal care/assistance may be a component part of CLS services but may not comprise the
entirety of the services. CLS services are offered to participants who live in their own or family home.

CLS services include training and assistance with activities of daily living (ADLs), such as bathing,
dressing, toileting, and transferring, and with instrumental activities of daily living (IADLs), such as personal
hygiene, light housework, laundry, meal preparation, transportation, grocery shopping, using the
telephone, and medication and money management. These services include transportation to facilitate the
individual’s participation in grocery or personal shopping, banking, and other community activities that
support continued residence of the participant in his or her own or family home. CLS services may include
medically related services, such as basic first aid, arranging and transporting participants to medically
appointments, accompanying participants on medical appointments, documenting a participant’s food
and/or liquid intake or output, reminding participants to take medication, and assisting with or supervising
self-administration of medication.

Personal care/assistance may be a component part of CLS services but may not be the only service
provided to a participant. The amount of personal care/assistance is specific to the individual needs of the
participant, as determined by the Supports Intensity Scale, the Health Risk Screening Tool, and other
participant-centered assessment data. The individual amount of personal care/assistance provided the
participant is specified in the Individual Service Plan.

A personal assistance retainer is a component of Community Living Support Services. This retainer allows
continued payment to personal caregivers under the waiver for the following: (1) up to seven (7) days from




the date of each admission to a general hospital or nursing facility, including ICF/MR and skilled nursing
facilities; and (2) up to thirty (30) days per year for other absences of the participant from his or her home,
such as vacations and family/relative visits.

CLS services are only for participants who live in their own or family home. The types and intensity of
services provided are specific to the individual participant and detailed in his or her Individual Service Plan.

ADDITIONAL SERVICE INFORMATION:

1.

Service design and implementation encourage and build on existing social networks and
natural sources of support and result in increased interdependence, contribution and inclusion
in community life.

IDaily and weekly rhythms and routines shall be directly related to individual's needs, interests
and preferences.

Service design shall be outcome based with focus on self-determination principles and
evidence based practices that continually support individuals towards responsible citizenship.
Provider shall collaborate with the Regional Office Intake and Evaluation and Planning List
Administration staff and Support Coordination agencies in the development of the Individual
Support Plan and implementation of the Support Intensity Scale for each person in service.
Provider’s direct support staff will directly participate in both the ISP and the SIS.

Provider shall have the capacity (by staff expertise or through contract) to support individuals
with complex behavioral and or medical needs.

Personal Assistance Retainer Documentation: Providers, except for providers of
participant-directed services, must document the following in the record of each participant for
whom a personal assistance retainer is a component of Community Living Support Services:
(1) Beginning and end date of absence, (2) Reason for absence, (3) Scheduled days and units
per day for Community Living Support Services as specified in the ISP.

Provider agencies must have a Private Home Care Provider License from the Office of
Regulatory Services if providing covered services as required by DCH/HFR.




Financial Support Services

NOW & COMP Waiver

HIPAA Transaction Code Code Mod1 Mod2

Financial Support Services T2040 ucC

Definition of Service:

Financial Support Services (FSS) are designed to perform fiscal and related finance functions for the
participant or representative who elects the participant-direction option for service delivery and supports.
FSS assure that the funds to provide services and supports, outlined in the Individual Service Plan (ISP)
and to be implemented through a self-directed approach are managed and distributed as intended.

Additional Service Information:

1. Financial Support Services are provided by a Fiscal Intermediary Agency (FIA) established
as a legally recognized entity in the United States, qualified and registered to do business
in the state of Georgia, and approved as a Medicaid provider by the Department of
Community Health (DCH.).

2. Financial Support Services are mandatory and integral to participant-direction through a
fiscal intermediary.

3. Financial Support Services are not available to individuals who choose the Co-Employer
model for self-directed services and supports.

4. Financial Support Services are provided by agencies that do not provide any other
Medicaid services in Georgia.



Individual Directed Goods and Services

NOW Waiver

HIPAA Transaction Code Code Mod1

Individual Directed Goods and Services T2025 u7

Definition of Service:

Individual Directed Goods and Services are goods and services not otherwise provided through the NOW
or the Medicaid State Plan but are identified by the waiver participant/representative who opts for
participant direction and the Support Coordinator or interdisciplinary team. These services are available
only for participants who choose the participant-direction option for service delivery. Individual Directed
Goods and Services must be clearly linked to an assessed need of the individual participant due to his or
her disability and be documented in the participant’s Individual Service Plan.

Individual Directed Goods and Services are purchased from the participant-directed budget and cover
services that include improving and maintaining the participant’s opportunities for full membership in the
community. Goods and services purchased under this coverage may not circumvent other restrictions on
NOW services, including the prohibition against claiming for the costs of room and board. Individual
Directed Goods and Services must be authorized by the operating agency prior to service delivery.

The Individual Directed Goods and Services must:
Decrease the need for other Medicaid services; AND

Not be available through another source, including the participant not having the funds to purchase the
item or service; AND

Promote inclusion in the community; OR
Increase the participant's safety in the home environment.

The participant/representative must submit a request to the Support Coordinator for the goods or service to
be purchased that includes the supplier/vendor name and identifying information and the cost of the
service/goods. A paid invoice or receipt that provides clear evidence of the purchase must be on file in the
participant’s records to support all goods and services purchased. Authorization for these services
requires Support Coordinator documentation that specifies how the Individual Directed Goods and
Services meet the above-specified criteria for these services. Participants receiving flexible support
coordination are required to follow these same procedures.




ADDITIONAL SERVICE INFORMATION:
1. Individual Directed Goods and Services are provided by vendors with the applicable
Georgia business license as required by the local, city or county government in which the
services are provided.



Supported Employment

NOW & COMP Waiver

HIPAA Transaction Code Code Mod1 Mod2
Self D

Supported Employment Individual T2019 UB ucC

Supported Employment Group T2019 HQ ucC

Definition of Service: Participants can choose the self-direction or co-employer options with Supported
Employment Services.

Supported Employment services are ongoing supports that enable participants, for whom competitive
employment at or above the minimum wage is unlikely absent the provision of supports, and who, because
of their disabilities, need supports, to perform in a regular work setting. The scope and intensity of
Supported Employment supports may change over time, based on the needs of the participant. Supported
Employment services are conducted in a variety of settings, particularly work sites where persons without
disabilities are employed.

Participants who receive Supported Employment services must require long-term, direct or indirect job-
related support in job supervision, adapting equipment, adapting behaviors, transportation assistance,
peer support, and/or personal care assistance during the work day. Supported Employment services
consist of activities needed to obtain and sustain paid work by participants, including job location, job
development, supervision, training, and services and supports that assist participants in achieving self-
employment through the operation of a business, including helping the participant identify potential
business opportunities, assisting in the development of a business plan, identifying the supports that are
necessary for the participant to operate a business, and ongoing assistance, counseling and guidance
once the business has been launched. These services do not include the supervisory activities rendered
as a normal part of the business setting.

The planned outcomes of these services are to increase the hours worked by each participant toward the
goal of forty hours per week and to increase the wages of each participant toward the goal of increased
financial independence. Supported Employment services are based on the individual participant’s needs,
preferences, and informed choice. These services allow for flexibility in the amount of support a participant
receives over time and as needed in various work sites.

Supported Employment Group services are provided to groups of participants, with a staff to participant
ratio of one to two or more. The staff to participant ratio for Supported Employment Group services cannot
exceed one (1) to ten (10). Supported Employment Individual services are provided to an individual
participant, with a one-to-one staff to participant ratio.




ADDITIONAL SERVICE INFORMATION:

1.

10.

1.

12.

13.

Supported Employment may be provided in individual or group settings. When contracts or
Memorandums of Agreement require providers to report the types of settings in which
Supported Employment has occurred, providers will report those settings using the following
categories:

Community Based Employment Services — Individual
Community Based Employment Services — Group

Service design is based on self-determination principles and evidenced based practices, which
support individuals to express their choices and direct their services.

IProvider supports persons receiving services to experience meaningful days by assuring that
activities are directly related to the individual’s interests and preferences as documented in the
ISP.

Service design and implementation encourage and build on existing social networks and
natural sources of support and result in increased interdependence, contribution and inclusion
in community life.

Provider shall assure that individuals (and/or their families, as appropriate) have accurate and
individualized information regarding the impact and value of employment and wages on
benefits.

Service shall be aimed at increased opportunities for meaningful adult career development with
focus towards paid employment.

Services and planning meetings shall be scheduled to accommodate individual and family
needs.

Provider shall collaborate with the Regional Office Intake and Evaluation and Planning List
Administrators, and Support Coordination agencies in the development of the Individual
Support Plan and implementation of the Support Intensity Scale for each person in service.
Contractor’s direct support staff will directly participate in both the ISP and the SIS.

The SIS will contribute to, but not determine exclusively, the nature of the employment goals
identified in the ISP as they shall always be primarily identified through person-centered
planning and discovery.

Provider shall have the capacity (by staff expertise or through contract) to support individuals
with complex behavioral and or medical needs.

Service design shall be outcome based with focus on self-determination principles and
evidence based practices that continually support individuals towards responsible citizenship.
Group Supported Employment Services: a staff to participant ratio of one to two or more, not to
exceed one (1) to ten (10).

Individual Supported Employment Services: a one-to-one staff to participant ratio.



Prevocational

NOW & COMP Waiver

HIPAA Transaction Code

Prevocational Services

Self D | CoEmp

Definition of Service:

Prevocational Services prepare a participant for paid or unpaid employment. These services are for the
participant not expected to be able to join the general work force within one year as documented in the
Individual Service Plan. If compensated, individuals are paid in accordance with the requirements of Part
525 of the Fair Labor Standards Act.

Prevocational Services occur in facility-based settings or at community sites outside the facility for small
groups of participants, called mobile crews, who travel from the facility to these community sites. Mobile
crews receive Prevocational Services by performing tasks, such as cleaning or landscaping, at community
sites other than the participant’s home or family home or any residential setting.

The emphasis of Prevocational Services is directed to habilitative rather than explicit employment
objectives. These services include teaching participants individual concepts necessary to perform
effectively in a job in the community. Activities included in these services are directed at teaching
concepts such as rule compliance, attendance, task completion, problem solving, endurance, work speed,
work accuracy, increased attention span, motor skills, safety, and appropriate social skills.

The intended outcome of these services is to prepare the participant for paid or unpaid employment
through increased skills. Prevocational Services are individually planned to meet the participant’s needs
for preparation for paid or unpaid employment. These services are provided either facility-based or at
community sites other than the participant's home or family home or any other residential setting.

Prevocational Services are provided to groups of participants at a facility or to small groups of participants
who travel to sites outside the facility, referred to as mobile crews. The staff to participant ratio for facility-
based Prevocational Services cannot exceed one (1) to ten (10). The staff to participant ratio for Mobile
Crew Prevocational Services cannot exceed one (1) to six (6).

ADDITIONAL SERVICE INFORMATION:

1. Service design is based on self-determination principles and evidenced based practices,
which support individuals to express their choices and direct their services.

2. Service design and implementation encourage and build on existing social networks and
natural sources of support and result in increased interdependence, contribution and
inclusion in community life.

3. Provider shall assure that individuals (and/or their families, as appropriate) have accurate
and individualized information regarding the impact and value of wages on benefits.

4. Service shall be aimed at increased opportunities for meaningful adult career development
with focus towards paid employment.



Services and planning meetings shall be scheduled to accommodate individual and family
needs.

Provider shall collaborate with the Regional Office Intake and Evaluation and Planning List
Administrators, and Support Coordination agencies in the development of the Individual
Support Plan and implementation of the Support Intensity Scale for each person in service.
Contractor’s direct support staff will directly participate in both the ISP and the SIS.
Provider shall have the capacity (by staff expertise or through contract) to support
individuals with complex behavioral and or medical needs.

Service design shall be outcome based with focus on self-determination principles and
evidence based practices that continually support individuals towards responsible
citizenship.

Providers rendering facility-based Prevocational Services and other services (e.g.,
Community Access Services and adult therapy services) can provide these services in the
same facility; however, the services must be documented and billed separately, and any
waiver participant receiving multiple services may not receive these services at the same
time of the same day.



Respite Services

NOW Waiver

HIPAA Transaction Code

Respite Care Services 15 Minutes

Respite Care Services Overnight

Definition of Service:

Respite Services provide brief periods of support or relief for caregivers of individuals with disabilities.
Respite is provided in the following situations:

When families or the usual caretakers are in need of additional support or relief;

When the participant needs relief or a break from the caretaker;

When a participant is experiencing a crisis and needs structured, short-term support;

When relief from care giving is necessitated by unavoidable circumstances, such as a family emergency.

Planned or scheduled respite, or Maintenance Respite, provides brief periods of support or relief for
caregivers or participants. Respite Services might also be needed to respond to emergency situations.
Emergency/Crises Respite is intended to be a short term service for a participant experiencing a crisis
(usually behavioral) and requires a period of structured support, or when respite services are necessitated
by unavoidable circumstances, such as a family emergency. Maintenance Respite and Emergency/Crises
Respite may be provided In-Home (provider delivers service in participant’s home) or Out-Of-Home
(participant receives service outside of their home).

Respite Services may be provided in the participant’'s own or family home, or outside the participant’s
home in a private residence of a Respite Services provider (i.e., a home that is owned or rented by the
provider or an employee of the provider) or in a licensed Personal Care Home. Respite Services include
short-term services during a day or overnight services.

ADDITIONAL SERVICE INFORMATION:

1.

2.

Provider agencies that render in-home Respite Services must hold a Private Home Care
license if providing services as required by DCH/HFR.

Provider agencies that render out-of-home Respite Services in a Personal Care Home must
have a Personal Care Home license.

Respite Services in personal care homes can only be rendered in personal care homes in
which all residents are adults with developmental disabilities.

Respite Services provided in Personal Care Homes serve no more than a total of four (4)
individuals at a time.




DBHDD may grant an exception to the Personal Care Home capacity limit up to a capacity of a

" total of six (6) individuals.
Respite Services provided in the private residence of a provider serve no more than one (1)

individual in the home at a time.
DBHDD may grant an exception of the private residence capacity limit up to two (2) individuals
when serving only individuals under the age of 18.



Specialized Services

NOW & COMP Waiver

HIPAA Transaction Code

Specialized Medical Supplies

Specialized Medical Equipment

Vehicle Adaptation

Environmental Accessibility Adaptation

Definition of Service: Specialized Medical Supplies (SMS) Services include various supplies which
enable individuals to interact more independently with their environment thus enhancing their quality of life
and reducing their dependence on physical support from others. SMS consist of food supplements,
special clothing, diapers, bed wetting protective chucks, and other supplies that are specified in the
Individual Service Plan and are not available under the Medicaid State Plan. Ancillary supplies necessary
for the proper functioning of approved devices are also included in this service.

Specialized Medical Equipment (SME) Services include various devices, controls or appliances which are
designed to enable individuals to interact more independently with their environment thus enhancing their
quality of life and reducing their dependence on physical support from others. SME services also include
assessment or training needed to assist participants with mobility, seating, bathing transferring, security or
other skills such as operating a wheelchair, locks, door openers, or side lyers. These services additionally
consist of customizing a device to meet a participant’s needs.

Vehicle Adaptation Services include various adaptations and technical assistance to individually or family
owned vehicles which are designed to enable individuals to interact more independently with their
environment thus enhancing their quality of life and reducing their dependence on physical support from
others. Vehicle Adaptations are limited to a participant's or his or her family’s privately owned vehicle and
include such things as a hydraulic lift, ramps, special seats and other interior modifications to allow for
access into and out of the vehicle as well as safety while moving. The adapted or to be adapted vehicle
must be the participant’s primary means of transportation.

Environmental Accessibility Adaptation Services include adaptations and technical assistance to
individually or family owned private residences which are designed to enable individuals to interact more
independently with their environment thus enhancing their quality of life and reducing their dependence on
physical support from others. These services include physical adaptations to the participant’s or family’s
home which are necessary to ensure the health, welfare and safety of the individual, or enable the
individual to function with greater independence in the home and without which, the participant would
require institutionalization. Environmental Accessibility Adaptations consist of the installation of ramps and
grab-bars, widening of doorways, modification of bathroom facilities, or installation of specialized electric
and plumbing systems which are necessary to accommodate the medical equipment and supplies
necessary for the welfare of the participant and are of direct medical or remedial benefit to the participant.




ADDITIONAL SERVICE INFORMATION:

1. Specialized Medical Supplies services must be documented to be the payer of last resource.
The DME program prior approval process is used to determine medical necessity for medical
supplies. The NOW and COMP do not cover items that have been denied through the DME and
other programs for lack of medical necessity. Providers for Specialized Medical Supplies should
refer to the Department of Community Health, Division of Medical Assistance, Part I, Policies and
Procedures for Durable Medical Equipment, Part I, Policies and Procedures for Orthotics and
Prosthetics and Part IIl, Hearing Services for additional information about coverage of these
services.

2. Specialized Medical Equipment services must be documented to be the payer of last resource.
The DME program prior approval process is used to determine medical necessity for medical
equipment. The NOW and COMP do not cover items that have been denied through the DME and
other programs for lack of medical necessity.

3. Participants may choose the self-direction option with Specialized Medical Equipment Services.
Providers for Specialized Medical Equipment should refer to the Department of Community Health,
Division of Medical Assistance, Part I, Policies and Procedures for Durable Medical Equipment,
Part Il, Policies and Procedures for Orthotics and Prosthetics and Part Ill, Hearing Services for
additional information about coverage of these services.

4. Any item billed under Vehicle Adaptation Services must not be available under the State
Medicaid plan. These services must also be documented to be the payer of last resource. The
NOW and COMP do not cover items that have been denied through the DME and other programs
for lack of medical necessity.

5. Any item billed under Environmental Accessibility Adaptation Services must not be available
under the State Medicaid Plan. These services must also be documented to be the payer of last
resource. The NOW and COMP do not cover items that have been denied through the DME and
other programs for lack of medical necessity.



Natural Support Training Service

NOW Waiver

HIPAA Transaction Code Code Mod1

Natural Support Training Service T2025 ub

Definition of Service: Participants can choose the self-direction option with Natural Support Training
Services.

Natural Support Training (NST) Services provide training and education to individuals who provide
unpaid support, training, companionship or supervision to participants. For purposes of this service,
individual is defined as any person, family member, neighbor, friend, companion, or co-worker who
provides uncompensated care, training, guidance, companionship or support to a person served on the
waiver. These services must relate to the individual participant’s needs due to his or her disability and
tie to a specific goal in the Individual Service Plan. All training for individuals who provide unpaid
support to the participant provided through NST Services must be included in the participant’s ISP.

NST Services include individualized training of families and members of the participants’ natural support
networks for the acquisition or enhancement of their ability to support the waiver participant. This
training consists of instruction about treatment regimens and other services included in the ISP. NST
Services comprise training on the use of equipment as specified in the ISP. There services may include
updates in training required to maintain the participant safely at home. NST Services encompass the
costs of registration and training fees associated with formal instruction in areas relevant to the
participant’s disability needs identified in the ISP. These services do not include the costs of travel,
meals, and overnight lodging to attend a training event or conference.

NST Services are provided by Developmental Disability Professionals (see Provider Manual for
definition). These services may be provided in a participant’s own or family home, the Developmental
Disability Professional’s office, outpatient clinics, Supported Employment work sites, or other community
settings specific to community-based Natural Support Training goals specified in the Individual Service
Plan.

ADDITIONAL SERVICE INFORMATION:

1. NST Services must not duplicate any family education or training provided through Adult
Physical Therapy Services, Adult Occupational Therapy Services, Adult Speech and
Language Therapy Services, or Behavioral Supports Consultation Services.

2. NST Services may not occur simultaneously or on the same day as Adult Physical
Therapy Services, Adult Occupational Therapy Services, Adult Speech and Language
Therapy Services, or Behavioral Supports Consultation Services.



Therapy Services

NOW & COMP Waiver

HIPAA Transaction Code Code Mod1 Mod2
Self D

97003 uc
97530 GO uc
97533 GO uc

Adult Occupational Therapy

97001
Adult Physical Therapy 97110

92506
Adult Speech and Language Therapy 92507
92609

Definition of Service: Participant can choose self-direction option with these therapies.

Adult Occupational Therapy Services are evaluation and therapeutic services that are not otherwise
covered by Medicaid State Plan services. These services address the occupational therapy needs of the
adult participant that result from his or her developmental disability. Adult Occupational Therapy Services
include occupational therapy evaluation, participant/family education, occupational therapy activities to
improve functional performance, and sensory integrative techniques to enhance sensory processing and
promote adaptive responses to environmental demands. Adult Occupational Therapy Services are
provided by a Georgia licensed occupational therapist and by order of a physician. These services may be
provided in a participant's own or family home, the Occupational Therapist's office, outpatient

clinics, facilities in which Community Access or Prevocational Services are provided, Supported
Employment work sites, or other community settings specific to community-based therapy goals specified
in the Individual Service Plan. Adult Occupational Therapy Services may not be provided to participants
receiving Community Residential Alternative Services in the Comprehensive Supports Waiver.

Adult Physical Therapy Services are evaluation and therapeutic services that are not otherwise covered by
Medicaid State Plan services. These services address the physical therapy needs of the adult participant
that result from his or her developmental disability. Adult Physical Therapy Services include physical
therapy evaluation, participant/family education, and therapeutic exercises to develop sitting and standing
balance, strength and endurance, and range of motion and flexibility. Adult Physical Therapy Services
also consist of muscle strengthening and endurance to facilitate transfers from wheelchairs and the use of
other equipment. Adult Physical Therapy Services are provided by a Georgia licensed physical therapist
and by order of a physician. These services may be provided in a participant's own or family home, the
Physical Therapist's office, outpatient clinics, facilities in which Community Access or

Prevocational Services are provided, Supported Employment work sites, or other community

settings specific to community-based therapy goals specified in the Individual Service Plan. Adult Physical
Therapy Services may not be provided to participants receiving Community Residential Alternative
Services in the Comprehensive Supports Waiver.

Adult Speech and Language Therapy Services cover evaluation and therapeutic services that are not




otherwise covered by Medicaid State Plan services. These services address the speech and language
therapy needs of the adult participant that result from his or her developmental disability. Adult Speech
and Language Therapy Services include the evaluation of speech language, voice, and language
communication, auditory processing, and/or aural rehabilitation status. Adult Speech and Language
Therapy Services also consist of participant/family education, speech language therapy, and therapeutic
services for the use of speech-generating devices, including programming and modification. Adult Speech
and Language Therapy Services are provided by a Georgia licensed speech and language pathologist and
by order of a physician. These services may be provided in a participant's own or family home, the
Speech and Language Pathologist's office, outpatient clinics, facilities in which Community Access or
Prevocational Services are provided, Supported Employment work sites, or other community

settings specific to community-based therapy goals specified in the Individual Service Plan. Adult Speech
and Language Therapy Services may not be provided to participants receiving Community Residential
Alternative Services in the Comprehensive Supports Waiver.

ADDITIONAL SERVICE INFORMATION:

1. Services must be provided by a Georgia licensed individual in the specific therapy discipline.

2. Provider agencies must have available a sufficient number of employees or professionals
under contract that are Georgia licensed individuals in the specific therapy discipline.



Support Coordination

NOW & COMP Waiver

HIPAA Transaction Code
Support Coordination

Definition of Service:

Support Coordination services are a set of interrelated activities for identifying, coordinating, and reviewing
the delivery of appropriate services for participants. Support Coordination services include the following:

o Assessment and Periodic Reassessment

e Development and Periodic Revision of the Individual Service Plan
o Referral and Related Activities

e Monitoring and Follow-up Activities

Support Coordination services assist participants in coordinating all services, whether Medicaid
reimbursed services or services provided by other funding sources. These services include completing the
Individual Service Plan (ISP) document and any revisions, and monitoring the implementation of the ISP
and the health and welfare of participants. The frequency of Support Coordination services is based on
the individual needs of the participant and as required to address any identified health and safety risks or
service provider issues.

Support Coordination services are provided by agencies that employ a sufficient number of Support
Coordinators to meet the Support Coordination services needs of participants served by the agency.
Support Coordinators assure the completion of the written ISP document and any revisions. Support
Coordinators are also responsible for monitoring the implementation of the ISP, the health and welfare of
participants, and the quality and outcome of services. Monitoring includes direct observation, review of
documents, and follow up to ensure that services plans have the intended effect and that approaches to
address challenging behaviors, medical and health needs, and skill acquisition are coordinated in their
approach and anticipated outcome. Support Coordinators are also responsible for the ongoing evaluation
of the satisfaction of participants and their families with the ISP and its implementation. Support
Coordinators assist participants and their families or representatives in making informed decisions about
the participant-direction option and assist those who opt for participant-direction with enrollment in this
option.

ADDITIONAL SERVICE INFORMATION:
1. Support Coordination is provided by Support Coordination Agencies only.

2. Provider agencies rendering Support Coordination services must:



Have at minimum five (5) years experience in providing case management
services for individuals with MR/DD, and demonstrate success in supporting
individuals in community inclusion and person centered planning;

Have established working relationships with local advocacy groups, experience
advocating for individuals in the community, and preparing individuals for self
advocacy;

Have experience and demonstrated success with person centered outcome based
planning, and developing plans based on the individual’'s choices and support
needs identified in the Supports Intensity Scale;

Have experience with measuring quality of services and satisfaction with services,
ensuring that the services that are provided are consistent with quality measures
and expectations of the individual;

Demonstrate experience in serving diverse cultural and socioeconomic
populations.



Transportation Services

NOW & COMP Waiver

HIPAA Transaction Code
Transportation — Trip

Transportation — Trip — Self Directed

Transportation — Trip — Co-Employer

Transportation Commercial Carrier, Multi
Pass

Transportation Commercial Carrier, Multi Pass
Self Directed

Definition of Service: Participants may choose the participant-direction or co-employer options with
Transportation Services.

Transportation Services enable waiver participants to access non-medical services, activities, resources,
and organizations typically utilized by the general population. These services are only provided as
independent, stand-alone waiver services when transportation is not otherwise included as an element of
another waiver service. Transportation services are not intended to replace available formal or informal
transit options for participants. Whenever possible, family, neighbors, friends or community agencies,
which can provide this service, without charge, are to be utilized. The need for Transportation Services
and the unavailability of other resources for transportation must be documented in the Individual Service
Plan (ISP).

Transportation Services provide transportation for the participant to waiver services and other community
services, activities, resources, and organizations typically utilized by the general population. These
services include:

One-way or round trips provided by Georgia licensed drivers and/or DD Service Agencies; and
Transit by commercial carrier available to the community at large.

Transportation Services must not be available under the Medicaid Non-Emergency Transportation
Program, State Plan, Individual with Disabilities Education Act (IDEA), or the Rehabilitation Act. These
services do not include transit provided through Medicaid non-emergency transportation. Transportation
Services are not available to transport an individual to school (through 12th grade). These services do not
include transportation that is included as an element of another waiver service as follows:

Community Living Support Services

Prevocational Services

Supported Employment Group Services

Community Access Group or Individual Services, which entail activities and settings primarily
utilized by people with disabilities, such as transportation to and from a Mental Retardation Service
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Center or other day center.

Transportation Services are only for participants who do not have formal or informal transit options
available. The type and amount of Transportation Services provided are specific to the individual
participant and detailed in his or her Individual Service Plan.

ADDITIONAL SERVICE INFORMATION:

1. Individual Providers rendering Transportation Services must hold a valid Class C license as
defined by the Georgia Department of Driver Services (or any allowable other state license per
Department of Community Health, Division of Medical Assistance policy).

2. DD Service Provider Agency driver staff providing Transportation Services must hold the
class of license appropriate